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ANXIETY DISORDERS:
Classification, Diagnosis, Treatment, and Contemporary Debates
1. Introduction
Many people suffer from anxiety, and it is one of the most common mental health issues affecting people globally, regardless of their culture or age. Anxiety disorders are a serious public health problem, defined by a chronic and unreasonable state of fear, worry and related physiological and behavioural responses. In 2019, the World Health Organization (WHO, 2023) estimated that 301 million people had an anxiety disorder around the world, making it the most prevalent mental health condition worldwide. Anxiety is a global condition with a profound effect on people's functioning, wellbeing and their involvement in society which makes it an important topic of study in health and social care.
The present report critically analyzes anxiety disorders as presented in the 11th edition of the ICD-11 (WHO). It will particularly be emphasising Generalised Anxiety Disorder (GAD) as an example within the larger group of anxiety and fear-related disorders. The report describes the classification and diagnostic criteria using ICD-11, reviews current treatment and rehabilitation strategies, discusses current discussions on anxiety disorder classification and treatment, and presents evidence-based recommendations for improvement. The analysis is guided by the current academic literature to guarantee a comprehensive and up-to-date examination of the topic.
2. Classification and Diagnosis
2.1 ICD-11 Classification Framework
Anxiety disorders will be part of ICD-11's Chapter 6: Mental, Behavioural or Neurodevelopmental Disorders, under the grouping Anxiety and Fear-Related Disorders (Block 6B0). There are multiple conditions that fall under this umbrella such as Generalised Anxiety Disorder (6B00), Panic Disorder (6B01), Agoraphobia (6B02), a Specific Phobia (6B03), a Social Anxiety Disorder (6B04), Separation Anxiety Disorder (6B05) and Selective Mutism (6B06) (WHO, 2022). In Chapter 6, the ICD-11 consistently refers to the conditions as 'disorders' and has a medical-model orientation that considers them pathological states that warrant clinical attention and intervention.
The use of the word ‘disorder’ in ICD-11 is important both clinically and socially. Reed et al. (2019) point out that ICD-11 is a significant change from ICD-10, and has greater clinical utility and global applicability. The language of the terms reflects a conceptualization of anxiety as deviating from normal functioning - not a state or a disease - which would suggest a range of severity or chronicity. The language choice can impact patient–medicine practitioner communication and impact the way patients understand their diagnosis and the way practitioners communicate with them about treatment (Kogan et al., 2016). There may also be stigmatising associations to using 'disorder' as raised in debates of psychiatric classification (Corrigan et al., 2022).
2.2 Diagnostic Criteria for Generalised Anxiety Disorder
Under ICD-11, Generalised Anxiety Disorder (GAD) involves significantly increased symptoms of anxiety that include general apprehension and worry about multiple events or activities in daily life (not limited to a specific situation) as well as other symptoms including increased muscle tension or motor restlessness, sympathetic autonomic overactivity and subjective experience of nervousness or psychic anxiety (WHO, 2022). Importantly, symptoms need to be chronic (occurring most of the time for at least several months), and need to result in substantial impairment or distress in major life activities (such as work, school, social, and other activities).
Some of the notable changes between ICD-10 and ICD-11 include the reduction of diagnostic criteria to make it more clinically useful and applicable across cultures. In another paper, Gaebel et al. (2020) discuss the ICD-11's diagnostic guidelines, which are closer to clinical reality and are better suited for global use, especially in LMICs where there is a severe lack of mental health resources. The ICD-11 diagnostic procedure is largely clinical, including structured or semi-structured interviews, clinical observation and self-report inventories. Supporting diagnoses using validated tools, such as the Generalised Anxiety Disorder 7-item scale (GAD-7) and the Hamilton Anxiety Rating Scale (HAM-A) are widely used in clinical practice (Spitzer et al., 2006; Hamilton, 1959, as cited in Bandelow et al., 2017).
It should be noted that the diagnosis is identical to ICD-11 (ICD-11 only excludes other potential causes of symptoms, including substance use, medical condition or another mental disorder). The differential diagnosis process is crucial to the diagnosis, but can be complex, especially because of the high rate of comorbidities with depression, other anxiety disorders, and chronic physical illnesses (Remes et al., 2016). The symptom overlap between GAD and other disorders, for instance, Major Depressive Disorder (MDD), does place a lot of diagnostic questions and has some researchers doubt whether these GAD illnesses are really distinct disorders or variations on a common internalising continuum (Goldberg, 2015).
