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This essay will focus on anxiety, specifically General Anxiety Disorder (GAD). It is an commonplace condition and is estimated as affecting approximately 5% of the UK population (NHS, 2020). UK antidepressant prescriptions (see below) are at their highest level ever and have increased by 100% from 2015, and 500% from 1992 (Council for Evidence-based Psychiatry, 2015).
The essay will examine the formal definitions, diagnoses and treatment of the condition, look briefly at some the assessment tools that are utilised in diagnosing GAD, examine the psychological and physical effect on patients, touch briefly on the possible causes, explore psychopharmacological interventions, the ramifications of the medical model including the effect on the patient and concurrent psychotherapy, the tension between the medical model and humanistic therapies,  review the GAD NICE Guidelines (N.I.C.E, 2011 updated 2019) and Matrics Cymru (National Psychological Therapies Management Committee, 2017), outline the typical members and roles of a multi discipline health team and summarize some of the surveys on the efficacy of different therapies. 
Anxiety is a term used to define irrational fear.  Whilst the fear may be irrational it is real to the person experiencing it. GAD by is a long-term condition and is general in nature rather than specific. Patients may feel anxious most days.  Anxious thoughts if resolved as are replaced by other anxious thoughts.  Persons who suffer with GAD may experience the distressing symptoms associated with panic attacks.  GAD may start as a minor inconvenience but can develop in intensity to such an extent that sufferers cannot complete everyday tasks and their lives can be severely impaired  (Claringbull, 2011). 
The legitimacy of GAD as a separate category has been doubted from DSM-III (American Psychiatric Association, 1980) up to the planning of DSM-5 (American Psychiatric Asscociation, 2013) as the condition has similar personality dimensions, other anxiety disorders and depression (nonbipolar). 
The final version of DSM-5 300.02 (F41.1) was not substantially different to DSM-IV (American Psychiatric Association, 2000).  The cited diagnostic criteria are: “a) excessive anxiety and worry (apprehensive expectation), occurring more days than not for at least 6 months, about a number of events or activities (for example work or academic performance), b) the individual finds it difficult to control the worry and c) the anxiety and worry are associated with three (or more) of the following six symptoms: restlessness or feeling keyed up or on edge; being easily fatigued, difficulty concentrating or mind going blank; irritability; muscle tension and sleep disturbance (difficulty falling or staying asleep, or restless, unsatisfying sleep)” (American Psychiatric Asscociation, 2013)
Criterion F in DSM-5 clarifies that GAD is mainly an exclusion diagnosis. GAD cannot be diagnosed if the anxiety is more likely to be caused by other anxiety disorders (panic, phobic, social anxiety, or obsessive-compulsive disorder (Crocq, 2017).
In ICD-10, GAD (F41.1) (World Health Organisiation , 2001) specifies anxiety neurosis, anxiety reaction and anxiety state. Crocq 2017 notes that the Working Group retained a category approach to anxiety disorders. GAD is part of the “anxiety and fear-related disorders,” differentiated from “obsessive-compulsive or related disorders” and “disorders specifically associated with stress.” In the draft of ICD-11 (World Health Organization, 2018), GAD is redefined: “worry about multiple areas of everyday life” was included as an alternative essential feature to generalized apprehension. GAD can now co-occur with other mental and behavioural disorders.
ICD -11 defines the condition as follows:  
“Generalised anxiety disorder is characterized by marked symptoms of anxiety that persist for at least several months, for more days than not, manifested by either general apprehension (i.e. ‘free-floating anxiety’) or excessive worry focused on multiple everyday events, most often concerning family, health, finances, and school or work, together with additional symptoms such as muscular tension or motor restlessness, sympathetic autonomic over-activity, subjective experience of nervousness, difficulty maintaining concentration, irritability, or sleep disturbance” (World Health Organization, 2018). 
Patients can help themselves through self-help courses, regular exercise, not smoking and reducing their intake of alcohol and caffeine. Relaxation exercises and mindfulness can also be effective. 
GAD is often co-morbid with depressive disorders (Klenk, et al., 2011) and in patients with physical health problems 
There are a number of mental health assessment tools which assist psychotherapists and counsellors in assessing patients. They are all subjective in that the patients can answer ‘sometimes’, ‘occasionally’, or ‘often’.  A popular assessment tool is the Clinical Outcomes in Routine Evaluation (CORE -10) (Barkham , et al., 2013) which scores the patients against general population scores.  Scores which exceed the general population scores indicate a clinical issue.  General Anxiety Disorder Assessment (GAD 7) is a similar assessment tool (Williams , 2006). In Wales the government guidelines recommends using The Penn State Worry Questionnaire (PSWQ, 8) and the Work and Social Adjustment Scale (WSAS, 9) to assess the impact of GAD on functioning (National Psychological Therapies Management Committee, 2017). 
Labelling or categorising an apparent mental health condition has its dangers – a well-intentioned hypothesis may be perceived as authoritative fact.  It is also arguable that labelling diminishes the patient and bolsters the power imbalance between the assessor and patient (Claringbull, 2011, pp. 41-46). On an interpersonal level an assessment may distance the assessor form the patient and may hamper the development of the therapeutic relationship. Attaching a label to an individual can also stigmatise them and is dehumanising. 
NHS 2020 sets out the signs and symptoms of GAD clearly in plain English.  GAD has psychological and physical symptoms. Symptoms and their severity varies from patient to patient.  Whilst some patients experience a small number of symptoms, other patients may experience a great deal more.  GAD not only changes behaviour but may also lead to a change in the way a patient thinks and feels. Psychological symptoms include: a feeling of dread; difficulty in concentrating; feeling ‘jittery’ or ‘on edge’; feeling irritable; and restlessness. 
