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Abstract—Anxiety disorders are common and debilitating in 
older individuals, yet anxiety is often not formally assessed in pri-
mary care. We conducted a quality improvement project to exam-
ine the feasibility of implementing a brief anxiety assessment, the 
Geriatric Anxiety Inventory (GAI), in a Department of Veterans 
Affairs geriatric primary care clinic. We compared the GAI with a 
depression assessment, the 15-item Geriatric Depression Scale 
(GDS-15). Fifty older Veterans (mean age = 78.5 +/– 7.4 yr) 
completed the GAI and GDS-15. Mean completion time and 
feedback to patients was brief (6.20 min; n = 10). Good internal 
consistency (alpha = 0.82) was found for GAI scores. Patients 
with psychiatric diagnoses obtained significantly higher GAI 
scores (mean = 4.73 +/– 1.15) compared with patients without 
psychiatric diagnoses (mean = 1.15 +/– 1.86, t(11.46) = –3.10, 
p = 0.01). Findings suggest that the GAI is acceptable to patients 
but may not be suitable for differentiating anxiety symptoms or 
disorders from depression. Interdisciplinary team members con-
tinued to implement the GAI after project completion to screen 
for and track anxiety symptoms in our geriatric primary care 
patients. Detecting anxiety with the GAI had the benefit of allow-
ing providers to initiate conversations about available treatments 
and track symptoms as part of noting treatment progress.
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INTRODUCTION

Anxiety disorders are the most common type of psy-
chiatric illness [1], affecting one in three Vietnam Veterans 
exposed to war zone stress [2]. Vietnam Veterans are twice 
as likely to have elevated anxiety symptoms than World 
War II and Korean war era Veterans [3]. The presence of 
anxiety disorders and elevated anxiety symptoms contrib-
utes to negative physical and mental health outcomes, 
including elevated risk of myocardial infarctions [4], lower 

Abbreviations: BAI = Beck Anxiety Inventory, GAD = general-
ized anxiety disorder, GAD-7 = Generalized Anxiety Disorder 
7-item Scale, GAI = Geriatric Anxiety Inventory, GAI-SF = GAI 
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cognitive functioning [5], and suicidal ideation [6]. More-
over, elevated anxiety symptoms precede accelerated func-
tional decline in older adults [7].

Most older adults receive mental health treatment in 
primary care rather than mental health care clinics [8], 
yet anxiety disorders often are unrecognized in this set-
ting [9]. Antidepressants, primarily SSRIs (selective
serotonin reuptake inhibitors), are the main pharmacolog-
ical line of treatment for late-life anxiety disorders [10]. 
Efficacious psychological treatments for anxiety disor-
ders [11] and psychotherapy to augment pharmacother-
apy [12] also exist but may not be offered to all patients 
due to the limited number of qualified providers. How-
ever, without adequate recognition of anxiety disorders, 
older adults do not receive any treatment for these issues.

When assessing older adults for anxiety and other 
issues, the clinician faces several challenges that may not 
be present with middle aged or young adults. The clinician 
must consider the individual’s cognitive functioning,
because cognitive impairment is associated with reduced 
reliability and validity on measures of psychiatric symp-
toms. Also, if the older adult is experiencing somatic 
symptoms related to a chronic medical condition or acute 
illness, the presence of these symptoms may confound 
reporting of anxiety symptoms on measures that include 
multiple somatic symptoms, such as the Beck Anxiety 
Inventory (BAI) [13]. As a further challenge, most anxiety 
screening guidelines or reviews [14] do not provide rec-
ommendations specifically for older adults. One exception 
to this is the Substance Abuse and Mental Health Services 
Administration’s and the Administration on Aging’s rec-
ommendation to use the Generalized Anxiety Disorder 
7-item scale (GAD-7) [15] to screen for anxiety [16].
However, the GAD-7 has not been examined specifically 
in older adults and is limited to screening for generalized 
anxiety disorder (GAD) but not other common anxiety dis-
orders (e.g., panic disorder, social phobia). Furthermore, 
the GAD-7 uses a four-point Likert-type scale, which may 
be confusing for some patients with cognitive impairment 
and visual memory deficits in particular [17].

