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Report on Anxiety or fear-related disorders
Introduction
Anxiety and fear‑related disorders are among the most common mental health problems worldwide and are now organised in ICD‑11 as a distinct group of “anxiety or fear‑related disorders,” reflecting advances in psychopathology, neuroscience, and clinical practice. This report critically examines their classification, diagnosis, treatment and rehabilitation, and current debates, with particular attention to ICD‑11 terminology and structure, before offering recommendations for practice, policy and research. (Fineberg, 2018). 
ICD-11 brings together “Anxiety or fear‑related disorders” as a new grouping within the chapter “Mental, behavioural or neurodevelopmental disorders.” Anxiety and fear‑related disorders are defined as conditions in which excessive fear and anxiety and related behavioural disturbances cause clinically significant distress or damage in social, occupational, educational or other important areas of functioning. Fear is described as a reaction to an impending threat, while anxiety is more future‑oriented, involving identified anticipated threat, and the grouping emphasises their close but evident nature. This formulation moves away from earlier, more diffuse anxiety groupings and aligns with dimensional models that differentiate fear‑dominant from anxiety‑dominant conditions. 
Critically, the fear-versus-anxiety emphasis moves nosology closer to transdiagnostic frameworks such as HiTOP and the NIMH Research Domain Criteria (RDoC), which conceptualise internalising pathology along dimensions of negative affect and threat, rather than as discrete categories. However, ICD‑11 remains a categorical system: a person either meets criteria for a given disorder or does not, even when symptoms lie on a continuum. This categorical commitment preserves clinical use but sits uneasily with evidence of dimensionality and high comorbidity among anxiety, depressive and trauma‑related which  ICD‑11 brings together “Anxiety or fear‑related disorders” as a new grouping within the chapter “Mental, behavioural or neurodevelopmental disorders.” Anxiety and fear‑related disorders are defined as conditions in which excessive anxiety and fear-related behavioural disturbances cause clinically significant distress. Fear is described as a reaction to an imminent threat, while anxiety is more future‑oriented, involving perceived or anticipated threat, and the grouping emphasises their close but different nature. This formulation moves away from earlier anxiety groupings and aligns with dimensional models that differentiate fear‑dominant from anxiety‑dominant conditions. Within ICD‑11, the grouping core entities include Generalised anxiety disorder (GAD),  (6B00), panic disorder (6B01), Agoraphobia (6B02), Specific phobia (6B03), Social anxiety disorder (6B04), Separation anxiety disorder (6B05) and Selective mutism (6B06). This structure is underlined by the “focus of apprehension” (i.e. the situation that elicits anxiety or fear), which may be highly specific in phobia, situation‑linked in agoraphobia and social anxiety, or broad and pervasive in generalised anxiety disorder. By foregrounding fear and anxiety. ICD-11 aims to harmonise clinical and research usage to reduce historically stigmatising labels. (onlinelibrary.wiley+2).
ICD-11 classification and language
ICD-11 brings together ‘’Anxiety or fear-related disorders’’ as new grouping within the chapter ‘’Mental, behaviour al or neurodevelopmental orders.’’ Anxiety and fear-related disorders are defined as conditions in which excessive fear and anxiety and related cause clinically significant distress or damage in social, occupational, educational or other important areas of functioning. 
Diagnosis and diagnostic criteria – ICD-11 diagnostic requirements
ICD‑11 diagnostic procedures are descriptive and designed to be used in diverse health systems and cultures rather than as strict checklists. Generalised anxiety disorder (GAD), for example, is defined by marked symptoms of anxiety that persist for at least several months, for more days than not, manifested by either general fearfulness or excessive worry about multiple everyday events (e.g. family, health, finances, work), together with symptoms such as muscular tension, autonomic over‑activity, nervousness, impaired awareness, irritability or sleep disturbance. Symptoms must be of a physical condition or substance use.
ICD-11 guidelines also give explicit boundary criteria between disorders, which is crucial for the overlap among anxiety and related groups. For instance, GAD is differentiated from panic disorder, which is characterised by recurrent, unexpected episodes of intense fear that are temporally defined and accompanied by abrupt surges of somatic and cognitive symptoms. GAD, by contrast, involves a persistent and less circumscribed chronic sense of apprehension and worry. (pubmed.ncbi.nlm.nih+2).
Diagnostic process in practice - Treatment and rehabilitation -Standard treatment approaches 
International treatment guidelines converge on psychological therapies—especially cognitive behavioural therapy (CBT)—as first‑line interventions for most anxiety and fear‑related disorders, with pharmacotherapy as an important aide or alternative where indicated. CBT protocols typically include psychoeducation, cognitive restructuring, graded exposure to feared stimuli or situations, and skills training (e.g. relaxation, problem solving, social skills), adapted to the specific focus of apprehension in each disorder. 

