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Objective: Anxiety is a common neurological condition often comorbid with epilepsy, with approximately 20% of
patients with epilepsy exhibiting symptoms of anxiety. Despite this prevalence, accurate and efficacious tools de-
signed to screen for anxiety specifically in patients with epilepsy have not yet been developed. The purpose of
this study is to systematically review the literature and better understand this relationship.

Methods: Ovid MEDLINE, EMBASE, and PsycINFO were searched until April 22nd, 2019 without language restric-
tions. We extracted abstracts, data abstraction, and full-text reviews in duplicate and chose the studies that in-
cluded measures for anxiety screening in patients with epilepsy. The Quality Assessment of Diagnostic
Accuracy Studies Version was used to assess study quality. We used the medians and ranges to calculate the ac-
curacy of the tools.

Results: We screened 4758 abstracts and selected 11 articles dealing with anxiety. The most common validated
anxiety screening tools were the Generalized Anxiety Disorder (GAD-7) and Hospital Anxiety and Depression
Scale-A (HADS-A). The Mini International Neuropsychiatric Interview (MINI) was the most common reference

Measurement standard used.

Scale Significance: Many studies have validated depression screening tools rather than anxiety. This lack of data has left
much uncertainty about the relationship of epilepsy to anxiety, as well as diagnostic inconsistencies. The effec-
tiveness of these assessments in practice may be overestimating the prevalence, as the cutpoints are usually cho-
sen after the fact, based on the study sample.

© 2019 Elsevier Inc. All rights reserved.
1. Introduction context of epilepsy, is often associated with fear of future seizures, dis-

Anxiety is the second most common psychiatric disorder in people
with epilepsy (PWE) [1], with prevalence ranging from 5% to 25% [2].
Meanwhile, there are several types of anxiety disorders, including sep-
aration anxiety disorder, selective mutism, specific phobias, social anx-
iety disorder (SAD), panic disorder (PD), agoraphobia, and generalized
anxiety disorder (GAD) [3]. It has been reported that PWE were more
likely to develop GAD compared with those without epilepsy [4,8].
While various anxiety symptoms may be associated with epilepsy,
GAD is most common, which is characterized by disability and persis-
tent free-floating concerns. In particular, GAD, which occurs in the
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ease progression, or specific complications. As far as we are concerned,
GAD is nearly 80% in clinical with epilepsy compared with other anxiety
subtype [8]. The early detection and proper treatment of anxiety should
be highlighted because of increased suicidal ideation, poorer seizure
outcome, higher rate of hospital admission, impaired quality of life,
and heavier economic burden [5,6]. However, the diagnosis and treat-
ment of anxiety in PWE is frequently neglected, as there are no validated
epilepsy-specific treatments for anxiety available.

While efficacious treatments are rare, many methods are avail-
able for anxiety screening. The Hospital Anxiety and Depression
Scale (HADS) proves to be an effective and reliable assessment tool
in identifying anxiety [7]. The Generalized Anxiety Disorder (GAD)-
7, a screening questionnaire to detect GAD, was validated on Chi-
nese, Korean, and French PWE [8,9]. Both HADS and GAD-7 could
minimize the occurrence of false positives because they do not
probe somatic, cognitive, or underlying neurological symptoms as-
sociated with seizure disorders and epilepsy [10,11]. The Mini Inter-
national Neuropsychiatric Interview (MINI) is used as a gold
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standard for psychiatric diagnoses, as it is designed to handle the
substantial variability present in targeted populations evaluated
with psychometric instruments [12].

Considering the clinical and social impact of anxiety in patients
with epilepsy, the development of a reliable anxiety screening tool
for PWE is urgently needed. The ideal psychometric tool is a highly
sensitive and specific self-questionnaire, which could be easily im-
plemented in a clinical setting. The purpose of this study is to sys-
tematically and comprehensively evaluate the effectiveness of
anxiety screening tools in PWE.

2. Method

All findings were reported using the Preferred Reporting Items for
Systematic Reviews and Meta-Analyses (PRISMA) standards (Appendix
S1) [1]. The aim of this study was to investigate the diagnostic validity of
screening instruments to identify anxiety in PWE. The standard for
anxiety-screening tools was calibrated according to a known reference
standard and defined by criterion accuracy. Standard validation is per-
formed using the diagnostic accuracy measures of the report (as defined
below).

