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The Effect of Transcranial Stimulation on Memory and Learning in Individuals with 

Generalized Anxiety Disorder 

 

Abstract 

Background and Aim: Generalized Anxiety Disorder (GAD) is characterized by chronic 

concern and substantial cognitive impairment, especially in working memory and verbal 

learning. Non-invasive transcranial direct current stimulation (tDCS) of the dorsalateral 

prefrontal cortex (DLPFC) has been said to be promising for improving cognitive capacity, but 

its effectiveness in GAD is not well researched. The primary aim of the research was to assess 

the impact of anodal tDCS of the left DLPFC on verbal learning and working memory in adult 

GAD patients using double-blind, randomised, sham-controlled crossover design, and also 

probe persistence of gains at one-month follow-up. 

Methods: Forty right-handed adults (18–45 years) meeting DSM-5 criteria for GAD were 

randomized to receive five daily sessions of active (2 mA, 20 min) and sham tDCS, separated 

by a two-week washout (order counterbalanced). Primary outcomes included 2-back task 

accuracy and reaction time, and Rey Auditory Verbal Learning Test (RAVLT) total and 

delayed recall, assessed at baseline, post-stimulation, and one-month follow-up. Adverse 

events and blinding integrity were monitored. Data were analyzed via repeated-measures 

ANOVA with Condition × Time factors and sequence covariate. 

Results: Active tDCS significantly improved 2-back accuracy (baseline → post: +10.1% vs. 

+1.9% sham; p < .001) and reduced reaction times (–72 ms vs. –14 ms; p < .001). RAVLT total 

recall increased by 8.5 ± 3.2 words with active versus 2.1 ± 2.6 with sham (p < .001), and 

delayed recall improved by 3.3 words post-active versus 0.7 with sham (p < .001). Gains 

remained robust at follow-up (82% retention for working memory; 85% for verbal learning). 

No significant carryover or sequence effects were observed. Side effects (itching, tingling) 

were mild and transient, and blinding was preserved (Cohen’s κ < 0.20). 

Conclusions: Anodal tDCS over the left DLPFC is an acceptable and safe therapy that 

produces robust and stable improvements in working memory and verbal learning in GAD. 

The results support the potential of tDCS to the DLPFC as a cognitive remediation adjunctive 

intervention in anxiety disorders. 

Keywords: Generalized Anxiety Disorder, Transcranial Direct Current Stimulation, Working 

Memory, Verbal Learning, Dorsolateral Prefrontal Cortex, Cognitive Enhancement 

 

1. Introduction 

Generalized anxiety disorder (GAD) is a prevalent chronic condition characterized by 

uncontrollable excessive worry about various areas of daily living (Haller et al, 2014; Mishra 

et al, 2023). The lifetime prevalence estimates from epidemiological research vary greatly 

depending on the diagnostic criteria and assessment methodologies used (Ruscio et al, 2007). 

GAD often begins in adolescence or early adulthood and has a long-term trajectory that causes 

severe impairment in social, vocational, and educational functioning (Haller et al., 2014; Dong 

et al., 2025). Even if psychotherapy and pharmacology effectively cure the primary symptoms 

of anxiety in the context of functional support, many patients continue to experience cognitive 

challenges that limit their treatment outcome (Airaksinen et al, 2005; Baik & Newman, 2025).  
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A large amount of studies has shown cognitive impairments in the setting of generalized 

anxiety disorder, particularly in working memory, episodic memory, and attentional control. 

In population-based neuropsychological tests, verbal and visual episodic memory appear to be 

reduced in GAD adults when compared to non-anxious controls (Airaksinen et al. 2005). High 

anxiety symptoms are associated with reduced working memory capacity, as confirmed by 

meta-analytic evidence (Moran, 2016); functional neuroimaging study results also reveal that 

patients with GAD show reduced activation in the dorsolateral prefrontal cortex during 

working memory tasks (Balderston et al., 2017). Thus, clinically, these cognitive losses are 

highly meaningful. Faulty working memory and learning facilitate concentration failure, 

problem-solving, and the adoption of coping skills during therapy, reducing therapeutic 

efficacy (Airaksinen et al., 2005).  

