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Generalized anxiety disorder is a common mental health in general practice. The aims of this study are to determine
the prevalence of generalized anxiety disorder (GAD) among patients attending family practice clinics and its relation
to socio-demographic factors and chronic diseases. A cross-sectional design was used on 811 patients over a two-
month period in family medicine clinics at a large teaching hospital in Jordan. This study utilized a self -administered
questionnaire that included questions about socio-demographic factors, chronic diseases, and GAD 7-item (GAD7).
Patients who were positively diagnosed to have anxiety were then interviewed using DSM-IV criteria to confirm the
diagnosis. The prevalence of generalized anxiety disorder was 23.7%. Patients aged 36-45 were five times more likely
to have anxiety than other age groups. Women were twice as likely to have GAD as compared to men. llliterate patients
were more likely to have this disorder than others. Patients with a positive family history of anxiety were more diagnosed
with GAD than patients with a negative family history, and patients with asthma or arthritis were more likely to develop
GAD than other chronic conditions. The prevalence of GAD among patients attending family medicine clinics is relatively
high and is associated with socio-demographic factors and chronic diseases, which necessitate enhancing awareness of

the prevalence, diagnosis and management of generalized anxiety disorders among family practitioners.
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Introduction

Generalized anxiety disorder (GAD) is one
of the most common mood disorders and is
characterized by periods of increased worry and
anxiety for a minimum of 6 months associated
with at least three other symptoms of the
following: restlessness, muscle tension, sleep
disturbance, irritability, difficulty concentrating,

and fatigue [1].

The prevalence of GAD in the primary care
setting is variable worldwide and estimated to
range between (2.4 %-31.2 %) [2-4]. GAD was
linked to many contributing factors based on
many studies, such as age [5], gender [6], level of
education, marital status, family income, living
place and religious views [7], each of which was
found to affect the probability of getting GAD
in a person's life time expectancy [2].

Patients with GAD usually become chronic
sufferers as they may have their symptoms
for many years before being diagnosed and
managed [8]. Many studies showed that people
affected with GAD were lower producers in the

society and higher users of health care services
than other people not affected with GAD [9-
11]. Patients with GAD usually present with
somatic symptoms, which are common initial
presentations. Examples of such symptoms
are chest pain, fatigue, headache, insomnia
and abdominal pain [12]. The most common
somatic complaint was gastric related symptoms
(14.6%) [13], resulting in difficult detection
among primary care settings and only 10% of
them presented to a psychiatrist.

Anxiety disorders have been studied in the
gulf area [14,15], while locally in Jordan surveys
were done regarding panic disorder [16] and
dental anxiety disorder [17] This is the first
study that addresses the prevalence of GAD in
family medicine practice (FMP) ,the aim of this
study is to find the prevalence of GAD and its
association with socio-demographic variables

and common chronic diseases.

Methods

This cross —sectional study was conducted
on 811 patients aged 16 and older attending
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(FMP) to receive health care for various reasons,
in which verbal consent was taken.

Data were collected over two month’s
duration starting form the first of January
2015 to the end of February 2015 at the
family medicine practice. This practice is a
training walk-in clinics for all chronic and acute
conditions that serve medically insured patients
from Amman and surrounding governorates.
The study was approved by the ethical scientific
research committee at the faculty of medicine
and from the ethical committee at the hospital
where the study was conducted.

A self-administered validated questionnaire
written in Arabic was given to patients who
are willing to participate, we excluded patients
who are on treatment for anxiety disorders
and patients who are mentally incompetent,
the process of questionnaire distribution and
completion of data were supervised by a staff
nurse and two medical students.

The

parts, a socio-demographic part, and a part

questionnaire  consists of three
regarding chronic illnesses (diabetes mellitus,
asthma, chronic
(COPD),
rheumatologic diseases, thyroid disease and

psychiatric illnesses). The third part is GAD7,

which is an internationally recognized and

hypertension,  bronchial

obstructive  pulmonary  disease

validated screening tool for [18].

All participants that scored 10 or more
on GAD7 were labeled "positive" and were
interviewed by one of the three senior family
medicine residents ( who undertake incentive
short course in psychiatry) ,to confirm the
diagnosis using DSMIV criteria.

Any participant that did not meet DSMIV
criteria for GAD7 was considered negative
for GAD7 regardless of GAD7 results. The
questionnaire was reviewed for content validity
and was pretested for language simplicity and
clarity. Reliability was tested on 80 patients
who were not part of the study sample prior to
starting data collection.

