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ABSTRACT 

Anxiety is an emotional state that is generally caused by perception of the real or perceived 

danger that threatens the security of individual. The distinguish feature of generalized anxiety 

disorder is uncontrollable worry that lasts longer than six months and significantly impairs 

functioning. There is a considerable correlation between anxiety and overall quality of life, 

which includes social relationships, environmental wellness, psychological health, and 

physical health. The QOL of GAD patients is described in this study, along with the 

association between HAM-A and WHOQOL-BREF. The current study was a cross sectional 

study, the study performed by taking 120 samples. This study includes patients aged between 

18-60 years and patients having GAD. This study excludes pregnant and lactating women. 

The peak number (85) of participants from (n=120) the study includes the age group between 

20-40 years (71%). Upon distribution of data based on gender 72 (60%) were female and 48 

(40%) were males. From our study majority of the patients were having moderate anxiety 40 

(33.3%) when compared to other anxiety levels. From our study most of the people were 

experiencing a decline in QOL in psychological domain 38(31.6%), physical domain 

34(28.3%), when compared to other domains. Patients from our study has significant 

correlation between HAM-A and WHOQOL-BREF shows that mild-moderate anxiety 

primarily affects the physical domain while severe-very severe anxiety significantly impacts 

the psychological domain. Our study included 120 patients with GAD which predominantly 

affects young adults aged between 20-30 years and females being more impacted than males. 

Our study concluded that according to the HAM-A, most patients exhibited mild-moderate 

anxiety levels and whereas based on WHOQOL-BREF, majority of the patients are having 

impairment in physical and psychological domain when compared to other domains.  
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INTRODUCTION 

Anxiety disorders (AD) were described as early as the fourth century B.C. in the writings of 

Hippocrates, but their importance was not fully appreciated until less than 30 years ago (1). 

The word anxiety is derived from the Latin “anxieties” and encompasses behavioural, 

affective and cognitive responses to the perception of danger (2). The term anxiety is used to 

refer to more severe disorders, for which there are accepted diagnostic criteria (3). Anxiety is a 

normal human emotion (2). Generalized anxiety disorder (GAD) is often described than define 

as a psychological illness that is characterized by the presence of excessive, permanent, and 

uncontrollable worrying related to multiple aspects of life (4,5,). GAD are among the most 

prevalent mental health conditions, associated with high healthcare costs and a significant 

burden of illness (6). People with GAD worry on most days and have difficulties controlling it 

and they also experience another anxiety disorder and/or mood disorder (7). The core features 

of GAD identified in DSM - Ⅳ that make it a recognized and distinct disorder are persistent 

for 6 months. The pattern of onset of GAD is slightly different to those of the other anxiety 

disorders. As with other anxiety disorders, GAD shows comorbidity with depression & AD 
(8).  

Epidemiology:  

Prevalence estimates varied widely across countries, with higher lifetime prevalence in high 

income countries than in middle/low-income countries (9). The lifetime prevalence of DSM - 

Ⅳ GAD in the general population is approx. 5-6% (8,10). The rate of GAD in world was 

around, according to a study of grownup 1,50,000 adults in 26 countries the predominance 

across time of GAD is 3.7%, and a 12month occurrence of 1.8% and a 30day prevalence of 

0.8%(11). The present proportion of GAD in India is around 0.57%. GAD owns a progressive 

beginning at 21years of age(12). In most of the cases, anxiety is present in patients who are 

aged between 35 and 45 years and it is more commonly defined anxiety disorder in patients 

who are aged greater than 55 years(13). According to a number of studies, women are at least 

double than as men to receive an anxiety disorder diagnosis. A study found that the lifetime 

prevalence of GAD is 5.3% for women and 2.8% for males(14).   

