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Thank you for allowing me to meet with you today. As an Older Adult Behavioral Health Specialist, my efforts are made possible by funding through the Oregon State Legislature. Our specific focus today is partnering in the care of older adults with anxiety. 



Goals of the OABHS Initiative
• Improve partnerships among 

primary care, aging services, 
and behavioral health 
services

• Increase community capacity 
related to older adult 
behavioral health care

• Facilitate the 
implementation of evidence-
based behavioral health 
programs in our community
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Before we get started though, I want to give you a quick overview of the goals of the Older Adult Behavioral Health initiative. We recognize there are three key players in the care of older adults in our community: primary care, aging services, and behavioral health services. We think of these players as a broad care team for the subset of the older adult population that has behavioral health needs. One of our goals is to improve partnerships among this broad care team. Another goal is to assist each of the players increase and use their knowledge about older adults with behavioral health disorders. And finally, we are charged with facilitating the coordination of services among this care team to promote the implementation of evidence-based behavioral health programs in our community.



Where does Primary Care fit in?

• Primary care clinics are on the 
front lines of optimal mental 
health care and integration

• Older adults, in general, feel 
comfortable discussing 
emotional health with primary 
care providers 

• Key player in community 
partnerships and resource 
access to contribute to better 
outcomes
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So, where does primary care fit in on the care team? There is clear evidence in the literature that primary care clinics are truly on the front lines of mental health care for this population. We know that the present cohort of older adults, in general, feel more comfortable discussing emotional health issues with their primary care providers and are much less likely to seek services directly from mental health specialists, yet recent estimates suggest that up to 63% of older adults with behavioral health disorders do not receive needed treatment (OWL, 2010). This reality puts primary care in a key position to contribute to improving outcomes for older adults with behavioral health needs.
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I’d like to introduce you to Gladys, a 77-year-old widow who lives alone in a studio apartment in a subsidized apartment building.  She has lived there for about five years.  We’ll hear her describe her situation. See if you recognize Gladys in any of your patients.



Prevalence of Anxiety in Older Adults
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• Byers et.al.,2010

(Byers et. al., 2010)
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So Gladys represents a greater number of older adults than we may have thought. Maybe it’s a surprise to many of us, but anxiety is actually the most common mental health disorder in older adults. If we look at prevalence studies, we do see a decline in the occurrence of anxiety after about age 55, but that then increases again fairly steeply, for women in particular, around the age of 65 and for men after the age of 80. Current estimates are that between 10 and 15% of older adults have a diagnosable anxiety disorder (Yochim, Mueller, & Segal, 2013), which is more than estimated rates of depression, although the two often go hand in hand. The numbers are believed to be up to 27% for those with subsyndromal anxiety symptoms - people with symptoms not meeting diagnostic criteria, but still benefitting from treatment. (Mental Health America)



Significance of Older Adult Anxiety

• Under-recognized and 
treated 

• Associated with lower 
compliance with treatment

• Higher mortality in older 
men with anxiety

• Associated with higher 
utilization of services

Presenter
Presentation Notes
So, what’s the significance of these statistics? In spite of it being a common issue for older adults, anxiety is often under-recognized. Sometimes it’s missed because clinicians see reported worries as reasonable or understandable. As with Gladys, anxiety about falling may seem appropriate given the risk and potential adverse consequences. Or maybe you’ve known a Gladys for a long time, and this just seems to be one more thing for her to worry about, since she always seems be worried about something. We have to be mindful of adopting an ageist attitude that shows itself if we view the topics of an older adult’s worry as ‘normal’ , ‘expected’, or ‘reasonable’. Attributing voiced symptoms or pathological worry to reasonable fears is the primary reason we miss this condition.      When we do that, we potentially miss the opportunity to improve overall treatment compliance, prevent an over-use of health care services, or even contribute to reduced mortality in some patients, particularly men with anxiety, who are up to 10 times more likely to be hospitalized than younger counterparts. We know that untreated anxiety is associated with increased health care costs, especially related to cardiovascular disease, and it is associated with physical disability, and poor quality of life. This is actually true of all behavioral health conditions in the older adult population.



