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INTRODUCTION
This is a critical exploration of a case study and the use of Cognitive Behavioural Therapy (CBT) as a means of providing an evidence-based intervention, along with recommendations for future support and action. 
The client within the case study is a 38-year-old female, Lesley, who is mother to three adolescents. For context, this study is in the midst of the COVID-19 pandemic. The client has worked for the same employer for the past decade, progressing to a senior management role. Due to the pandemic, she is presently working from home and, whilst doing so, she is also having to balance the demands related directly to the care and education of her children, during what is likely to be a pressurised stage of their schooling. Lesley self-referred for therapy because she is struggling with persistent negative thinking, include concerns about becoming unemployed or unwell, leading to the loss of income and her home, and being unable to care for her children. These thoughts have led her to suffer significant sleep disruption, as well as frequent catastrophizing about the future, accompanied by an increased restlessness and irritability. 
Collectively these symptoms are likely affecting her relationship with her children, colleagues and negatively impact her work performance. Whilst no exact onset date has been provided, Lesley refers to “a difficult year”, suggesting these symptoms may have developed over a period in excess of twelve months. 

PRESENTING PROBLEM
The Diagnostic and Statistical Manual of Mental Disorders 5 (DSM-5) (APA, 2013) classifies anxiety disorders into different sub-categories dependent upon causation, typical age of onset, behavioural and cognitive symptoms. The DSM-5 reports that anxiety disorders are frequently comorbid with one another and other psychological disorders, with depressive disorders being the most frequent. 
The key features of Generalised Anxiety Disorder (GAD) are persistent, excessive worries about numerous events or tasks that an individual finds it hard to control. Additionally, sufferers will present with three or more of the following characteristics: an inability to relax, persistent fatigue, low concentration, irritability, physical tension and disturbed sleep. Furthermore, the International Classification for Diseases (ICD-11) (World Health Organisation, 2026) defines GAD as either a pervasive state of apprehension not linked to any particular event or circumstance, or disproportionate worry about several specific areas of daily life, in addition to other descriptors similarly noted within the DSM-5. Both the ICD-11 and DSM-5 report that the individual must experience these for at least six months and typically for more days than not. 
Consequently, Lesley’s symptoms fit the qualifying criteria for a diagnosis of Generalised Anxiety Disorder (GAD) as per the DSM-5, and arguably the ICD-11. She reports notably high levels of anxiety, elevated stress, and continuous rumination on potential negative outcomes for her, and her children, regarding financial security, physical wellbeing and practical stability. These anxieties are accompanied by reduced concentration, sleep quality and unsatisfactory behaviours increasing relational strain.

PREDISPOSING FACTORS
	According to the Office for National Statistics (ONS) females report higher levels of anxiety than males (ONS, 2020). It is also noted within the DSM-5 that many individuals diagnosed with GAD report long-standing excessive worry and anxiety. Furthermore, the DSM-5 states that females are more likely than men to receive a diagnosis, and account for approximately 60% of all cases in some studies (APA, 2013). A recent and comprehensive review (Mishra et al., 2023) supports this and identified several factors associated with increased risk of GAD. These include genetic vulnerability, an imbalance of neurotransmitters, combined with alterations to neuro-processing within the cortical regions influencing emotions. Mishra et al. (2023) also report additional predisposing risks may include childhood adversities, patient temperament and adverse environmental factors such as work or home pressure.

PRECIPITATING FACTORS
The COVID-19 outbreak began in December 2019 and was declared a global pandemic by March 2020. This has had a significant global impact on mental health, with documented increases in anxiety and depression (Santomauro et al., 2021). Contributing factors identified in the literature include social isolation, illness or fear of infection and economic uncertainty (Egan et al., 2021), and notably, females and caregivers were both disproportionately affected (Zhu et al., 2023). Within the UK, anxiety levels saw a marked increase during the pandemic and were commonly accompanied by heightened health concerns along with an additional burden attributed to working from home whilst having caring responsibilities (ONS, 2020). Consequently, the context of COVID-19 is a precipitating factor within this case study, coinciding with onset of symptoms and likely contributing to them.


