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Abstract

Background: Generalized Anxiety Disorder (GAD)
has distinctive features of excessive anxiety, wor-
ries, and tension. People with GAD have a consid-
erable degree of impairment and often have a poor
quality of life besides increased health care costs.
Our aim is to determine the prevalence of GAD
among adults and the associated factors.

Subjects and methods: A cross-sectional study with
a sample size of 385 was conducted on adults aged
18 - 65 years at Primary Health Care Corporation
in Qatar. We used probability, cluster sampling
technique and written consents were secured from
participants who met inclusion and exclusion crite-
ria. Considering the COVID-19 current pandemic,
measures were considered at interviews to complete
GAD-7 questionnaire which is a seven-item instru-
ment that is used to measure the severity of GAD. A
total score ranges from 0 to 21. Scores of 5, 10, 15
represent cut-points for mild, moderate, and severe
anxiety respectively. Moderate and severe anxiety
are considered worthy of clinical attention. We used
SPSS version 23 for data analyses. Approval notice
was obtained from the Research Committee.

Results: The prevalence of clinically significant
GAD (moderate to severe) in the study sample
was 5.2%. One half of the group with moderate to
severe anxiety felt that their life is tough (very or
extremely difficult). One third of the participants di-
agnosed with clinically significant GAD related it to
COVID-19 pandemic. A multiple logistic regression
model used to predict GAD showed association
with: female gender, Northern Africa/South-eastern
Asia nationalities, having a positive family history of
anxiety disorders, age less than 30 years, illiterate/
primary education level, a very high income, and
being a smoker. The primary model that included
all the explanatory variables was statistically signifi-
cant with a 95.6% overall predictive accuracy for the
outcome.

Conclusion: This prevalence highlights the impor-
tance of regular screening of GAD, especially for
those at high risk. The study was conducted during
the COVID-19 pandemic.
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Introduction

Generalized Anxiety Disorder (GAD) is a mental disorder
with distinctive features of excessive anxiety, worries
and tension. The intensity, duration, and frequency of
symptoms are disproportionate to the actual likelihood
or impact of the anticipated event according to DSM 5th
edition (1). Anxiety disorders are one of the leading causes
of non-fatal health loss worldwide and are among the major
causes of years lost due to disability (YLD) (2). People
with GAD have a considerable degree of impairment and
often have a poor quality of life (3). Also, such patients
incur significant healthcare costs that are directly related
to both healthcare utilization and absence from work (4).

The etiology of GAD has not been well established, but
many sociodemographic factors were linked to GAD
such as middle age, female gender, low-income and
those who are widowed or divorced (5). Diagnosis of
GAD is frequently missed as patients may present with
physical symptoms rather than verbalizing stress or
worry (6). Nevertheless, it can be satisfactorily treated
by primary care physicians (7). Hence, it is essential
that primary care physicians are aware of the burden
of GAD in the community. The GAD-7 questionnaire
is considered a valid screening tool for GAD (10).

Prevalence of GAD in Asian countries is variable. South
Korea had a 8.7% lifetime prevalence and 12-month
prevalence of 6.8% (8), while Japan recorded lifetime
prevalence of 1.6% and 12-month prevalence of 0.6% (9).
Canada demonstrated 8.7% lifetime prevalence and 12-
month prevalence of 2.6% (10). A national study in the
United States estimated the lifetime prevalence of GAD as
5.1% (11). A study among five primary care health centers
across Europe reported the prevalence as 22% (12). At
national level, Qatar had a prevalence rate of 10.3% of
“any anxiety disorder” in a study that was done at the
primary care level (13). Another study included 1475
participants attending primary care in Qatar and described
the prevalence as 10.4% (14).