Older Adult Anxiety Risk Profile

• Female gender
• Lower education 
• Being unmarried
• Prior history of trauma
• Having 3 or more chronic 

conditions, especially:
• Cardiovascular disease
• Respiratory disease 
• Vestibular disturbances
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In terms of risk profile, it helps to have a picture, although it’s a very general one, in mind for tuning in to this condition. So, women, older adults with a lower education, older adults who are unmarried, older adults who have a prior history of trauma, and older adults with three or more chronic conditions are at a higher risk for anxiety. The medical comorbities most often associated with anxiety are cardiovascular disease, respiratory disease (particularly COPD and asthma) and vestibular disturbances, especially those that have resulted in falls.  



Older Adult Symptom Presentation

• Worry topics are different: 
memory loss, medical 
illnesses, falls

• Racing heart
• Difficulty sleeping
• Muscle tension
• Fatigue
• Restlessness
• Nausea

• Reports of pain
• Headaches
• More frequent hypertension
• Breathlessness
• Memory impairment
• Irritability
• Co-occurring depression

(ADAA, Living with Anxiety)
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What do we need to be aware of when it comes to our older adult patients and possible anxiety? How do they look different from their younger counterparts? If we rely solely on the DSM-V criteria, we may miss what we really need to be looking for in this population. For example, the criterion of impairment in work or social relationships maybe difficult to detect in a person who is retired and living alone with limited transportation. 	We know that older adults typically have a wider range of symptoms than younger adults, and that they more often present with physical symptoms, but they may not always be the typical ones we’re used to hearing. So, while Gladys has many of the physical symptoms associated with anxiety, including a racing heart and difficulty sleeping, we want to be listening for or asking about more chronic physical effects of anxiety such as light-headedness, a perception of weakness, GI symptoms, frequent urination, or headaches. Additionally, we may hear about or want to ask about fatigue, restlessness, diffuse pain, difficulty controlling blood pressure, increased respiratory distress, memory impairment, depression or irritability.     The challenge comes because many of these symptoms are, of course, also associated with diseases common in old age. As a result, the connection between these physical symptoms and anxiety can be easily missed. 



Anxiety Screening Questions

• Do you worry more than other 
people you know?

• How much time do you spend 
worrying?

• Do your family or friends say 
that you get too nervous or 
worry too much?

• Do you avoid doing certain 
things because they make you 
worried or anxious? 

• Does worrying get in the way of 
doing the things you want to do?
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As we understand the nuances in the expression of anxiety in older adults, we hopefully become more sensitive to our patients. A holistic assessment covering all the issues is warranted, but it terms of the possibility of an anxiety disorder, you might consider using a few of the following evidence-based screening questions, such as: (Read through the questions)Ultimately you’re trying to determine whether the worry is excessive. One of the things you’re listening for is ‘fearing the worst’. This is really the best discriminator for pathological worry. It’s that tendency to overestimate the likelihood of negative outcomes and contemplate catastrophic scenarios. So, when you’re hearing symptoms in the cognitive domain, you want to be listening for reports representative of anxious apprehension or dread. 



Anxiety:  Recommended Screening tools
• Life Event Checklist (LEC)
• General Anxiety Screen: 

o GAD-7 Symptom (useful across age groups) 

Post-Traumatic Stress Disorder Screen:

o PCL-C (validated in civilian population)

o PC-PTSD (validated in military population, used in VA) 

(SAMHSA, Clinical Practice Screening)
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The response to those questions may lead you to using an evidence-based, self-report screening tool. If you’re not already using one or some of these or other tools, these are specifically recommended in the primary care setting for use at certain points during care.First, at entry into services, the Life Event Checklist and the Generalized Anxiety Screen are valuable tools to establish a baseline. Given the amount of trauma many of our older adult patients have experienced in a life time, the LEC is a useful measure to help us understand risk based on life experience. The GAD-7 is also recommended as a routine annual screening tool, and all three are recommended as diagnostic aids, depending on the individual patient situation. In this case, the GAD-7 would be appropriate for Gladys. I’ll be leaving behind copies of these tools for you to look at and consider using. They are also available on the Substance Abuse and Mental Health Services Administration website for downloading. Psychometric properties and instruction for their administration and scoring is also available on that website.



