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Generalised Anxiety Disorder (6B00): A Critical Examination of Classification, Diagnosis, Treatment, and Rehabilitation
INTRODUCTION
Generalised Anxiety Disorder (GAD), classified under ICD-11 code 6B00, is a mental health condition characterised by persistent and excessive worry that is difficult to control and significantly interferes with daily functioning (World Health Organisation, 2023). In England, approximately 6% of adults screened through Improving Access to Psychological Therapies (IAPT) services present with symptoms meeting the GAD case criteria (NHS Digital, 2023), highlighting substantial demand for specialist care.
This report critically examines the classification, diagnosis, treatment, and rehabilitation of GAD within the ICD-11 framework. It evaluates the strengths and limitations of current approaches, including the role of diagnostic language, the influence of neurodivergence, and the effectiveness of existing treatment and rehabilitation models. It also explores contemporary debates, including the validity of GAD as a discrete disorder and the shift towards dimensional models of mental health, before presenting evidence-informed recommendations.
Classification and Diagnosis
ICD-11 classifies Generalised Anxiety Disorder (6B00) as a persistent condition characterised by excessive, uncontrollable worry accompanied by physiological and cognitive symptoms that result in significant functional impairment (World Health Organisation, 2023). This classification provides a standardised diagnostic framework that supports consistency across healthcare systems and facilitates access to treatment pathways.
However, the categorical nature of ICD-11 has been criticised for its reliance on threshold-based criteria, which may oversimplify the continuum of anxiety experiences (Crocq, 2017). Individuals with subthreshold symptoms may still experience significant impairment but fail to meet full diagnostic criteria, leading to potential under-recognition.
The diagnostic process frequently incorporates structured assessment tools such as the GAD-7, which are designed to quantify symptom severity and guide clinical decision-making (Lantos et al., 2023). While these tools improve efficiency and standardisation, they may oversimplify complex experiences by prioritising measurable symptoms over contextual understanding.
Cultural and socio-economic differences may influence how anxiety is expressed, which can reduce the accuracy of standardised diagnostic tools and contribute to inequalities in diagnosis (Slee et al., 2021).
Diagnostic overlap is also a key concern. GAD frequently co-occurs with depression and other anxiety disorders, raising questions about whether it represents a distinct condition or part of a broader spectrum (Bekhuis et al., 2016).
The use of the term "disorder" reflects a medicalised framework that legitimises clinical intervention but may also contribute to stigma and the pathologisation of normal emotional responses (Crocq, 2017).
Treatment Approaches
Cognitive Behavioural Therapy (CBT) is widely recognised as the first-line psychological treatment for Generalised Anxiety Disorder, with convincing evidence supporting its effectiveness (National Institute for Health and Care Excellence, 2011). CBT focuses on identifying and modifying maladaptive thought patterns and behaviours. However, its effectiveness in real-world NHS settings is often more variable.
Within NHS services, barriers such as long waiting times, limited session availability, and high demand can reduce treatment impact (NHS Digital, 2023). CBT may also not be suitable for all individuals, particularly those with complex trauma or neurodivergent cognitive styles.
Mindfulness-Based Cognitive Therapy (MBCT) and other third-wave approaches have emerged as alternatives, particularly for those who do not respond to CBT. These interventions emphasise acceptance and emotional regulation. Evidence suggests MBCT can reduce anxiety symptoms, although its availability remains inconsistent (Wong et al., 2016).
Digital interventions, including online CBT, have expanded access to therapy (NHS England, 2019). However, they present challenges such as reduced engagement and digital exclusion, particularly for individuals with limited access or digital skills.
Pharmacological treatments, including SSRIs and pregabalin, are commonly used (Drug and Therapeutics Bulletin, 2010). While effective for some individuals, they are associated with side effects and variable response rates, and they do not address underlying psychosocial factors.
Treatment adherence remains a challenge, as some individuals disengage from therapy before completion due to personal or practical factors.
Overall, treatment effectiveness is shaped by both individual and systemic factors, reinforcing the need for flexible, patient-centred approaches.


Rehabilitation and Long-Term Management
Rehabilitation in Generalised Anxiety Disorder (GAD) extends beyond symptom reduction and focuses on restoring functional capacity, improving quality of life, and supporting sustained recovery over time. This includes enabling individuals to re-engage with employment, education, and social relationships, as well as developing long-term coping strategies to manage future stressors (NHS England, 2019).
