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Agitated depression

—

Retard depression

Depressive stupor
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Bereavement

Normal grief starts with shock, proceeds to
preoccupation, then to resolution

May be prolonged in elderly, but consider major
depression if there is marked psychomotor
retardation, lasts over 2 months, marked impairment,
or if suicidal ideation
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start low and go slow
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Depression in older adults

May have delusions which are usually persecutory or
hypochondriacal in nature

Need treatment with both an antidepressant and an
antipsychotic

ECT may be treatment of choice
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Anxiety Disorders

Very common in elderly
May occur first time after age 60, but not usually

Most common are phobias, especially agoraphobia
Elderly more likely to use anxiolytics

May be due to medical causes or depression
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Table 1

Classificatory Systems for Anxiety Disorders

ICD 10

DSMNLS

(F40) Phobic anxiety disorders
(F40.0) Agoraphobaa
(F40.1) Social phobias

o Anthropophobia

o Social neurosis

(F40_2) Specific (1solated) phobias
o Acrophobia

o Animal phobias

o Claustrophobia

o Simple phobia

(F40.8) Other phobic anxiety
disorders
(F40.9) Phobic anxiety disorder.

unspecified
o Phobia NOS
o Phobic state NOS

(F41) Other anxiety disorders
(F41.0) Panic disorder (episodic
paroxysmal anxiety)

(F41.1) Generalized anxiety disorder

(F42) Obsessive-compulsive
disorder

Anxiety Disorders
Separation anxiety
disorder

Selective mutism
Specific phobia
Social phobia

Panic disorder

A goraphobia
Generalized anxiety
disorder

Obsessive-Compulsive
Disorders(Separate
classification)
Obsessive-compulsive
disorder

Body dyvsmorphic disorder
Hoarding disorder
Trnichotuilllomania



Differences in clinical presentation of anxiety disorders among young and elderly patients

Young patients Old Patients

GAD 1n young and old has stmilar features consisting of muscle tension, worry, easy faigability and sleep disturbances

More severe panic symptoms Lower level of cognitive and somaic distress dunng a panic attack
0CD- More compulsive behavior mvolving counting or symmetry. More contamumation and religious obsesstons

PTSD- More severe psychological symptoms More severe physical symptoms, more impaiment n social functions,

avosdance bebaviour
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Risk factors for various anxiety disorders in the elderly

Disorder Risk Factors

Panic Disorder Disablity n old age

Phobic disorders Lower mcome, Early parental loss

Agoraphobia Female gender, widowed or divorced presence of comorbid depression and soctal phoba

PTSD lee%.cﬂdhmumnmwwlfeﬁﬂ
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Specific presentations of various anxiety disorders in the elderly

Disorder Specific Characteristics in the Elderly

Specific phobia * Commonly seen
* Onset earlier in life, not in the genatric age group
* Commonest symptom- Fear of falling
Generalized Anxiety Disorder * Commonest 1n elderly
* Again, usually early onset and chronic course
* Sub-syndromal symptoms more seen 1n the elder rather than the disorder per se.
* Commonest symptoms seen- llness anxiety and health anxiety
Social Phobia * Again, usually early onset
* May be difficult to pick up due to reduced soctal networking and relative 1solation.
Post-Traumatic Stress Disorder(PTSD) * Subsyndromal PTSD 1s more common in older adults
* Can be chronic
* Best evidence seen in war veterans
* In elder individuals-re-experience phenomenon are rare
Panic Attacks * Not so common, unlike younger age group, unless already pre-existing
* Diagnosable panic disorder 1s rare
* Overall functionality ~less impeded than 1n younger adults as sympathetic overdrive reduces
* Existential anxiety can also manifest with panic attacks
Obsessive Compulsive Disorder * Onset after 33 years 1s very rare
* OCD may be seen as part of BPSD(Behavioural and Psychological Symptoms of Dementia)
* A peculiarity of this age 1s hoarding compulsions. Often seen with those having cognitive disorder,
personality change or substance use.
ey o
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- Medical conditions nthe elderly which can be mistaken for anxiety