2.1. Eligibility criteria

We included validation studies with original data (e.g., review pa-
pers were not involved). We considered all research demonstrating
the diagnostic accuracy of any anxiety screening tool (such as gold stan-
dards, other screening tools, clinical diagnostic interviews, etc.) in PWE.
We did not limit eligibility based on the reference criteria used for vali-
dation, but only the gold standards used in the statistical analysis. We
excluded abstracts and conference proceedings because of the lack of
comprehensive studies from these sources.

2.2. Search strategy

We used Ovid MEDLINE, EMBASE, and PsycINFO to conduct a sys-
tematic review of the published literature and searched up until April
22nd, 2019. The search terms were epilepsy, anxiety, and validity
(Search Strategy, Appendix S2). We researched reference lists of previ-
ously published reviews and studies in these reviews to make sure no
papers were missed. There were no restrictions on language or country
of publication.

2.3. Study selection

After removing the same study from different databases, three re-
viewers (LSH, LZW, or WZL) assessed the titles and abstracts of initial
papers independently and determined the final inclusion eligibility.
Then, either reviewer identified the full text of all possibly relevant re-
cords and included all subtype of PWE with anxiety disorders. Differ-
ences were settled by consensus.

24. Data abstraction

The data were abstracted in a standardized manner. The demo-
graphics and study information of patients were recorded, including
study region, sample size, population age range, and language of dis-
semination. In addition, screening tools, reference standards, preva-
lence of anxiety based on the reference standard, and relative
measures of diagnostic accuracy were extracted. Diagnostic accuracy
(when given) included sensitivity (Se), specificity (Sp), positive pre-
dictive value (PPV), negative predictive value (NPV), area under the
receiver operating characteristic (AUC), and any recommended
cutpoints.

2.5. Risk of bias/quality assessment

The Quality Assessment of Diagnostic Studies-2 (QUADAS-2) tool
was used to assess the risk of bias [13,14], which was examined
throughout patient selection, index test, reference standard, and flow/
timing. Each domain contained multiple questions for assessment.
When multiple domains showed high or uncertain risk of bias, the over-
all classification was considered to be a high risk for bias. Additionally,
an overall classification of low risk was judged only when all the do-
mains were low risk. (See Box 1.)

2.6. Data synthesis and analysis

Median, range, and frequency were used to summarize the results of
all the included studies. Because of research heterogeneity
(e.g., different cutpoints for evaluation, reference standards used, etc.),
we could not perform the meta-analysis. Medical estimation only con-
siders the studies with commonly used gold standards. If there is
more than one standard, we only chose the best standard as the refer-
ence. The “best” reference criterion is based on its known clinical useful-
ness for diagnosing anxiety, and whether it is widely referred to as the
gold standard tool in the literature. If the same version of the screening
tool at the same cutpoint was evaluated by two or more studies, we
chose the median and range to summarize Se, Sp, PPV, NPV, and AUC es-
timated values. For example, three studies validated the anxiety screen-
ing tool GAD-7 with a cutpoint >7, so we then applied the median and
range to assess these estimates. Regardless of the cutpoint of the assess-
ment, all estimates are included in Appendix S4. What is more, where
feasible, the median and range were estimated for each QUADAS-2 do-
main with high or ambiguous risk of bias, and for each QUADAS-2 do-
main with low risk of bias, respectively (Appendix S5). When
researchers published a paper that lacked sufficient details, we
attempted to contact the research author to acquire the necessary
information.

Box 1
Description of included anxiety index tests.

1. Hospital Anxiety and Depression Scale (HADS-Anxiety n = 4). The HADS-
Total is a tool with 14 scales including 7 Depression Scales and 7 Anxiety
Scales. So, researchers can use it to assess anxiety in many different popu-
lations [41,42].

2. Generalized Anxiety Disorder-7 (GAD-7 n = 3). The GAD-7 consists of a
self-report questionnaire that allows rapid detection of GAD. Subjects are
asked to be bothered by anxiety-related problems over the past two weeks
by answering seven items on a 4-point scale [9,24,43].

3. The State-Trait Anxiety Inventory (STAI n = 2) is a self-evaluation scale,
commonly used as an instrument that measures state and trait of anxiety. It
consists of a 40-item questionnaire, divided into 20 items that refer to state
anxiety (STAI-S) and evaluate how participants feel about anxiety “right
now, at this moment” through four scales, and 20 items that refer to trait
anxiety (STAI-T) and assess how people “generally feel” about anxiety
[44-47].

