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INTRODUCTION 

Generalized anxiety disorder (GAD) is marked as the 

commonest anxiety disorder in the older population with  

 

 

an estimated prevalence rate of 2.4-6.3%.1,2 Previous 

research even suggests the rate is higher than the 

estimated numbers which are probably because 

disabilities are significantly associated with a milder form 

ABSTRACT 

Although medications have shown great efficacies in managing generalized anxiety disorder (GAD), recent evidence 

shows that patients tend to psychotherapy as their first-line of management due to the frequency of side effects 

resulting from the prolonged use of these medications. Psychotherapy is defined as the using certain and defined 

psychological modalities for the management of an emotional or mental illness on the condition that the aim and 

deadline of the therapy have been pre-determined. In this review, we present a brief about the psychological 

management of patients with GAD. We have identified three psychological modalities for the management of GAD 

as previous studies have compared them to the usual care by pharmacological modalities or a placebo. These include 

cognitive-behavioral (CBT), interpersonal, and supportive therapies. We found that management of GAD using CBT, 

interpersonal or supportive therapies is significantly efficacious in reducing GAD symptoms and increase the 

possibilities of recovery in addition to reducing the recovery or relapse rates. By doing this, we expect that the 

managed patient’s quality of life would be improved. We also recommend that the management approach should be 

case-sensitive for each patient depending on the patient’s status, the severity of the disease, and the responsiveness of 

the patient. 
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of the condition named subthreshold GAD.3 It is a 

chronic and activity-limiting condition for all patients of 

different age groups. It is also associated with symptoms 

as cognitive impairment and increased disabilities which 

may impact the affected patients’ quality of life and 

increase their chances for requiring medical care.4-8 

Parmelee et al also reported that co-morbidities may 

occur which can complicate the case, as noticed with 

patients of depression with an estimated prevalence rate 

of 60%.9 Many variations have been found within the 

brain networks of the patients affected with GAD which 

may explain how these patients create and respond to the 

different episodes of the disease.10 

At first, GAD was classified in the DSM-III and was first 

described by Freud back in 1920 as being an anxiety of 

neurosis.11 He differentiated between the directed or 

specific feelings of worry that could be seen in the phobic 

neurosis and the somatic and non-specific one that is 

associated with and attributable to anxiety neurosis.11,12 

According to Borkovec et al, this discrimination is 

essential in differentiating between the different types of 

GAD and from similar disorders making it a distinct 

DSM-III disease.13 Many medications are involved in the 

management of GAD. These include selective serotonin 

reuptake inhibitors, anxiolytics, serotonin-norepinephrine 

reuptake inhibitors, and tricyclic antidepressants.14 Anti-

depressant drugs are considered the first-line of 

management of this disorder as they can be used to 

manage worry and depression which are commonly 

associated with GAD. In the past, benzodiazepines were 

also applied on a wide level as they were used to treat 

anxiety and are also sedative. However, new guidelines 

suggest that these compounds should not be used for a 

long period with a maximum period of 4 weeks to prevent 

the occurrence of tolerance which may commonly occur 

with these compounds.14 

Although medications have shown great efficacies in 

managing GAD, recent evidence shows that patients tend 

to psychotherapy as their first-line of management due to 

the frequency of side effects resulting from the prolonged 

use of these medications.15 Psychotherapy is defined as 

the using certain and defined psychological modalities for 

the management of an emotional or mental illness on the 

condition that the aim and deadline of the therapy have 

been pre-determined. In this review, we present a brief 

about the psychological management of patients with 

GAD.  

METHODS 

We performed an extensive literature search of the 

Medline, Cochrane, and EMBASE databases on 20th 

December 2020 using the medical subject headings 

(MeSH) or a combination of all possible related terms. 

Studies discussing the psychological management of 

patients with GAD were screened for relevant 

information. We did not pose any limits on date, 

language, or publication type. 

DISCUSSION 

At first, it must be noted that the treatment of GAD is 

different from other anxiety forms that is because GAD 

patients are worried about different types of stimuli 

including real and imaginary ones, on the other hand, 

other anxiety patients present with feelings from an 

existing stimulus.  