Despite that GAD is frequently seen in primary care in
Qatar; studies in Qatar were performed mainly on “any
anxiety disorders” and depression, with a minimum focus
on GAD. This is the first-ever study performed exclusively
on GAD to the best of our knowledge. Mental health is
one of the top priorities according to Qatar National Health
Strategy and Primary Health Care Corporation Strategic
Plan. Improving access to mental health services and
delivering 40% of care within the primary and community
sectors by 2022 is the main objective (15)(16). Determining
the prevalence of GAD will contribute in raising awareness
of the community and motivate physicians to achieve
the target goals. Furthermore, GAD is often associated
with chronic diseases (13), so specifying these comorbid
conditions and how they relate to GAD may help in
developing an approach to target and screen high-risk
groups in the community. The severity of GAD is the
highest contributing factor to the healthcare cost, so
diagnosis may alleviate such burden from the health care
system (4).

Materials and Methods

1. Study Design
A cross-sectional study.

2, Setting and Quality Control Measures

The Primary Health Care Corporation (PHCC) in Qatar
operates 28 primary health care centers. This study
was conducted on a random sample recruited from
random multiple health centers representing the three
regions (Western, Northern, and Central) of Qatar
served by PHCC. The data collection phase of the study
extended from January to March 2021. The data included
sociodemographic variables and GAD-7 questionnaire.
The English, or a PHCC approved Arabic version of GAD-
7 were used according to the participants’ preference.
GAD-7 is a valid and reliable tool. It is a seven-item
instrument that is used to measure the severity of GAD.
Each item rates the severity of symptoms over the past
two weeks. Response options include “not at all”, “several
days”, “more than half the days” and “nearly every day”.
GAD-7 score is calculated by assigning scores of 0, 1,
2, 3 to the response categories of “not at all,” “several
days,” “more than half the days,” and “nearly every day,”
respectively, and then adding together the scores for the
seven questions. GAD-7 total score for the seven items
ranges from 0 to 21. Scores of 5, 10, 15 represent cut-
points for mild, moderate, and severe anxiety respectively.
Moderate and severe anxiety are considered worthy of
clinical attention.

The study protocol was approved for ethics and science
by the Research Subcommittee of PHCC. Informed written
consent was secured from all participants. A personal (face
to face) interview was used to complete the questionnaire
forms. Considering the COVID-19 current pandemic,
measures were considered by allowing 2 meters social
distance during interviews, and both participant and
investigator were wearing masks. Patients diagnosed with
GAD were treated according to PHCC guidelines following
the step-by-step model, offering the least intrusive, most
effective interventions first.

3. Participants

Adults of all nationalities, males and females of 18-65
years old were eligible for this study. Elderly people more
than 65 years may tend to express anxiety symptoms as
medical or somatic problems rather than psychological
distress (17). Also, in this age group, anxiety symptoms
often overlap with medical conditions.

Patients with known active psychiatric disorders were
excluded due to the possibility of having cognitive
problems or other comorbid psychiatric conditions such
as depression which is closely associated with an anxiety
disorder and therefore this may play as a confounder (18).
Other groups excluded from sampling included people
with physical disabilities, people with learning difficulties,
pregnant and postnatal women, and those diagnosed with
cancer or any terminal iliness.

WORLD FAMILY MEDICINE/MIDDLE EAST JOURNAL OF FAMILY MEDICINE VOLUME 19 ISSUE 10 OCTOBER 2021



POPULATION AND COMMUNITY STUDIES

4. Sampling Technique
Probability, cluster sampling technique.

5. Study Size

The calculation of sample size was based on a formula
for estimating a single proportion, which was suitable for a
cross-sectional study (19).

The formula:

x = Z(c/100)2r(100-r)

n =N x/((N-1) E2 + x)

E = Sqrt [(N - n) x/n(N-1)]

N is the population size, r is the fraction of responses
that we are interested in (estimated proportion), and
Z(c/100) is the critical value for the confidence level c.
The population size (N) is 1035000. This is the number
of adults of all nationalities, males and females, aged
18 - 65 years registered under PHCC at the time of the
study. This information was obtained from the Business
and Intelligence Department at PHCC. The fraction
of responses that we are interested in was set at 50%.
The calculated sample size was 385 for estimating the
proportion of those with GAD with a 5% margin of error
(95% confidence level). By the end of data collection, 385
fully answered questionnaires were included in analysis.