4. Quality of Life in Neurological Disorders; Neuro-QOL system (NQOLn = 1)
comprises a set of 14 self-report instruments of health-related quality of life for
adults and children with neurological disorders. It contains eight common
symptoms of anxiety, which can be used to assess anxiety over the past 7 days
[15].

5. World Health Organization index for psychological wellbeing (WHO-5
n = 1). A 5-item questionnaire that uses positive statements to measure
an individual's mental wellbeing over the preceding 2 weeks. It has been
validated for detecting depression in a number of clinical populations
[47,48].

6. Hamilton Anxiety Rating Scale (HAMA, n = 1). The HAMA should be
jointly examined by two trained assessors, usually by conversation and
observation. After the examination, the two assessors score independently.
It is mainly used to assess the severity of anxiety symptoms in neurosis and
other patients, but it is not suitable for estimating anxiety in various mental
illnesses [49].
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Fig. 1. PRISMA flow diagram. After screening all the 4758 articles, 11 studies conform to all the conditions that we set and finally were chosen to carry out this study.

3. Results
3.1. Results of the search

We identified 4762 unique abstracts. Of these abstracts, 38 of
them were fully assessed, and 11 passed all eligibility criteria. Fig. 1
lists the reasons for full-text article exclusions.

3.2. Description of studies

The 11 studies that passed all eligibility criteria came out be-
tween 2011 and 2019 in 9 different countries (Appendix S4); all of
the 11 studies were published in English [13]. All studies included
males and females, and sample sizes ranged between 51 and 213
(median 121). Ten studies included participants >18 years old
[6-9,11,13-18,20] and one study examined individuals >16 years
old [19]. All studies identified samples from outpatient departments.
The median prevalence of anxiety was 22.8% (range 12.1% to 45%)
based on reference criteria. These 11 articles all contained the
subtype-GAD, some of them also include PD, agoraphobia and SAD
which were not usual in PWE with anxiety.

3.3. Screening tools and reference standards

Effectiveness was evaluated in seven screening tools based on
six reference criteria, see Appendix S4 for a description of all filter-
ing tools. Most studies validated each tool against a reference stan-
dard multiple times or validated different versions of the filtering
tool. The most commonly validated screening tools were the
HADS-Anxiety Questions (HADS-A; n = 4 validations [7,13,14,
19]), GAD-7 (n = 3 validations [6,8,9]), State-Trait Anxiety Inven-
tory Trait (STAI-T; n = 2 validations [7,14]), and Hamilton Anxiety
Rating Scale (HAMA; n = 1 validation [17]). The HADS-A was vali-
dated in 4 languages including Arabic [19], Polish [7,17], Brazilian
[14], and English [13]. The various gold and/or reference standards
used to validate the screening tools were the MINI (n = 1, multiple
versions in different languages, including the MINI-Plus [16]), Diag-
nostic and Statistical Manual of Mental Disorders, Fourth Edition
Text Revision (DSM-IV-TR) criteria, and the International League
Against Epilepsy (ILAE) Commission of Psychobiology classification
(n = 1 validation [14]), Composite International Diagnostic Inter-
view (CIDI; n = 1 validation [19]), and Structured Clinical Interview
for the Diagnostic and Statistical Manual of Mental Disorders (SCID-
I; n = 1 validation [15]).
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The GAD-7 was validated in 3 languages, Korean [9], French [8],
and Chinese [6] with reference standards including MINI (n = 2)
and MINI-Plus 5.0.0 (n = 1). Mini international neurologic and
psychiatric interview (Mini) is a kind of short of diagnosis of struc-
tured interview, developed in clinician-rated (MINI-CR) and
patient-rated (MINI-PR) formats, for 17 kinds of Diagnostic and
Statistical Manual (DSM)-III-R Axis | psychiatric disorders [50].

