
sible increased risk of self-harm and
suicidal thoughts with these drugs in
children and adolescents with depres-
sion. Once initiated, if well tolerated
and associated with good response,
medication should be continued for at
least 12 months before being gradual-
ly tapered and withdrawn.

Prognosis

Although very few systematic studies
have been done in adolescents with
SAD (and virtually none in children),
available data suggest that SAD often
has an early age of onset (mean of 15
years). Furthermore, significant co-mor-
bidity exists with other anxiety disor-
ders and an increased risk of early-
onset alcohol abuse, more suicidal
behaviour and an increased use of
health services have been reported in
young sufferers. With longitudinal
studies in adults pointing to SAD as a
chronic disorder, it is clear that further
research on SAD in children and ado-
lescents is much needed, especially
with regard to aetiology and treatment
options.
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Generalised anxiety disorder (GAD) is
defined by key features of excessive,
uncontrollable worry about a number
of life events or activities, accompa-
nied by at least 3 of 6 associated
symptoms of negative affect or ten-
sion.1 GAD is among the most fre-
quent of anxiety disorders.  Recent
studies show a prevalence rate of
between 1.6% and 9% in the general
population.1 Despite this high rate,
mental health professionals report that
they seldom see GAD patients com-
pared with other anxiety disorder
patients.  GAD is often under-diag-
nosed for two main reasons.  First,
people with GAD may seek care for
medical rather than psychological
symptoms.  Secondly, GAD patients
frequently seek help only once there is
a secondary disorder such as depres-
sion or substance use.  If these conse-
quences become significantly severe,
they may be seen as the main prob-
lem, with GAD remaining undetected.
Most patients with GAD present with a
lifelong history of generalised anxiety
and cannot report a clear age of
onset.  

The central concept in GAD is worry.
The most widely recognised model of
pathological worry was provided by
Brokovec in 1994.  Brokovec regards
worry as a predominantly conceptual
verbal or linguistic attempt to avoid

future aversive events and aversive
imagery.2 This process is experienced
by the worrier as negative, affect-
laden and uncontrollable.
Pathological worry (as in GAD) is
associated with diffuse perceptions
that the world is threatening and that
one may not be able to cope with or
control future negative events.  It is
therefore clear that worry is charac-
terised by a predominance of thought
activities.  According to Brokovec
worry is negatively reinforced because
it is associated with the avoidance of
or escape from more threatening
imagery, and more distressing somatic
activation.  Although the avoidant
function of worry brings short-term
relief, the long-term consequences
include the inhibition of emotional pro-
cessing and maintenance of anxiety-
producing cognitions.
It is therefore clear that the two com-
ponents that should form the targets of
treatment intervention for GAD are
excessive, uncontrollable worry and its
accompanied persistent overarousal
(primarily tension-related central nerv-
ous system symptoms).  Based on
these targets, the description of a
treatment programme by Brown,
O’Leary and Barlow follows.2

TREATMENT PROTOCOL

The treatment protocol for GAD typi-
cally averages 12 - 15 1-hour ses-
sions, held weekly.  The treatment is
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based on the principle of worry expo-
sure, in which the patient is directed
to spend a specific period of time
daily (usually an hour) processing
his/her worry content.  The initial ses-
sions are most important, explaining
the groundwork and rationale for what
is to follow.  Included in the first two
sessions are the following:  
• clarification of patient and therapist

expectations 
• description of the three components

of anxiety (physiological, cognitive,
and behavioural) and the applica-
tion of the three-system model to
the patient’s symptoms 

• discussion of the nature of anxiety
• rationale and description of the

treatment components
• instruction in the use of self-monitor-

ing forms.  

The importance of regular session
attendance and completion of home-
work assignments is emphasised and
the patient is provided with a general
idea of what to expect of his/her reac-
tions.  The self-monitoring forms have
a dual purpose, namely helping the
patient to continue with the therapy
process between sessions and giving
both the patient and the therapist an
indication of progress, which serves
as motivation.

The treatment protocol includes the fol-
lowing components:  

Cognitive therapy
Early in treatment, the patient is pro-
vided with an overview of the nature
of anxiety cognitions.  The patient is
helped to understand that his/her
interpretation of situations is responsi-
ble for the negative effect experi-
enced, and not the situations per se.
Emphasis is placed on the patient’s
thoughts of unlikely negative outcomes
and catastrophising.

Worry exposure
This entails the following procedures:
• identification of the patient’s 2 or 3

main areas of worry
• imagery training via the imagining

of pleasant scenes
• practice in vividly evoking the first

worry area by having the patient
concentrate on his/her anxious
thoughts while imagining the worst
possible feared outcome

• revoking these images and holding
them clearly for 25 - 30 minutes,
and 

• after 25 - 30 minutes, having the
patient generate as many alterna-
tives to the worst possible feared
outcome as he/she can think of.  

This is assigned as a daily home exer-
cise.  When the patient experiences
no more than a 2 on the 8-point anxi-
ety scale, he/she moves on to the next
area of worry.

Worry behaviour prevention
The focus is to counteract the negative
reinforcement behaviour.  The patient
draws up a list of his/her worry
behaviour and is then instructed to
refrain from using these worry behav-
iours.

Relaxation training, time management
and problem solving can be included
as useful adjuncts to GAD treatment.

Although further research is currently
being undertaken, there is strong evi-
dence of the efficacy and effectiveness
of this treatment programme. Hereby
both the worry and arousal are
decreased and maintained at lower
levels.
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Written descriptions of anxiety and
anxiety disorders date back to the 4th
century BC, but their importance and

impact on quality of life (QOL) were
underestimated until less than 2 - 3
decades ago.  In reality, research sug-
gests that anxiety disorders have the
highest overall prevalence among the
mental disorders, with a lifetime rate
of 14.6%,1 affecting as many as 26.9
million individuals in the USA at some
point in their lives with associated
costs amounting to $46.6 billion in
1990.2 Both epidemiological and clini-
cal studies highlight the extensive bur-
den and markedly compromised QOL
and psychosocial functioning associat-
ed with anxiety disorders.

Although no single definition of QOL
is universally accepted, it is a concept
that has become increasingly used in
mental health care.  It was developed
in the social sciences and first applied
in medical practice to determine
whether available treatments could not
only increase survival time of cancer
patients but also enhance their psycho-
logical well-being.  Later the concept
of QOL was increasingly applied in
studies comparing different treatments
in terms of the patient’s level of func-
tioning, well-being and life satisfac-
tion.  However, most experts agree
that the concept of QOL covers an
individual’s subjective sense of well-
being as well as objective indicators
such as health status and external life
situations, all reflecting his/her global
physical and mental well-being, and
including family and social relation-
ships, scholastic and work functioning,
financial and health status, and living
situation.  QOL data are useful to: (i)
assess the impact of a disorder(s) on
an individual’s functioning in a num-
ber of domains and on overall well-
being; (ii) compare outcomes between
different treatment modalities; and (iii)
differentiate between therapies in
terms of mortality and/or morbidity.  

Currently, information on QOL is
derived from the following two
sources: (i) epidemiological studies
such as the Epidemiological
Catchment Area (ECA) survey and the
National Comorbidity Survey in the
USA which provide a number of indi-
cators (e.g. income, level of educa-
tion) from which QOL can be inferred;
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