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Generalised Anxiety Disorder: A Critical Examination of Classification, Diagnosis, Treatment, Rehabilitation and Contemporary Debates (ICD-11)

Introduction
Generalised Anxiety Disorder (GAD) is one of the most prevalent anxiety disorders worldwide, marked by persistent, excessive worry that is difficult to control and accompanied by symptoms severe enough to impair daily functioning. This distinguishes it from transient anxiety, a normal response to perceived threat: GAD is chronic, lasting months rather than hours or days, and affects multiple areas of a person's life at once. Its contribution to the global burden of mental illness is substantial, driven by reduced quality of life, impaired occupational functioning, higher healthcare utilisation and frequent comorbidity, especially with depressive disorders (World Health Organization [WHO], 2022b).
Anxiety disorders are already among the leading causes of disability in working-age UK adults, and primary care data show GAD being recorded more often, particularly in young adults, pointing to growing demand for effective assessment (Slee et al., 2021). The COVID-19 pandemic pushed anxiety further into public awareness while exposing weaknesses in mental health services: diagnostic delays, uneven access to psychological therapies, and socioeconomic inequalities that continue to shape outcomes.
The eleventh revision of the International Classification of Diseases (ICD-11) offers an updated framework for classifying mental, behavioural and neurodevelopmental disorders, moving away from ICD-10's approach by giving more weight to functional impairment and clinical judgement and less to rigid diagnostic complexity, while remaining applicable across countries. GAD sits within ICD-11 as an anxiety disorder that clinicians need to take seriously given its chronic course and frequent coexistence with other conditions.
This report examines GAD through the ICD-11 framework, covering classification and diagnostic criteria, current treatment and rehabilitation approaches, ongoing debates around diagnosis and neurodivergence, and recommendations for practice, policy and future research.
Classification and Diagnosis
The WHO places GAD within Chapter 6 (Mental, Behavioural or Neurodevelopmental Disorders), under Anxiety or Fear-Related Disorders (WHO, 2022a). The term signals a diagnosable disorder rather than a passing emotional state, built around clinically significant distress and functional impairment rather than ordinary worry.
Under ICD-11, GAD involves persistent anxiety present on most days for several months, expressed either as excessive worry about everyday situations or as general apprehension with no specific focus, alongside muscular tension, autonomic overactivity, irritability, poor concentration, restlessness and disturbed sleep. Symptoms must cause real impairment to social, occupational, educational or family life, and cannot be explained more simply by another mental disorder, a medical condition or substance use (WHO, 2022a).
Where ICD-10 relied more heavily on symptom counts, ICD-11 leans towards clinical judgement and functional impairment. This shift is part of a wider set of changes across the ICD-11 classification of mental, behavioural and neurodevelopmental disorders, reflecting recognition that anxiety and related conditions sit on a continuum rather than falling into neat categories (Stein et al., 2022). This is intended to improve consistency across countries while giving clinicians room to interpret presentations that vary across cultures. That flexibility is not without cost: some researchers worry that looser descriptions widen the gap between clinicians, since diagnosis now leans more on individual judgement; others counter that strict symptom counts rarely captured real presentations anyway, particularly with overlapping conditions.
Diagnostic Criteria and Process
ICD-11 requires that excessive worry persist for several months, occur more days than not, and span multiple everyday concerns rather than fixating on one situation; this is the point that separates GAD from phobic disorders. Psychologically, people commonly describe persistent worry, a sense that something bad is about to happen, difficulty concentrating and irritability; physically, the picture often includes muscle tension, trembling, sweating, gastrointestinal discomfort, fatigue, palpitations and poor sleep. Unlike DSM-5, which requires at least three associated symptoms in adults, ICD-11 fixes no minimum count; clinicians instead weigh the overall clinical picture.
Diagnosis rests on a full clinical assessment rather than a single screening tool, starting with a detailed psychiatric history covering onset, duration, triggers, impairment, family history and previous treatment, alongside ruling out physical illness or substance use. In UK primary care, the GAD-7 questionnaire remains the standard for assessing severity and tracking response. More recently, the International Anxiety Questionnaire (IAQ) was developed and validated as the first self-report measure built specifically around ICD-11 criteria, with early evidence showing good psychometric properties (Schröder et al., 2026).
Differential diagnosis matters because GAD often coexists with major depressive disorder, panic disorder, obsessive-compulsive disorder, post-traumatic stress disorder and neurodevelopmental conditions such as autism spectrum disorder (ASD) and ADHD; missing this comorbidity produces incomplete treatment plans and worse outcomes. UK practice follows NICE's stepped-care model: identification in primary care, psychoeducation and active monitoring first, then psychological therapies or medication depending on severity, with shared decision-making running throughout (NICE, 2019, 2022).