3.4. Performance characteristics

Two screening tools, the GAD-7 and HADS-A, had 3 studies that val-
idated the same cutpoint (Table 1). Their recommended cutpoints were
4,6, and 7 respectively (Appendix S4). According to the highest combi-
nation of Se and Sp values, we recommended a cutpoint >5 for the GAD-
7 (Se, 88.1; Sp, 87.9) and 9 for the HADS-A (Se, 75.6; Sp, 76.6). Other
screening tools, such as the STAI-T, have been validated by several stud-
ies, but the median and range were not reported and did not verify the
same cutpoint. We became increasingly concerned that many studies
did not report the same cutpoint because this value was predetermined.
The median value of all calculations and the estimated range of diagnos-
tic accuracy are shown in Table 1. The GAD-7 has the greatest number of
validated cutpoints (n = 4), between 5 and 8, and the most validations
of GAD-7 is at a cutpoint >6 (n = 3). At the GAD-7 cutpoint >7, the me-
dian Se (n = 3) was 88.1 (82.4-95.9); Sp (n = 3) was 87.9 (76-92.7);
PPV (n = 3) was 95.0 (67.1-87.3); NPV (n = 3) was 96.1 (95.2-97.3),
and the AUC value of the cutpoint 7 (n = 2) was 0.89 (0.873-0.899). Ac-
cording to the highest value of the combination of Se and Sp, we recom-
mended a cutpoint for HADS-A of 9 (Se, 75.6; Sp, 76.6). The HADS-A had
several assessed cutpoints (n = 5); however, the most validations were
ata cutpoint of 8 (n = 3), where the median Se (n = 3) was 75.88 (61-
84.85), Sp (n = 3) 74.68 (57.8-91.25), PPV (n = 2) 32.25 (20.5-44),
and NPV (n = 2) 99.6 (96.2-103).

In order to better understand the connection between the median Se
and the median Sp at different cutpoints in GAD-7, the median and the
cutpoints were plotted (Fig. 2). It seems that the best balance between
Se and Sp occurs at the cutpoint of >7. Based on a single estimate of
the highest combination of Se and Sp, we suggested the cutpoint for
GAD-7 would be >5 (Se 97.05; Sp 84.2). Only when two or more of
the same validation tools were used to compute the same cutpoint
were AUC values able to be estimated. These estimates are shown in
Table 1. The median AUC of the overall screening tool was estimated
for GAD-7 (n = 2) (AUC 91.5%, range 0.89-0.94%) and HADS-A (n =
1) (AUC 77.7%). This verified that GAD-7 study had the highest total
AUC estimate based on the reference criteria applied. The MINI version
was used as a reference standard in all three studies that calculated the
GAD-7 total AUC.

Data analysis based on research quality assessment is only applica-
ble to GAD-7 (Appendix S5). However, instead of a high risk, we only
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Fig. 2. Median sensitivities and specificities for different GAD-7 cutpoints. In this figure, it
is obvious to see that the cutpoint >7 of GAD-7 may be the best point to detect anxiety in
patients with epilepsy because this point appears to have the best balance between Se and
Sp because these two curves.

have a low risk group, so we cannot compare the data between low
and high risk of bias studies.

3.5. Risk of bias assessment

The risk of bias in at least one of the four categories was ambiguous
in four studies out of a total of 11 categories, while the risk of bias in at
least one of the four QUADSA-2 rating system categories was high in
two studies (Appendix S3). Moreover, there are 7 studies with a low
risk of bias among all varieties. Generally, this undefined or high-risk
bias is classified as an “index test.” Specifically, whether the screening
tool could be shown with no reference standard results is unknown.

4. Discussion

This systematic review examined whether the current literature
contains valid methods for screening for anxiety in patients with epi-
lepsy. In order to properly treat patients with epilepsy, it is essential
that the right anxiety screening tool is implemented to improve the
prognosis [21,24]. To allow clinicians to make an informed decision,
these anxiety screening tools must be assessed in a comprehensive
manner. An effective tool for assessing anxiety will not only identify
anxiety as accurately as possible, but also minimize potential harmful
adverse effects of treatment if the instrument is too sensitive.

The recommended cutpoint in HADS-A when used to detect anxiety
in a “normal” population is 9, and this has been consistently validated

Table 1
Summary of diagnostic accuracy estimates. When n > 2, the average value was calculated to show the tendency. When n = 1, only the data of the most recommendable cutpoint were
shown.