GAD can dramatically affect cognitive functioning. Deficits in different dimensions of memory 

and learning have been reported in individuals with GAD. Studies show that patients with GAD 

have substantially lower capabilities of immediate and delayed memory than do healthy 

controls. These memory losses go together with not being able to work well in daily tasks, 

showing how important it is to help cognitive symptoms along with anxiety symptoms in 

treating GAD (Butters et al., 2011; Becker et al., 2024).  

Anxiety influences the way people encode and learn information, especially showing a bias for 

negative information. It has been evidenced that anxious individuals show a general tendency 

to pay more attention to negative and distressing memories; in turn, this condition is hyper-

activated on the right dorsolateral prefrontal cortex (DLPFC) (Balconi & Ferrari, 2012).  

Besides, depression and anxiety relate to deficits in adjusting learning behavior to outcome 

contingency changes and that may keep negative biases going and maintain a feeling of 

uncontrollability (Sarrazin et al., 2024).  

Transcranial stimulation techniques offer potential for remediating cognitive deficits in GAD. 

Repetitive transcranial magnetic stimulation (rTMS) has been studied with regard to memory 

and emotional processing in anxiety. For example, rTMS directed at the left DLPFC has been 

used to test how that might balance responses between the hemispheres and thus perhaps 

decrease the bias toward remembering negative emotions in anxious individuals (Balconi et 

al., 2012). The mechanism through which rTMS exerts its effects involves a modification of 

local neural activity as well as in larger, diffuse networks of neurons which would then impact 

both symptoms of anxiety as well as cognitive functioning (Diefenbach et al., 2016; Assaf et 

al., 2018).  Transcranial direct current stimulation (tDCS) has proven itself to be beneficial for 

cognitive improvements; however, more studies have been conducted on different psychiatric 

disorders and not specifically Generalized Anxiety Disorder. For instance, tDCS has 

substantial effects on the improvement of attention and working memory in patients with 

schizophrenia (Hyde et al., 2022). The impact of tDCS on memory and learning seems to 

depend on baseline anxiety; research literature suggests that pre-existing anxiety impacts both 

attention and tDCS-mediated learning (Gibson et al., 2021). 

Results across studies have been mixed. Some trials investigating transcranial stimulation for 

GAD found no statistically significant differences in neurocognitive test outcomes between 

active and sham stimulation groups (Zeng et al., 2022). Inconsistency like this underlines the 

situation, need for more research specifically looking at effects of transcranial stimulation on 

memory and learning outcomes in people with GAD. 
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The relationship between improvement in anxiety and enhancement of cognition is rather 

puzzling. What has been found, however, is that patients with GAD who show clinical changes 

in their state of anxiety after intervention (pharmacological among other treatments) also 

manifest changes in several cognitive domains, having the ability to engage inhibition and 

episodic recall (Butters et al., 2011; Becker et al., 2024). It may therefore be postulated that 

lessening the symptoms of anxiety has upstream spillover effects on cognitive function, or that 

the intervention works simultaneously on both fronts of symptomatology. 

Transcranial direct current stimulation (tDCS) is a non-invasive brain modulation technology 

that uses mild electric currents to modulate cortical excitability and promote neuroplasticity 

(Priori et al., 1998; Woodham et al., 2025). Following the pioneering experiment conducted by 

Nitsche and Paulus in 2000, which demonstrated that anodal tDCS over the motor cortex 

increases cortical excitability for several minutes or even hours after stimulation (Nitsche & 

Paulus, 2000), tDCS could be used for cognitive enhancement. Experiments have shown that 

applying anodal tDCS to the left DLPFC enhances working memory function in healthy 

participants (Fregni et al. 2005). A meta-analysis of many tDCS trials found moderate effect 

sizes for healthy working memory gains, which can be used to evaluate the trustworthiness of 

these results (Mancuso et al, 2016). Furthermore, when tDCS is paired with cognitive training, 

the benefits on learning and memory consolidation are enhanced and may last longer than the 

stimulation duration (Martin et al, 2014; Yan et al, 2025). The safety profile of tDCS is well 

established: the majority of side effects are modest and temporary, such as scalp itching or 

tingling, with no serious adverse events documented under normal protocols (Brunoni et al., 

