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Introduction:


This report will critically evaluate the classification, diagnosis, treatment, and rehabilitation of Generalised Anxiety Disorder. It will further examine current debates, relevant legislation, national policy, and recent evidence before presenting recommendations that could improve clinical practice and service delivery.  (GAD) is a common mental health disorder characterised by persistent, excessive anxiety and uncontrollable worry that significantly impairs social, occupational, and daily functioning (WHO, 2024). Unlike normal anxiety, GAD is persistent, disproportionate, and associated with psychological and physical symptoms that reduce quality of life (Croicu et al.,2023). 

GAD is a major public health concern due to its high prevalence, chronic course and frequent comorbidity with depression and other anxiety disorders. (Penninx et al, 2021). The adult Psychiatric Morbidity Survey 2023/2024 indicates that common mental health conditions continue to place substantial pressure on the NHS services, highlighting the need for timely diagnosis and effective intervention (NHS England, 2025). Furthermore, increasing demand has intensified concerns regarding workforce capacity and easier access to psychological therapies.  

The introduction of ICD-11 has refined the classification of anxiety disorders by improving diagnostic clarity and separating GAD from related conditions such as obsessive-compulsive disorder (Reed et al., 2022). However, debates continue regarding diagnostic thresholds, neurodivergence and whether current classifications adequately reflect individual experiences of anxiety (Craske et al, 2023). 



Classification and Diagnosis:


GAD is classified as the International Classification of Diseases, 11th Revision (ICD-11) under Anxiety or Fear-Related Disorders. The Clinical Descriptions and Diagnostic Requirements (CDDR) define GAD as persistent and excessive anxiety or worry occurring across multiple aspects of daily life, accompanied by symptoms such as restlessness, muscle tension, fatigue, poor concentration and sleep disturbance that cause clinically significant distress or functional impairment (WHO, 2024). ICD-11 deliberately uses the term ‘disorder’, recognising that symptoms have exceeded normal emotional responses and require clinical intervention.

The transition from ICD-10 to ICD-11 sought to improve diagnostic accuracy by refining disorder boundaries and enhancing clinical utility (Reed et al., 2022). Furthermore, ICD-11 clearly separates GAD from obsessive-compulsive disorder (OCD) and trauma-related disorders, reflecting advances in psychiatric research. Fineberg et al. (2024) argue that this distinction improves diagnostic specificity, treatment planning, and research consistency. Nevertheless, symptom overlap remains common, requiring clinicians to apply professional judgement rather than relying solely on diagnostic criteria.

Diagnosis within the UK combines ICD-11 principles with NICE (2011) guidance and comprehensive clinical assessment. Healthcare professionals evaluate symptom severity, duration, functional impairment, comorbid mental or physical health conditions and the impact on daily life. Standardised screening tools, including the Generalised Anxiety Disorder-7 (GAD-7) questionnaire, may support assessment but should complement rather than replace clinical judgement (NICE, 2011).

However, diagnosing GAD remains challenging because anxiety exists on a continuum rather than as a clearly defined condition. Craske et al. (2023) suggest that distinguishing normal anxiety from clinically significant disorder requires careful consideration of both symptom severity and functional impairment. Similarly, (Croicu et al, 2023) note that GAD frequently coexists with depression and other anxiety disorders, increasing the risk of delayed or inaccurate diagnosis.

Current diagnostic criteria have also attracted criticism. Ruscio et al. (2024) argue that requiring excessive worry as a core diagnostic feature may exclude individuals experiencing significant anxiety-related impairment who do not present with persistent worry in the traditional sense. Conversely, removing this criterion could reduce diagnostic specificity and increase the risk of overdiagnosis. Therefore, future revisions may need to balance diagnostic reliability with greater recognition of individual variation.

Neurodivergence has further influenced diagnostic debates. Anxiety commonly co-occurs with autism spectrum disorder and attention-deficit/hyperactivity disorder (ADHD), where symptoms may arise from sensory sensitivities, executive functioning difficulties, or social demands rather than representing an isolated anxiety disorder (Kertz et al., 2021). Consequently, clinicians should adopt holistic assessments that consider neurodevelopmental differences alongside psychological, biological, and social factors.
Overall, ICD-11 provides a more clinically useful framework for diagnosing GAD than previous classifications. However, accurate diagnosis depends on a comprehensive assessment that integrates diagnostic criteria with clinical expertise, functional impairment, and individual context rather than relying exclusively on symptom checklists.


