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GENERALISED ANXIETY
DISORDER (GAD) IS A
OMMON CONDITION, WITH

A POINT PREVALENCE OF
4.4% among the adult population in
England.' It is characterised by a
persistent, unfocused sense of threat,
associated with symptoms of tension,
autonomic hyperactivity and vigilance.

Patients repeatedly overestimate the
danger of physical or social harm, and at
the same time underestimate their
ability to cope? As a result, they worry
excessively about a wide range of
activities and life events, such as work,
family issues, financial difficulties and
health problems.

GAD is a chronic relapsing condition,
with a remission rate of only 38% after
five years.? It is associated with even
greater impairment of occupational
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and social functioning than that
associated with major depression,
and has a significant impact on
quality of life.*

However, most patients (around
two-thirds) are not recognised in
primary care® and only a third of those
identified by the 2007 household
survey in England were receiving any
form of treatment.!

There are several possible reasons
for this. Patients often present with
somatic symptoms. GAD is frequently
comorbid with other mental health
conditions, and it is often difficult to
establish a reliable diagnosis. There
have been doubts as to the validity of
GAD as a distinct clinical entity ¢ and
not all primary care physicians regard
it as a genuine disorder.®

NICE has recently updated its

WiEHare the

evidence-based
treatment options?

guidance on the management of
adults with GAD,” and it is hoped that
this will increase the recognition and
effective treatment of this debilitating
disorder.

RECOGNITION

Patients with GAD seldom complain of
feeling overanxious and worrying
excessively. NICE recommends that
we should be alert to the possibility of
GAD when patients express frequent
concerns about their health or other
matters, and be vigilant among the
following high-risk groups:

® Patients with chronic physical health
problems

® Frequent attenders with multiple
functional somatic symptoms

® Patients with other anxiety and  »»
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Simplified diagnostic criteria for DSM-IV-TR Generalised Anxiety

Disorder

A Excessive anxiety and worry, occurring more days than not for at least six
months, about a number of events or activities (such as work or school

performance)

B The person finds it difficult to control the worry

C The anxiety and worry are associated with at least three 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
® sleep disturbance

D The focus of the worry is not confined to the features of an Axis 1 disorder
(panic disorder, social phobia, obsessive compulsive disorder, somatisation

disorder, hypochondriasis or PTSD)

E There is clinically significant distress or impairment in social, occupational

or other important areas of functioning

F The disturbance is not due to the direct physiological effects of a substance
or medication, or a medical condition (e.g. hyperthyroidism) and does not
occur exclusively during a mood disorder, psychotic disorder, or pervasive

developmental disorder

Adapted from American Psychiatric Association, Diagnostic and Statistical Manual of Mental Disorders
(4th edn). Text Revision (DSM-IV-TR). 2000 American Psychiatric Association, Arlington, VA, USA

depressive disorders
® Patients with alcohol misuse

DIAGNOSIS AND
ASSESSMENT
NICE has adopted the DSM IV
diagnostic criteria, see table 1, above.
Diagnosis of GAD is not easy, for a
number of reasons:
@ It requires a subjective judgement
that the worry is excessive
® The six-months’ duration criterion is
arbitrary & and difficult to establish
® None of the six associated
symptoms are specific to GAD
® Most patients also have another
anxiety or depressive disorder

NICE cautions that our assessment
should not simply rely on a symptom
count, but should also consider the
degree of distress and functional
impairment.

COMORBID CONDITIONS

GAD is commonly associated with
other anxiety disorders, particularly
panic disorder and social phobia.’ The
hallmark feature of GAD is generalised
worry as distinct from the specific
worries associated with the other

anxiety disorders e.g. the fear of public
embarrassment in social phobia.

It can be difficult to differentiate
GAD from major depression: four of
the six associated symptoms also
constitute criteria for a diagnosis of
depression, and the two conditions
often occur together. According to the
DSM criterion F (see table 1, above), we
should not diagnose GAD ifiit is
experienced only during the course of
a depressive illness. Hence, GAD can
be diagnosed when a patient has
depression, providing it does not
occur exclusively during the course of
the depression. However, comorbid
GAD, regardless of this exclusion
criterion, is an important marker of
depression severity and is associated
with increased suicidal ideation and
social dysfunction.”®

In its 2004 guidance, NICE
recommended that depression should
be given priority over comorbid GAD
and treated first. This guidance has
now been superseded by the
recommendation that we should give
precedence to whichever disorder is
more severe, in the expectation that
treatment of this disorder is most likely

to improve overall functioning.
However, for patients with harmful
or dependent substance misuse, the
substance misuse should be treated
first as this may result in a substantial
improvement in the symptoms of GAD.