Tool Cutpoint Sensitivity median (range) n Specificity median (range) n PPV median (range) n NPV median (range) n AUC median (range) n
>5 97.05 (96.1-98.0) n = 2 842 (84.0-84.4)n =2 63.65 (62-653)n =2  99.05(98.8-993)n=2 -

CAD.7 >6 947 (92.2-959)n = 3 83.4 (69.8-91.4)n = 3 69.5 (62.3-77)n =3 98.1 (97.7-98.5) n = 3 0.94 (0.906-0.974) n = 2
>7 88.1(82.4-959)n =3 87.9(76-92.7)n=3 95.0 (67.1-87.3)n =3 96.1(95.2-97.3)n=3 0.89 (0.873-0.899) n =2
>8 74.1 (60-85.7) n = 3 90.9 (80.2-98.8) n = 3 792 (68.9-938)n=3  91.1(88-93.7)n =3 -

7 92.42 (90.9-93.94) n = 2 64.7 (46.9-0.825) n = 2 - - -

HADS-A 8 75.88 (61-84.85) n = 3 74.68 (57.8-91.25) n =3 32.25(20.5-44)n =2 99.6 (96.2-103) n =2 0.777 (0.68-0.951) n = 3
9 75.55 (63.6-81.3) n = 3 76.6 (62.5-97.5) n = 3 - - -

10 75.5 (69.7-813) n = 2 83.75 (70-97.5) n = 2 - - -

NQOL-A >24 077n=1 082n=1 081n=1 078n=1

NDDI-E >12 0.800n=1 0798 n=1 0343n=1 0967n=1 0932n=1

WHO-5 <50 0.800n=1 0917n=1 0.571n=1 0971n=1 0916n=1

STAI-T 252 813n=1 77.5n=1 419n=1 954n=1 0.847n=1

STAI-S >52 563n=1 863n=1 450n=1 908n=1 0.704n =1

HAMA 217 688n=1 875n=1 524n=1 933n=1 0811n=1
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[22]. Several studies focus on using this questionnaire in PWE. Indeed,
HADS-A is a useful tool in evaluating patients with epilepsy for anxiety
as it does not include possible overlap of somatic symptoms with the
side effects of pharmacological treatments or the disease itself [23].

The GAD-7 is also highly validated, undoubtedly because it was cre-
ated to rapidly detect patients with epilepsy with anxiety symptoms; it
is composed of a self-report questionnaire and can efficiently detect
GAD [24,25]. In this review, the GAD-7 cutpoints >6 and >7 were the
most validated cutpoints. We found that the cutpoint >7 had the
highest PPV, Se, and Sp for identifying an anxiety disorder. This result
reveals that the optimal cutpoint for detection, with this tool, is 7 [24].
Although several screening instruments such as HADS-A, STAI-T, and
HAMA are useful to identify anxiety, there are no validated instruments
of anxiety for PWE. The GAD-7 was recently developed in the USA as a
valuable screening tool for detecting GAD in PWE [9]. Meanwhile, The
ILAE also recommends GAD-7 as the best screening tools for PWE
with anxiety, which is in line with our findings [26].

The GAD-7 cutpoint of >7 is recommended because this point ap-
pears to have the best balance between Se and Sp, as these two curves,
when plotted, converge at this point. Our results show that the GAD-7
cutpoint of >6 and >7 have higher Se than Sp [(>6: Sp, 83.4; Se, 94.7)
(>7: Sp, 87.9; Se, 88.1)]. In the 3 studies of GAD-7 that we selected, all
used MINI as the reference standard, which can avoid under- or over-
representing true positive cases, and results in a similar threshold for
GAD-7 [27].

In addition, most of the GAD-7 using non-English were verified for
accuracy. GAD-7 was translated directly from English into the corre-
sponding language and then reverse-translated back to English to en-
sure reliability between the two versions, also known as Brislin
technology [28]. While this step increases the reliability of the data com-
pared, it must be noted that these different language validations are
combined in determining the median and range of diagnostic accuracy
estimates [29].

The most common reference standard is the MINI, which has previ-
ously tested for SCID in patients with epilepsy [30,36]. The SCID is
widely accepted as the gold standard for measuring anxiety in research
studies [31,37]; however, it may not be the best tool to use in a clinical
setting because it is time-consuming and should be managed by mental
health professionals. Although the MINI is generally considered a short
screening tool rather than a true “gold standard,” it is understood that
the MINI is widely used because it can be managed by trained staff,
has face validity, and is highly consistent with SCID [32]. Most impor-
tantly, when assessing the diagnostic accuracy of a screening tool, it is
important to use an accepted reference or gold standard (e.g., SCID or
MINI) rather than another screening tool, as this can lead to inaccurate
assessments of anxiety.