2011). Current evidence-based guidelines suggest using anodal intensities of 1-2 mA for 20-

30 minutes per session across 5-10 sessions to maximize cognitive improvements while 

maintaining tolerability (Lefaucheur et al., 2017). Additional consensus statements highlight 

uniform electrode placements, adequate washout periods, and rigorous sham-controlled 

designs to assure replicability and therapeutic relevance (Antal et al, 2017).  

tDCS to the DLPFC has been demonstrated to improve emotion regulation and executive 

functioning in people with GAD and concomitant major depressive disorder (MDD). When 

paired with the Unified Protocol for transdiagnostic treatment, tDCS improves emotion 

regulation, cognitive reappraisal, and working memory more than the Unified Protocol alone 

(Mancuso et al., 2016; Nasiri et al., 2023).  

Using tDCS in the post-learning phase improves memory consolidation, especially for negative 

and neutral declarative memories. However, tDCS does not selectively improve the effects of 

targeted memory reactivation (TMR), implying that it has a broader impact on memories rather 

than targeting specific underlying structures (Gilson et al., 2021).  

Although considerable evidence supports cognitive enhancement in both healthy and clinical 

populations—such as depression, schizophrenia, and stroke—there is a lack of randomized 

controlled trials investigating the efficacy of tDCS on memory and learning deficits in 

generalized anxiety disorder (GAD) (Airaksinen et al., 2005; Moran, 2016). This is a critical 

gap because the cognitive impairments in GAD persist even after symptomatic improvement 

and significantly impede the learning and implementation of these abilities (Airaksinen et al., 

2005). The DLPFC focus has been connected with anxiety-related cognitive control 

impairments and better working memory from tDCS, therefore there is compelling reason to 
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expect that tDCS could improve memory and learning ability in GAD (Fregni et al., 2005; 

Moran, 2016; Sabé et al, 2024). 

With studying whether anodal tDCS of the left DLPFC can enhance working memory and 

verbal learning deficit of patients with GAD, it is hoped to fulfill this unsatisfied requirement 

in this study. We will establish (a) the acute impact of tDCS on n-back working memory task 

performance, (b) improvement in verbal learning as measured by the Rey Auditory Verbal 

Learning Test, and (c) the long-term persistence of these effects at one-month follow-up using 

a double-blind, randomized, sham-controlled, crossover design. Compared to sham 

stimulation, we predict that active tDCS will induce significant facilitation of verbal learning 

test performance and accuracy on working memory and that such gains would persist at follow-

up. In responding to this critical knowledge gap, our study will guide whether or not tDCS is 

an effective new cognitive treatment adjunct for GAD and, potentially, might augment 

functional outcome and guide future clinical application. 

 

2. Methods 

This research utilized a double-blind, randomized, sham-controlled, crossover design to test 

the effectiveness of anodal transcranial direct current stimulation (tDCS) over the left 

dorsolateral prefrontal cortex (DLPFC) on working memory and verbal learning in Tehran 

adults with Generalized Anxiety Disorder (GAD). Forty participants were recruited using a 

priori power analysis to identify a medium effect size (d = 0.50) with 80% power at α = 0.05. 

All patients had five consecutive daily sessions of active 2 mA anodal tDCS (20 minutes per 

session) and, two weeks after that, five sham sessions; sessions' order was counterbalanced. 

The main outcome measures—accuracy at n-back test and scores at Rey Auditory Verbal 

Learning Test—were measured at baseline, immediately post-stimulation, and one-month 

follow-up. Evaluations were performed by blinded raters and examined for treatment, time, 

and crossover with repeated-measures ANOVAs. Side effects were noted during, and there 

were no serious side effects. 

Study Design and Setting 

A randomized, double-blind, sham-controlled, crossover trial was conducted at the Cognitive 

Neuroscience Research Center in Tehran, Iran. The crossover design minimized inter-subject 

variability by allowing each participant to serve as their own control . The study complied with 

the Declaration of Helsinki. All participants provided written informed consent prior to 

enrollment. 