PERPETUATING FACTORS
Uncertainty about the future commonly increases anxiety in both the general population, but more so for those with pre-existing disorders. This was notably heightened and more prevalent during the pandemic (Torales et al., 2020). 
Similarly, rumination, defined as uncontrollable, repetitive negative thinking prolongs distress and catastrophic thinking about the future, thus maintaining any anxiety (Foroughi et al., 2020). 
In addition, insomnia is commonly co-morbid with anxiety and together they mutually reinforce by anxiety disrupting sleep, and poor sleep increasing anxiety (Mason et al., 2023). Furthermore, poor sleep quality significantly contributes to impaired concentration, leading to greater mood changes, such as increased irritability (Van Der Zweerde et al., 2019). 
Therefore, Lesley’s combination of uncertainty about health, work and finances together with caring responsibilities are almost certainly intensifying her anxiety and contributing to symptoms such as insomnia, which then creates a perpetuating negative spiral heightening her GAD further. The consequence is adverse relational strain, reduced wellbeing and lower work performance leading to more of the same.

PROTECTIVE FACTORS
Within the reported client summary several potential protective factors appear to be present. Firstly, occupational stability (Rugulies et al., 2023), as she is a long-standing employee who has been promoted within the company, signifying confidence by her employers and competence in her role. Secondly, she possesses meaningful purpose and social connection (Holt-Lunstad, 2024), through the relationship with her children. No other intimate source of social and emotional support is known. 
Finally, Lesley’s self-referral demonstrates her self-awareness, and this may provide a firm foundation upon which to strengthen her engagement with any treatment, as well as motivate her contribution to the therapeutic processes in order to strengthen her resilience, challenge maladaptive cognitions and support behavioural change (Bjarke et al., 2025).

CBT AS AN INTERVENTION
In summary Lesley is exhibiting common symptoms of GAD, likely caused, and then reinforced, by uncertainty about the future, repetitive rumination, catastrophic thinking and insomnia. These are all being exacerbated by pandemic-related stress and the combined pressure of important care-giving responsibilities. 
The “gold standard” therapeutic approach commonly adopted to treat these symptoms is CBT (National Institute for Health and Care Excellence, n.d.). Not only has CBT been thoroughly evaluated, but it has proven to be systemically superior to alternative treatments (David et al., 2018).  
Beck (2002) developed his theory of cognition and depression in the 1960s and his work provided the foundation for CBT. This model explains how thought patterns affect beliefs, or schemas, which in turn, shape behaviour. When patients were supported to evaluate and modify their maladaptive thinking, their mood and behaviour improved. Beck theorised that these processes create a reinforcing cognitive-behavioural cycle, the Cognitive Triad. Consequently, maladaptive thinking, belief or future expectation contributes to the onset, and persistence of low mood, anxiety and depression. 
The development of CBT has often led to an approach employing weekly one-hour sessions. The length of the treatment normally lasts around twelve weeks.  The session content and delivery maybe in-person, online or in a group. The therapist will often adopt a collaborative approach with the patient in order to identify the problems they wish to work on. This collaboration leads to a developed treatment plan that is followed (American Phycological Association, 2017; Mind, 2024). At the start of the treatment, the patient will undergo an initial assessment, using tools such as the commonly used Generalised Anxiety Disorder questionnaire (GAD-7) (Williams, 2014). In the case of reported sleep deprivation, the patient may be requested to complete a Consensus Sleep Diary (CSD) for one to two weeks to obtain baseline sleep patterns (Carney et al., 2012). 
A central component to CBT is goal setting and goal attainment. The identification of these goals is recommended to be specific, measurable, achievable, realistic and time-bound (known by the acronym SMART) (Ramnerö and Jansson, 2016). Participation in the development of the therapy treatment plan strengthens outcomes by increasing engagement both within and beyond the sessions (Wright et al., 2010).
A 2012 meta-analysis concluded strong empirical evidence existed to support the validity of CBT to treat anxiety disorders, albeit it noted a need for further randomised-controlled trials (RCTs) (Hofmann et al., 2012). Since then, a plethora of published reviews demonstrate CBT’s efficacy as a method of treatment for anxiety-related disorders (Fordham et al., 2021). In particular, one recent review focused on studies incorporating RCTs during the prior five years, and this reached similar conclusions for CBT’s efficacy for treating general anxiety, but with a limited analysis of anxiety-related disorder subtypes (Bhattacharya et al., 2022). Due to a limited number of studies relating to the long-term effects of sleep medication, CBT has also been advocated in respect of insomnia, with one study showing participants outperformed their respective control groups at 3, 6 and 12 month intervals (Van Der Zweerde et al., 2019). Similarly, a RCT study compared CBT treating anxiety against CBT treating insomnia. After three months, efficacy levels were similar (Mason et al., 2022).  
Recent studies have also focused on CBT intervention targeting persistent rumination, negative thinking and worry. As reported earlier, this is one factor that can maintain GAD. A meta-analysis demonstrates CBT can improve these symptoms (Stenzel at al., 2025). Finally, CBT has been identified as being effective at reducing both anxiety and depression during periods of global uncertainty (i.e. a pandemic) (Zamiri-Miandoab et al., 2022). 
Several limitations exist regarding CBT as an intervention, such as the lack of longitudinal outcome data (Cuijpers et al., 2016), along with the complexity of comorbidity for anxiety-related disorders necessitating a transdiagnostic approach (Bhattacharya et al., 2022). Notwithstanding there remains sufficient evidence to support CBT as a proposed intervention in this case study. 