Diagnostic process in practice
In practice, diagnosis combines clinical interview, observation, collateral information and where appropriate, structured or semi-structured instruments. Standardised tools (e.g. symptom checklists, rating scales) can enhance reliability, but ICD-11 emphasises clinical judgement and the assessment of distress and usable impact rather than symptom counts alone. This is particularly important in primary care and community settings, where subthreshold anxiety and comorbidity are common, and where cultural idioms of distress may not map neatly onto Western symptom descriptions. (Uhra.herts.ac+1).
Critically, the diagnostic process must navigate the boundary between normal fear/anxiety and disorder. Epidemiological data show that anxiety disorders are highly prevalent globally and that incidence has risen modestly over recent decades, with a substantial burden in adolescence and middle adulthood. Some scholars argue that broad, inclusive diagnostic guidelines risk pathologizing normative worry, especially in contexts of social and economic insecurity. Others counter that under-recognition and under-treatment remain the dominant problems, particularly in low and middle-income countries and among marginalised groups. The ICD-11 insistence on ‘’clinically significant distress or impairment’’ is intended to counter over-diagnosis, but its interpretation can vary across clinicians and cultures. (Cambridge+2)
Generalised anxiety disorder CBT focusing on worry management, cognitive restructuring and relaxation; sometimes acceptance-based or metacognitive variants. 
-Panic disorder: CBT including education about panic, self-monitoring, breathing and relaxation training, cognitive restructuring and exposure to panic cues and avoided situations. (ncbi.nlm.nih+1).
Pharmacological treatments with evidence of efficacy include selective serotonin reuptake inhibitors (SSRIs) and serotonin-noradrenaline reuptake inhibitors (SNRIs) as first-line options, with other antidepressants and benzodiazepines used selectively. Benzodiazepines can offer rapid symptom help but carry dangers of dependence, tolerance, cognitive side-effects and falls, making them less suitable for long-term use and tricky in older adults. Recent reviews underline a stepped-care model in which low-intensity psychological mediations or digital CBT may be offered first, escalating to specialist treatments and combined pharmacotherapy for more serious or treatment-resistant conditions. 

Rehabilitation in ICD-11 and practice
ICD-11 is primarily a classification tool and does not set out strict rehabilitation pathways; however, its functional damage criterion implicitly aligns diagnosis with the need for rehabilitative and recovery-oriented support. In practice, rehabilitation for anxiety and fear-related disorders extends past symptom reduction to include: 
-Restoration of social and occupational functioning (e.g. graded return to work or education, workplace adjustments).
-Skills to manage residual symptoms and prevent relapse (e.g. ongoing self-help CBT, mindfulness, peer support)
-Addressing comorbidities such as depression, substance misuse, and physical health problems that contribute to disability. (publichealth.jmir+1).
-Environmental and psychosocial interventions, including family interventions for children and young people. 
Evidence supports rehabilitation actions such as structured exposure for functional avoidance (e.g. public transport use in agoraphobia), vocational rehabilitation for people whose anxiety has disrupted employment, and multi-component community programmes that integrate psychological therapy, social support and case management. 
Effectiveness and limitations
On guideline‑level evidence indicates that CBT is effective for most anxiety disorders. Pharmacotherapy with SSRIs/SNRIs also shows significant benefit, in more severe cases and when combined with CBT. Yet several limitations warrant critical attention.
-Non-response and partial response: A few patients show limited recovery or relapse after standard CBT or pharmacotherapy, highlighting need for better stratification and personalised approaches.ncbi.nlm.nih+1
-Comorbidity and complexity: Many individuals present with multiple anxiety disorders, depression, trauma histories or neurodevelopmental conditions, which may reduce treatment awareness and complicate protocolised care. (cambrige+1).
-Mechanistic uncertainty: While learning models underpin exposure therapy, newer evidence from neuroscience and learning theory suggests that fear memories are not erased but inhibited, which may explain relapses.
-Access and inequalities: Global burden data show increasing incidence and persistent disability, but access to evidence-based treatments remains constrained by resource limitations, stigma and workforce shortages, particularly outside high-income settings. (public health, England).
Emerging interventions – including neuromodulation, novel pharmacological agents, and interventions targeting reconsolidation procedures – show promise but are still largely experimental, raising ethical and practical questions about spreading and cost-effectiveness. 
Current debates and emerging issues: Debates on classification and meta-structure
The reorganisation of anxiety and fear‑related disorders in ICD‑11 has been welcomed as a move towards greater clinical coherence and alignment with empirical evidence, particularly the emphasis on focus of apprehension and the clearer separation from obsessive‑compulsive and related disorders. At the same time, the broader ICD‑11 meta‑structure—creating distinct but related groupings for anxiety/fear, obsessive‑compulsive, and stress‑related disorders—remains contested. (online library. wiley+2).
Dimensional advocates argue for classification systems that capture severity and cross‑cutting traits (e.g. negative affectivity, behavioural inhibition) more directly, citing frameworks such as HiTOP and RDoC as more affiliated with contemporary science. Others stress the value of pragmatism and clinical usability: practitioners require categories that support communication, commissioning, and legal frameworks, even if they poorly reflect underlying biology. ICD‑11 attempts to reconcile these positions by refining categorical boundaries and acknowledging dimensionality in text, but it does not fundamentally abandon categorical diagnosis. 