Statistical analysis was done using Statistical
Package for (SPSS-IBM,
version 25) to analyze sample characteristics
in percentage value, the analyses of risk factors

Social  Sciences

associated with anxiety were performed by
comparing individuals with positive anxiety
diagnosis on DSM-IV on demographics and

comorbid conditions. Multiple-group logistic
regressions were used to examine the variables
of the study, which have three or more unique
values; whereas binary logistic regressions
were used when the dependent variables have
only two groups. With multinomial logistic
regression, the assumption is that the odds of
preferring one alternative are independent of
other alternatives in the variable. Furthermore,
when the number of groups is K, the number
of independent binary choices is K-1. More
specifically, the possible pairs of comparisons
in the age groups are five. In addition, the
group with the highest number is chosen as the
reference alternative in each variable. However,
when the alternative within the groups are
positive or negative, then the negative one was
chosen as the reference group, using odds ratio
(OR) and statistical significance of p-value < .05

Results

The total number of participants in the
sample was 811. Women were more than men
573 versus 238. The age group 36-45 was the
most frequent in our sample 218(26.9%). Those
who were married were more frequent (70.2%).
Majority of patients were of low income
(less than 500Jordanin dinars) (57.2%). The
majority of the sample had a bachelor degree or
diploma n=435 (53.6%). Only 70 participants
(8.6%) had a family history of anxiety. Only
84 participants (10.4%) had diabetes. One
hundred fifty-five (19.1%) had hypertension.
People with cardiovascular disease comprised
3.1% of the sample. Those who had asthma were
comprised 11.1% of the sample. People with
arthritis accounted for 11.5 % of the sample.
About 15.4% of the sample had dyslipidemia.
Only three participants had depression and
twelve had gastrointestinal disease (TABLE 1).

The prevalence of generalized anxiety
disorder using GAD7 is found to be 23.7 % in
our sample. Patients with positive generalized

anxiety diagnosis on DSM-IV were 137 (17%).

TABLE 2 shows the relationship between

socio-demographic  variables and  chronic

illnesses with DSMIV anxiety status.

The possibility of anxiety occurrence is
almost five times more likely among individuals
within the age groups 36-45 as compared to
above 65 years (p < 0.05). Males are less likely
to have anxiety in comparison to females (p =

10.4172/clinical-practice.1000432
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TABLE 1: Sample characteristics.

variables Total (N=811)
No (%)
Age
15-25 152(18.7)
26-35 187 (23.1)
36-45 218 (26.9)
46-55 128 (15.8)
56-65 89(11.0)
>65 37 (4.6)
Gender
Male 238(29.3)
Female 573 (70.7)
Marital status
Single 201 (24.8)
Married 569 (70.2)
Divorce, separated 17 (2.1)
Widow 24 (3.0)
Income
<500 464 (57.2)
500-1000 292 (36.0)
>1000 55 (6.8)
Education
Illiterate 12(1.5)
Elementary or middle 88(10.9)
Secondary 222 (27.4)
BSc or diploma 435 (53.6)
MSC or PhD 54 (6.7)
Family history of anxiety
Yes 70 (8.6)
No 735 (90.6)
Diabetes
Yes 84 (10.4)
No 727 (89.6)
Hypertension
Yes 155(19.1)
No 656 (80.9)
Cardiovascular disease
Yes 25(3.1)
No 786 (96.9)
Asthma
Yes 90 (11.1)
No 721 (88.9)
Arthritis
Yes 93 (11.5)
No 718 (89.5)
Dyslipidemia
Yes 125(15.4)
No 686 (84.6)

0.002), odds ratio (OR) .48 (95%CI .30-.77).
Iliterate individuals are three times more likely
to develop anxiety than educated people OR
3.43 (95%CI 1.06-11.09) (p < .05) as compared
to those with Bachelor degree and diploma.

Patients with family history of anxiety were
almost two times and a half more liable to
have anxiety than patients with negative family

Clin. Pract. (2018) 15(Sll)

history of anxiety. A p <.001, with OR 2.47
(95%CI 1.44-4.25). Participants with history
of asthma were almost two times to suffer from
anxiety than who are not asthmatic with p = of
.04, OR 1.71 (95%CI 1.01-2.87). Patient with
arthritis were three times more likely to have
anxiety than normal ones. P < .001, OR 3.25
(95%CI 2.02-5.21),

10.4172/clinical-practice.1000432
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Table 2: Analyses of socio-demogra
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Variables DSM-IV (N=137)
No (%) p-value Odd ratio 95%confidence interval
(OR) 95% ClI
Age
15-25 24 (17.5) 17 .68 A40-1.17
26-35 32(234) .26 75 46-1.24
36-45 (reference) 47 (34.3)
46-55 18(13.1) .09 .60 .33-1.08
56-65 14(10.2) .25 .68 35-1.31
>65 2(1.5) .04 .21 .05-.90
Gender
Female 112(81.8)
Male 25(18.2) .002 A48 30-.77
Marital status
Single
Married 26 (19.0) 12 .69 A43-1.10
(reference) 101 (73.7)
Divorce, 3(2.2) .99 .99 .28-3.52
separated 7 (5.1) 16 1.91 77-4.72
Widow
Income
<500 (reference) 87 (63.5)
500-1000 45 (32.8) 24 .79 .53-1.17
>1000 5(3.6) .08 43 17-1.12
Education
Illiterate
Elementary or 5(3.6) .04 343 1.06-11.09
middle 22 (16.1) .09 1.60 .93-2.75
Secondary 31 (22.6) .28 .78 .50-1.23
BSc or diploma 75 (54.7)
(reference) 4(2.9) .07 .38 .14-1.10
MSC or PhD
Family history
a”\’;'ee:y 22(16.1) 001 247 1.44-425
DM
Yes 15(10.9) .80 1.08 .60-1.95
BP
Yes 31(22.6) 25 1.30 .83-2.02
CVD
Yes 7 (5.1) .14 1.96 .80-4.79
Asthma
.04
Yes 22 (16.1) 1.71 1.01-2.87
Arthritis
Yes 33(24.1) .001 3.25 2.02-5.21
Dyslipidemia
Yes 25(18.2) 31 .78 A48-1.27
Discussion prevalence in our patients could be attributed