RECOMMENDATIONS
	As a proposed therapeutic intervention for the Lesley, the CBT should follow a structured, collaborative and goal-orientated framework. Initially, she should be invited for a clinical assessment by the therapist in order to allow presentation of symptoms, alongside prior or relevant medical and therapeutic history. As part of this presentation, Lesley should complete the GAD-7 questionnaire in order to measure initial symptom severity. Alongside this it is recommended that a sleep diary (CSD) be commenced, either following initial assessment or for the two week period prior to it. This will inform the therapist about her sleep patterns. The purpose of the questionnaire, sleep diary and general assessment will assist the therapist in developing an individualised CBT formulation to discuss and then address the maladaptive thoughts, beliefs and behaviours that generate and maintain her anxiety and distress. 
As part of the CBT sessions the therapist should provide the Lesley with a level of psychoeducation about the models being used. This will provide her with increased literacy, aiding discussion, discovery, awareness and empowerment. This will increase the likelihood of deployed strategies being successful. Additionally, the therapist should work collaboratively with Lesley to develop SMART goals.
Whilst the nature of a cognitive intervention should be therapist-led, the intention is to facilitate Lesley to self-identify her habit of forming maladaptive thoughts, and the behaviours that follow. By doing so, Lesley will be better equipped to test these using the more objective evidence available to her. This will allow her to begin to reframe negative schema and replace it with a more accurate and positive mindset. This approach can run parallel to the development of other positive habit formation strategies such as boundary-setting specifically related to working practices and sleep.
Furthermore, Lesley should be encouraged, and instructed, in the development of mindfulness practice, accompanied by pre-sleep relaxation routines. This is important, because as reported earlier, these both act to weaken the negative effects of maladaptive beliefs and also serve to reinforce of healthier thought patterns.  
Included within the sessional programme should be wraparound education related to problem solving skills. These would strengthen the client’s competence, confidence and capacity to cope and resolve practical challenges she may be facing. Formulated within the educational content, should be reflective discussion related to goal development, and conversation management with her employers regarding the pressures from working at home, alongside her caring responsibilities. This approach would help empower the Lesley to assert increased control over her choices with respect to the challenges that she is facing. 
Complimenting the in-person sessions should be additional wraparound material that may assist in the consolidation of learning, goal attainment, and habit formation. This could be incorporated as part of a general homework assignment designed to embed key takeaways and to cement any prior progress made. 
Consideration of some staged follow-up sessions over a longer time period would be useful to monitor behaviours and reinforce any positive outcomes. These follow-ups would allow the development of longer term goals, further strengthening Lesley’s functional capacity and resilience, and the continued dissipation of anxiety related symptoms. It is important to consider completing the CBT with a clearly formulated relapse prevention plan to assist Lesley by providing her with strategies for identifying any future maladaptive thinking and behaviours. Such a plan would increase the likelihood of her feeling able to implement immediate steps of to prevent a relapse of original symptoms. 

CONCLUSIONS 
	This case study has critically explored the recommended use of CBT to successfully address Lesley’s GAD symptoms. It has incorporated the necessary actions, support and considerations that a therapist should consider in order to assess her symptoms, followed by the nature and length of the sessions to address them. Included with this is the essential components of empowering a mindset that change is possible, underpinned by education, heightened self-awareness, management strategies, goal setting and goal attainment. 
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