Neurodivergence and reclassification issues
The relationship between anxiety and neurodivergence (e.g. autism spectrum conditions, ADHD, and broader neurodevelopmental differences) is an rising area of debate. Epidemiological and clinical experiments indicate elevated rates of anxiety disorders in neurodivergent populations, with atypical presentations (e.g. intense situational avoidance, sensory‑driven concern responses, or difficulty articulating internal states) that may not fully fit standard criteria. There is increasing concern that current classifications, including ICD‑11, may under‑recognise anxiety in these groups, leading to under‑treatment or inappropriate interventions (for example, interpreting anxiety-driven school refusal solely in behavioural terms). (Uhra.herts.ac+1).
At the same time, some neurodiversity advocates argue that high trait anxiety in neurodivergent individuals is often a rational response to chronic social stress, stigma, sensory overload rather than solely an internal disorder. This view challenges deficit‑based models and calls for greater awareness to environmental modification, trauma‑informed care and rights‑based methods in both classification and treatment. While ICD‑11’s flexible, descriptive guidelines allow some adjustment to neurodivergent presentations, the explicit language of “disorder” and the focus on individual pathology can obscure structural contributors to distress. 
Reclassification issues also arise around developmental timing. ICD‑11 explicitly recognises Separation anxiety disorder and Selective mutism as anxiety or fear‑related disorders across the lifespan, countering earlier beliefs that they are solely childhood conditions. This has been praised for improving continuity of care but also raises questions about over‑pathologising attachment‑related distress or contextually understandable mutism (e.g. in hostile school environments). The ongoing debate centres on how classification can validate lived experience and facilitate care without turning every difficult but understandable reaction into a psychiatric disorder. 
Impact on practice and policy
These debates have implications for clinical practice and policy. Where classification emphasises discrete disorders, services may be organised into restricted pathways (e.g. “panic clinic,” “social anxiety group”), which can be efficient but may fragment care for people with multiple or atypical presentations. Policy frameworks that tie funding and eligibility to formal diagnoses may encourage “diagnostic up‑coding” or discourage preventive, subthreshold interventions. (publichealth.jmir+2).
In the context of neurodivergence, policy responses emphasise adjustments in education, employment and health services, alongside clinical interventions. This requires cross‑sector collaboration and awareness among professionals that not all anxiety in neurodivergent people is best conceptualised or managed as a discrete “disorder”. Policy makers must also deal with public mental health implications of rising anxiety incidence and the need for early intervention, particularly in young people, as highlighted by global burden data. (publichealth.jmir+2) 
Recommendations for improvement - Improving classification and diagnosis
1. Integrate dimensional specifiers into ICD-11 usage 
While ICD-11 is categorical, clinicians and services should routinely record dimensional information (e.g. severity ratings, cross-cutting symptoms such as negative affectivity or avoidance intensity) alongside categorical diagnoses, informed by frameworks such as HiTOP and RDoC. (Nature+2)
2. Enhance guidance for neurodivergent presentations.
Supplementary clinical guidance should outline how anxiety and fear‑related disorders present in neurodivergent individuals, including strange fear cues, sensory factors and communication differences, to cut misdiagnosis and missed diagnosis. This may involve co‑produced practice guidelines with neurodivergent people and emphasis on contextual formulation.
3. Strengthen cultural and developmental formulations 
ICD-11 already encourages attention to cultural context, but services should embed cultural formulation interviews and developmentally informed assessments in routine practice, particularly for children and young people and for minoritised groups. (publichealth. England).
Enhancing treatment and rehabilitation
4. Expand access to evidence-based psychological therapies- Embed rehabilitation and recovery-oriented care 
Policy makers should prioritise training and resourcing to deliver CBT and related interventions as scale, using stepped-care models and digital platforms where appropriate, while safeguarding fidelity to core components such as exposure. This is particularly urgent in low-resource settings where treatment gaps remain large. 

5. Develop personalised and mechanism-based interventions
Emerging evidence on genetic and cognitive mechanisms suggests the potential for treatments based on profiles of fear‑dominant versus anxiety‑dominant disorders, avoidance patterns and neurocognitive markers. Research funders should support trials that test mechanism‑based matching of interventions (e.g. intensive exposure for fear‑dominant phobias versus worry‑focused CBT for GAD) and that incorporate neurodivergent samples. 
Implications for practice, policy and research
Implementing these recommendations would require coordinated action. Clinically, practitioners would move towards more formulation‑driven care that uses ICD‑11 diagnoses as a starting point rather than an endpoint. Policy frameworks would need to support flexible pathways that recognise transdiagnostic needs and rehabilitation goals, rather than fixed disorder‑specific methods. Research should prioritise longitudinal and mechanistic studies that bridge classification systems.
In summary, ICD‑11’s anxiety and fear‑related disorders grouping represents a significant advance in nosology, but ongoing refinement in classification, diagnosis, treatment and rehabilitation is required to match the difficulty of lived experience and to address the growing global burden of anxiety. (Cambridge+2).
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