Treatment Approaches:

Treatment approaches for GAD follow a stepped care approach, with interventions selected according to symptom severity, functional impairment, and patient preference (NICE, 2011). The primary aims are to reduce anxiety, improve functioning and prevent relapse through evidence-based psychological and pharmacological interventions. However, treatment effectiveness depends not only on clinical efficiency but also on timely access, patient engagement, and continuity of care. There are treatment approaches such as:

· Pharmacological interventions: (Cognitive Behavioural Therapy, CBT)

· CBT remains the first-line psychological treatment recommended by NICE (2011). CBT targets maladaptive thoughts and behaviours that maintain excessive worry while helping individuals develop effective coping strategies. Evidence demonstrates that CBT significantly reduces anxiety symptoms and improves long-term functioning (Newman et al., 2021). Nevertheless, outcomes vary according to symptom severity, treatment adherence, and the presence of comorbid conditions, meaning individuals require more intensive or prolonged interventions (Croicu et al., 2023).

· Where psychological therapy is unavailable, declined, or insufficiently effective, medication may be offered. Selective serotonin reuptake inhibitors (SSRIs) are recommended as the first-line pharmacological treatment because they provide the most favourable balance between efficacy and tolerability (Bandelow et al., 2022). Serotonin–noradrenaline reuptake inhibitors (SNRIs) and pregabalin may be considered where clinically appropriate. However, adverse effects, delayed therapeutic response and medication adherence should be monitored through regular review. NICE (2011) also advises against the routine long-term use of benzodiazepines because of the risk of dependence.

· Digital and emerging treatment approaches:

· The NHS has expanded access to treatment through NHS Talking Therapies, including guided self-help, therapist-led CBT and digitally delivered interventions. Furthermore, Parsons et al. (2025) found that digital CBT significantly reduced GAD symptoms while improving treatment accessibility. Despite these benefits, digital exclusion, reduced therapeutic interaction, and limited suitability for complex presentations remain important challenges. Emerging evidence also suggests that neurobehavioral markers may help predict treatment response, supporting future personalised approaches to care (Berg et al., 2025). Nevertheless, further research is required before these innovations can be routinely implemented within NHS practice.

Overall, CBT remains the most effective first-line intervention for GAD, with medication providing an appropriate alternative or adjunct where indicated. However, improving outcomes requires equitable access to evidence-based treatments alongside continued investment in NHS mental health services.


Rehabilitation & Long-Term Management


Rehabilitation for GAD focuses on maintaining recovery, preventing relapse, and improving participation in everyday life. Unlike acute treatment, rehabilitation recognises that anxiety symptoms may fluctuate over time and that recovery involves psychological, social, and functional improvements rather than symptom reduction alone. Furthermore, rehabilitation requires consideration of wider social factors that influence long-term outcomes. 
The ICD-11 framework emphasises the importance of assessing functional impairment and considering how mental disorders affect participation in social, occupational, and personal roles (WHO, 2024). Therefore, long-term management requires a holistic approach that supports independence and quality of life.







Key Rehabilitation strategies may include:


Approach                      Purpose
	Relapse prevention planning
	Helps individuals recognise early warning signs and maintain coping strategies developed during treatment

	Continued Psychological skills
	Supports ongoing use of Cognitive behavioural therapy (CBT) such as Cognitive restructuring, Socratic questioning. Emotional regulation and problem solving.

	Community-based support
	Provides social connection and practical assistance following formal treatment.

	Employment and education support
	Reduces functional impairment and supports social participation.

	Social prescribing
	Connects individuals with community activities that promote wellbeing.




Within NHS services, recovery-focused care increasingly involves collaboration between healthcare professionals, social care services, and voluntary organisations. NHS Talking Therapies provides structured psychological interventions; however, continued support after therapy completion remains variable.

Verbist et al. (2024) highlight the importance of patient and public involvement within NHS Talking Therapies, arguing that services are stronger when lived experience informs service development. This is particularly relevant for GAD, where individual experiences of worry, avoidance and functional impairment differ considerably.
Social and environmental factors also influence rehabilitation outcomes. Individuals with GAD may experience difficulties maintaining employment, relationships, and independence due to persistent anxiety symptoms. Therefore, effective rehabilitation requires consideration of wider determinants of health, including financial insecurity, housing challenges, and social isolation.

The Care Act 2014 supports this approach by requiring local authorities to assess eligible care needs and promote wellbeing. Although GAD alone rarely results in compulsory treatment, the Mental Health Act 1983 (amended 2007) remains relevant where severe mental health difficulties coexist and require additional legal safeguards.

A continuing limitation within UK services is the gap between completing treatment and receiving ongoing support. Strengthening community-based interventions, relapse prevention and integrated care pathways is therefore essential to prevent deterioration and reduce repeated reliance on crisis services.