Etiology:  

The etiology of GAD is unknown. A combination of genetics, environmental factors such as 

adverse childhood experiences, somatic, alcohol and substance use (9). There is a complex 

interlace of multiple factors which includes genetic, biological, environmental, and 

psychological contributes to the development of this disorder(6). GAD is moderately regulated 

by genetic factors, with about 30% of variance due to heritability such as neuroticism, 

negative affectivity, and anxiety significantly correlate with anxiety and anxiety disorder(15). 
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Specifically, recent research indicates that dysfunctions in the areas of physiology, 

information processing, and interpersonal functioning interact in the development of GAD(16). 

Social modelling may also be a strong contributing factor to learned anxious behaviour. In 

fact, studies do show that children of parents with an anxiety disorder are more likely to be 

anxious compared to children of nonanxiety disorder parents. A possible factor that 

contributes to the maintenance of worry and GAD may be associated with its flexible 

physiological. Experimental studies of the emotional impact of worry some thought show 

inherited emotional processing. Higher level of worry also associated with less emotional 

clarity and more difficulty identifying and describing emotions(17,18,19,20).  

Clinical presentations: 

A person who has a diagnosis of GAD has high levels of anxiety and worry at least six 

months, occurring on more days than not(7).  Excessive worry was specified as the core 

symptom (21).  The symptoms are majorly divided into psychological, physical, and other 

impairment (22).   

Physiological symptoms  Excessive anxiety  
Worries that difficult to control  
Feeling keyed up or on edge  
Poor concentration or mind going blank  

Physical symptoms  Restlessness   
Fatigue, irritability  
Muscle tension, sleep disturbances  

Impairment Social, occupational, or other Poor coping abilities  

Diagnosis:  

ICD-10 criteria along these lines: 

 Fear: Concerns about unforeseen misfortune, a sense of unease, trouble focusing  

 Motor pressure: inability to relax, shaking, tension headaches, and restless wriggling  

 Autonomic hyperactivity: which manifests as dizziness, dry mouth, tachypnoea, 

tachycardia, light-headedness, sweating and epigastric discomfort (23).  

Treatment:  

Benzodiazepines:  

Benzodiazepines remain the most widely used medications for GAD. Benzodiazepines work 

by potentiating the effects of GABAA receptors, which are inhibitory, via the entry of 

chloride ions into the cell (24). The cell is then hyperpolarized, reducing its ability to generate 

an action potential. Although some of the benzodiazepines have more data supporting their 

use in treating the anxiety disorders (e.g., clonazepam, diazepam, lorazepam, and 

alprazolam), as a class the benzodiazepines have roughly equivalent efficacy for anxiety. 

Monotherapy with benzodiazepines is thus contraindicated in the presence of depression. 
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Benzodiazepines are favoured for their rapid actions, but they may cause undesirable side 

effects. The most common are sedation, motor impairment. Memory problems, and other 

cognitive impairment (25,26,27,22).  

Antidepressants:  

Tricyclic antidepressants are least as effective as benzodiazepines in treatment of GAD (28).  

tricyclics have a greater impact on the psychic symptoms rather than somatic symptoms (29). 

The most common side effects of tricyclics are anticholinergic effects (dry mouth, blurred 

vision, and constipation), hypotension, edema, sexual side effects. Tricyclics are no longer 

considered first line pharmacotherapy for the anxiety disorders (30,31.22). 

Selective serotonin reuptake inhibitors:  

These became the first line options for pharmacotherapy for GAD as well as other anxiety 

disorders because of their tolerability and safety profiles. Paroxetine has been found to be 

safe and effective in several large treatment trials. Paroxetine has Food and Drug 

Administration (FDA) approval for GAD. The longer-term use of SSRIs for GAD may also 

result in improvement in some temperament and character variables such as self-directedness 

and cooperativeness. SSRIs are commonly recommended as the first line treatment for 

anxiety disorders. Treatment can be benefited from the combination of an SSRI and 

benzodiazepines (32,33.22).  