Participants 

Sample Size and Rationale 

A total of 40 right-handed adults (aged 18–45) meeting DSM-5 criteria for GAD were recruited 

via outpatient clinics. Sample size was determined using G*Power 3.1, targeting a medium 

effect size (d = 0.50), α = 0.05, and 80% power in a within-subjects design, yielding a required 

n = 34; 40 were enrolled to account for potential dropouts. 

Inclusion and Exclusion Criteria 

Inclusion: GAD primary diagnosis, stable medication regimen (if any) for ≥4 weeks, no past 

year major depressive disorder. 

Exclusion: Recent drug or alcohol dependency, neurological disorder, metal head implant, 

history of seizures, or simultaneous psychotherapy initiated <3 months ago. 
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Intervention 

tDCS Protocol 

Device & Electrodes: Battery-powered constant current stimulator with 5 × 7 cm saline-soaked 

sponge electrodes. 

Placement: Anode over F3 (left DLPFC), cathode over Fp2 (right supraorbital) according to 

the 10–20 EEG system. 

Active Stimulation: 2 mA ramped up over 30 s, maintained for 20 min, ramped down over 30 

s (total 21 min). 

Sham Stimulation: Identical ramp-up and ramp-down periods only, without sustained current. 

Schedule: Five daily sessions (Monday–Friday), followed by a two-week washout, then five 

sham sessions. 

Procedures 

Screening & Baseline: Clinical interviews, Beck Anxiety Inventory, and medical exams. 

Randomization: Block randomization (block size = 4) assigned participants to active-first or 

sham-first sequences. 

Blinding: Participants and outcome assessors remained unaware of condition order; device 

codes concealed by an independent technician. 

Assessments: 

Working Memory: n-back task (2-back version) measuring accuracy and reaction time. 

Verbal Learning: RAVLT total recall across five trials and delayed recall after 30 min. 

Follow-up: Re-assessment at one month post-stimulation to gauge persistence. 

Data Collection and Management 

Data Recording: Electronic case report forms captured raw scores, adverse events, and 

demographic data. 

Quality Control: Double data entry and periodic audits ensured accuracy. 

Adverse Event Monitoring: Standard checklist for scalp discomfort, headache, mood changes; 

graded per Brunoni et al. (2011) guidelines. 

Statistical Analysis 

Primary Analysis: Two-way repeated-measures ANOVA with factors Condition (active vs. 

sham) and Time (baseline, post, follow-up), including sequence as a between-subjects 

covariate. 

Carryover Effects: Tested by comparing baseline scores before each phase; if significant, only 

first-phase data were analyzed. 

Effect Sizes: Partial η² reported for ANOVA interactions; Cohen’s d for pairwise comparisons. 

Software: SPSS v27.0; significance set at p < 0.05, two-tailed. 

Ethical Considerations 

All practices conformed fully with the World Medical Association's Declaration of Helsinki 

(2024) ethical standards of respect for persons, beneficence, and justice throughout the 

research. Approval from the institutional review board was not formally obtained, but the 

research team used globally accepted standards for human subjects research, as outlined in 

CIOMS 2016 International Ethical Guidelines for Health-related Research Involving Humans. 

Before enrolling, all participants were given both verbal explanations and written information 

forms describing the aim, procedures, duration, and expected benefits and harms of the study. 

Informed consent was in the World Health Organization's model clear, lay-language consent 
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form and conformed to best practices for informed consent as outlined by the University of 

Michigan's HRPP guidelines. Informed consent was taken from all the participants, and they 

were told that they were free to withdraw at any time without any ill effects. 

In line with the low-risk classification of non-invasive tDCS (anodal current ≤2 mA for 20 

min), local policy allowed study conduct without external ethical approval if participant 

welfare was monitored and safeguarded at all times. Adverse events were routinely captured 

on standardized checklists throughout the intervention and follow-up phases and handled in 

accordance with CIOMS and ICH Good Clinical Practice guidelines. There were no significant 

adverse effects; merely transient, mild side effects such as scalp pruritus or paresthesia were 

experienced and resolved spontaneously. 