Theses symptoms may lead the patient to isolate, avoiding family and friends, in order to avoid worry and dread. A patient’s work can also be affected and they may take time off work which can create a vicious circle. Anxiety may lead to social isolation and taking time off work which in turn may cause more anxiety and further affects self-esteem. 
GAD can also cause a number of distressing physical symptoms: headaches; insomnia (difficulty in falling or staying asleep); nausea; difficulty in breathing; disproportionate sweating; trembling and sweating; muscle aches and pains; loud, fast and/or irregular heartbeat; pins and needles; feeling dizzy and fatigue (NHS, 2020). 
GAD may severely affect a patient’s job and social life -  it’s becomes difficult or impossible to control worry. The worry is indiscriminate and leads to catastrophising – fearing the worst and the worries are nerve racking and upsetting. GAD is a chronic condition.  
The cause of GAD isn't yet fully understood. A number of factors are thought to contribute to the condition: overactivity in the area of the brain regulating behaviour and emotions; an imbalance in serotonin and noradrenaline which regulate mood; possible genetic inheritance; traumatic experiences  violence, bullying and child abuse; alcohol and substance misuse and long-term painful health conditions. However, some individuals may experience GAD without any apparent cause  (NHS, 2020).
In terms of psychopharmacological interventions Benzodiazepines (Diazepam is currently the most common in the UK) have been prescribed by the medical profession since the 1960s to treat anxiety.  However, benzodiazepines are highly addictive and there has been pressure on medical practitioners not to prescribe benzodiazepines or limit their use to a few weeks since the 1980s. 
Both benzodiazepines and so-called z drugs (zopidem, zopiclone, and zalepon), continue to be widely prescribed in UK primary and secondary care. A small decline in the proportion of patients prescribed benzodiazepines in primary care (from 3.5% in 2000 to 2.6% in 2016) was mirrored by a rise in z drugs. Long-term prescription and use  is growing (Farias, et al., 2017). 
Peter Burkinshaw (Public Health England) was reported in The Guardian (Bosely, 2019) as saying: “The long-term prescribing of opioid pain medicines and benzodiazepines is not supported by guidelines and is not effective”. Antidepressants are used by 7.3 million people in England ( 17% of the adult population). 
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Side effects of benzodiazepines include: low libido; trembling; headaches; vertigo; difficulty concentrating and drowsiness (NHS, 2020). 
Beta blockers are also prescribed for short-term, event-related anxiety, such as social. The most commonly prescribed beta blockers include propranolol (Inderal) and atenolol (Tenormin).
Critically medication does not cure anxiety disorders. Drugs suppress activity in the amygdala and other areas of the brain that underlie the disorder (Stahl, 2008).  Anti-anxiety drugs do not cure anxiety as antidepressants do not cure sadness  The bio medical approach of the 1970s was not evidence base and drug treatment involved life diminishing so called ‘side effects’ although they have been main effects for many (Pilgrim, 2017, p. 119).   If fear and anxiety are conditioned responses in GAD, medications will not alter this neuronal learning (the brain forms new connections and neurons and makes existing neural pathways stronger or weaker).  Psychological therapy will be required to treat the anxiety. Thus, medication and psychotherapy interventions are recommended.  However, research confirming the superiority of a combination approach is lacking (Kehoe, 2017).   
The amygdala is the area of the brain where fear conditioning is centred. Sensory input is received from areas of the brain such as the sensory thalamus, sensory cortex, and prefrontal cortex. Connections between the amygdala and areas of the prefrontal cortex regulate the experience of fear and the resulting psychological responses. Together, these form the responses to fear. Again, when this system is not regulated appropriately, a clinical anxiety syndrome may result. In a similar fashion, worry, a cognitive process, may be regulated by cortico-striato-thalamo-cortical circuitry (CSTC) (Kehoe, 2017). 
The first medication a patient is likely to be offered is likely to be a type of antidepressant called a selective serotonin reuptake inhibitor (SSRI).This type of medication works by altering your brain chemistry.  Those who propound the biological view believe that increasing serotonin in the brain or example will improve depression and anxiety or at least their symptoms. 
Regularly used SSRIs in the UK include: sertraline; escitalopram; paroxetine.  These SSRIs can be taken on a long-term basis but may take several weeks to take effect. 
One study found that citalopram decreased amygdala responses to threat presentations, suggesting this as one way that selective serotonin reuptake inhibitors (SSRIs) affect anxiety (Harmer , et al., 2006). Because fear acquisition is a learning process, psychologic approaches such as talking therapies may also affect fear conditioning. Slightly more women are affected than men, and the condition is more common in people from the ages of 35 to 59 (NHS, 2020). 
Side effects may include the following: erectile dysfunction, blurred vision, indigestion and diarrhoea or constipation, agitation, dry mouth, vomiting or nausea; headaches; no appetite, excessive sweating; dizziness and insomnia.  These symptoms should improve over time, although some can persist, including sexual problems. 
If SSRIs don’t ease anxiety, the patient may be prescribed a different type of antidepressant known as a serotonin and noradrenaline reuptake inhibitor (SNRI).  This type of medicine increases the amount of serotonin and noradrenaline in your brain. Examples include venlafaxine and duloxetine. These do not have libido issue but may raise raised blood pressure. 