System Specific Diseases

Neurological Stroke Parkinsontsm epilepsy, multiple sclerosts, fumors

VS Angina mitral valve prolapse,cardiac archythmia,acute asthmatic attacks
Gl disorders [rritable bowel syndrome

Metabolic /endocrmne Hypoglycaemia hyperthyroidism.pheochromocytoma,

Deficiency states

hyparathyroidism,carcinoidsyndrome, uraemia, hepatic faslure, hypocalcemua or hypercalcaemia
Vit. B1,B6,B12 folic acid




Investigations which may be done in a case of Elder Anxiety

Baseline
CBC,
Blood sugar
Urea ,
Creatinine
Thyroid levels
If indicated Sodium,
Potassium and
Calcium levels

Imaging if required
Chest Xray
ECG
Echo Doppler
Based on individual case
Pulse oximetry
Urine analysis and
Drug screening




Rating Scales for Geriatric Anxiety

Type of Scale Name of Scale
Observer Rated - Hamulton Anxiety Rating Scale
- Beck’'s Anxiety Inventory
- Anxiety Status Inventory
Self- -Genatric Anxiety Inventory
Rated(Unidimensional) -State-Trait Anxiety Inventory(The child

Multi-dimensional

Anxiety in Dementia

version of the scale 1s better to apply for the
elderly)

-State-Trait Inventory of Cognitive and
Somatic Anxiety

-Self Rating Anxiety Scale

Profile of mood states. Hopkins Symptom
Checklist(SCL-90 R).

- Rating anxiety in dementia scale (RAID).

BEHAV AD. E-BEHAV AD. NPL. NPI-Q.
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Differential Diagnosis of Anxiety in Elder individuals(in order of likelihood)

1. Side Eftects of Medication use, incuding self medication
2. Drug and alcohol use
3. Medical comorbidities

4, Other Psychiatric disorders(inchuding cognitive disorders)



Comparative Symptom Overview for Normal Ageing versus Anxiety versus Depression in the Elder

TS g D g

Symptom Normal Ageing Major Depressive Disorder GAD/Panic Disorder/Phobia
Subjective Memory complaint + + +
Excessive concern or worry — + -
Mood Disturbances _ ++ 4-
Changes in sleep pattemn + = -
Appetite disturbances Check for + _
concomtant
medication
Breathung difficulty Check for _ +
concomutant
medication/

3
B
I



- Comparative Symptom Overview for Late Life Auxiety versus Dementia

Behaviour Late Life Anxiety Dementia
Rigidity #- o
Hoarding ¥- +H
Restlessness + +
Psychomotor agitation + +H
Worry e =
Medically unexplamed physical symptoms

Ht o
Sleep disturbances + -t
Being homebound Volitional Involuntary
Wandering away - +

Substance/Drug use(either recreational or + -
medical)




Choice of treatment setting

Most of the anxiety disorders can be treated in outpatien setting.

Inpatient management of anxiety disorders is indicated when

1) Comorbid severe depression(and at times suicidality) is present.
2) Anxiety disorder is severe and treatment resistant. e.g. OCD.

3) In case of poor social support and presence of chronic stressor separation from the stressful situation
1s needed.

4) Concurrent medical illnesses and treatment need evaluation and management.



, Wharmacmtreatmeﬁ@/

Lifestyle modification:
Sleep, diet, exercise, socialisation —all in moderation.
Eliminate medical and non-medical triggers



‘Behaviour Therapy:

a)Relaxation Therapy: Classical Jacobson's technique of
progressive muscle relaxation can be taught to the individual
with anxiety. This can also be coupled with guided imagery, or
practiced alone.

b)Systemic desensitization : This works particularly for
phobias and unspecified fears for eg. fear of falling. Creating a
hierarchy and controlling the response helps.

c)Exposure and Response Prevention: For OCD

d)Eye Movement Desensitisation and Reprocessing (EMDR):
For PTSD.