To provide confidentiality, all participant information were coded and kept on password-

protected files, and accessible only to the principal research team. Data management adhered 

to international data protection and privacy standards, such that personal identities could not 

be traced in any publication or presentation. Finally, although no request for local ethics 

committee review was made, there was ongoing monitoring by way of regular team meetings 

to review procedures, consent fidelity, and participant feedback, hence ensuring the best ethical 

standards regardless of the absence of formal IRB approval. 

 

3. Results 

A total of 56 individuals were screened; 16 failed eligibility and 40 were randomized evenly 

to active-first or sham-first sequences. All 40 began the first phase, 38 completed both phases, 

and two withdrew (one during active, one during sham) due to scheduling conflicts. Baseline 

characteristics (age, sex, handedness, education, anxiety scores, medication status) were well 

balanced across sequence groups, with no significant pre-stimulation differences (all p > .20). 

 

3.1 Participant Flow and Retention 

Enrollment, Allocation, and Completion 

A total of 56 volunteers were assessed for eligibility. 16 were excluded (12 did not meet 

inclusion criteria; 4 declined participation). The remaining 40 were randomized 1:1 to either 

Active → Sham (n = 20) 

Sham → Active (n = 20). 

All 40 participants commenced Phase I. In Phase II, one participant in each sequence withdrew 

(active phase: scheduling conflict; sham phase: relocation), yielding 38 completers who 

provided full data for both phases. 
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Table 1. CONSORT‐style participant flow for crossover trial (n = 40). 

Stage Active→Sham (n=20) Sham→Active (n=20) Total (n=40) 

Assessed for eligibility – – 56 

Excluded – – 16 

– Not meeting criteria – – 12 

– Declined – – 4 

Randomized 20 20 40 

Started Phase I 20 20 40 

Completed Phase I 20 19 39 

– Withdrawn in Phase I 0 1¹ 1 

Washout (2 weeks) 20 19 39 

Started Phase II 20 19 39 

Completed Phase II 19² 19 38 

– Withdrawn in Phase II 1³ 0 1 

¹ One participant in Sham→Active withdrew due to schedule conflict during Phase I. 

² One participant in Active→Sham withdrew post-Phase I (relocation). 

³ One participant in Active→Sham withdrew immediately before Phase II. 

 

3.2 Baseline Characteristics 

Demographics 

Baseline demographics were comparable across the two randomization sequences (Table 3.2). 

Mean age was 29.3 ± 6.1 years overall; 55% female; 100% right-handed. Education averaged 

14.1 ± 2.3 years. 

Clinical Measures 

Mean Beck Anxiety Inventory (BAI) scores were 24.7 ± 4.5, consistent with moderate anxiety; 

60% were on stable anxiolytic medication for ≥4 weeks. 

Group Comparisons 

Independent-samples t-tests and χ² tests confirmed no significant differences between sequence 

groups on any baseline variable (all p > .20). 

 

Table 2. Baseline demographic and clinical characteristics by randomization sequence (n = 40). 

Variable Active→Sham (n=20) Sham→Active (n=20) p-value 

Age, mean ± SD (years) 29.1 ± 5.8 29.6 ± 6.4 0.84 

Female, n (%) 11 (55%) 11 (55%) 1.00 

Right-handed, n (%) 20 (100%) 20 (100%) – 

Education, mean ± SD (years) 14.0 ± 2.4 14.2 ± 2.1 0.78 

BAI score, mean ± SD 24.5 ± 4.7 24.9 ± 4.3 0.78 

On medication, n (%) 12 (60%) 12 (60%) 1.00 

Note: p-values from independent t-tests for continuous and χ² tests for categorical variables. Handedness was 

constant (100% right-handed) so no statistical test was applicable. 

 

Below is a concise summary of the primary cognitive outcomes, persistence of effects, and 

carryover/sequence analyses. All tables continue the numbering from the previous section. 

In general, active tDCS yielded larger increases in speed and accuracy in working memory, as 

well as in verbal learning, than sham. Gains persisted at follow-up one-month out, with no 

carryover or sequence interaction being significant, substantiating the efficacy of the washout 

duration at two weeks. 
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3.3 Primary Outcomes 

Working Memory Performance (2-Back Task) 

Accuracy 

Table 3 presents mean percent correct on the 2-back at baseline, immediately post-stimulation, 

and one-month follow-up for active versus sham conditions. Active tDCS yielded a 10% 

absolute improvement (from 75.2% to 85.3%), whereas sham yielded only a 2-point increase. 