Despite its importance, rehabilitation is less clearly defined than treatment in both the ICD-11 framework and clinical practice (World Health Organization, 2023). While treatment typically focuses on symptom alleviation through psychological or pharmacological interventions, rehabilitation requires a broader, more comprehensive approach that addresses the ongoing impact of anxiety on daily functioning. ICD-11 emphasises rehabilitation as a core component of managing mental disorders, focusing on optimising functioning, promoting social participation, and preventing relapse (World Health Organization, 2023). However, in practice, rehabilitation for GAD is less clearly defined than acute treatment.
In the UK, rehabilitation is often delivered through a combination of community mental health services, IAPT programmes, and voluntary sector support. These services aim to provide continuity of care and promote recovery; however, provision is frequently fragmented, leading to inconsistencies in access and quality (NHS Digital, 2023). For example, individuals may receive structured therapy during active treatment but experience limited follow-up once therapy ends, increasing the risk of relapse.
Relapse prevention is a critical component of rehabilitation but is often underdeveloped in practice. Many individuals with GAD experience recurrent symptoms, particularly when exposed to ongoing life stressors. Structured approaches, such as booster therapy sessions, self-management planning, and early identification of warning signs, can improve long-term outcomes but are not consistently implemented across services.
Furthermore, rehabilitation approaches often focus primarily on individual coping strategies while neglecting broader social determinants of mental health. Factors such as financial insecurity, housing instability, and social isolation significantly contribute to the persistence of anxiety symptoms (Remes et al., 2018). Without addressing these structural influences, rehabilitation efforts may produce only limited and temporary improvements.
Social prescribing has emerged as a potential strategy to address this gap by linking individuals to community-based activities such as peer support groups, exercise programmes, and volunteering opportunities (NHS England, 2019). While this approach aligns with holistic care principles, evidence regarding its effectiveness remains mixed, and access varies across regions.
Overall, effective rehabilitation requires an integrated, multi-agency approach that combines clinical intervention with social support systems. Without improved coordination between services, recovery is likely to remain incomplete, highlighting the need for more structured and sustainable rehabilitation models within mental health care.
Current Debates and Emerging Issues
The validity of Generalised Anxiety Disorder (GAD) as a distinct diagnostic category remains a subject of ongoing academic and clinical debate. Critics argue that GAD represents a heterogeneous construct characterised by diverse symptom presentations rather than a clearly defined disorder (Bekhuis et al., 2016). Elevated levels of comorbidity with depression and other anxiety disorders further challenge its diagnostic specificity, suggesting that GAD may reflect broader underlying vulnerabilities such as emotional dysregulation or chronic stress reactivity.
This has contributed to increasing interest in dimensional models of mental health, which conceptualise anxiety along a continuum rather than as a categorical condition. Dimensional approaches may offer a more accurate representation of individual experiences, capturing variations in severity and complexity that are often lost within binary diagnostic systems (Crocq, 2017). However, they also introduce practical challenges, particularly in relation to diagnostic thresholds, treatment eligibility, and resource allocation within healthcare systems. Without clear boundaries, it becomes more difficult to determine who qualifies for clinical intervention.
Another area of debate concerns the potential medicalisation of everyday distress. Some scholars argue that expanding diagnostic criteria risks pathologising normal emotional responses to life stressors, particularly in the context of social and economic pressures. This perspective suggests that increasing rates of diagnosis may not solely reflect improved recognition of mental health needs but may also be influenced by broader cultural and institutional factors, including the availability of pharmacological treatments (Crocq, 2017). While this argument remains contested, it raises important ethical questions regarding the balance between identifying genuine disorder and avoiding unnecessary labelling.
The COVID-19 pandemic has further intensified these debates by significantly increasing levels of anxiety across the general population. This has blurred the distinction between clinical disorder and normative stress responses, making diagnostic boundaries more difficult to define (Kwong et al., 2021; Zavlis et al., 2021). In this context, the application of existing diagnostic frameworks may risk both overdiagnosis and underdiagnosis, depending on how thresholds are interpreted.