Risks for Gladys

• Misdiagnosis
• Not treating, leading to: 

oSocial isolation 
oDepression
oDeconditioning, loss of 

function
• Using benzodiazepines or z-

drugs as first line treatment
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Screening questions or tools are a simple way to start, because if we miss Gladys’ symptoms as possible indicators of anxiety, we’re at risk of misdiagnosis. This is not uncommon in older adults with behavioral health concerns. It can go either way: we can inadvertently get focused on the physiological issues and miss behavioral health needs, or we can ascribe somatic symptoms to the mental health realm and miss important physical health needs. In terms of misdiagnosis in Gladys’ case, she’s at risk for being diagnosed with depression, or at risk for being worked up for dementia, likely adding unnecessarily to her concerns about her health and future. If we miss the anxiety indicators altogether and focus our attention on her ongoing pain and fall risk, she may go on to experience further social isolation and possible depression, which could create a situation where deconditioning and a loss of function actually increases her risk of falling. On the other hand, we may recognize the symptoms, especially those that are most troubling, such as sleep difficulties and feeling keyed up or ‘on edge’, and be tempted to treat those directly with a benzodiazepine or a non benzodiazepine hypnotic. We’re going to look at this particular issue more closely.



Compounding Problems
• Benzodiazepine use highest in 

older adults
• Increased risk of Alzheimer’s 

Disease, falls with fractures, 
delirium, dependence

• Potentially fatal if combined with 
other CNS depressants or alcohol

• Not first line treatment
• 2015 Beers List 

recommendations
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This graph from a NIH-funded study in 2008 shows the dramatic increase in benzodiazepine prescriptions with age. The top line here indicates the prescriptions given to women, showing that about 12% of 80 year old women were prescribed one of these medications. In the 65-80 year old age group, the study found that almost a third were receiving benzodiazepines long-term. Gladys would potentially be numbered among this group, but to prescribe these to her would put her at risk of Alzheimer’s Disease, more falls, fractures, delirium, or dependence. These medications have significant risks of death associated with them when used with other CNS depressants or alcohol.   While these medications can be effective for acute anxiety, GAD, and panic disorder, they are NOT first line treatments. Instead, they should only be prescribed after nonpharmacologic strategies have been tried, and/or SNRIs/SSRIs, buspirone, or pregabalin have been determined ineffective. The American Geriatrics Society 2015 Beers List of Potentially Inappropriate Medications in Older Adults recommends avoiding ALL benzodiazepines for older adults because of the high risk of falls, delirium, fractures, cognitive impairment, and car accidents. If they are determined necessary, only short term use of intermediate half life drugs such as low dose Lorazepam or Oxazepam is appropriate, with short term being defined as no more than 2 months. Sedative hypnotics are also to be avoided, and are not useful in treatment of anxiety.  Several resources may be useful in terms of considering alternatives to these medications, and I have a few of those with me that we can discuss at the end of this presentation.



Geriatric Best Practices

1. Rule out/treat physical cause 
and mitigate health risks (falls)
2. Eliminate unnecessary meds
3. Cognitive-Behavioral Therapy 
4. Address social supports
5. Pharmacotherapy with 
psychotherapy
6. Follow up PCP visits
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So what is exactly best practice? Steps one and two are to rule out and/or treat any physical issues that may be contributing to anxiety (such as an endocrine imbalance or respiratory illness) and address any anxiety-producing medications, such as corticosteroids, beta agonists or weight loss supplements.Depending on the severity of the situation and diagnosis, the next steps may include a referral to a mental health specialist for psychotherapy alone. Evidence indicates that cognitive-behavioral therapy, tailored to the needs of older adults, improves anxiety symptoms, often with similar outcomes to pharmacotherapy. Additionally, when social supports are optimized, there is more likelihood that progress is sustainable. After any referral for a behavioral health issue, phone or in-person follow up is important, and becomes critical in situations where medications have been changed or added. If you make a referral for therapy prior to starting any medications for anxiety, it’s important to schedule a follow up appointment to discuss the response to therapy and reassess/re-evaluate the need for medication intervention.If during your follow up visit, which should preferably be within 4-6 weeks, there is no noted progress from therapy and optimizing social supports, a stepped approach for treatment would now include the consideration of a pharmacological  agent, using the treatment algorithm mentioned on the last slide.We know that treatment of anxiety increases in complexity when an individual has more than one anxiety diagnosis (such as panic disorder and social anxiety disorder), comorbid depression, chronic medical conditions, and/or substance use disorders. We also know we have to deal with high attrition rates in older adults. Because of these issues, communication among the providers of services is needed. An integrated effort is essential to sustained success. 