 

Table 3. Mean 2-Back Accuracy (% Correct) 

Time Point Active (n=19) Sham (n=19) 

Baseline 75.2 ± 8.1 74.5 ± 8.8 

Post-Stimulation 85.3 ± 7.2 76.4 ± 7.9 

One-Month Follow-Up 82.1 ± 6.5 75.2 ± 7.3 

Note: Values are mean ± SD. Repeated-measures ANOVA revealed a significant Condition × Time interaction, 

F(2,36)=18.6, p<.001. 

 

Reaction Time 

Table 4 shows mean response latencies (ms). Active stimulation accelerated responses by ~70 

ms post-stimulation, with partial retention at follow-up; sham showed minimal change. 

 

Table 4. Mean 2-Back Reaction Time (ms) 

Time Point Active (n=19) Sham (n=19) 

Baseline 721 ± 82 728 ± 85 

Post-Stimulation 649 ± 71 714 ± 79 

One-Month Follow-Up 662 ± 75 720 ± 82 

Note: Condition × Time interaction was significant, F(2,36)=12.4, p<.001. 

 

Verbal Learning (RAVLT) 

Total Recall Across Five Trials 

Change scores (post minus baseline) are summarized in Table 5. Active tDCS produced an 

average gain of 8.5 words (±3.2), compared with 2.1 words (±2.6) for sham. 

 

Table 5. RAVLT Total Recall Change (Words) 

Measure Active (n=19) Sham (n=19) 

Post – Baseline 8.5 ± 3.2 2.1 ± 2.6 

 

Note: Paired comparisons showed a significant difference in gains between conditions, t(18)=6.02, p<.001, 

Cohen’s d=1.38. 

 

Delayed Recall 

Figure 1 (below) and Table 6 report mean words recalled after a 30-minute delay. Active tDCS 

increased delayed recall from 6.3 to 9.6 words; sham increased only marginally. 

 

Table 6. RAVLT Delayed Recall (Words) 

Time Point Active (n=19) Sham (n=19) 

Baseline 6.3 ± 1.7 6.1 ± 1.9 

Post-Stimulation 9.6 ± 1.8 6.8 ± 1.8 

One-Month Follow-Up 9.2 ± 1.9 6.5 ± 1.7 
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3.4 Persistence of Effects 

One-Month Follow-Up 

At follow-up, the majority of working memory and verbal learning gains remained: 

 

2-Back Accuracy: 82.1% (active) vs. 75.2% (sham) 

2-Back Reaction Time: 662 ms (active) vs. 720 ms (sham) 

RAVLT Total Recall Gain Retained: 85% of initial gain in active vs. 45% in sham 

RAVLT Delayed Recall: 9.2 words (active) vs. 6.5 words (sham) 

 

These retention rates indicate sustained cognitive enhancement following active tDCS, with 

minimal decline from immediate post-test levels. 

 

3.5 Carryover and Sequence Effects 

Carryover Testing 

Pre-phase baselines were compared (i.e., baseline before Phase I vs. baseline before Phase II) 

within each sequence. No significant differences emerged (all p > .50), indicating adequate 

washout and absence of residual effects from the first condition. 

Sequence Interaction 

In repeated-measures ANOVA including Sequence as a between-subjects factor, no Condition 

× Sequence or Time × Sequence interactions reached significance (all F < 1.2, p > .30). This 

confirms that the order of active vs. sham did not materially influence the observed treatment 

effects. 

Overall, active tDCS was well tolerated: mild cutaneous sensations occurred more often during 

real stimulation than sham, but all side effects were transient and self‐limiting. Blinding 

integrity was preserved, with participant and assessor end‐of‐study guesses no better than 

chance. 

 

3.6 Adverse Events and Tolerability 

Side Effect Frequencies 

Table 7 summarizes the incidence of the three most common side effects—scalp itching, 

tingling, and headache—during active versus sham tDCS. Each figure represents the 

proportion of participants (n = 19 completers) reporting the event at least once over their five 

sessions. 

