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[bookmark: _Toc215934690]INTRODUCTION 
Anxiety and fear disorders account for a large category under the ICD-11 system; this category encompasses disorders with chronic fear responses and significant avoidance associated with considerable distress or impairment (Cleveland Clinic, 2024). Anxiety disorders form part of the leading causes of disability and low functioning among those afflicted with these disorders globally. Under this category, agoraphobia (ICD-11 code 6B02) has emerged as among the most significantly impairing types of anxiety disorders because of the large degree of impact associated with agoraphobia on factors related to autonomy and functioning within the community or daily life. Agoraphobia entails a fear or panic response when faced with escape or embarrassment or when help cannot be accessed when faced with panic attacks (Mayo Clinic, 2023).
This report entails an extensive and critical analysis of agoraphobia, located within the broader category of anxiety or fear-related disorders under ICD-11. It will critically discuss how agoraphobia is categorised, diagnosed, and conceptualised by identifying and examining the vocabulary employed to define it. The report will then examine and critically assess how agoraphobia is treated and how rehabilitation processes work in practice, investigating their positives, effectiveness, and shortcomings. The report will discuss how debates pertinent to reclassification attempts, neurodiversity concepts, fear responses and their cultural construction notions, and novel conceptualisations within the cognition field relate to agoraphobia to emphasise what’s arising within practice and how it can guide future policy formulations.







[bookmark: _Toc215934691]CLASSIFICATION AND DIAGNOSIS 
[bookmark: _Toc215934692]Analysis of Anxiety and Fear-Related Disorders
In the ICD-11 classifications of diseases, agoraphobia has the code number of 6B02 (innoviHealth, 2025), which also falls under the category of Anxiety and Fear-Related Disorders. According to the ICD-11, the definition of agoraphobia encompasses the following symptoms that, for the purpose of diagnosis, must be present in a minimum of two of the following situations: use of public transport, being in an open space, being in an enclosed space, standing in line, being in crowds, and being alone outside the home (Balaram and Marwaha, 2023).
One major advantage that the ICD-11 has over the ICD-10 is the disconnection between agoraphobia and panic disorder. In the ICD-10, there were often presentations of the diagnosis of agoraphobia that were linked to panic disorder, which were often recorded as “Agoraphobia with panic attacks”. In the ICD-11, it acknowledges the fact that the diagnosis for agoraphobia can certainly exist without the panic symptoms (Domschke and Zwanzger, 2025). This is actually supported by contemporary research that indicates many people displaying severe avoidance behaviours are not necessarily people who suffer from panic attacks.
In the ICD-11, the diagnosis of agoraphobia is presented as involving excessive fear (WHOFIC Foundation, 2025), which means that the degree of anxiety experienced is deemed excessive compared to the actual danger that exists. This serves as an important cognitive aspect regarding the classification of the diagnosis. In addition, there needs to be an impact on the functionality of the individual.
[bookmark: _Toc215934693]Diagnostic Criteria and Processes of Agoraphobia
In order for the diagnosis of agoraphobia, according to the ICD-11, there must be ongoing fear or anxiety that persists for at least two named agoraphobic situations.
(Health Service Executive (HSE), 2025)
· Avoiding the situation actively or enduring it despite intense fear.
· persistent symptoms for several months, heralding chronic symptoms.
· Fear that is out of proportion to the actual threat.
· Difficulty maintaining multiple modes of communication, such as oral and written.
· Recurring symptoms not explained by another mental, neurological, and physical health issue.
Diagnosis needs to be achieved through clinical interviews and structured assessments and, if necessary, functional assessments. Typically, professionals would assess the anxiety-provoking stimuli, the nature and degree of avoided circumstances, and the impact of the symptoms on participation. The use of the Mobility Inventory for Agoraphobia, for example, would be common.
An important aspect of diagnosis is differential diagnosis. The fact that agoraphobia shares common features with other anxiety disorders, such as social phobias and panic disorder, makes it necessary for the clinician to differentiate it. For instance, the core difference between social phobias and agoraphobia lies in the fact that the former revolves around the fear of negative evaluation, which the latter revolves around. Moreover, the diagnostic procedure may include the elimination of other diseases that can present like symptoms of anxiety, for example, vestibular problems and cardiovascular disease. 
[bookmark: _Toc215934694]Language Used During Classification of Agoraphobia
The use of the term “disorder”, which aligns with the larger dimensions of mental health nosology, is the reason agoraphobia is known as an “anxiety disorder” (Better Health Channel, 2014) and continues in the ICD-11. Though it appears to represent an aspect of clinical impairment, the use of the term “disorder” continues to attract criticism, as it may inadvertently promote the idea that the experience impacts an individual negatively due to some inherent pathology as opposed to impacts that are based on environmental factors. Nonetheless, it appears that there needs to be some standardisation of the terms. 