Selective serotonin reuptake inhibitors (SSRIs) and selective serotonin norepinephrine reuptake inhibitors (SNRIs are recommended as first-line drugs for anxiety disorders (Bandelow, et al., 2017)
During the 1990s and the 2000s, the combined use of medication and psychotherapy or psychoanalysis shifted from a relatively rare experience to common practice (Busch & Sandberg, 2007 e book published 2016). It is worth noting that in cases where the patient is acutely anxious, she/he may need to be stabilised through medication so that she/he can actively engage in in the process psychotherapy. 
Interestingly the aggregation of patient preferences across diverse settings yielded a significant 3-fold preference for psychological treatment as opposed to psychopharmacological treatment. James Davies 2017 stated that ‘A quarter of a million people are on these medications long-term [benzodiazepines], which is shocking statistic, given that the neurological and physiological effects they have are devastating,’
The medical model of disease in mental health creates a gulf between the patient and the mental health practitioner.  One is the expert, trained to diagnose and prescribe whereas the patient is relatively powerless.  As General Practitioners are the gatekeepers to health in the UK, they in effect in control of the patients care.  Traditionally General Practitioners prescribe medication. Thus, more than 11.5 million adults in England are taking prescribed medication for anxiety and depression, and the numbers are rising. The Public Health England report  (Public Health England, 2019) found that in 2017 to 2018 in England, 7.3 million (17% of the adult population) were taking antidepressants; 5.6 million (13%) were taking opioid pain medicines; 1.5 million (3%) were taking gabapentinoids; 1.4 million (3%) benzodiazepines; and 1.0 million (2%) z-drugs. Rates of prescribing were higher for women (1.5 times those of men), and generally increased with age. Prescription rates also tended to be higher in more deprived areas. Around half of patients across all medications had been receiving a prescription continuously for at least 12 months (Public Health England, 2019)
Bryan McElroy is a GP with a strong interest in mental health who has, for many years, been trying to persuade his fellow GPs to make less use of antidepressants He says that a counsellor in every GP practice would make a huge difference: ‘If people could be recommended to see the counsellor first, even before they see the GP, I believe this could reduce prescribing. In the pressure cooker of the GP consultation, with a stressed-out GP and stressed-out patient, turning to antidepressants is a foregone conclusion.’ (Jackson, December 2019). 
The critical question maybe therefore be, how do we establish and resource counsellors who can, where clinically appropriate, divert patients to psychotherapy as opposed to drugs whose long-term effect is unknown and attendant side effects can be impairing.  As stated above research demonstrates that patients would prefer talking therapy by a ratio of 3 to 1.  Should we not be paying more attention to the patient’s own wishes? 
Some therapists fear that medication would reduce motivation for change by reducing negative feelings that led patients to treatment.  Anxiety may be regarded as an indicator of inner conflict by  and should therefore be explored rather medicated to eradicate such feelings (Busch & Sandberg, 2007 e book published 2016, p. 1).  Conversely medication can relieve impairing and distressing symptoms and can aid motivation and concertation during psychotherapy. 
Medication that causes a lack of concentration and drowsiness would detract from the psychotherapy and the therapeutic relationship. It may be that other distressing side effects could also impair the patient’s ability to engage in therapy, for example, ‘emotional blunting’.  Indeed, almost 20% of patients in long term treatment with SSRIs reported cognitive symptoms including fatigue, inattentiveness, lack of concentration, memory impairment, poor recall, attention deficit and apathy (Popovic, et al., 2015)
Psychotherapists will need to be aware of changes in medication and particularly if the patient is reducing the medication with a view to stopping as many of the drugs used to treat GAD have unpleasant withdrawal symptoms.
In Person Centre Therapy rather than focussing on techniques, abstract theories and models Carl Rogers placed the client at the centre of counselling.  He regarded each client as unique. His modality, person centred therapy, emphasised the value, inherent worth and humanity of each client (Rogers, 1957). Mick Cooper concluded that the client and therapist relationship was one of the most important factors in therapy (Cooper, 2004 , pp. 451-461).  Unlike the medical model PCT is no directive (Mearns & Thorne, 2013, p. 2)
The therapist concentrates on the uniqueness of the client’s experience, thoughts, behaviour and emotions.  The therapist will work with the client to understand their experience and feelings so that the client can learn to experience herself/himself in a new, positive and productive way.  Rogers asserts the “fundamental predominance of the subjective” (Rogers, 1959). The psychotherapist puts aside all external concerns and make themselves entirely available to the client in a subtle and unobtrusive way (Leiper & Maltby, 2004). Winnicott described this as “holding” (Winnicott , 1965).
Similarly, Gestalt refrains from categorising, diagnosing or labelling as these reduce a person  (Sills , et al., 2012, p. 9). Anxiety is seen by existential therapists as being a condition of living.  Existential anxiety is an expression of being occupied with ultimate concerns such as death, meaninglessness, and fundamental loneliness.  
The medicalization of mental illness with its prescribed pathways and treatments does not sit comfortably with patient autonomy, treating patients as unique individuals and the primacy on the therapeutic relationship. 
Having referred to NHS recommended treatment earlier we will turn to the N.I.C.E. Guidelines (N.I.C.E, 2011 updated 2019) and the guidelines in Wales (National Psychological Therapies Management Committee, 2017) Overall the the N.I.C.E. Management Guidelines do not prtay patient is an equal partner in the process or that she/he is treated as a unique individual.  It’s perhaps inevitable, however, that ‘one process fit all’. 