6. Statistical Analysis

After data were translated into a computerized database
structure, the database was examinedforerrorsusingrange
and logical data cleaning methods, and inconsistencies
were remedied. Statistical analyses were done using
IBM SPSS version 23 computer software (IBM Statistical
Package for Social Sciences) in association with Microsoft
Excel. P value less than 0.05 was considered statistically
significant.

To measure the strength of association between a
dichotomous independent variable (a specific group
compared to reference group) and a dichotomous
outcome variable (like having clinically significant GAD)
the prevalence ratio (PR) was used. PR equals the ratio
between prevalence of outcome (GAD) among those
with risk factors divided by prevalence rate among those
negative for the risk factor (comparison group). The
logarithm method was used in calculation of confidence
intervals for PR.

Amultiple logistic regression model with selected factors as
independent variables and having GAD as the dependent
variable was used. The model assessed the risk of having
depression for each explanatory variable after adjusting
for the effect of other confounders included in the model.
The model provides the following parameters:

e P value for the model: In order to generalize the results
obtained, the model should be statistically significant.

e Predictive power of the model: The overall predictive
power is expressed as percentage of study subjects being
classified correctly based on calculated parameters.

e Adjusted OR (odds ratio): the risk of having the outcome
in the presence of a specific risk factor. Each OR is adjusted
for the effect of other explanatory variables included in the

model, to represent a net effect of each factor on the risk
of having the outcome. The OR for different explanatory
variables in a subject is additive, in other words the risk of
having the outcome in a specific subject is the sum of the
OR for the whole set of explanatory variables.

e P value for OR: reflects the statistical significance of the
calculated OR.

The results presented here were based on the analysis
of a sample of 385 respondents. The description of the
study sample by sociodemographic variables is shown in
Table 1.

As shown in Table 2, diabetes mellitus and hypertension
were the two most common comorbidities reported in
the study sample (18.2% and 16.1%, respectively). One-
third (33.5%) of individuals declared at least one chronic
comorbidity (out of a list of six items).

More than a third (35.6%) agreed that they practice the
recommended duration of 150 minutes of physical exercise
perweek. 17% were smokers, 5.5% consumed alcohol, and
2.6% had a family history of anxiety disorders, (Table 3).

As shown in Table 4, one third (33.3%) of the participants
diagnosed with clinically significant GAD (moderate and
severe) related GAD to COVID-19 pandemic.

The relative frequency of moderate to severe anxiety in
the study sample was 5.2%, while mild anxiety constituted
15.1% of individuals, (Table 5). Additionally , half (50%) of
the group with moderate to severe anxiety felt that their
life is tough (very or extremely difficult) because of their
concern, (Table 6).

AsshowninTable 7,5.2% ofthe total sample were classified
as having clinically significant anxiety (GAD7=10+). The
risk of having this outcome was significantly increased
by 3.19 (with a 95% confidence interval of 1.25 - 8.12) in
females compared to males. The Southern Asia nationality
was associated with the lowest rate of clinically significant
anxiety (0.9%). Only the Northern Africa nationality was
associated with a statistically significant increase in
risk of 9.3 times compared to Southern Asia. The other
nationalities were associated with an obvious increase
in having the outcome but failed to reach the level of
statistical significance.