Current Debates & Emerging Issues:

The understanding and management of GAD continue to evolve, with current debates focusing on diagnostic boundaries, neurodivergence and emerging treatments. Although ICD-11 provides a structured framework for diagnosing GAD, questions remain regarding whether current classifications adequately represent individual experiences of anxiety.

A key debate concerns the distinction between normal anxiety and mental disorder. Craske et al. (2023) argue that anxiety exists on a continuum, requiring clinicians to distinguish adaptive emotional responses from symptoms causing significant distress or functional impairment. Consequently, diagnostic systems must balance accurate identification with avoiding unnecessary medicalisation. While ICD-11 has improved diagnostic clarity, anxiety disorders frequently overlap, making definitive diagnostic boundaries difficult to establish (Reed et al., 2022).

Neurodivergence has further challenged traditional diagnostic frameworks. Individuals with autism spectrum disorder (ASD) and attention-deficit/hyperactivity disorder (ADHD) may experience anxiety arising from sensory sensitivities, executive functioning difficulties, or social demands rather than as an isolated anxiety disorder. Kertz et al. (2021) suggest that neuropsychological differences influence symptom presentation, emphasising the need for holistic assessments that consider neurodevelopmental factors alongside psychological symptoms. Failure to do so may result in diagnostic overshadowing or inappropriate treatment.

Another emerging debate concerns whether excessive worry should remain a mandatory diagnostic criterion for GAD. Ruscio et al. (2024) argue that current criteria may exclude individuals experiencing clinically significant impairment without persistent worry. However, removing this requirement could reduce diagnostic specificity and increase the risk of overdiagnosis.

Treatment innovation is also reshaping GAD management. Parsons et al. (2025) found that digital cognitive behavioural therapy (CBT) improves treatment accessibility and reduces anxiety symptoms. Nevertheless, digital exclusion, confidentiality concerns, and reduced suitability for individuals with complex mental health needs remain significant limitations. Similarly, Berg et al. (2025) suggest that neurobehavioral markers may support more personalised interventions, although further evidence is required before routine NHS implementation.

Finally, the Equality Act 2010 has strengthened legal protection for individuals experiencing mental health conditions. Despite this, stigma and inconsistent workplace adjustments continue to affect disclosure, access to support and recovery. Overall, contemporary evidence supports more personalised, inclusive and flexible approaches while maintaining robust diagnostic standards.



Recommendations:


· Strengthen diagnostic pathways.

Assessment should incorporate neurodevelopmental screening, cultural considerations, and functional impact alongside symptom assessment. This would reduce misdiagnosis and support more personalised care.

· Improve access to psychological therapies.

Although CBT remains the recommended intervention, NHS services require continued investment in workforce capacity to reduce waiting times and improve treatment availability.

· Develop neurodiversity-informed practice.

Mental health professionals should receive enhanced training regarding autism and ADHD presentations to ensure anxiety symptoms are assessed within a broader developmental context.

· Expand integrated rehabilitation support.

Services should strengthen links between NHS care, social care, employment support and voluntary organisations to support long-term recovery beyond completion of therapy.

· Ensure easy and accessible use of digital interventions:

Digital CBT should be expanded as an additional treatment option; however, services must address digital exclusion and maintain access to clinician-supported interventions.

· Increase research into personalised treatment:

Further research is required into biological and behavioural predictors of treatment response. Personalised approaches may improve outcomes but require careful evaluation before NHS implementation. Overall, improving GAD care requires a shift towards earlier identification, personalised treatment, and sustained community-based support.



Conclusion:


In conclusion, Generalised Anxiety Disorder remains a significant mental health condition requiring effective approaches to classification, diagnosis, treatment, and rehabilitation. ICD-11 has improved the organisation of anxiety disorders by providing clearer diagnostic boundaries; however, debates continue regarding symptom thresholds, neurodivergence and the relationship between normal anxiety and disorder.

Evidence supports CBT and pharmacological interventions as effective treatments, although accessibility remains a major challenge within UK mental health services. Rehabilitation requires a broader recovery approach that addresses social participation, employment, independence, and relapse prevention rather than focusing solely on symptom reduction.

UK legislation, including the Equality Act 2010 and Care Act 2014, provides important protections and promotes person-centred care. Nevertheless, inequalities in access, workforce pressures and increasing demand continue to influence service effectiveness.


Lastly, future improvements should prioritise earlier diagnosis, neurodiversity-informed assessment, equitable access to psychological therapies and stronger community rehabilitation pathways. As understanding of GAD develops, mental health services must balance scientific advances with individual experiences to provide accessible, effective, and person-centred care.
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