To address the need for assessment guidelines specifi-
cally for older Veterans, Gould et al. conducted a system-
atic review that identified eight self-report anxiety
measures that have psychometric support in older adults 
and are feasible to use in Department of Veterans Affairs 
(VA) primary care clinics [13]. The Geriatric Anxiety 
Inventory (GAI) [18] was identified as the best overall 
anxiety screen for older VA patients due to the strong psy-

chometric support and the clear administration and scoring 
instructions. The GAI is a 20-item, dichotomously scored 
measure that can be administered in less than 3 min. It 
assesses generalized anxiety symptoms, yet also has been 
validated to identify any anxiety disorder [19]. In a recent 
study with individuals with cognitive impairment and 
dementia, the GAI was examined and found to have excel-
lent internal consistency in those with cognitive impair-
ment and those with dementia (α = 0.92, 0.91) [20].

We conducted a quality improvement (QI) project 
with the aim of testing the feasibility of implementing the 
GAI to screen for anxiety in a VA geriatric primary care 
clinic. Establishing the feasibility of administering valid 
brief assessments for anxiety to older Veterans is impera-
tive, particularly in light of the scope of the issue of anxi-
ety in the aging population of Vietnam Veterans. Here, 
we report on the feasibility and process of implementing 
the GAI, the acceptability of the measure to VA patients 
and staff, and the prevalence of anxiety in this clinic 
using GAI scores. We also compared the GAI with the 
15-item Geriatric Depression Scale (GDS-15) [21], since 
depression and anxiety are often comorbid [22]. The 
GDS-15 is used in our geriatrics clinic to assess depres-
sion in addition to the two-item Patient’s Health Ques-
tionnaire (PHQ-2), an annual depression screen in the 
Veterans Health Administration (VHA). The goal of this 
project was to conduct an evaluation of a clinical care 
practice, namely the utility of integrating a brief anxiety 
assessment as part of routine practice in a geriatric pri-
mary care clinic. We were also interested in determining 
whether assessing anxiety with the GAI would provide 
added benefit to patients above and beyond a depression 
screen.

METHODS

Participants
Participants were 50 Veterans who attended a VA 

geriatrics primary care outpatient clinic between Septem-
ber 2012 and July 2013. Exclusion criteria included a 
diagnosis of dementia in the medical record or impair-
ment on brief cognitive assessments (Mini-Mental State 
Examination [MMSE], Montreal Cognitive Assessment 
[MOCA], and Mini-Cog) completed within a year prior to 
the patient’s visit. The selection of patients is described in 
greater detail in the “Procedure” section.
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Measures
The GAI is a 20-item measure of anxiety that uses a 

dichotomous “agree” or “disagree” response scale [18]. 
Scores range from 0 to 20, with higher scores indicative of 
greater anxiety severity. Findings from previous studies 
provide evidence for excellent GAI score test-retest reli-
ability (r = 0.93 and 0.91) and excellent internal consis-
tency [18,23]. We examined the psychometric properties 
of the GAI and found good internal consistency as mea-
sured with the Kuder-Richardson 20 coefficient (KR-20 = 
0.82). Additional studies provide evidence of convergent 
validity [18,23–24] and discriminant validity [18].

The short GDS-15 [21] was used to measure depres-
sive symptoms. The GDS-15 employs a dichotomous
“yes” or “no” response scale. GDS-15 scores range from 
0 to 15, with higher scores indicative of greater depression 
severity. Studies provide support for internal consistency, 
reliability, and convergent validity with other measures of 
depression and discriminant validity [25]. Adequate inter-
nal consistency was found for the GDS-15 (KR-20 = 0.67) 
in the present sample of older VA patients.

We selected the Short Blessed Test (SBT) [26], a brief 
version of the Blessed Information-Memory-Concentration 
Test [27], as the brief cognitive assessment to identify and 
exclude patients with significant (SBT > 4) cognitive
impairment [28]. The SBT is shorter than other cognitive 
assessments, such as the MMSE [29] and the MOCA 
[30]. The SBT also can be administered to individuals 
with impaired vision or those who have difficulty writing 
or drawing. Higher scores on the SBT indicate more 
errors. We gathered information on psychiatric diagnoses 
from the problem list in each patient’s medical record.