As shown in Table 8, a multiple logistic regression model
was used to assess the net and independent effect of a
set of sociodemographic explanatory variables on the risk
of having clinically significant GAD. The primary model
that included all the explanatory variables was statistically
significant with a 95.6% overall predictive accuracy for
the outcome. Because of the small sample size and the
limited number of individuals with a positive outcome,
most of the explanatory variables failed to reach the level
of statistical significance for the calculated adjusted Odd’s
Ratio (OR) for having the outcome (clinically significant
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anxiety). Female gender significantly increased the risk
of the outcome by 9.4 times compared to males after
adjusting for the remaining confounders included in the
model. Gender was among the important explanatory
variables for predicting the outcome that was retained
by the backward selection model also. Nationality was
also an important predictor in the general model and the
backward selection one. Both the Northern Africa and
South-eastern Asia nationalities significantly increased
the risk of having the outcome compared to Southern Asia
nationality after adjusting for the effect of other explanatory
variables included in the model. The other two nationalities
were also associated with an obvious increase in risk
compared to Southern Asia nationality, but the calculated
adjusted OR was not significant statistically. The third
important factor that retained its position in the backward
selection model was having a positive family history of
anxiety disorders which significantly increased the risk of
having clinically significant anxiety after adjusting for the
remaining variables in the model

Age less than 30 years was associated with an obvious
increase in risk of the outcome compared to old age (50-64
years) after adjusting for other explanatory variables, but
the calculated OR estimate was not significant statistically.
Marital status, crowding index, BMI, Alcohol consumption
and practicing the recommended physical activity (150
minutes per week) were unrelated to the outcome. A
higher educational level was associated with an obvious
(but statistically insignificant) reduction in risk of having the
outcome compared to illiterate / primary education after
adjustment for other explanatory variables in the model. A
very high income compared to the lowest (more than 15000
QAR monthly compared to less than 5000 QAR monthly)
was associated with an obvious increase in risk of the
outcome after adjusting for other explanatory variables, but
the calculated OR estimate was not significant statistically.
Having at least one comorbid condition had no important or
statistically significant association with the outcome after
adjusting for other explanatory variables included in the
model. Being a smoker was associated with an obvious,
but statistically insignificant increase in the risk of having
clinically significant anxiety after adjusting for effect of
other explanatory variables included in the model.
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Table 1: Frequency distribution of the study sample by selected variables

M o
Gender
Female 1a2 421
Male 22 57.9
Total 385 100.0
Mationality categories
Maorthern Africa a5 247
South-eastern Asia 43 11.2
Southern Asia 11= 294
Western Asia 116 0.1
IMi s cellansous others 15 4.7
Total 385 100.0
Age {years)
<30 TG 187
30-39 139 30,1
40-49 a7 226
Li-od a3 216
Total 385 100.0
Marital status
Single 29 231
Married 2ad FER]
Separated [ divorced ) widowed 1z 3.1
Total 385 100.0
Educational level
[iterate 4 1.0
Frimary 17 4.4
Intermedizte 20 5.2
Secondary oG 249
University 242 4.4
Total 385 100.0
Occupation
Motwaorking 7o 206
Manual worker =i 1z.3
FProfessional 219 7.0
Self-employed 19 4.9
Army Police 1 4.2
Total 24 100.0
Crowding index-categories
LowestiFirst quartile) <=1.1 a7 25.2
Average (interquartilerangsi L.2 - 2.0 205 535
Highest {Fourth quartilej 2.1+ 2 21.3
Total 385 100.0
BMI {Kg/m2)categories
Acceptable{l2.S through to 24.9) a0 20,8
Owerweight (25-29.9) 157 43.4
OheseGrade| (30-24.9) 25 22.
OheseGradel -1l {(35+) 53 1%
Total 385 100.0
Income {CAR)
Lessthan 5000 QAR 92 24.0
S000 —9999 QAR a7 253
10,000 — 15,000 QAR a5 221
IMore than 15,000 OAR 110 286
Total 24 100.0
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Table 2: The relative frequency of selected comorbidities in the study sample