Cognitive-behavioral therapy (CBT) 

Evidence shows that CBT is the most commonly used 

modality for the management of GAD as a treatment of 

choice, however, it is worth noting that CBT should be 

adjusted for the different GAD models. For the 

management of GAD using CBT, the management 

process should be applied to seven steps and components. 

These include (1) patient’s self-monitoring of potential 

sources of harmful feelings, thoughts, behaviors, and 

situations, (2) application of relaxative approaches like 

diaphragmatic breathing and conscious muscle relaxation 

in addition to performing peaceful activities, (3) 

encouragement of self-confidence and control, (4) trying 

to avoid and control harmful stimuli, (5) reconstruction of 

the patient’s cognition and trying to found more enhanced 

approaches to increase his flexible thoughts, (6) 

promoting the feelings of present-moment living, and (7) 

asking the patient to leave expectations.16 The same 

focuses were also used by Borkovec’s avoidance theory 

of worry in combination with another focus directing the 

patient to identify and the possible worrying emotions. A 

previous randomized controlled trial by Newman et al 

assessed the CBT focuses augmentation with this focus 

on 83 participants.17 The authors concluded that no 

significant difference was found between the two groups 

of the study indicating that CBT augmentation with 

emotional processing is not always productive and other 

modalities should be approached. There are two main 

goals for the application of psychotherapy on the meta-

cognitive model of GAD. The first one is the alteration of 

the patient’s concerns and behavior towards worry and 

annoying feelings and is done by the psychotherapist. The 

second one is that the patient introduces other alternatives 

to deal with these feelings and help him encounter them. 

Davey et al demonstrated in their book that such 

treatment strategies must involve the integration of the 

following elements: socialization, case formulation, and 

making positive discussions with the patient about the 

hazards of uncontrollability and fear.18 During such 

sessions, the patient is asked to identify the feelings that 

make him worried, and how he reacts to them, in addition 

to his attempts to contain such attacks or episodes. 

Consequently, this can lead to the identification of the 

patient’s GAD attacks triggers and will give the physician 

a good picture of how the patients react to such situations 

including the positive and negative points. The aim of 

socialization is make the patients less worried and is open 

to share his experience with the doctor in addition to 

making the patient aware of the aim of the therapy to 
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achieve a better outcome. Mismatch strategy can also be 

used following this to relieve anxiety.  

According to emotion dysregulation approaches, 

psychotherapy is considered to integrate the following: 

(1) the aforementioned elements and focuses of the CBT, 

(2) dialectic, and acceptance-based management of 

behavior, and (3) experiment-based management to teach 

the patient how to control and avoid the bad feelings.19 

These emotional regulation approaches have been 

continuously updated and evidence shows that they are 

composed of four phases. The first phase is approaching 

the patient and teaching him about the role of emotions 

and how they can be harmful and the importance of 

controlling them. It also includes raising the patient’s 

awareness about his health of mentality and somatic 

stabilities. In the second phase, the patient is taught how 

to deal with anxiety triggers to accept such emotions 

through some skills that should be taught by the 

physician. The second phase is experimental where the 

patient is told that he will be exposed to the anxiety 

triggers that he complained about and the doctor should 

notice how he will act accordingly based on the 

previously taught skills. Skill consolidation should be 

finally taught in the last phase where the final evaluation 

of the patient should be conducted before he is released. 

Besides, in this phase, the doctor should educate the 

patient about how to react in severe situations to prevent 

relapses.  