Procedure
The VA Office of Research and Development reviewed 

the project prior to its implementation and granted it 
exempt status as a QI program.

Several steps were taken to select patients for the 
QI project. A psychology postdoctoral fellow (C.E.G.)
reviewed the medical records of 131 older patients sched-
uled to attend the clinic. We excluded 23 patients with a 
dementia diagnosis on their problem list because of the 
questionable validity of self-report measures of anxiety 
and mood in individuals with dementia [31]. We excluded 
11 patients identified as having “possible cognitive
impairment or dementia” based on the results of one of 
three brief cognitive assessment used in the clinic within 
the last year: Mini-Cog (3) [32], MMSE (>1.5 standard 

deviation [SD] below the mean for age and education) 
[29], or MOCA (>1.5 SD below the mean for age and 
education) [30]. Thus, the remaining 97 patients were eli-
gible because they either had (1) no dementia diagnosis 
and no brief cognitive assessment completed within a year 
of their upcoming primary care appointment or (2) no 
dementia diagnosis and a completed cognitive assessment 
with findings of no impairment within a year of their 
upcoming primary care appointment. Eligible patients 
were discussed during primary care team meetings with 
the attending physicians to determine whether any acute 
medical issues were present that required immediate 
attention such as hospitalization. Two patients with acute 
medical issues and one patient who did not speak English 
were excluded. One additional patient was excluded based 
on the attending physician’s (G.G.) recommendation given 
the patient’s strong concerns with privacy issues in the 
past.

Eligible patients were approached during their regular 
primary care visit. An attending physician (G.G., J.L.T.) 
first introduced the psychology fellow to the patients, and 
then the fellow (C.E.G.) explained the nature of the proj-
ect to the patients. She explained to the patients that these 
assessments are similar to the questions that they are 
asked on an annual basis about their mood (e.g., PHQ-2). 
Patients were informed that stress and anxiety are com-
mon but are often not asked about formally during pri-
mary care visits. The psychology fellow stated that the 
aim of the project was to see if this measure, the GAI, was 
a useful way of asking about anxiety and stress. She com-
municated that choosing not to participate in the QI proj-
ect would in no way affect the care they already receive 
or will receive in the future through the VA. If a patient 
agreed to participate in the project, a brief cognitive 
assessment (SBT) was administered if no cognitive 
assessment (Mini-Cog, MMSE, or MOCA) had been 
administered in the previous year. Patients identified by 
the SBT as having possible cognitive impairment or 
dementia were excluded. Those findings were discussed 
with the clinical team and the patient so that appropriate 
follow-up could be provided. Those who passed the SBT 
then completed the GDS-15 and GAI. Patients could 
complete the measure on their own or by having ques-
tions read aloud. Oral administration of self-report assess-
ments including the GAI has been conducted in previous 
studies [23]. The fellow took notes during the assessment 
about any comments made regarding the measures and 
confusion observed during administration.
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After completing the questionnaires, the patients were 
provided feedback regarding whether they had a positive 
screen for anxiety or depression and, if so, the effect that 
these symptoms might have on their functioning was dis-
cussed briefly. Patients were informed about several treat-
ment options, and referrals were made with patients’ 
consent. All assessments were completed in clinic rooms 
to ensure patient privacy.

RESULTS

Feasibility of Assessment
Of the 131 records reviewed, 56 patients were invited 

to participate in the project. Thirty-eight patients were 
excluded for the aforementioned reasons. The remaining 
37 patients were not approached because of scheduling 
conflicts or concurrent assessments with other patients. 
Of the 56 patients approached, 3 (5.4%) declined partici-
pation. The remaining 53 (94.6%) patients agreed to par-
ticipate in the project, which suggests that they were 
amenable to completing a brief anxiety assessment in pri-
mary care. Of the 53 patients, 3 obtained elevated scores 
on the SBT consistent with possible cognitive impair-
ment or dementia and were thus excluded from the proj-
ect. The mean score on the SBT (1.14 ± 1.51) fell below 
the SBT cutpoint of >4 for possible cognitive impairment 
or dementia. The Table contains demographic character-
istics for the 50 patients who completed the GAI and then 
the GDS-15.