Communication 

Communication 
failure is the leading 
cause of inadvertent 
patient harm. 
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(Read the quote) We recognize the critical piece that communication is in improving the care of older adults with behavioral health issues. As we have opportunity, as OABHS, we’re encouraging all three of the key players (mental health, aging services, primary care) to become advocates of good communication. 



Communication

Advocate the use of standardized 
communication strategies, such 
as:

S - Situation 
B – Background
A – Assessment
R - Recommendation 
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Don’t know if you can read the cartoon here, but as everyone’s standing around with the patient on the floor instead of on the table, the quote reads, “And THAT is why we lift on THREE.”So, how can we make good communication happen across service systems? We’re promoting the use of a simple, but standardized communication strategy like SBAR for communication among the three primary service providers of care for older adults. When this strategy has been practiced across service sectors, there are reports of a significant improvement in the perceived quality, efficiency, and usefulness of clinical information. The result has been an enhanced ability to make clear decisions and the time spent receiving the referral was halved. If you have other suggestions, I’m interested in knowing what standardized system has worked for your office.



Communication 

• Address HIPAA issues
• Contribute to other team 

members knowing about 
changes potentially effecting 
behavioral health and function

• Value information received from 
other team members in the 
delicate balance of behavioral 
and physical health
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There are many misconceptions about HIPAA and behavioral health issues that I can address, if that would be helpful.Additionally, we’re advocating a proactive communication process among the team players. Because there’s such an interplay of symptoms for older adults, communication among the players can be critical to preventing further deterioration, either in physical health or behavioral health. So, when there’s an exacerbation of physical concerns (such as an acute infection), it may be useful to use a brief SBAR communication with aging services or involved behavioral health clinicians so they can be put on the alert. And, vice versa – if there’s a problematic family situation or deterioration in behavioral health, we’re encouraging behavioral health providers to use SBAR to communicate with primary care, since there may be repercussions in the physical health domain. In general, we want to foster a culture in Oregon where each of the team players value the information received and the skills provided by other parts of the team, recognizing that each system plays a vital role in improving  behavioral health care. 



Resources—Aging Services
• The Aging & Disability Resource Connections (ADRC) 

www.ADRCofOregon.org; 
1-855-ORE-ADRC (673-2372)

• No Wrong Door philosophy
• Family engagement
• Referral to behavioral health services
• Options Counselor
• Evidence based health promotion services 

(senior centers)
o Falls prevention (e.g., Tai Chi, Walk with Ease) 

• ADRC Mental Health Initiatives 
o For example, PEARLS, Healing Pathways
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Many resources exist in Oregon to support people like Gladys. These include connecting to services through the Aging and Disability Resource Connections (ADRC).  The ADRC is the “no wrong door” agency that can connect older adults and people with disabilities with needed services, regardless of income or insurance. We encourage you to access this resource when it applies to your patients.In Gladys’ case, an ADRC call could lead to a referral for behavioral health services, and if requested, an Options Counselor could be assigned to help engage Gladys’ daughter in helping Gladys to recover.  An Options Counselor provides in-home personalized discussion about the service options available.In many counties, the ADRC sponsors evidence-based programs that are targeted at specific needs like Falls Prevention or Depression, which often co-exists with anxiety. I’d be glad to let you know what’s available in our community.

http://www.adrcoforegon.org/
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I hope this brief overview of anxiety in older adults is useful as we attempt to increase awareness of behavioral health issues in older adults.Our hope as OABHS is to support you on the front lines of behavioral health care by working together for the benefit of patients and their families through phone consultations, case conferences, future trainings and problem solving current barriers. Our overarching goal is to design a more functional local system of care. I’m available for further discussion of any of the issues I’ve brought up in this brief presentation, and have several resources that you may be interested in. Thank you again for your time and the privilege it has been to talk with you today. 
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