For assessment of CBT, many recent RCTs have been 

published for this purpose. Stanely et al conducted an 

RCT of adults in a primary care setting to compare the 

effect of applying CBT as an intervention versus the 

application of the usual care for the control group.20 The 

authors reported that they could estimate a significant 

improvement in depression, worry, and general mental 

health in the group where CBT was applied. In the same 

context, a previous meta-analysis of 985 RCTs was also 

conducted to estimate the efficacy of CBT in the 

management of GAD. As usual, the authors reported that 

this modality was significantly better in managing these 

patients when compared to other modalities that were 

applied to the control groups as pharmacological therapy, 

for instance.21 The advantage of CBT is that it is easy to 

deliver and is suitable for the disease, the management of 

which requires making the patient at the comfort they 

need to face other triggers, unlike other approaches which 

may lack the possibility of compliance. From this point of 

view, Brenes et al conducted an RCT to assess the 

efficacy of telephone CBT for a rural old population with 

GAD.22 The authors depended that by conducting this 

modality, patients will receive at least 9 secessions to 

provide a healthy atmosphere for them and help them get 

through an attack. The authors reported that after four 

months of follow-up, they could notice, by an over the 

phone assessment interview, that conducting such an 

approach was significantly associated with the reduction 

of GAD symptoms as depression and worry, according to 

the included patients. This was also supported by 

previous studies in the literature which have assessed the 

long-term effect of telephone CBT on GAD symptoms 

and management.23,24  

Interpersonal and supportive therapy  

Previous systematic reviews have reviewed the efficacy 

of interpersonal therapy compared to pharmacological 

medications in many terms. A meta-analysis of four 

RCTs was conducted by Jakobsen et al and showed that 

interpersonal therapy was significantly able to reduce the 

sense of depression among the included patients in 

addition to reducing the frequency of remission among 

them.25 However, the authors reported that all of the 

included trials were estimated to have a risk of bias which 

may affect the quality of reporting. Another meta-analysis 

by Linde et al also aimed to assess the efficacy of 

interpersonal therapy in treating GAD comparing it to a 

placebo group or a group where usual care was offered, 

according to the included RCT.26 The results were also 

similar to the previous meta-analysis as authors 

concluded that interpersonal therapy was more 

efficacious than other groups. In the same context, 

Biescheuvel-Leliefeld et al conducted a systematic review 

to compare the efficacy of interpersonal therapy versus 

antidepressants in terms of reducing relapses of GAD.27 

The authors reported that interpersonal therapy was also 

significantly more effective than these medications on 

this occasion. Another meta-analysis of three studies was 

also conducted for the same purpose in patients with a 

complete recovery from GAD to assess the efficacy of the 

interpersonal history in preventing the relapses. The 

authors reported that interpersonal history was 

significantly useful in decreasing the possibility of GAD 

recurrence when compared to the control groups which 

received usual care or a pharmacological medication at 12 

months from the beginning of the study. However, the 

author reported that this significance was lost at 24 

months of follow-up. Therefore, it is essential to continue 

interpersonal history every year to eliminate the risk of 

recurrence.28 We have also identified previous studies that 

compared the efficacy of supportive therapy in the 

management of GAD with other usual modalities. In a 

systematic review conducted by Cuijpers et al.29 on 22 

studies to assess the efficacy of psychotherapy in the 

management of GAD when compared to other modalities. 

The authors reported that significant improvements were 

noticed in patients that were indicated for supportive 

therapy over patients that received the usual care or a 

placebo. On the other hand, no significant improvements 

were noticed between using supportive therapy or 

pharmacological care. Another meta-analysis was also 

conducted by Churchil et al and proved that supprotive 

therapy significantly improved the recovery of the 

patients that were indicated for it more than other patients 

that received the pharmacological therapy.30 It is worth 

mentioning that this review included three studies from 

the previous review by Cuijpers et al and added a new 

one only to their analysis which opens the way for 
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attrition bias.29 Therefore, further investigations with big 

samples are needed.  

CONCLUSION  

In our perspective and according to the results obtained 

from the relevant studies in the literature, we recommend 

that psychotherapeutic approaches should be preferred to 

other modalities including pharmacological ones. We 

found that management of GAD using CBT, interpersonal 

or supportive therapies is significantly efficacious in 

reducing GAD symptoms and increase the possibilities of 

recovery in addition to reducing the recovery or relapse 

rates. By doing this, we expect that the managed patient’s 

quality of life would be improved. We also recommend 

that the management approach should be case-sensitive 

for each patient depending on the patient’s status, the 

severity of the disease, and the responsiveness of the 

patient.  
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