[bookmark: _Toc215934695]TREATMENT AND REHABILITATION
[bookmark: _Toc215934696]Critical Evaluation of Standard Treatment Methods of agoraphobia
A. [bookmark: _Toc215934697]Cognitive Behavioural Therapy (CBT) (NHS, 2021)
CBT is considered the first-line therapy when it comes to the treatments used to handle agoraphobic disorders. CBT involves changing unsafe and unhealthy thinking and behaviours by practising exposure.
There are various exposure techniques, of which examples are.
· In vivo exposure: Direct exposure to feared places.
· Interoceptive exposure: which involves exposure to feared bodily sensations.
· Gradual desensitisation by planned hierarchy.
CBT enables people to recognise the fact that avoidance leads to increased fear and how exposure works to minimise anxiety. Although it is proven to work effectively, it involves very high levels of participation, and people generally find it very emotionally demanding. Another drawback is accessibility, as the waiting lists to pursue NHS talking therapies are very long.

B. [bookmark: _Toc215934698]Pharmacological Interventions (Perna et al., 2011)
The medication is often used as a complementary approach when a diagnosis approves of agoraphobia disorder. First-line pharmacological therapies comprise:
· Selective Serotonin Reuptake Inhibitors (SSRIs), including sertraline and fluoxetine.
· Serotonin-Norepinephrine Reuptake Inhibitors (SNRIs), such as venlafaxine, etc.
· Benzodiazepines, examples of which are Clonazepam, Lorazepam, etc.
All the above medications are used in the treatments of anxiety or panic disorders.
Although pharmacological therapy can alleviate physiological symptoms of anxiety and act as a catalyst for therapy, it has several disadvantages, including the possibility of adverse reactions and relapse when the medication is stopped. These methods also fail to alleviate avoidance responses. 