Non-pharmacological: 

Nonpharmacologic treatments for GAD include physical activity, meditation, alleviating 

stress, psychotherapy, short-term relaxation, or psychological education.  Psychoeducation 

provides knowledge on the origin and management of GAD (22). The term cognitive 

behavioral therapy (CBT) can be seen as umbrella term, generally used to refer a group of 

related therapies that have theoretical basis in behavioristic learning and cognitive 

psychology (34,35). CBT fundamentally aims to ameliorate GAD symptoms, which stem from 

habitual, inflexible, and spiraling systems of interaction between somatic, cognitive and 

emotional responses to appraised threats (36). CBT has 10 sessions (37). As with most CBT 

protocols the first few sessions of treatment are devoted to psychoeducation (38). GAD is a 

chronic disorder with out of control worry as a defining characteristic and is associated with 

significant impairment. While metanalysis have shown CBT to be effective treatment for 

GAD. CBT has many types of models (39,40). 

Quality of life 

It is often said that the cost of human suffering cannot be measured (41). This concept 

developed in the social sciences was first applied on cancer treatment patients, later on the 

concept of quality of life (QOL) was applied to compare several antihypertensive medications 
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in terms of functioning, well-being, and life satisfaction (1,42). The term QOL is the degree to 

which the experience of an individual’s life satisfies that individual’s wants and needs both 

physical and psychological (43). The world health organization (WHO) defines QOL as an 

individual purpose-aligned cultural and value system by which a person lives, relative to their 

aims, hopes, living standards and interests (44). The HAM- is still used by doctors even though 

it was one of the first anxiety assessment scales to be published. Max Hamilton released it in 

1959 with a clinical focus. This scale, which is computed for those who are "already 

diagnosed with anxiety neurosis," is regarded as a clinical rating of the severity of anxiety. 

The scale's 14 items are designed to measure the intensity of a care seekers anxiety. Each pair 

of symptoms 14 things are graded on an index of zero to four for each of it, whereas 4 is the 

most severe. An exhaustive score that indicates a person's level of anxiety is calculated using 

all of these scores. Each item is graded from 0 (not present) to 1 (minor), 2 (medium), 3 

(serious), and 4 (critical) (45,46,47). WHOQOL-BREF collaborated with fifteen international 

field centres to develop the WHOQOL100 in an effort to develop a QOL analysis that would 

be applicable across cultural borders. The creation of this has been extensively covered by the 

group. This article provides a conceptual framework for the definition of quality of life and 

details the development of this scale, a streamlined version of the WHOQOL-100. Included 

are scoring rules, potential uses for this shortened WHOQOL form, and a generic English 

language version of this scale. 

The scale contains 26 questions. These questions are grouped into four domains that 

represents various aspects of QOL (48,49,50). 

METHOD 

This study is a cross-sectional observational study, which is conducted in a tertiary care 

hospital, Karimnagar. The study includes 120 patients. The present study was conducted for a 

duration of 6 months from July to December, 2024.  

Inclusion criteria:  

 Individuals aged 18-60 years.  

 Patients diagnosed as GAD and including other psychiatric disorders.  

 Patients ready to provide consent.  

Exclusion criteria: 

 Patients unwilling to permit the consent  

 Pregnancy and lactating women  

 Patients below age 18 Patients above age 60.  

Study procedure: 
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A Data collection form is designed to collect the data which includes patient demographics. 

The intensity of anxiety will be assessed through the use of HAM-A scale and scoring will be 

based on the standards of the scale providing the outcomes as either mild/ moderate/ severe/ 

very severe.  

Quality of life of patients will be estimated by using WHOQOL-BREF which comprises 4 

domains to depict the quality status of patients with GAD.  

Source of data:  

All the relevant and necessary data will be collected from: 

 Patient interview.  

 Patient prescription.  

 Patient past medical history  

 Patient family history 

RESULTS AND DISCUSSION 

A total of 120 patients included in this study 40% were males and 60% were females. Based 

on the age people aged between 20-30 years (37.5%) were most affected. Based on marital 

status married people most affected (79 (65.8%). Based on socioeconomic status upper 

middle were most affected 49 (40.8%).   