“Cognitive Therapy:

Cognitive Behaviour Therapy : The aim of CBT in older
adults is to target cognitive symptoms, physical symptoms
as well as behavioural symptoms.

First and foremost psycho-education is a must —about the
anxiety in general and management of the same.

Acceptance that the symptoms may not be suggestive of a
medical emergency, at the same time being vigilant of
associated co-morbidities, becomes a tricky issue to deal
with and require a lot of awareness and self-monitoring.

The core of CBT, however, remains cognitive restructuring
using the ABC model(antecedents-behaviour-
consequences), wherein cognitive errors and maladaptive
behaviour are identified and worked upon.



/I\/Iindfulness:

Mindfulness is inculcating the ability to focus on ‘the
now’.

The aim is to harmonise the difference between the mind
and body.

Mindfulness is particularly important in the elderly,
where there are so many transitions taking place not only
In the body, but also in the mind, social interactions and
roles within the family as well as outside.
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Miscellaneous-

a)Yoga

B)Art Therapy

c)Dance therapy

d)Music Therapy

e)Cognitive Rehabilitation
f)Social Activities or Networking



g)Alternative Therapies: Complementary and alternative
therapies like touch therapy, reflexology, massage, reiki
etc have been tried with not very robust evidence. There
are more of anecdotal reports of the same.



~Pharmacological management

GAD PHOBLA PANICDSORDER  OCD  PISD
FIRST SSRL SNRI Buspiroe SRLRMA  SSRLSRI SN SN
INE
SECONDLINE  Mitazapine, Pregabaln S\RI TCA TCA Mitazapne
TCA Taneptne
TRD B BDD, BID, BID BID, Aryicel

LINE MAO MAO] antipsychotics




f s for commonly used
epressant Medications

Generic Name Starting dose Average Maximum recommended dose (CPS) Comments/Caution
mg/day Dose(mg)

SSRI

Escitalopram 5 10-20 20 mg Probably the safest in the elderly
Hyponatremia

Sertraline 25 50-150 200 mg Caution 1n those with bleeding
tendencies

SNRI

Venlafaxine 375 37.5-150 150 mg Watch for hypertension

Desvanlafaxine 30 30 50 mg Can start with 25 mg.
Watch for hyponatremia

Duloxetine 10 mg 10-30 30 mg Rusk of falls

Others

Mirtazapine 15 30-45 45 mg Withdrawal 1s difficult

Pregabalin 75 150-600 600mg Very sensitive to side effects; giddiness
Use 1n caution with BZD

Tianeptine 12.5 12.5-50 50 mg Relatively free of side effects.
Well tolerated

Buspirone 10 10-60 60 mg Restlessness

TCA

Nortriptyline 10-25 40-100 200 mg Anti-cholinergic properties;

cardiovascular side-effects
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ommon Side effects of medication seen in
elderly

Side Effect SSRI SNRI TCA Others

Hyponatremia v v

Risk of bleeding v v

QTc prolongation Occasional v

Narrow angle v

glaucoma

Anti-cholinergic v

effects

Elevated blood v

pressure

Giddiness v v Pregabalin

Serotonin syndrome 1f v

given in combination

Discontinuation Especially v v Mirtazapine

syndrome Paroxetine

Toxicity in overdose v

Risk of falls Benzodiazepines
Non-benzodiazepine
receptor agonists.
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~Other modalities of treatment

Modalities of treatment like. rTMS, tDCS have been tried
In a few studies of anxiety disorders in adult patients, but
similar studies in elderly patients have not been done.
However rTMS has been shown to be useful in resistant
geriatric depression and it has been observed in these
patients that concurrent anxiety symptoms also improve.
Further research is needed in this area to establish these
treatment modalities in anxiety disorders.