TREATMENT
NICE recommends the following
stepped care model:

Step 1: Education and active
monitoring

We should explain the nature of GAD,
discuss the available treatment
options and provide a copy of the
version of the guideline designed for
patients (see Useful information box,
p28). We should arrange follow-up
and monitor the patient’s symptoms
and functioning. If there is no
improvement, we should progress to:

Step 2: Low-intensity interventions
We should offer one of the following:
® Non-facilitated self-help
(bibliotherapy or computer-delivered
therapy)
® Guided self-help
® Psychoeducation group
participation
Non-facilitated self-help materials
should be based on the principles of
CBT and patients should work through
the material independently and
systematically over at least six weeks.
NICE considered the evidence
to be of low to moderate quality.
The most effective intervention was a
programme of guided computerised
cognitive behaviour therapy (CCBT),
but unfortunately this is not available
in the UK. Bibliotherapy is most likely
to be beneficial if patients are well
educated and highly motivated."

Step 3: High-intensity interventions or
drug therapy

If patients have marked functional
impairment or if low-intensity
interventions have proved ineffective,
we should offer a choice of:

Individual CBT or applied relaxation
OR
Drug treatment (SSRIs)

CBT involves teaching patients to
recognise the automatic thoughts
which generate anxiety. There are two
characteristic cognitive distortions in
GAD: patients overestimate the
likelihood that a feared event will
occur, and believe that the event will
have catastrophic consequences.

The patient works in collaboration
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Quality and Outcomes Framework: Depression

DEP 1: The percentage of patients on the diabetes register and/or the CHD
register for whom case finding for depression has been undertaken on one
occasion during the previous 15 months using two standard screening
guestions. 8 points

DEP 2: In those patients with a new diagnosis of depression, recorded
between the preceding 1 April to 31 March, the percentage of patients who
have had an assessment of severity at the outset of treatment using an
assessment tool validated for use in primary care. 25 points

DEP 3: In those patients with a new diagnosis of depression and assessment
of severity recorded between the preceding 1 April to 31 March, the
percentage of patients who have had a further assessment of severity 5-12
weeks (inclusive) after the initial recording of the assessment of severity.
Both assessments should be completed using an assessment tool validated
for use in primary care. 20 points

=25

Two question screen for GAD

1During the past four weeks, have you been bothered by feeling worried,
tense or anxious most of the time?
2 Are you frequently tense, irritable and having trouble sleeping?

Ballenger JC, Davidson JR, Lecrubier Y et al. Consensus statement on GAD from the International
Consensus Group on Depression and Anxiety. J Clin Psychiatry 2001,62:53-8

2%

GAD-7 questionnaire

Patients rate answers (O = not at all, 1= several days, 2 = more than half the
days, 3 = nearly every day) to the following questions:

How often in the past two weeks have you been bothered by:
1Feeling nervous, anxious or on edge?

2 Not being able to stop or control worrying?

3 Worrying too much about different things?

4 Trouble relaxing?

5 Being so restless that it is hard to sit still?

6 Becoming easily annoyed or irritable?

7 Feeling afraid as if something awful might happen?

Scores of 5,10 and 15 are taken as the cut-off points for mild, moderate and
severe anxiety respectively. When used as a screening tool, the recommended
threshold score is 210.

Spitzer RL, Kroenke K, Williams JB et al. A brief measure for assessing generalised anxiety disorder: the
GAD-7. Arch Intern Med 2006;166:1092-7

with the therapist to reappraise
probability and explore alternative less
catastrophic outcomes.”? Applied
relaxation involves teaching relaxation
skills and applying them in anxiety-
provoking situations.

Tricyclic, SSRIand SNRI antidepressants
have similar overall efficacy in GAD.®
NICE recommends that patients
should be offered an SSRI, preferably
sertraling, as this is the best tolerated
drug with the lowest discontinuation

rate. If treatment is effective, it should
be continued for at least 12 months.
Benzodiazepines should not be
prescribed, except as a short-term
measure during crises. Antipsychotics
should not be prescribed in primary
care. NICE does not consider the use
of beta-blockers in GAD. According to
a review in the Lancet® beta-blockers
have unproven efficacy in GAD but
may be useful for patients with
marked autonomic hyperactivity.

Step 4: Referral to secondary care
Patients should be referred if there is:
® An inadequate response to Step 3
treatments

® Severe anxiety with marked
functional impairment

® A highrisk of self-harm or suicide

IMPLICATIONS FOR THE
QOF INDICATORS

DEP 1: Case finding

Depression is more common among
patients with chronic physical health
problems and is associated with
increased morbidity and mortality.
Since 2006, there have been QOF
incentive payments for depression
case finding among patients with
diabetes and CHD (see box 1, left),
although the number needed to
screen is large.

Anxiety disorders have been less
well studied, but there is now
increasing evidence that they are of
equal importance. GAD is commonly
associated with chronic conditions
(14% of diabetes patients have GAD)"™
and anxiety disorders are associated
with poor quality of life, disability and
cardiovascular mortality." It is
suggested, therefore, that we should
not look for depression without also
searching for anxiety.”

If we decide to screen for anxiety,
| suggest a three-step procedure.
Patients who respond positively to
either of the two screening questions
(see box 2, left) are asked to complete
a HADS questionnaire, and those with
a score >8 are then interviewed by the
practice nurse.

The HADS anxiety scale (HADS-A)
consists of seven questions which are
scored on a scale of O to 3. The anxiety
score is the sum of the seven individual
scores, with a range of O to 21. The score
is categorised as normal (0-7), mild
(8-10), moderate (11-14) or severe (15-21).