3. Treatment and Rehabilitation
3.1 Standard Treatment Approaches
Strong clinical evidence and national guidance are used to guide treatment for anxiety disorders including GAD. Psychological therapies, pharmacological treatment, and more recently, digital and blended care, are all the primary treatments which are evidence-based. CBT is considered the gold standard psychological therapy for GAD and has a strong evidence base which has shown that CBT is effective in reducing anxiety symptoms and improving functioning (Cuijpers et al., 2014). CBT for GAD usually involves psychoeducation, relaxation exercises, cognitive restructuring and worry management, and usually lasts 8-16 sessions.
Pharmacological therapies often are used in addition to or in place of psychological therapies, especially in situations in which trained psychologists are not available. Sertraline and escitalopram (SSRIs) and venlafaxine and duloxetine (SNRIs) are first line drugs for people with GAD (Baldwin et al., 2014). Buspirone and pregabalin are also used, but benzodiazepines are used for short-term treatment, but are not recommended for long term use because of the risk of dependency and withdrawal (National Institute for Health and Care Excellence [NICE], 2011). NICE guidelines suggest a stepped care approach where lower intensity interventions (e.g. guided self-help and psychoeducation) are used before higher intensity interventions (e.g. CBT or pharmacotherapy).
3.2 Rehabilitation Measures and Their Effectiveness.
Anxiety disorders rehabilitation goes beyond symptom alleviation to include recovery of functional capacity and quality of life. ICF-11 recognises the role of rehabilitation in its chapter on Functioning, using the conceptual framework of the International Classification of Functioning, Disability and Health (ICF) (WHO, 2022), which views health in terms of activity and participation. Occupational therapy, return-to-work programmes, social skills training and community-based support are examples of rehabilitation that may be required for GAD in practice.
Long-term effectiveness in the treatment of anxiety has been investigated, but has been found to be complex. Good short-term outcomes are seen with CBT, but there is a concern about relapse rates. A meta-analysis conducted by Springer et al. (2018) revealed that CBT continued to be effective at follow-up points, but there was a high rate of relapse, especially when booster sessions and continued support were not included. Likewise, high discontinuations rates have been linked to pharmacological treatments as a result of side effects and patient preference to non-medication interventions (van der Linden et al., 2020). The findings support the principle of individual treatment planning and comprehensive aftercare measures, a principle that is often not put into practice in clinical treatment (Clark, 2018).
The use of digital mental health interventions such as internet-delivered CBT (iCBT), and smartphone applications, is the new frontier in rehabilitation. A systematic review by Andrews et al. (2018) showed that iCBT was effective for anxiety disorders and showed similar efficacy with face-to-face treatment for mild to moderate presentations. Digital therapies have been rapidly adopted in the wake of COVID-19, and while their benefits are great, there remain concerns about digital exclusion, therapeutic alliance, and appropriateness of the digital format for complex presentations (Fairburn and Patel, 2017).
4. Current Debates and Emerging Issues
4.1 Classification Debates and the Limits of Categorical Diagnosis
Both the ICD-11 and the Diagnostic and Statistical Manual of Mental Disorders (DSM-5) rely on the categorical approach to anxiety disorders classification, which is a topic of debate. The use of discrete diagnostic categories has been criticised because it does not necessarily take into account the dimensional and continuous nature of anxiety symptoms in the population (Haslam et al., 2020). There is a spectrum of anxiety symptoms and the distinctions between diagnoses and between anxiety disorders and normal anxiety are not always clear. This has resulted in the idea of using a dimensional or transdiagnostic approach to classification, using a score for symptom level and function across multiple domains instead of a binary diagnosis.
One dimensional approach recently gaining momentum in the research literature is called the Hierarchical Taxonomy of Psychopathology (HiTOP) (Kotov et al., 2017). Proponents believe that HiTOP more accurately reflects the nature of psychopathology as it reflects the high level of co-morbidity and symptom overlap between anxiety and mood disorders. The translation of such frameworks into practice, however, has proven to be difficult, and ICD-11 has taken only modest steps towards dimensionality, mainly by adding severity specifiers (Gaebel et al., 2020).
4.2 Neurodivergence and Anxiety
There is growing debate about the connection between neurodivergence and anxiety. Studies have shown that autistic people and people with Attention Deficit Hyperactivity Disorder (ADHD) are significantly more likely to experience anxiety disorders than non-autistic, non-ADHD people, although anxiety may express differently in these groups as compared to neurotypical individuals (Hollocks et al., 2019). For autistic people, for instance, the symptoms of anxiety could manifest as an increase in repetitive behaviour or through avoidance of social interaction, or increased sensory sensitivity, which might not be evident in a standard diagnostic tool designed and normed for neurotypical people.