More encouragingly in the Guidance Paragraph 1 recommends building an open, engaging non-judgmental and collaborative relationship. 1.1.2 directs the health care professional to explain the treatments available for GAD as well as engaging with carers (1.1.3).  The paragraph goes on to state  that the patient should be given information relating to local and national self-help groups and take into account learning disabilities and cognitive impairment (1.1.5 and 1.1.6) (The National Institute for Health and Care Excellence , n.d.)
N.I.C.E. states that its guidelines are based on reviewing the evidence derived from published and unpublished data which is subject to critical appraisal. 

In respect of the management and of GAD and panic disorder N.I.C.E.  sets out a four-step process. In summary, Step 1 is primarily concerned with the identification of GAD and other health conditions and the communication of the diagnosis and commencing treatment as soon as possible. Step 2 introduces low-intensity psychological interventions for example individual non-facilitated self-help, individual guided self-help and psychoeducational groups.  Step 3 involve explaining to patients with marked functional impairment high-intensity psychological intervention or drug treatment where the previous interventions have not worked.  If the patient opts for drug treatment SSRIs are recommended (see issues relating to SSRIs above) and the only therapy mentioned is CBT.  The omission of other therapies is odd unless, as is likely, cost is the decisive factor. Elliot and Freire 2008 examined sixty years of research into person centred and experiential therapies. They concluded that PCT statistically and clinically achieves similar results to other therapies.  PCT might be marginally less effective than CBT however they concluded that this was probably due to researcher allegiance to CBT. Similarly, a study by Stiles using data from 1,309 patients compared PCT, CBT and psychodynamic therapies showed manifest improvement and that there was “no real difference between the approaches”  (Stiles , et al., 2006). It may be that each of these studies was affected by the authors preferred modality bias. 