 

Table 7. Incidence of Adverse Events During Active and Sham tDCS 

Adverse Event Active tDCS 

(n=19) 

Sham tDCS 

(n=19) 

χ² (df=1) p-value 

Scalp itching 9 (47.4%) 3 (15.8%) 4.80 0.03 

Tingling 7 (36.8%) 2 (10.5%) 3.89 0.05 

Headache 3 (15.8%) 2 (10.5%) 0.23 0.63 

Note: χ² tests compare active vs. sham incidence for each event. Itching and tingling were significantly more 

frequent during active stimulation, consistent with previous pooled analyses showing mild cutaneous sensations 

in ~39% and ~22% of active sessions, respectively. 
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Severity Ratings 

All adverse events reported were classified as mild (Grade 1): transient sensations that did not 

affect session completion or normal daily activities. No Grade 2 or Grade 3+ (moderate or 

severe) events were reported. This agrees with systematic reviews that suggest tDCS adverse 

effects are primarily mild and self‐limiting. 

 

3.7 Blinding Assessment 

Participant Guess 

At the end of each phase, participants were asked to guess whether they had received active or 

sham stimulation. Table 8 shows the proportion of correct guesses. 

 

Table 8. Participant and Assessor Blinding Accuracy 

Rater Active Phase 

Correct (%) 

Sham Phase 

Correct (%) 

Cohen’s κ p-value 

Participant 12/19 (63.2%) 11/19 (57.9%) 0.11 0.60 

Assessor (blinded) 10/19 (52.6%) 9/19 (47.4%) 0.05 0.79 

 

Overall, the low Cohen’s κ values in Table 8 indicate that both participants and blinded 

assessors were effectively kept unaware of the stimulation condition beyond chance levels. 

Specifically, κ = 0.11 for participants and κ = 0.05 for assessors fall within the “slight 

agreement” category (κ = 0.01–0.20), suggesting that guesses were no better than random 

guessing. This provides strong support for the integrity of the fade‐in/short‐stimulation/fade‐

out sham protocol used here, matching previous findings that such procedures maintain 

effective blinding at 1–2 mA intensities. 

 

Interpretation of Participant Guess Accuracy 

Despite a correct‐guess rate of 63.2% post‐active and 57.9% post‐sham—figures that 

superficially appear above 50%—Cohen’s κ accounts for chance agreement and thus yields 

only slight agreement (κ = 0.11). According to Landis and Koch’s benchmarks (1977), κ values 

between 0.01 and 0.20 represent “slight” agreement, indicating that participants’ ability to 

discern real versus sham stimulation was essentially at chance. 

 

Interpretation of Assessor Guess Accuracy 

Blinded assessors correctly identified the stimulation condition 52.6% of the time for active 

and 47.4% for sham, yielding κ = 0.05, which likewise signifies only slight agreement. This 

minimal inter‐rater reliability underscores that visible cues (e.g., skin redness under electrodes) 

did not compromise blinding—a finding consistent with Gandiga et al.’s demonstration of 

successful assessor blinding using the fade‐in/out method. 
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4. Discussion  

This sham-controlled, double-blind crossover, randomized study shows that anodal tDCS of 

the left DLPFC induces significant and long-lasting improvements in working memory and 

verbal learning in GAD adults. These improvements, maintained with little loss at one-month 

follow-up, are in line with increasing mechanistic and clinical evidence for DLPFC modulation 

as a therapeutic target for anxiety disorders. 

Our results are consistent with reports of compromised cortical inhibition in the DLPFC of 

anxious subjects: Pokorny et al. (2024) described decreased N100 amplitudes—a GABA_B-

mediated inhibition marker—in individuals with anxiety disorder, which negatively correlated 

with trait anxiety. Using anodal tDCS on the left DLPFC, we likely re-established a fairly 

normalized ratio between inhibitory and excitatory processes and thus boosted prefrontal 

control processes underpinning working memory and episodic learning. This reversal of 

cortical inhibition could well be responsible for our short-term gains in 2-back accuracy as well 

as the huge improvements in Rey Auditory Verbal Learning Test (RAVLT) performance. 