An important gap in the literature is the lack of studies validating
anxiety screening tools for epilepsy in children and adolescents, as no
studies out of the 11 that met our criteria included individuals younger
than 16. However, the prevalence of anxiety in children with epilepsy
can range from 13% to 49% [33]. Future research should develop novel
screening tools focused on adolescents and children or modify the tradi-
tional adult screening tools, such as the GAD-7, for younger individuals.
It is promising that the clinical application of these tools could lead to
better detection of anxiety in young patients with epilepsy.

In this review, we found cutoff points for screening tools, substantial
variability in the language and reference criteria used to evaluate
screening tools, and standardized reports lacking diagnostic accuracy
estimates, thereby excluding them from the meta-analysis. In addition,
AUC statistics and corresponding accuracy estimates are reported more
frequently in basic studies; however, these estimates provide less clini-
cal utility because they are more difficult to interpret and apply in clin-
ical practice [34]. Another problem is the lack of reported variability
within the estimates themselves. Notably, Se and Sp were reported in
11 studies, of which only 4 reported corresponding confidence inter-
vals; PPV and NPV were reported in 9 studies, and only 5 studies

reported corresponding confidence intervals. Additionally, many stud-
ies only reported PPV and NPV cutpoints with the best Se and Sp, not
with all of the assessed cutpoints. Base rates were also applied for pre-
dictive value with the original test characteristics, including Se and Sp,
resulting in less generalizable values. Based on these findings, incorpo-
rating adequate standards of reporting, including the variability of the
estimates, is significant and will lead to higher data quality. This will
allow researchers to conduct an in-depth critical appraisal of these stud-
ies and provide a greater contribution to the field [35]. The value of re-
search that assesses diagnostic accuracy of screening tools needs to
improve, and manuscripts should follow published guidelines to en-
courage this practice, such as the Standards for Reporting of Diagnostic
Accuracy Studies (STARD) statement [36]. A comprehensive list of es-
sential items, which should be included in a published manuscript,
can be found in the STARD statement.

This work used a wide range of search strategies in three large data-
bases without the limitations of publication language or date. We also
used a well-documented methodology to search through the entries, in-
cluding PRISMA standards for reporting and QUADAS-2 for assessing
the risk of bias and applicability of included studies [37,38]. As such,
we did observe a high risk of bias for the index test domain. In many
cases, when the assessment of the screening tool and reference criteria
results were blinded, we considered this an issue of unclear reporting
rather than a problem of the method itself. Regardless of the outcome
of the QUADAS-2 evaluation, all articles were included in the review.
We believe that the inclusion of all studies in our analysis will not affect
the final conclusion because of the fact that the median estimates of di-
agnostic accuracy were not associated with a low versus high risk of
bias.

Although many studies have included epileptic subtypes in their
overall sample, they have not stratified the results of these subtypes
(e.g., events and epidemics, temporal and frontal lobe, etc.). Future re-
search should focus on the effectiveness of anxiety screening question-
naires on different subtypes of epilepsy. Another potential issue found
in this study is the choice to use postmortem cutpoints according to
the sample size. By using this method based on sample size to select cut-
off points, the tool's effectiveness may be overestimated because of se-
lective reporting, partly due to sampling variability, resulting in better
performance [39]. Because of this, the effectiveness of these tools may
be overestimated in the studies themselves compared to how they
would perform in a clinical setting. Therefore, we recommend that re-
searchers report all of the cutpoints evaluated in their studies, not just
the high performing ones.

The difficulty in making a recommendation on the “perfect” cutpoint
for various screening instruments is another limitation of this analysis.
Unfortunately, while previous methods used to conduct systematic re-
views were well-organized and thoughtful, comprehensive estimates
are still difficult to provide, and consequently, concrete suggestions
are unable to be made [39,40].

5. Conclusion

To identify a superior anxiety-screening instrument for PWE,
many factors should be taken into consideration, including the prop-
erties of the tool itself and the requirements of the clinician and
healthcare system. Although we lack the evidence to make a defini-
tive recommendation for the best screening tool, our analysis sug-
gests that GAD-7 is likely the most useful screening tool because of
it being freely available, relatively simple to implement, and avail-
able in many languages. We suggest that individuals choose a PWE
anxiety screening tool based on factors known to be important,
namely a high Sp, Se, and PPV. Future studies should validate anxiety
screening tools against the best possible reference criteria stated by
STARD. Moreover, screening tools developed for different age ranges
also need to be explored.
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