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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, I 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
depression19 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.15 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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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. It is 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
a reliable 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 diabetes 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.
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Useful information 

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

Self-help materials
Anxiety UK recommends Overcoming
Worryby 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