Advances in neuroscience and genetic research have also contributed to evolving understandings of anxiety. Studies suggest biological components underlie GAD, including genetic predispositions and neurobiological (Morriss et al., 2019; Katzourou et al.,
2025). However, these findings also highlight the complexity of interactions between biological, psychological, and environmental factors, reinforcing the limitations of reductionist models.
Overall, current debates reflect a broader tension between the need for structured diagnostic systems and the recognition of mental health as complex, dynamic, and context dependent. These discussions have significant implications for clinical practice, influencing how conditions are classified, diagnosed, and treated within contemporary healthcare systems.
Neurodivergence and Reclassification
There is increasing recognition of overlap between Generalised Anxiety Disorder and neurodivergent conditions such as autism spectrum conditions and attention deficit hyperactivity disorder (ADHD). Features including sensory sensitivity, intolerance of uncertainty, and cognitive overload may be interpreted within a neurotypical diagnostic framework as symptoms of anxiety (Bottesi et al., 2016).
This creates a risk of diagnostic overshadowing, where underlying neurodevelopmental differences are misidentified as anxiety disorders. As a result, individuals may receive treatments that are not appropriately adapted to their needs, reducing effectiveness and potentially reinforcing distress.
In addition, neurodivergent individuals may engage in masking or camouflaging behaviours, which can obscure underlying difficulties during clinical assessment. This may delay accurate diagnosis and limit access to appropriate support (Slee et al., 2021).
Current diagnostic criteria are based on neurotypical presentations of distress, which limits their applicability across diverse populations. This has led to increasing calls for more inclusive and flexible diagnostic frameworks that better account for variation in emotional processing and communication (Crocq, 2017).
These issues highlight that debates around reclassification are not purely theoretical but have direct implications for clinical practice, influencing diagnostic accuracy, treatment. 
effectiveness, and service accessibility.

Recommendations
To address the limitations identified in the classification, diagnosis, treatment, and rehabilitation of Generalised Anxiety Disorder, several evidence-informed recommendations can be proposed.
Firstly, diagnostic frameworks should incorporate greater flexibility by recognising subthreshold and context-dependent presentations of anxiety. This would improve early identification and reduce exclusion from services caused by rigid diagnostic thresholds (Crocq, 2017).
Secondly, mental health services should prioritise integrated biopsychosocial approaches that combine psychological, pharmacological, and social interventions. Strengthening collaboration between clinical services and community-based support systems would improve long-term recovery outcomes and reduce fragmentation of care (NHS England, 2019).
Thirdly, assessment and treatment approaches should be adapted to better support neurodivergent individuals. This includes improving clinician awareness, modifying therapeutic techniques, and developing more inclusive diagnostic practices to reduce misdiagnosis and improve treatment effectiveness (Bottesi et al., 2016).
Fourthly, continuity of care should be strengthened by ensuring that individuals receive ongoing support following initial treatment. This may include relapse prevention strategies, follow-up interventions, and access to community resources, which are essential for sustaining recovery (NHS Digital, 2023).
Finally, implementation of these recommendations requires systemic investment, including increased funding, workforce development, and policy-level support. Without addressing structural limitations within healthcare systems, improvements in clinical practice alone are unlikely to produce meaningful change (NHS England, 2019).







Conclusion
Generalised Anxiety Disorder remains a significant mental health condition within the ICD-11 framework, which provides a structured approach to classification, diagnosis, and treatment (World Health Organisation, 2023). However, these systems are not without limitations. Issues relating to rigid diagnostic thresholds, high comorbidity, and reliance on standardised assessment tools raise concerns about the validity and inclusivity of current classification approaches (Crocq, 2017; Bekhuis et al., 2016).
Although evidence-based treatments such as CBT and pharmacological interventions are widely recommended, their effectiveness is influenced by systemic barriers, including limited-service capacity, access inequalities, and variable patient engagement (National Institute for Health and Care Excellence, 2011; NHS Digital, 2023). Rehabilitation also remains inconsistently implemented, with gaps in continuity of care and limited attention to social determinants (NHS England, 2019).
The recognition of neurodivergence challenges traditional diagnostic frameworks and supports the need for more inclusive approaches to assessment and treatment (Bottesi et al., 2016). Debates around dimensional models and the medicalisation of distress further highlight the complexity of defining anxiety (Crocq, 2017).
Overall, these limitations highlight the need for more flexible and inclusive approaches.
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