Comaorbidities {N=385) M %
Diabetes Mellitus 70 122
Hypertension 62 1c.1
Thyroid disezse 31 2.1
Chroniclungconditions 14 3.6
|schemic Heart Disease 9 2.3
Eheumatoid arthritis & 1a
At least one chronic comorbid condition 129 33.5
Table 3: The relative frequency of selected risk factors in the study sample
Positive risk factors (N=385) M %
Recommendead physical activity (150 minutes per week) 137 35.6
Smoking Ga 17.1
Alcohal consumption 21 5.5
Family History of arxiety disorders 10 2.6
Table 4: The relative frequency of reported/perceived reasons for anxiety
95% confidence
Reported/fperceived reasons for Anxiety (N=18*) N % interval
COVID1S Pandemic & 333 (153 to 56.3)
Total 18 100.0
*Note: two individuals with clinically significant GAD were non-respondents to these items.
Table 5: The relative frequency of different grades of anxiety according to GAD score
95% confidence
GAD7T categories M % interval
Iinimal arxiety (<5) 307 a7 (75.5 to 23.5)
Lild Anxiety (5-9) Sa 151 (118 to 12.9)
Moderate Anxiety (L0-14) 13 4.7 (2.9 to 7.1}
Severe Anxiety (15-21) 2 0.5 0.1to L7)
Total 385 100.0
Table 6: Perceived quality of life for individuals with moderate to severe anxiety
95% confidence
N % interval
GAD related quality of lifefor those with moderate to severe
anxiety M %o
Mot difficult at all 2 10.0 (2.1 to254)
Somewhat difficult 2 40.0 211 toels)
Very Difficult 7 35.0 (17.2 to S6.8)
Extremely difficult 3 15.0 4.4 to 34.9)
Total 20 100.0
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Table 7: The relative frequency and the prevalence ratio estimates for having a clinically significant anxiety (GAD7=10+)

(continued next page)

Clinically significant Anxiety (GAD17=10+) 059
Negative Positive Total Confidence
I %o I % I %% PR Interval

Gender
[Male 217 973 & 27 22 100 Fef
Female 14z 291.4 14 2.6 ez 100 3.2 iL25-5.12)
Total 365 948 20 5.2 385 100
Mationality categories
Southern Asia 11z 291 1 0.9 11= 100 Fef
Morthern Africa 27 al.6 8 2.4 a5 100 9.3 (1L19-73.27)
South-easternAsia 40 g3 3 7 4z 100 7.8 0E3-T7277)
Western Asia 109 ad 7 & 115 100 a7 083 -53.35)
Mizcellansous others 17 4.4 1 C.& 1= 100 6.2 (041 -9507)
Age (Years)
Li0-od a0 Se.4 3 3.0 a3 100 Fef
40-49 a0 2 7 8 a7 100 22 (0.59 - 5.3)
30-39 1== o957 & 4.3 1=9 100 1z 0,31 - 4.63)
<30 2 24.7 4 5.3 76 100 15 i0.34 - 6.36)
Marital status
Single a5 955 4 45 29 100 Fef
Evermarried 280 946 1a 5.4 255 100 1z 041 - 355
Educational | evel
[Hiterate / Primary 20 852 1 4.8 2’ 100 Fef
Intermedizte 1= o5 1 5 20 100 Lod (007 -15.53)
Secondary 2 8958 4 4.2 25 100 028 0.1 -7.48)
Lniversity 234 94.4 14 .o 248 100 12 0.1 - 2.47)
dooupation
Manual worker S0 aa 1 . 51 100 Fef
Motwaorking 77 a7.5 2 25 79 100 13 (0lz-1343)
Professional 204 932 15 &8 219 100 34 (045 - 25.15)
Self-employed 18 24.7 1 5.3 19 100 2. 017 - 40.28)
Army/Police 15 93.8 1 o3 1 100 20 0.2l - 47.55)
Crowding index-categories
Lowest(First quartilej ==1.1 = E] g95.9 4 4.1 a7 100 Fef
Average (InterquartilejL.2- 2.0 195 a4.7 11 5.3 206 100 1.3 i0.42-3.95;
Highest (Fourth quartilej 2.1+ 77 93.9 5 a1 2 100 1.5 041 -537)
EMI {Kg/m2-categories
AcceptableilES thru 24.9) FiF) g5.3 3 3.8 a0 100 Fef
Chverweight (25-29.9) 159 895.2 2 4.3 17 100 1= i0.34 - 4.62)
Ohese(30=) 129 92 9 71 a5 100 19 i0.52-6.71)
Income QAR
Lessthan 5000 OAR 29 Q9e.7 3 3.3 2 100 Fef
5000 —9,999 QAR o3 859 4 41 a7 100 1z i0.29 - 5.39)
10,000- 15,000 QAR 2 955 3 3.5 25 100 11 i0.22-511)
[More than 15,000 OAR 1ol 0 9 2 110 100 2.5 (065 - 5.29)
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Table 7: The relative frequency and the prevalence ratio estimates for having a clinically significant anxiety (GAD7=10+)
(continued)