CBT and specifically Adult Improving Access to Psychological Therapies programme (IAPT) cost less of course.  The British Medical Association (BMA) has nevertheless warned that thousands of patients are waiting for more than six months for access to talking therapies to alleviate severe negative thoughts and feelings. The BMA investigation discovered that just one in 10 local NHS clinical commissioning groups (CCGs) and just over half of mental health trusts keep track of how long these patients are having to wait (Mathews-King, 2018). Doctors warned that those with serious mental health problems who often need both medication and psychotherapy are being treated unequally.  This contrasts with the efforts made in improving access to support for mild anxiety and depression through the targets in the Improving Access to Psychological Therapies (IAPT) programme  (Mathews-King, 2018)

In 2017 the Matrics Cymru document together with The Evidence Tables (National Psychological Therapies Management Committee, 2017) was published. Matrics Cymru is in line with N.I.C.E. Guidelines. The document outlines how psychological therapies should be provided for different mental health conditions. Matrics Cymru emphasises importance of choice for a range of support for both milder mental health conditions and for individuals with more complex needs.

The National Psychological Therapies Management Committee (NPTMC) is developing an implementation plan to complement Matrics Cymru. This will provide guidance to health boards about training, supervision and core competencies.  A new 26 week waiting time target has been set and will be monitored.  

In the Evidence Tables CBT and applied relaxation appear to be equally effective in the short-term. However, a recent high-quality meta-analysis (Cuijpers, et al., 2014) suggests that CBT is more effective in the longer term. The research also suggests that there may be better results from newer CBT therapies for GAD, including meta-cognitive therapy, intolerance of uncertainty therapy, and acceptance-based behaviour therapy (Durham, et al., 2004). The mean number of CBT sessions is reported in one meta-analysis as 16 and in another as no more than 12 (Cuijpers, et al., 2014).  This is at odds with usual offering of six CBT sessions with the possibility of extending. 

The Welsh government intends in conjunction with the health boards to implement a plan which focuses on the delivery of a range of accessible, timely and appropriate psychological interventions and has ringfenced £4 million to help achieve this. 

Mental health work is carried out by a range of occupations. Multi-disciplinary mental health teams may include psychiatrists, psychologists, social workers, psychotherapists, occupational therapists, advocacy workers and care workers. The different training of the members of the team may inform their input and opinions. Thus, psychiatrists are more likely to focus on the medical model and prescribe medication. Clinical psychologists may formulate theories about a patient’s problems and offer a form of psychological intervention. Exceptions to these obviously exist and roles overlap (Pilgrim, 2017, p. 132).  Moreover, medical and nurse’s training includes neurology, sociology, psychology and pharmacology.

A division of labour may naturally occur, a psychiatrist prescribes drugs, nurses are responsible for the administration of those drugs and monitoring the effects of the medication.   Treatments can also be administered autonomously, for example psychological therapy by nurse therapists, psychologists and psychotherapists with clinical supervision.    As Pilgrim points there are two other occupational groups who regulate access to mental health services. As stated above General Practitioners are for most patients the gatekeepers into specialist mental health services and Police Officers are regularly involved in mental health crises in the community.  A study into collaborative working in multi-disciplinary teams in the NHS concluded that physiotherapists, occupational therapists, social workers were far less likely to contribute to discussions than the consultant leading the medical team (Atwal & Caldwell, 2005). 

Having examined definitions, diagnoses and symptoms and guidelines in some detail it seems apt to end this essay with the iconoclast’s R.D. Laing’s view
 “What we call ‘normal’ is a product of repression, denial, splitting, projection, introjection and other forms of destructive action on experience. It is radically estranged from the structure of being… Other forms of alienation that are out of step with the prevailing state of alienation are those that are labelled by the ‘formal’ majority as bad or mad.” (Laing, 1967)
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