Diagnosis of GAD remains contested even with the ICD-11 changes. Critics note that the line between pathological anxiety and an understandable reaction to modern stressors (financial insecurity, unemployment, global crises) is often blurry, and that leaning too heavily on diagnostic categories risks medicalising ordinary distress while losing sight of the social conditions driving it. Underdiagnosis is just as much a problem: UK evidence suggests many people live with symptoms for years before a formal diagnosis, delaying treatment and raising the risk of chronic disability (Slee et al., 2021), particularly for older adults, men and ethnically diverse populations whose symptoms may not fit the standard picture as cleanly. A related question, addressed later in this report, is whether the elevated anxiety seen in autism and ADHD should always be diagnosed as a separate disorder. Overall, ICD-11 gives clinicians a useful, internationally workable framework, but how well it works in practice depends on thorough assessment, culturally aware judgement and a willingness to look beyond the criteria themselves.
Treatment and Rehabilitation
Managing GAD calls for a person-centred approach blending psychological intervention, medication and psychosocial rehabilitation, aimed at reducing excessive worry, restoring daily functioning, preventing relapse and supporting long-term recovery. ICD-11 offers diagnostic guidance rather than treatment protocols, so practice is shaped instead by national guidelines, chiefly NICE, alongside a growing evidence base.
Psychological therapy is generally first-line, particularly for mild-to-moderate symptoms, with NICE's stepped-care model matching intervention intensity to severity (NICE, 2019). Cognitive Behavioural Therapy (CBT) has the strongest evidence base of any psychological intervention for GAD: its logic is that maladaptive thoughts and behaviours sustain chronic anxiety, so changing these patterns eases the distress, through identifying catastrophic thinking, challenging unhelpful beliefs, reducing avoidance and building coping strategies. A network meta-analysis of psychological treatments for GAD found CBT and related cognitive-behavioural approaches consistently more effective than control interventions and well tolerated, with benefits holding up at long-term follow-up (Cuijpers et al., 2023). A separate network meta-analysis comparing psychotherapies for anxiety disorders more broadly reached similar conclusions on efficacy while also weighing acceptability, finding that patients were as likely to complete CBT as other active treatments, which matters given how often dropout is raised as a limitation of psychological therapy (Zhou et al., 2023). Network meta-analyses of this kind combine indirect comparisons across trials that differ in setting, delivery format and comparator condition, so the pooled effect size should be read as an average across a heterogeneous evidence base rather than a guarantee of benefit for any individual patient.
The NHS Talking Therapies programme (formerly IAPT) has widened access to CBT in primary care and reduced reliance on medication alone, though waiting times and workforce shortages remain problems in many areas. Low-intensity CBT (guided self-help, digital platforms, brief therapist contact) has become more central to stepped care for this reason; a systematic review of computer-assisted CBT found it significantly reduces anxiety compared with usual care, albeit with smaller effect sizes than full therapist-delivered CBT, concluding it is a genuinely useful, cost-efficient first-line option where resources are tight (Wright et al., 2022). Newer approaches are also gaining ground: metacognitive therapy targets beliefs about worry itself rather than its content, while interventions targeting intolerance of uncertainty try to reduce the excessive need for certainty underlying much of GAD. None of this removes real limitations: CBT demands active engagement and sustained motivation that are hard to maintain amid severe anxiety, depression or social disadvantage, and dropout remains high, particularly among patients with complex trauma histories; even meaningful improvement rarely means full remission.
Medication matters most for moderate-to-severe GAD, or where psychological therapy is unavailable, declined, or insufficient alone, and ideally complements rather than replaces it. SSRIs such as sertraline and escitalopram are first-line, given their efficacy and acceptable safety; SNRIs like venlafaxine and duloxetine offer an alternative when SSRIs are poorly tolerated. Both take several weeks to show benefit. Comparing CBT with pharmacotherapy, both reduce anxiety effectively, but psychological therapy tends to hold up better once treatment ends, since patients carry the coping skills forward, whereas stopping medication can bring relapse if underlying cognitive vulnerabilities were never addressed. Pregabalin is sometimes considered for treatment-resistant cases once first-line antidepressants have failed, though concerns about dependence mean UK prescribers are increasingly cautious with it; benzodiazepines bring rapid relief in acute crises but are restricted by NICE to short-term, closely monitored use given risks of tolerance and dependence. Medication brings its own problems: gastrointestinal symptoms, sexual dysfunction, emotional blunting and discontinuation syndrome all contribute to poor adherence and underline the importance of shared decision-making (NICE, 2022).
Rehabilitation goes further than symptom reduction, aiming to restore social participation, occupational functioning and quality of life; current thinking treats recovery as a holistic process built on resilience, autonomy and self-management rather than simply the absence of symptoms. In UK practice this involves psychoeducation, relapse-prevention planning, vocational support, family involvement and community-based services. Digital rehabilitation expanded considerably after COVID-19: smartphone-based CBT, therapist-guided online programmes and telepsychiatry have opened access for people facing geographical, occupational or physical barriers to in-person treatment. Community mental health services, employment support, peer-support groups and voluntary-sector organisations also address the wider social conditions shaping mental health. Access remains far from even across the UK, however, with workforce shortages, regional inequalities and limited funding restricting multidisciplinary support, and people from ethnic minority and disadvantaged backgrounds facing worse access.