Interestingly, the majority of patients (80%, n = 40) 
elected to have the psychology fellow read the questions 
aloud. Although reading the questions aloud is more time-
consuming, this process can allow an assessor to gather 
other information that could be used in making recommen-
dations to the patient at the end of the assessment. Based 
on observations from the interviews, more clarification 
was needed for the GDS-15 questions than for the GAI 
questions. The fellow repeated the instructions and 
reminded the patients of the 1 wk timeframe during the 
administration of the GDS-15 because patients often 
responded to the questions based on long-standing changes 
rather than changes that occurred within the past week. 
Three patients chose not to respond to item 15 on the 
GDS-15, “Do you think that most people are better off 
than you are” because they stated they could not make this 
judgment. On the GAI, two patients were unsure of the

Characteristic Value

Age, yr (mean ± SD) 78.5 ± 7.4

Male 50 (100)

Race/Ethnicity, n (%)

41 (82.0)

3 (6.0)

2 (4.0)

1 (2.0)

3 (6.0)

Brief Cognitive Assessment, n (%)

21 (42.0)

13 (26.0)

3 (6.0)

5 (10.0)

29 (58.0)

Psychiatric Diagnoses on Problem List,* n (%)

1 (2.0)

5 (10.0)

7 (14.0)

1 (2.0)

Psychiatric Diagnoses on Assessments,† n (%)

2 (4.0)

3 (6.0)

SBT (mean ± SD) 1.14 ± 1.51

GAI (mean ± SD) 1.94 ± 2.77

GDS-15 (mean ± SD) 2.06 ± 2.09

 dif-

ference between adjectives for frequency of symptoms, 
specifically the qualifiers of “often” and “sometimes.”

We measured time spent completing the GAI, GDS-
15, and a brief cognitive assessment (if administered dur-
ing the QI project) and discussing the results for the last 
18 patients interviewed based on a recommendation 
made part way through the project by a team member. Of 
the 18 patients, 10 had completed a brief cognitive assess-
ment within the past year and were only administered the 
GAI and GDS-15, whereas the 8 remaining participants 

Table.
Patient characteristics and assessment findings.

White, non-Latino

White, Latino

African American

Asian American

Other

Yes, Assessment Completed Within Past Year

MMSE

MOCA

Mini-Cog

No, SBT Administered

Alcohol Use Disorder

Anxiety Disorder NOS

Depressive Disorders (including dysthymia)

Posttraumatic Stress Disorder

Anxiety (GAI > 8)

Depression (GDS-15 > 6)

*Eleven patients had one or more psychiatric diagnoses. Comorbidities were 
anxiety and depression (n = 2) and depression and alcohol use (n = 1).
†GAI detected one new anxiety case; GDS-15 detected one new depression 
case; other positive screens were for individuals with diagnoses already on 
their problem lists.
GAI = Geriatric Anxiety Inventory, GDS-15 = 15-item Geriatric Depression 
Scale, MMSE = Mini-Mental State Examination, MOCA = Montreal Cogni-
tive Assessment, NOS = not otherwise specified, SBT = Short Blessed Test, 
SD = standard deviation.
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were administered the SBT, GAI, and GDS-15. Admin-
istration and feedback lasted 6.20 ± 2.53 min for the GAI 
and GDS-15 (n = 10) and 13.88 ± 4.49 min for the SBT, 
GAI, and GDS-15 (n = 8). The administration of the SBT 
almost doubled the duration of the interaction, but there 
was no evidence that the SBT administration led to 
patients being frustrated or inattentive when completing 
the self-report measures. Post hoc analyses demonstrated 
that GAI and GDS-15 scores did not differ for patients 
who completed cognitive assessments compared with 
patients who did not complete cognitive assessments.