C. [bookmark: _Toc215934699]Virtual and Digital Therapy Choices (Arnfred et al., 2022)
VRET and online CBT are used more and more. VRET gives exposure to a controlled environment but, it has been argued, is lacking in the personalisation required when more chronic and severe levels of problems are involved. Moreover, technology-based methods assume the individual has adequate levels of literacy. 
[bookmark: _Toc215934700]Rehabilitation Measures of agoraphobia under ICD-11 and In Practice
Rehabilitation is basically the process of regaining independence, increasing everyday function, and re-entering society. This is very essential, more so when it comes to dealing with agoraphobia, which could literally lock someone out of society by avoidance.
Common rehabilitation procedures for agoraphobia include:
(Discover Health Group, 2024)
1. [bookmark: _Toc215934701]Psychoeducation
Education of individuals and their family members regarding agoraphobia, reasons behind avoidance, and the importance of slow and steady exposure.
2. [bookmark: _Toc215934702]Functional Exposure Programs
They develop exposure plans, walking people back into feared locations such as grocery stores, buses, and crowded rooms, at a rate that feels safe to the individual.
3. [bookmark: _Toc215934703]Occupational Therapy (OT)
OT involves a return to work, community spaces, and meaningful daily routines. Examples of activities could include practising transportation, self-confidence, and self-regulation.
4. [bookmark: _Toc215934704]Social Prescribing
Link workers are connecting individuals to community groups and walking schemes, which, in turn, alleviates the isolation commonly found alongside people with agoraphobia.
5. [bookmark: _Toc215934705]Lifestyle and Self-Management
Enhancing sleep, exercising, breathing methods, and stress management are all resilience-building tools.
6. [bookmark: _Toc215934706]Relapse Prevention
Since a person could potentially suffer from agoraphobia indefinitely, planning is important on a long-term basis. Rehabilitation teams are also helpful to identify any warning signs and techniques to prevent it.
[bookmark: _Toc215934707]Effectiveness And Limitations Of Approaches To Agoraphobia
[bookmark: _Toc215934708]Effectiveness  
The evidence has been clear, and it points to CBT, particularly exposure therapy, as having the most efficacy. Rehab is beneficial regarding functional recovery, independence, and avoiding social withdrawal. Pharmacological interventions are beneficial regarding alleviating somatic complaints.
[bookmark: _Toc215934709]Limitations 
Nevertheless, several considerations may still prevent achievements, and these considerations include: 
· Severe avoidance may prevent people from coming to therapy. 
· Exposure therapy can be incredibly anxiety-provoking if not grounded in strong professional support. 
· Side effects and potential dependencies associated with drugs.
· Availability of rehabilitation also varies by region, and inequalities arise. 
· Digital therapies could potentially rule out people lacking tech competency.  
· Certain people require trauma-informed and/or neurodiversity-informed support, which is not yet common practice. 
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[bookmark: _Toc215934711]Debates Surrounding the Classification and Treatment Of Agoraphobia
There seems to be a question about whether agoraphobia belongs to a single disorder category or to the overall panic spectrum. There may be a misattribution of agoraphobia without panic to a generalised anxiety disorder or even a social anxiety disorder. There also seems to be some truth to the point that agoraphobia may represent some safety issues in the social context.
The next controversy involves the medicalisation of problems. Those in opposition to the issue point to the risk of pathologisation presented by classification systems such as the ICD-11. There may be a problem of the reflection of a justifiable reaction to a dangerous environment in societies that lack economic support.
[bookmark: _Toc215934712]Neurodivergence And Reclassification Issues Of Agoraphobia
Recent studies point to a strong connection between agoraphobia and neurodivergence, specifically autism and/or ADHD. Sensory overload, issues with executive functioning skills, or problems functioning in unpredictable environments may look identical to agoraphobic avoidance.  This has led to raised questions questioning if the present criteria are truly indicative of the neurodivergent community.
There also need to be more neurodiversity-affirming methods of diagnosis to account for the degree of misdiagnosis. For instance, a person with autism choosing not to attend supermarkets to avoid overstimulation may instead be diagnosed as being agoraphobic when in reality there may be different factors at play. The implications for therapy would therefore be vastly different.
[bookmark: _Toc215934713]Impacts Of Debates On The Practice And Policy Of Agoraphobia
The following are the impacts after the concerning debates on the practice and policy of agoraphobia in the UK:
· Increased personalised treatment strategies.
· Adaptations for neurodivergent individuals in NHS psychological therapies.
· More emphasis on social factors contributing to anxiety.
· Higher expenditure on our community mental health services.
· Increased availability of online therapy options.
There has long been a realisation by policymakers that “one-size-fits-all” treatment protocols are ineffective for complex anxiety disorders.
[bookmark: _Toc215934714]RECOMMENDATIONS 
The following are recommendations on how to improve the classification, diagnosis, treatment, and rehabilitation of agoraphobia:
(NICE, 2011)
[bookmark: _Toc215934715] Improving Classification And Diagnostic Procedures Of Agoraphobia
· ICD-11 criteria may need to be extended to incorporate neurodivergent evaluation criteria.
· Doctors need to utilise culture-sensitive diagnostic methods to prevent misinterpretations.
· Enhanced screening capabilities for differentiating between agoraphobia, panic disorder, and social anxiety.
· Professional instruction ought to focus on the operational significance of avoidance instead of symptom rates.
[bookmark: _Toc215934716]Improving Treatment Methods Of Agoraphobia
· Improve the accessibility of CBT and exposure therapy by building the workforce.
· Offer trauma-informed therapy models & neurodiversity.
· Improve the availability of virtual reality exposure therapy to allow for controlled exposure treatment.
· Enhance monitoring and support for pharmacological interventions. 
[bookmark: _Toc215934717]Improving Rehabilitation Measures Of Agoraphobia
· Enhance community programmes to support graded exposure.
· Engage more of the occupational therapy staff to deal with functional difficulties.
· Provide services for long-term relapse prevention.
· Improve social prescribing links to combat loneliness. 
[bookmark: _Toc215934718]Implications Of The Above Recommendations Of Agoraphobia For Practice, Policy, And Future Research 
The provided recommendations can be applied to promote more accessible, personalised, and equitable services. Agoraphobia needs more research to explore its different forms in a more culturally diverse manner. There should also be some focus on the neurodiverse form of agoraphobia. Long-term rehabilitation studies would be a great area for research.

[bookmark: _Toc215934719]CONCLUSION
Agoraphobia is justifiably included among other anxiety- and fear-related disorders under ICD-11 because it represents an important dimensional problem that occurs under the global neurotic spectrum of disorders. Although panic disorders and agoraphobia share overlapping features, agoraphobia can occur with other panic disorders when properly differentiated under the ICD-11 system because it focuses more on functional impairments rather than panicking under specific circumstances beyond panic disorders' immediate influences or presentations. Most therapies applied using CBI or other CDCs exude efficiency, while drug programmes seem important under those evidence-based medical foundations; rehabilitation programmes should not be avoided because regaining freedom to function normally can easily occur under professional rehabilitation programmes when strategically applied with these patients. Although access programmes and model elaboration seem limiting under UK programmes because of different interpretations and other health service evolutions or trends emerging daily, important conceptual shifts like neurodiversity can significantly determine more adequate programme applications or revisions among those experiencing agoraphobia problems.
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