Ciabetes Mellitus

Megative 296 a4 1= & 315 100 Fef

Fositive o SE.6 1 14 7 100 0,23 0.0z -169)

Hypertension
Megative 306 2947 17 5.3 323 100 Fef
Positive 5o g5.2 3 4.8 G2 Loo 091 (0,27 - 3.01)

| schemic Heart Diseases

Megative 357 94.9 13 =1 376 100 Fef
Fositive 8 B8.9 1 111 Q 100 22 (033 -14586)

Chroniclungconditions
Megative 364 95.4 17 4.6 371 100 Fef
Fositive 11 7a.6 3 214 14 100 4.7 (L54-14.04;

Thyroid disezse
Megative 336 94.9 18 5.1 354 L1on Ref
FPositive 29 935 2 5.5 31 100 13 (0.31 -5.22)

Fheumstoidarthritis
Megative 260 a5 12 5 ITa 100 Eef
Fositive g B33 1 16.7 ] 100 3.3 (053-2107)

At leastone chronic comaorkid

condition
Megative 244 Qg 3 12 47 256 100 Eef
FPositive 121 Q38 a2 G2 129 100 13 (055 - 3.15)

Family History of arxisty

cdisorders
Megative 358 Q5 5 17 4.5 375 100 Fef
Fositive 7 70 3 30 10 100 &7 (2.32-19.15)

Fecommendead physical activity
(150 min perweaek)

Megative 235 a4.8 1= 5.2 243 100 Fef

Fositive 130 Q4.9 7 5.1 17 100 028 0.4 -245
Smoking

Megative 303 a5 1a 5 319 100 Fef

Fositive o2 839 4 &l il 100 1.2 i0.42-353)

Alcohol consumption
Megative 345 94.8 19 5.2 364 Loo Fef

Fositive 20 95.2 1 4.8 21 100 092  0.13-6.55)
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Table 8: Multiple Logistic Regression model with the risk of having clinically significant anxiety as the dependent