With a cut-off HADS-A score of > 8,
GAD is detected with a sensitivity of
80% and a specificity of 88%.° Among
diabetes patients, the positive predictive
value (PPV) will be 0.52 which compares
favourably with the PPV of 0.22 for
those who screen positive for depression.”

An alternative case-finding strategy
is to identify and screen persistent
frequent attenders, among whom there
is a high prevalence of both anxiety
and functional somatic symptoms.”®

DEP 2: Diagnosis

It is no longer sufficient simply to
assess whether the diagnostic criteria
for DSM IV major depression are met.
We must also consider whether the »»
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Generalised anxiety disorder is a common condition,
with a point prevalence of 4.4% among the adult
population in England. It is characterised by a persistent,
unfocused sense of threat, associated with symptoms of
tension, autonomic hyperactivity and vigilance. Itis a
chronic relapsing condition, with a remission rate of only
38% after five years. Most patients are not recognised in
primary care and only a third of those identified by the
2007 household survey in England were receiving any form
of treatment. GAD is frequently comorbid with other
mental health conditions, and it is often difficult to establish
areliable diagnosis.

Patients with GAD seldom complain of feeling overanxious
and worrying excessively. NICE recommends that we
should be alert to the possibility of GAD when patients
express frequent concerns about their health or other
matters. GAD is commonly associated with other anxiety
disorders, particularly panic disorder and social phobia.
The hallmark feature of GAD is generalised worry as
distinct from the specific worries associated with the other
anxiety disorders. It can be difficult to differentiate GAD
from major depression. However, comorbid GAD is an
important marker of depression severity and is associated
with increased suicidal ideation and social dysfunction.

NICE recommends a stepped care approach to
treatment. The first step is to explain the nature of GAD
and discuss the available treatment options. We should
then offer one of the following: non-facilitated self-help,
guided self-help or psychoeducation group participation.
If patients have marked functional impairment or if low
intensity interventions have proved ineffective, a choice
of: individual cognitive behaviour therapy or applied
relaxation, or drug treatment (SSRIs) should be offered.
Sertraline has been recommended as the drug of first
choice for both major depression and GAD. It is effective
and well tolerated, and has the lowest drop-out rate.
Patients should be referred if there is: an inadequate
response to high-intensity interventions or drug therapy
(Step 3 treatments), severe anxiety with marked
functional impairment or a high risk of self-harm or suicide.

Depression is more common among patients with chronic
physical health problems and is associated with increased
morbidity and mortality. GAD is commonly associated
with chronic conditions, 14% of dialbetes patients have GAD,
and anxiety disorders are associated with poor quality of
life, disability and cardiovascular mortality. Screening for
depression should also include searching for anxiety.

We welcome your feedback

If you would like to commment on this article or
have a question for the author, write to:
editor@thepractitioner.co.uk

patient fulfils the diagnostic criteria for
a comorbid anxiety disorder, and if so,
we need to decide which is the
primary disorder.

When assessing severity, there is a
case for using the HADS as this allows
simultaneous assessment of both
anxiety and depression. If using the
PHQ-9, | think we should also ask the
patient to complete the GAD-7 (see
box 3, p27).

It is important to remember that
both the HADS and GAD-7 are
screening tools which ask about recent
symptoms. To make a diagnosis of
GAD, the symptoms must have been
present for at least six months and
should not be restricted to the
duration of the depressive illness.
However, even if patients do not fulfil
these criteria, a high HADS-A or
GAD-7 score is significant as it is an
independent marker of depression
severity.

DEP 3: Follow-up

Sertraline has been recommended as
the drug of first choice for both major
depression™ and GAD. It is both
effective and well tolerated, and has
the lowest drop-out rate. As a result,
patients are more likely to adhere to
treatment and return for follow-up.
Case management can facilitate active
monitoring, improve adherence to
treatment and increase recognition of
non-responders. However, only one of
the two published trials of collaborative
care in GAD found a small benefit and
NICE does not feel able to make a
recommendation at this stage.

CONCLUSION

Both in research and in clinical
practice, there has been an excessive
focus on depression to the detriment
of the anxiety disorders.” This is
unfortunate in view of the high
prevalence of GAD, its substantial
impact on functioning and its
association with chronic physical
health problems. It is to be welcomed
that this imbalance is now being
addressed.
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Useful information

Healthcare professionals and patients
Copies of NICE clinical guideline CG113
together with guidance for patients
CGT13. Anxiety: understanding NICE
guidance can be downloaded from:
www.hice.org.uk

Self-help materials

Anxiety UK recommends Overcoming
Worry by Kevin Meares and Mark Freeston
www.anxietyuk.org.uk

The RCPsych has an information
leaflet on anxiety, panic and phobias.
It also recommends Overcoming
Anxiety, Stress and Panic: A Five Areas
Approach by Chris Williams, and has a
link to a review of self-help books
www.rcpsych.ac.uk/
mentalhealthinfoforall/
problems/anxietyphobias.aspx
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