These elicit several questions regarding the validity of the diagnosis and the potential for under and over diagnosis. Spain et al. (2018) emphasize the need for alternative tools and a formulation-based assessment of anxiety in autism that take into consideration autistic individuals' experiences. In addition, there is continued controversy concerning whether anxiety in autistic individuals constitutes a unique clinical entity or if it is more a part of being autistic, with implications for the targets and approaches of intervention. The neurodiversity movement, as a whole, has been a critique on the pathologisation of conditions like ADHD and autism, and in turn, a questioning of the assumption that anxiety is always a disorder in these groups (Armstrong, 2021).
4.3 Reclassification Issues and Cross-Cultural Considerations
There were numerous reclassification decisions, such as separating anxiety disorders from obsessive-compulsive and related disorders and from trauma- and stressor-related disorders into their own chapters (Reed et al., 2019). These adjustments are based on the latest evidence of the aetiology and neurobiology of the conditions, but have raised questions regarding clinical continuity and implications for training, coding and service delivery.
Validity of cross-cultural classification of anxiety disorders is a long-standing problem. Cultural expressions of distress – also known as 'cultural idioms of distress' – do not always fit into the ICD-11 categories and the ICD-11 criteria themselves have been criticised for being a reflection of WEIRD (Western, educated, industrialised, rich and democratic) cultural norms (Henrich et al., 2010; as cited in Kohrt et al., 2014). For instance, some contexts such as the Philippines are more likely to have somatic symptoms of anxiety (e.g. dizziness, palpitations), which may not satisfy the criteria for GAD as outlined in ICD-11 (Gureje and Reed, 2016). This has implications for mental health equity globally and as this evidence-based treatments are developed in Western contexts they may have applicability in that context only.
5. Recommendations
From the evidence surveyed, the following recommendations are put forward to make a better classification, diagnosis, treatment and rehabilitation of anxiety disorders:
First, greater dimensionality must be included in the diagnostic frameworks. The incorporation of dimensional severity ratings in ICD-11, in addition to a categorical diagnosis, would help improve clinical utility and capture the continuum of anxiety symptoms. Transdiagnostic approaches, like HiTOP, should be used alongside other diagnostic tools from the health profession and by health researchers, especially in research and service development.
Secondly, the assessment and diagnostic tools need to be adapted to the neurodivergent population. Clinicians need to be trained in assessing anxiety in autistic children and children with ADHD and adapt the instruments and formulation. Policy should do the same, and make the practice of neurodiversity a part of the mental health training curricula and the competency models.
Thirdly, equal access to evidence-based treatments needs to be prioritised. CBT and pharmacotherapy are effective, but not equally available, especially for marginalised and under-served populations. Scaling up iCBT and stepped-care models should continue while continuing to work to ensure that there is a strong element of digital inclusion, particularly through providing supported access to digital technologies for people who are less technologically literate or have fewer resources.
Fourth, there should be a cultural sensitivity component to classification and practice. To support ICD-11 implementation, culturally sensitive guidance should be provided that would reflect a range of anxiety expression and validate culturally specific expressions of distress. Clinicians should be trained in cultural formulation, using frameworks as outlined in the DSM-5, as part of the supplementary tools for cultural formulation, such as the Cultural Formulation Interview.
Last but not least, investment in research for the long term is crucial. Long-term studies of recovery pathways, aftercare models and long-term outcomes of digital rehabilitation in anxiety disorders are highly needed, given the high relapse rates and the scarce evidence base for rehabilitation in anxiety disorders. Research on lived experiences of anxiety disorders should be prioritised as lived experience knowledge is crucial for informing future research on classification and treatment.
6. Conclusion
This report has critically reviewed anxiety disorders as a group in the ICD-11 classification, and looked specifically at Generalised Anxiety Disorder. The analysis shows that although there has been great advances in the classification, diagnosis and treatment of anxiety, there are still many challenges. Although useful for clinical purposes, the categorical diagnostic system does not reflect the dimensional and culturally variable nature of anxiety. Evidence-based interventions, including CBT and pharmacotherapy, can be effective, but are not widely available and rehabilitation provision needs to be strengthened to facilitate long-term recovery. The current and future critical reflections on neurodivergence, re-classification and cross-cultural validity are significant for the continued critical analysis of mental health policy and practice. The recommendations included in this report are based on the available evidence and demonstrate a desire to ensure mental health services are person-centred, equitable and culturally responsive.
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