(outcome) variable and selected explanatory variables

95% confidence

Adjusted  interval adjusted
OR OR F

All explanatory variables included
Femalz gender comparedto male 2.40 (197 to 44.28) 0.00%
Mati onality categoriss O0E[MS
Morthern Africa comparedto Sowuthern Asia GE,92 (2.5 to L790,67) 0.012
South-sasternAsia compared to Southern Asia 40.70 (115 to 1408 35) .04
Western Asia comparedto Sowuthern Asia 1260 (0.53 to 301,36} O12[MN5
Iiscellansous others comparad to Southern Asia 2291 (0,43 to 1209 66) 012[M5]
Age (years) 04E[M5.
<30 comparedto 50-64 3.70 (0,39 to 34.61) 0.25[MN5
30-38 comparedto 50-64 0.94 (015 to 5830 =Ry
40-49 comparedto 50-64 176 (0,31 to 10,015 052N
Evermarried comparedto single 119 (0,22 to e 31) O84[N
Educational | evel 0. 25[M5.
Intermedizte comparadto Hiterate/ primary 0.01 (0o 2,420 01N
Secondary compared to lliterste! primary .05 i0to 1325 007 [MS
University comparad to Hliterste/ primary 0.05 (0o 1165 00E[MNS
Dooupation 037 [N
Mot working comparedto Manual worker 075 (003 to 2103 0ET[MNS]
Professional comparedto Manual worker 3.93 (013 to 25.5) 0.38[MN5
Self-employed comparad to Manual worker 4.7 (011 to 217 685 D41[M5
Army/Police comparadto Manual worker 213 (0,22 to 379,955 024 [N
Crowding index-categories 0EE[MNE
Average {interquartile rangsi 1.2 - 2.0 comparedto Lowest {First
quartile) <=1.1 113 (0,25 to 5 1e) 08T NS
Highest (Fourth quartile) 2. 1+ compared to Lowest (First quartil =)
c=11 1.03 (015 to 7.11) 0.98[NST
BRI (Eg/m2i-categories 07 M5
Overweight (25-29.9) comparadto Acceptable (125 thru 24,9 1.22 (0,33 to 10.56) 047 [N
Ohese 30+ comparadto Acceptable (125 thru 24.9) 2.20 (0,39 to 12.32) 0.37[M5]
BEeinga smoker 3.36 (0660 to L7.2) 01S5[MS
Havinga positve family history of arxiety disorders 20171 (5,60 to 495,59 <0.001
Practicing the recommended physical activity (150 min perweeak) 1&3 (045 to 5.52) 043[M5.
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Table 8: Multiple Logistic Regression model with the risk of having clinically significant anxiety as the dependent (outcome)

variable and selected explanatory variables (continued)

Alcohol consumption

Income JAR

OO0 -2999 comparedto LessthanS000 QAR
10,000—15 000 compared to LessthanS000 OAR
Maore than 15,000 comparedto Lessthan S000 OAR

Havingat least one chronic comorbid condition
Constant

Backward Selection Method
Female gender comparedto male

Mati onality categoriss

Morthern Africa comparedto Sowuthern Asia
South-easternAsia comparadto Southern Asia
Western Asiacomparedto Sowthern Asia

IMi s cellaneous others comparad to Southern Asia

Havinga positve family history of arxiety disorders
Constant

0.60 (0.05 ta 7.06) 0.GO[NS
0. 15[MS!
1.41 (0,16 ta 12.37) 0.7E[MS
1.22 (0.14 to 10.86) 0.86[MNS
5.72 (0,74 to 44.37) 01N
1.28 (0.34 to 4.78) 0.FL[MS

0.0002 0.001
2.83 (0.99 ta 5.09) 0.05[MS!
0.15[MS!

20,99 (1.93 to 228.77) 0.012
13.25 (0.99 ta 177.58) 0.05[MS:
9.93 (0.92 ta 107.65) 0.06[MS
8.14 (0.41 ta 161.17) 017 [MS:

26.14 (3.57 to 191.34) 0.001
0.003 <0.001

P (Model) = 0.03
Overall predictive accuracy = 95.6%

Discussion

This study calculated the prevalence rate of GAD (moderate
and severe) of 5.2%. WHO mental health surveys showed the
disorder was especially common and impairing in high-income
countries (5.0%), lower in middle-income countries (2.8%),
and lowest in low-income countries (1.6%) (20).

Females had a higher prevalence for GAD (8.6%) compared
to males (2.7%). Another study conducted in the United States
among the age group 18 to 64 years revealed association
between gender and GAD; the lifetime prevalence was 7.7%
among females and 4.6% among males (21). Some factors
may contribute to a higher rate of anxiety among females
like monthly cycle, female hormones, and sexual abuse or
violence. Females are more likely than males to seek help
for anxiety, while males’ testosterone hormone may help to
relieve the anxiety symptoms (22).