Anxiety and Depression Outcomes
Although the mean scores of the sample were low for 

the GAI and GDS-15 (Table), 90.0 percent of GAI items 
and 93.3 percent of GDS-15 items were endorsed by at 
least one Veteran in the clinic, with several items being 
frequently endorsed. The range of scores for the GAI was 
0 to 10, and was 0 to 9 for the GDS-15. The three most 
endorsed items on the GAI were as follows: “I worry a 
lot of the time” (22%), “My own thoughts often make me 
anxious” (22%), and “Little things bother me a lot” 
(20%). The three most endorsed items on the GDS-15 
were: “Do you prefer to stay at home rather than going 
out and doing new things?” (yes, 36%), “Do you feel full 
of energy?” (no, 36%), and “Have you dropped many of 
your activities and interests?” (yes, 28%). A moderate 
association between GAI and GDS-15 total scores was 
also found (r = 0.58, p < 0.001).

Findings from the chart review demonstrated that
11 (22.0%) of the older primary care patients who partici-
pated in the project had at least one psychiatric diagnosis 
recorded on their problem list. Patients with one or more 
psychiatric diagnoses obtained significantly higher scores 
on the GAI (mean = 4.73 ± 1.15) compared with patients 
without psychiatric diagnoses (mean = 1.15 ± 1.86,
t(11.46) = –3.10, p = 0.01). Patients with one or more psy-
chiatric diagnoses did not have significantly higher scores 
on the GDS-15 (mean = 3.18 ± 2.56) compared with those 
patients without psychiatric diagnoses (mean = 1.74 ± 
1.86, t(13.12) = –1.74, p = 0.11).

Because the GAI and GDS-15 were both employed as 
screens for anxiety and depression, we report on the num-
ber of positive screens for either anxiety or depression and 
whether these individuals were newly identified. Using a 
cutpoint of >8 on the GAI, two patients were identified as 
having a potential anxiety disorder. Both patients had psy-
chiatric disorders listed on their problem list, but only one 

had a previous diagnosis of an anxiety disorder. A post hoc 
examination of response to the five GAI items that appear 
on the GAI short-form (GAI-SF) [33] revealed that the 
same two patients were the only two identified as having a 
potential anxiety disorder. Three patients were identified 
as having a depressive disorder using a cutpoint of >6 on 
the GDS-15. Two of the three patients already had depres-
sive disorders on their problem list. One patient who 
screened positively for depression also screened positively 
for anxiety. Overall, four patients obtained positive depres-
sion or anxiety screens or both. All patients were provided 
with information about VA mental and behavioral health 
referrals and other available resources (e.g., My Healthe-
Vet stress management modules). One patient accepted a 
referral for individual psychotherapy via a Geriatric Pri-
mary Care Behavioral Health program [34]. The clinical 
nurse specialist in the clinic opted to case manage the 
patient with both anxiety and depression. The two remain-
ing patients were not interested in psychotherapy but 
received individualized behavioral recommendations.

There were nine instances in which patients with
either anxiety or depression diagnoses on their problem 
lists were not identified as having a disorder using the GAI 
or GDS-15 screen. Many of the patients with psychiatric 
problems already listed on their problem lists were cur-
rently being treated for those disorders as well. Specifi-
cally, four patients who had anxiety diagnoses listed as 
active problems in their medical record did not have scores 
>8 on the GAI, and five patients with depression diagnoses 
on problem lists did not have scores >6 on the GDS-15.

Implementation Findings
Following the examination of the feasibility of the 

GAI in the geriatric primary care clinic, the measure has 
been expanded for use by two clinical nurse specialists, a 
licensed clinical social worker, a psychologist, and psy-
chology trainees in five clinics in our healthcare system: 
two geriatric interdisciplinary primary care, a geriatric 
outpatient consultation, a geriatric primary care behav-
ioral health, and a clinical video telehealth geriatric con-
sultation. Providers elect to administer the GAI to patients 
whom they suspect may be experiencing anxiety or wor-
ries. The incorporation of the GAI as one available assess-
ment represents a change in clinical practice. Following 
this QI project, the psychology fellow discussed the QI 
project findings during monthly clinical team meetings 
and disseminated the results during a seminar presentation 
on the assessment and treatment of late-life anxiety. Many 
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providers in the Geriatric Primary Care Behavioral Health 
program began to use the GAI to measure anxiety treat-
ment outcomes instead of measures not specifically
designed for older adults, such as the GAD interview in 
the Mini-International Neuropsychiatric Interview [35] or 
the BAI. Finally, as an implementation outcome, patients 
with anxiety symptoms in the geriatric primary care clinic 
are now actively followed (i.e., assessed annually or more 
frequently) using the GAI and further assessed or referred 
for treatment when anxiety symptoms on the GAI crest 
the cutpoint of 8.