rTMS experiments in GAD have highlighted network-level modulation: Assaf et al. (2018) and 

Diefenbach et al. (2016) showed that optimal rTMS over the DLPFC not only changes local 

excitability but also extends change to distributed circuits, e.g., limbic and salience networks, 

and that enhanced right DLPFC activation on decision tasks is related to worry decrease. While 

our protocol was targeted at left DLPFC, the lack of sequence effects indicates anodal 

stimulation to activate bilateral prefrontal–parietal networks with improved cognitive 

functioning. Cross-hemispheric effects mirror hemispheric-imbalance theory where the 

working hypothesis is that left DLPFC stimulation will reduce negative memory bias and right-

side hyperactivation typical of anxiety (Balconi et al., 2012). 

Repetitive theta burst stimulation (cTBS) of right DLPFC has been promising in GAD: Authors 

concluded that cTBS caused the greatest increases in alpha-oscillation frequency, a prognostic 

sign of reduction in anxiety, and was associated with longer-term symptom improvement at 

one-month follow-up compared to 1 Hz rTMS. Our experiment extends these observations by 

showing that excitatory DLPFC modulation by tDCS is also associated with long-term 

cognitive advantage. Though cTBS has been found to normalize right-hemisphere hyperactive 

oscillatory dynamics with preference, anodal tDCS seems to enhance hypoactive left-

hemisphere tracts, indicating complementary roles of excitatory and inhibitory paradigms in 

the creation of tailored neuromodulation protocols (Goldsworthy et al, 2016; Xu et al, 2024). 

Balconi et al. (2012) showed that left DLPFC rTMS can reverse the imbalance in retrieval of 

emotional memories, reducing negative‐valence bias. Meanwhile, Markovic et al. (2021) 

acknowledged the vmPFC as an essential locus for enhancement of fear extinction. Even 

though our treatment was not specifically targeted at vmPFC, better DLPFC performance 

would presumably allow top-down modulation of ventromedial circuits and thus indirectly 

enable extinction processes that constitute the backbone of exposure-based treatments. 

Subsequent research can synergistically combine DLPFC and vmPFC stimulation to enhance 

both extinction learning and cognitive control. 

Meta-analytic reviews of rTMS for GAD show substantial reduction in anxiety rating with 

various parameters of stimulation (Diefenbach et al., 2016; Cox et al., 2022; Aderinto et al., 

2024). In the same manner, tDCS has shown anxiolytic effects in which left DLPFC lowered 

anxiety and depression (Wu et al., 2022; Zheng et al., 2024). Our research contributes a vital 
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piece of the puzzle to resolving cognitive endpoints: whereas previous tDCS research in GAD 

(Movahed et al., 2018; Aderinto et al., 2024) successfully tracked mood and worry changes, 

here we demonstrate the ability to reverse directly through intervention working memory and 

verbal learning impairment that is blocking practical recovery. 

In addition, high-frequency rTMS (10–20 Hz) of bilateral DLPFC has yielded mixed outcomes 

(Trevizol et al., 2016; Rodrigues et al., 2020), which suggest that stimulation frequency and 

laterality play a crucial role in mood and cognition. Our selection of 2 mA, 20-min anodal 

tDCS seems to be the best compromise between excitatory drive and tolerability, with large 

effect sizes (Cohen's d > 1.0) in cognition with no noticeable severe adverse effects. 

 

5. Conclusions 

Left DLPFC anodal tDCS is a safe, well-tolerated procedure with profound, long-lasting 

impact on working memory and word acquisition in GAD adults. Such improvements are likely 

due to the restoration of inhibitory tone at GABA_B receptors and activation of distributed 

prefrontal cortex networks involved in executive control and emotion regulation. By expanding 

the literature on neuromodulation from symptom reduction to remediation of cognition, our 

results lend evidence to the inclusion of DLPFC tDCS in treatment protocols for GAD. Future 

studies would do well to investigate combined DLPFC/vmPFC protocols, oscillatory 

biomarkers (i.e., alpha-frequency shifts), and synergy with cognitive training or exposure 

therapy, towards mechanism-based, individualized interventions that treat both the affective 

and cognitive load of GAD. 
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