The US National Comorbidity Survey showed the highest
prevalence was among the age group 45 to 49 years (7.7%),
and the lowest prevalence was among the age group of
60 years and older (3.6%) (23). Our study had a similar
prevalence; 8% among the age group 40-49 years, and 3.6%
among the age group 50-64 years. One study showed severity
of anxiety symptoms decreased over time, as persons with
GAD make some changes in their lives, so anxiety symptoms
become less impairing over time (24).
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Being separated, divorced or widowed had the highest
prevalence (8.3%), compared to married and single participants
(5.3% and 4.5% respectively). The US national comorbidity
survey also revealed GAD was significantly correlated with
being separated, widowed or divorced (11). This may be
related to more stressors and lack of partner support among
these groups. While low educational level in both genders
increased the risk of GAD (25), our study showed a lower
prevalence in the illiterate group compared to the educated
groups (illiterate stratum involved only 4 participants out of
385). The prevalence increased with the increased crowding
among households in our study.

Professionals and those who worked in army or police at
the time of the study had a higher risk of GAD compared to
others. A French prospective study demonstrated that working
in jobs that had a psychological demand, emotional demand,
job insecurity and jobs with low reward put the individual at
a higher risk of GAD (26). Another study conducted in UK
showed 2 to 3 times increased risk of GAD among men and
women who were doing jobs that had a high psychological
demand (27).

GAD was associated with obesity in our study; on the other
hand participants with acceptable BMI had the lowest risk.
Another study in Germany demonstrated a higher rate of GAD
among the group of obesity compared to groups of overweight
and normal weight (28).
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Although GAD is associated with low income, our study
showed an increased risk among high income participants.
A study held in Canada showed prevalence of 10.3%
among population with annual income of $20,000 in
comparison to prevalence 6.2% in population whose
income equal to or more than $70,000 (29).

GAD is more common among patients with chronic
physical illness and conditions associated with chronic
pain. Our study showed an increased risk of GAD among
those with ischemic heart disease, rheumatoid arthritis
and chronic lung disease. A review of the effects of worry
and generalized anxiety disorder upon cardiovascular
health and coronary heart disease in three studies
reported GAD was associated with poorer prognosis in
establishing coronary heart disease, GAD prevalence
was 10.4% in 3,266 patients across 15 studies (30). A
case control population-based study confirmed a higher
proportion of anxiety in rheumatoid arthritis patients (31).
In our study, although hypertension and thyroid disease
showed association, diabetics had a lower risk.

Family history of anxiety disorders is a risk factor for
developing GAD (32). Our study showed an increased risk
(30% compared to 4.5%). Genetic factors may predispose
to development of GAD; the serotonin transporter gene-
linked polymorphic region SS genotype (short/short) was
found to be more frequent in those with GAD (33). History
of psychiatric conditions showed strong association with
GAD (30% compared to 4.5%). The National Comorbidity
Survey follow-up study showed persons with major
depression and GAD were more likely to develop GAD 10
years later (34).

A systematic review supported cigarette smoking as
being a risk factor for development of GAD (35). Although
our study showed association with smoking, practicing
the recommended physical activity or alcohol were not
found to be related to GAD. Patients known to have
comorbid alcohol or other substance use disorder, had a
significantly low likelihood of recovery from generalized
anxiety disorder, and even if they recovered from GAD,
they are still at higher risk of recurrence (36).

Our study was conducted during the COVID-19 pandemic
and the data collection phase of the study extended from
January to March 2021. One third (33.3%) of participants
with GAD related the COVID-19 pandemic as a cause.
Future study after the era of COVID-19 may show a
difference in the prevalence of GAD.

We believe our study represented different areas of
PHCC in Qatar as it involved randomly selected multiple
health centers from different regions (Western, Northern
and Central). This prevalence of GAD of 5.2% highlights
the importance of regular screening for those at high risk.
Those who have GAD need interventions and follow up.
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