DISCUSSION

We examined the feasibility of incorporating an anxi-
ety screen, the GAI, into clinical care in a geriatrics pri-
mary care clinic. The main goal of the QI project was to 
determine whether a geriatric screening measure pro-
vided useful information to detect anxiety and improve 
clinic procedures in a primary care clinic serving older 
patients. Discussion of the new clinical procedure, the 
percentage of clinic patients with anxiety and depression, 
and implementation findings follow.

Using the cutpoint of >8 on the GAI, as recom-
mended in previous studies [23], two patients (4.0%) were 
identified as having a possible anxiety disorder. Although 
both patients had other Axis I disorders, only one of the 
two had a previous diagnosis of anxiety. The screening 
only detected one of five individuals (10% of sample) 
who had an anxiety disorder according to the medical 
record. As noted earlier, some patients with diagnoses on 
their problem lists were already receiving treatment for 
these disorders, which may have led to full or partial 
remission of the anxiety disorders. These preliminary 
findings suggest that anxiety was not being substantially 
underdiagnosed in our geriatric primary care clinic. Addi-
tionally, the overall low percentage of patients with anxi-
ety disorders could be due to the composition of the clinic 
since most patients are World War II or Korean war era 
Veterans. Higher rates of anxiety and depression disorders 
would be expected if the sample included more Vietnam 
war era Veterans [3]. The finding that the patients with 
psychiatric disorders on their problem lists obtained
higher scores on the GAI than patients without psychiatric 
disorders suggests that the GAI may be more sensitive to 
nonspecific distress associated with psychiatric symptoms 
than the GDS-15. Further assessment with a diagnostic 

interview for anxiety disorders is needed to disentangle 
this issue. These preliminary findings suggest that the 
GAI may provide an incremental improvement in the 
detection of psychiatric distress beyond standard VHA 
assessments included in a primary care visit.

Overall, we found good patient acceptability of both 
the GAI and GDS-15, with 94.6 percent of patients agree-
ing to the anxiety assessment and 100 percent completing 
the anxiety assessment once it was initiated. Interestingly, 
the majority of patients elected to have the questions on the 
GAI and GDS-15 read aloud. Vision difficulties may have 
played a role in the choice to have clinicians read the ques-
tions aloud, but this was not documented. Additionally, it 
seemed that patients valued the interaction with a clinician, 
as evidenced by the patients who provided information to 
the clinician beyond the dichotomous response to the ques-
tions. Administration and feedback following completion 
of a depression and anxiety screen was brief, taking approx-
imately 6.5 min; however, when a brief cognitive assess-
ment was included, the time spent with the patient doubled. 
The increased time was likely related to the administration 
time for the SBT (approximately 5 min or less) and addi-
tional time needed to answer questions related to subjective 
cognitive complaints or ways to maintain one’s cognitive 
abilities. Benefits of oral administration of the GAI and 
GDS-15 include the opportunity to clarify the self-report 
measures’ instructions. For instance, patients are asked to
respond to GDS-15 questions based on the past week, but 
often patients respond to the questions about how they are 
feeling generally, which leads to the need for further differ-
entiating of whether patients were experiencing a depres-
sive episode or adjusting to living with a chronic illness or 
both. Also, reading the GAI and GDS-15 questions aloud 
provides an opportunity for patients to discuss their symp-
toms in further detail. This individualized information was 
used to make patient-centered recommendations following 
positive anxiety or depression screens. Two of the four 
patients with positive anxiety (GAI) or depression 
(GDS-15) screens received additional clinical services 
(psychotherapy, case management), and all four patients 
with positive screens on the GAI or GDS-15 received 
psychoeducation and individualized recommendations. A 
considerable drawback to this process is the staff time 
needed to administer the screens and patient time needed to 
complete the assessments. Our findings suggest that imple-
menting an anxiety screen is feasible and may improve 
patient care. Following our test of the feasibility of screen-
ing for anxiety, we found that providers from multiple 