The evidence points fairly clearly to combined psychological and pharmacological treatment producing the best outcomes for moderate-to-severe GAD, though outcomes vary considerably where depression, chronic physical illness or neurodevelopmental conditions are also present. Current practice also tends to prioritise symptom reduction over functional recovery: anxiety scores may fall while occupational difficulties and reduced quality of life persist, which is partly why recovery-oriented models now push for broader strategies bringing employment, education and social participation into the treatment plan. Looking ahead, service development is likely to move towards more personalised care, with advances in digital health, predictive analytics and precision psychiatry helping clinicians identify who is likely to benefit from which intervention.
Current Debates and Emerging Issues
Several debates remain unresolved around GAD's classification, diagnosis and management, with real consequences for practice, policy and future revisions of systems like ICD-11.
Perhaps the most fundamental debate concerns where normal emotional response ends and pathological anxiety begins. Anxiety is an adaptive emotion that prepares people to respond to threat, and critics argue that widening diagnostic criteria risks labelling understandable reactions to hardship (financial insecurity, bereavement, work stress) as psychiatric disorders (Frances, 2013). Defenders respond that diagnosis rests not on the presence of anxiety alone but on persistent symptoms causing genuine distress and functional impairment, though there is a legitimate worry that rising mental health awareness could tip into overdiagnosis where consultation time is short. The opposite problem is just as real: many people with GAD put off seeking help because symptoms build up slowly and get mistaken for personality traits, with stigma compounding this, particularly for men and minority ethnic populations in the UK.
Both ICD-11 and DSM-5 recognise GAD as a distinct disorder, but ICD-11 leans more on clinical judgement and functional impairment than rigid symptom counts. Supporters see this as giving clinicians flexibility across varied settings and cultures; critics worry that moving away from structured thresholds could reduce consistency between clinicians, with knock-on effects for research comparability and service planning. Having two major systems running in parallel keeps this tension alive, particularly for multinational research that needs some standardisation.
Growing recognition of neurodiversity has reshaped how researchers and clinicians understand anxiety disorders. People with ASD and ADHD experience anxiety at substantially higher rates than the general population (Kerns et al., 2022), but many researchers now argue this should not automatically be treated as a separate psychiatric disorder, since it may stem partly from environmental barriers, sensory overload, communication differences and social exclusion rather than an underlying psychopathology. Treatment focused solely on reducing symptoms without addressing these factors risks missing what patients actually need; future ICD revisions may need to say more about how neurodevelopmental conditions and anxiety disorders interact.
The rapid growth of digital mental health services is another area of active debate. Online CBT, smartphone apps and telepsychiatry have significantly widened access to evidence-based treatment, a trend accelerated by the pandemic, with clear advantages in accessibility, waiting times and cost, particularly for people unable to attend in-person appointments. But digital exclusion is a genuine concern for older adults and disadvantaged populations, and digital tools may struggle with complex presentations needing multidisciplinary assessment.
The rising prevalence of anxiety disorders has clear implications for UK mental health policy. NHS Long Term Plan initiatives aim to expand community-based psychological therapies and strengthen early intervention, but demand still outstrips supply. Future policy needs to prioritise workforce investment, earlier identification in primary care and schools, culturally competent services, and tackling wider social determinants such as poverty and housing insecurity.
Recommendations
Diagnostic assessment should take a more holistic, person-centred approach, weighing psychological, biological and social factors alongside ICD-11 criteria, with more attention to identifying comorbid depression, autism and ADHD. Making earlier intervention a national priority, through routine screening in primary care, schools and community services, would help catch cases before they become entrenched. Access to evidence-based psychological therapies also needs to keep expanding, with investment in training more therapists and cutting waiting times central to policy. Beyond symptom reduction, rehabilitation should look towards education, employment, social participation and quality of life, building in vocational rehabilitation, peer support and community-based interventions alongside standard clinical treatment. Neurodiversity deserves more direct engagement in future ICD revisions, encouraging clinicians to distinguish anxiety rooted in psychopathology from anxiety driven by environmental barriers. Finally, research should move towards precision psychiatry, using artificial intelligence and personalised medicine to identify which interventions work for which patients.
Conclusion
Generalised Anxiety Disorder is common and disabling, touching psychological wellbeing, physical health and social functioning all at once. ICD-11 gives clinicians an updated, clinically useful framework for classifying and diagnosing it, built around persistent anxiety, excessive worry and functional impairment, with room for clinical judgement to handle real-world variation. The evidence is fairly consistent: psychological therapy, particularly CBT, remains the cornerstone of treatment, with medication an effective alternative for moderate-to-severe cases, while rehabilitation is increasingly understood as multidimensional, built on social participation and long-term self-management rather than symptom reduction alone.
Real challenges remain. Debates over medicalisation, diagnostic validity, neurodivergence and digital mental healthcare show that understanding of GAD is still evolving, and delivering timely, person-centred care will take sustained investment and genuine integration of biological, psychological and social perspectives. Ultimately, managing GAD well depends not just on accurate diagnosis but on treatment and rehabilitation strategies that take seriously how varied and complex people's experiences of this disorder actually are.
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