Table 1: Data based on gender: 

Gender  No. Of patients  Percentage  
Male 48  40%  
Female 72  60% 

 

Figure 1: Graphical representation of data based on gender 

Table 2: Data based on HAM-A: 

Severity Total number Percentage 
Mild 20 17% 
Moderate 40 33% 
Severe 24 20% 
Very severe 36 30% 
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Figure 2: Graphical representation of data based on HAM-A 

Table 3: Data based on WHOQOL-BREF: 

Domain Total Percentage% 
Physical 34 28% 
Psychological 38 32% 
Social 30 25% 
Environmental 18 15% 

 

Figure 3: Graphical representation of data based on WHOQOL-BREF 

Table 4: Data based on correlation between ham-a and WHOQOL-BREF:  

Severity  Physical  Psychological  Social       Environmental  Total  Percentage  
Mild  7 4  5  4  20  16.6%  
Moderate  14  8  11  9  42  35%  
Severe 5  6  5  2  18  15%  
 Very   Severe  7  18  13  2  40  33%  
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Figure 4: Graphical representation of data based on correlation between HAM-A and 

WHOWOL-BREF 

From 120 patients, in physical domain patients with mild anxiety were 7, moderate anxiety 

were 14, severe were 5 whereas very severe anxiety were 7. In psychological domain, mild 

anxiety patients were 4, moderate anxiety were 8, severe anxiety were 6 whereas patients 

with very severe anxiety were 18. In social domain, patients with mild anxiety were 5, 

moderate anxiety were 11, severe anxiety were 5 and with very severe anxiety were 13. In 

environmental domain, patients with mild anxiety were 4, moderate anxiety were 9, severe 

anxiety were 2 with very severe anxiety were 2. 

DISCUSSION: 

Generalized Anxiety Disorder is identified by unmanageable solicitude which will remain 

more than 6 months. The solicitude should have to be related with not less than 3 of the 6 

indications. This study describes quality of life in GAD patients and finding correlation 

between HAM-A and WHOQOL-BREF.  

This study was conducted by taking 120 samples of GAD. This study estimates QOL and 

severity of anxiety based on WHOQOL-BREF and HAM-A. Out of patients, the data 

collected based on age and gender. Based on age in which of patients are aged between 20-40 

years (71%) were more affected than other age groups. Based on gender in which females 72 

(60%) were more affected than males 48 (40%). This parameter is parallel to the study 

performed by Prashanth Bora et al., 2021, in which they have taken 53 patients with GAD in 

which patients aged between 18-34 years 34 (61%) were more affected than patients aged 35-

50 years 14 (35.8%).  

Based on gender females 28 (52.2%) were more affected than males 25 (47.1%).  

From our study majority of the patients were having moderate anxiety 40 (33.3%) when 

compared to other anxiety levels. This study almost comparable to the study carried out by 
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Khalid Osman Mohamad et al., 2024, they came to conclusion that majority of medical 

students were having moderate anxiety levels 41.2%.  

From our study most of the subjects were having incapacity in quality of life in physical 

domain 34 (28.3%), and psychological domain 38 (31.6%), when compared to other domains. 

This study was similar to the Marian Freidl et al., 2022 and Farzad Ghaderi et al., 2022.  

Patients from this study has significant correlation between HAM-A and WHOQOL-BREF 

shows that mild-moderate anxiety primarily affects the psychological domain while sever 

everya severe anxiety significantly impacts the psychological domain. This Results were 

corresponding to the study conducted by the Taylor et al., 2021, they concluded that 

enhanced anxiety symptoms severity is associated with lower QOL.  

CONCLUSION:   

This study included 120 patients with GAD predominantly affects young adults aged between 

20-30 years and females being more impacted than males. Based on severity of anxiety by 

HAM-A, most patients exhibited very severe anxiety levels. Based on WHOQOL-BREF, 

majority of the patients having impairment in psychological domain when compared to other 

domains. The correlation between HAM-A and WHOQOL-BREF shows that mild-moderate 

anxiety primarily affects the physical domain, while severe-very severe anxiety significantly 

impacts the psychological domain. This study highlights the significance of both physical, 

psychological aspects in the management of GAD to prevent further complications and 

improve overall quality of life. 
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