341

GOULD et al. Anxiety in geriatric primary care
disciplines adopted this measure in their practice to both 
screen for and monitor anxiety. We observed increased use 
of this measure in several clinics, as evidenced by providers 
requesting copies of the GAI measure without much
prompting by project staff.

Whereas the percentages of patients with anxiety
(4.0%) and depression (6.0%) as identified by the GAI and 
GDS-15 were relatively low compared with the percent-
ages of patients with those disorders per medical record 
review (10% and 14%, respectively), several patients
endorsed having symptoms of anxiety and depression. Yet 
these symptoms fell below the threshold cutpoints. On the 
GAI, approximately one in five patients reported worrying 
a lot of the time, having anxiety because of their own 
thoughts, and being bothered by little things. On the GDS-
15, one in three patients indicated that they preferred to 
stay at home and one in four patients reported dropping 
their interests or activities. These elevated levels of symp-
toms warrant examination in a future study because ele-
vated anxiety symptoms, not necessarily meeting criteria 
for an anxiety disorder, are associated with declines in 
functioning [7].

Among older adults, anxiety and depression often co-
occur [22]. The finding of a large association of GAI and 
GDS-15 scores aligns with findings of a high degree of 
comorbidity of anxiety and depression in older adults, 
although this may raise concerns regarding value added for 
anxiety assessment. Our findings suggest, however, that 
the presence of both anxiety and depression indicates a 
higher degree of psychological distress in older primary 
care patients, which is consistent with other research [36]. 
Although treatments for depression and anxiety have a 
high degree of overlap, differentiating anxiety and depres-
sion symptoms is essential to patient-centered care. One 
way to address the large association between anxiety and 
depression is to carefully select a measure with less over-
lap with depression. Diefenbach et al. report that the 5-item 
GAI-SF has better discriminant validity with GDS than the 
20-item GAI [20]. The GAI-SF also may reduce burden on 
staff and patients if used in future clinical assessments. 
Following positive findings on the GAI-SF, additional 
assessment could take place, which could include adminis-
tration of the remaining 15 GAI items. Taken together, our 
findings suggest that administering a brief anxiety screen 
that has less overlap with depression (e.g., GAI-SF) would 
help identify anxiety symptoms and would provide more 
patient-centered care to Veterans.

Limitations to the present project include a relatively 
modest sample size, absence of a control group, and the 
exclusion of 27.4 percent of older Veterans due to known 
dementia or possible cognitive impairment or dementia. 
Because the present project was part of clinical care and 
not a research study, no structured clinical interviews 
were used to identify the presence of anxiety and depres-
sive disorders. The participants in the QI project were 
mostly white male Veterans. Thus, the findings do not 
necessarily generalize to other racial or ethnic minority 
Veterans or female Veterans. Despite these limitations, 
this project provides evidence of the utility of the GAI in 
a VA geriatric primary care clinic. After the feasibility of 
administering the GAI was determined, several providers 
from multiple disciplines incorporated this measure into 
their clinical practice.

CONCLUSIONS

Our findings suggest that the GAI is appropriate as a 
tool for interdisciplinary providers in VA primary care 
clinics to screen for and monitor anxiety symptoms in 
older patients. Yet, the GAI does not appear to be able to 
differentiate anxiety symptoms from depression. Detection 
of anxiety likely benefits patients by identifying distress-
ing symptoms and thereby initiating conversations about 
available treatments with their providers. Future evalua-
tions should examine the GAI-SF in comparison with the 
longer form in a large clinical sample of older Veterans to 
determine whether the brief form may improve the detec-
tion of anxiety in the presence of depression.
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