In this study we found that the prevalence
of generalized anxiety disorder using the
GAD?7 scale is 23.7%, which is relatively high
in comparison to previous studies [2,3] and
lower than what other researchers found that

generalized anxiety disorder is commonly seen
in primary care settings [4,19,20]. This high

10.4172/clinical-practice.1000432

to many factors. First, this center is located in

a country whose political surroundings are

quite labile and a difficult economic status

that could influence the Jordanian people

on a psychological level. On the other hand,

most patients attending our family practice are

governmentally insured with low income, and
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people with low income usually are at higher
risk to suffer from anxiety [21].

In this study we accomplished that the
prevalence of GAD varies according to age, it
was five times higher among patients of 36-
450f age as compared to other age groups. This
variation was comparable to other studies [5,22].
This result can be attributed to the stressful
factors that tend to cluster in this age group,
including work and parenting responsibilities
[23]. Patients that present to primary care
clinics tend to be middle aged, as it could be
more difficult for elderly patients to present to
clinics, either for health related reasons or other
co-morbidities or due to the denial of having a
health issue. In addition, elderly patients might
be suffering from anxiety or depression which
would prevent them from seeking healthcare
in the first place [22] , or they could have been
treated for GAD which could lower the number
of patients diagnosed with it.5 In our study
GAD was more prevalent in women, this result
was consistent with other studies [6,24].

We also found that people with low level
of education were more likely to suffer from
anxiety than highly educated people, which is
comparable to other studies [25]. Locally in
Jordan, a survey was done by The Jordanian
Ministry of Labor in 2007-2011 which showed
that people who had low level of education were
mostly unemployed [26] and the unemployed
usually have a lower income which put them at
risk of suffering from anxiety [21].

Studies showed that mental disorders
including GAD can be associated with chronic
illnesses and cause serious consequences to
work loss or absence [27,28]. In our study, we
evaluated the relationship between GAD7 and
each of hypertension, diabetes, dyslipidemia,
asthma, arthritis and CVD, yet we found no
significant association except for a history of
arthritis and asthma.

Rheumatoid arthritis (RA) is a severe
disabling disease; hence a high level of anxiety
is not unexpected. Patients with rheumatologic
disorders are common sufferers from anxiety.
This might be attributed to the rheumatologic
disease itself or its complications such as joint
deformity and physical impairment [29].

Patients with rheumatologic  disorders
commonly present to their rheumatology
specialists whose focus is on the disease itself
even though it is important to take a holistic
approach to the patient and consider and

Clin. Pract. (2018) 15(Sll)

manage the psychological association such
as anxiety and depression, which could have
a significant impact on those patients [30].
Regarding asthma and anxiety, studies showed
that a higher degree of psychosocial stressors
were associated with higher incidence of atopic
diseases like asthma [31].

The cause for this relation can be referred
to environmental factors; families with stressful
environment and low social support are more
likely to have children with asthma and its
physical and psychological complications [32].
The underlying biologic mechanisms between
psychological factors and asthma are not clear.
Some suggest that neuro-immunomodulatory
mechanisms are  responsible [33]. In
addition, vagus nerve stimulation can cause a
psychological influence leading to upper airway
constriction [34].

We found that patients with a positive
family history of anxiety disorder have a strong
risk of suffering from GAD. The mechanism
behind this association warrants more studies,
the insecure environment for children of parents
with anxiety disorder can put them in a place
where they cannot cope with stress during their
adulthood and turn into having a generalized
anxiety disorder, this also was supported in
another study that found a good a association
between having a family member with anxiety

disorder and developing GAD [35].

This study has limitation, the questionnaire
used in this study contained self-reported data
and the validity of self-reported data has been
called for question by some authors. Also this
study is cross sectional design which limits the
causal references that can be made. Furthermore,
we recommend for next studies to measure stress
level among participants.

Conclusion

Our study showed that the prevalence
of GAD in Jordan is relatively high, which
means that effort must be taken to increase the
awareness of its high prevalence, associated socio-
demographic factors and chronic diseases and
subsequently diagnose and treat those patients
who attend primary care centers. Further studies
are needed to determine whether diagnosis and
intervention for GAD in primary care setting
can outcome and reduce cost to our healthcare
system.
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