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The Prevalence of Generalized Anxiety
Disorder and Comorbidity Among
Psychiatric Outpatients
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SUMMARY

Objective: In this study, we aimed to investigate
the prevalence, association with sociodemographic
characteristics, and comorbidity with other anxiety and
depressive disorders of generalized anxiety disorder (GAD)
among a sample of psychiatric outpatients.

Method: In the first phase of the study, an outpatient
psychiatry clinic physician interviewed 950 consecutive
patients who presented to the psychiatric outpatient clinic
of a university hospital using the GAD module of the CIDI
(Composite International Diagnostic Interview, version 2.1)
during a 4-month period. The 99 patients diagnosed with
GAD in the first phase were referred to the research physician
for further evaluation. In the second phase, patients were
interviewed by using CIDI anxiety and mood disorder (major
depression, dysthymic disorder) modules. In this way,
12-month additional diagnoses were examined, and the
diagnosis of GAD was confirmed. One patient was excluded
for not meeting the GAD criteria during reexamination by the
researcher physician.

Results: Ninety-eight patients (10.3%) met DSM-IV criteria
for GAD and 89 (90.8%) of the cases had either a comorbid
depressive disorder or an anxiety disorder. The rates of
comorbidity with any of the depressive or anxiety disorders
were 84.7% and 56.1%, respectively. The most common
comorbid diagnosis was major depression (83.7%). The
most common anxiety disorders were social phobia (30.6%),
obsessive-compulsive disorder (OCD) (19.4%), and specific
phobia (17.4%). The prevalence of GAD was significantly
higher in women, married individuals, housewives, non-
working young women, subjects with a history of medical
illness, and those with a low educational level.

Conclusion: Our results show that among psychiatric
outpatients, GAD has a high comorbidity rate with depressive
and other anxiety disorders, and it is associated with some
sociodemographic characteristics, such as gender, marital
status, employment status, and educational level.
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INTRODUCTION

General anxiety disorder (GAD) is a highly
prevalent and important psychiatric disorder. The
point prevalence of GAD was reported as 2%-3%
and lifetime prevalence was reported to be ap-
proximately 5% (Kessler et al., 1994; Faravelli et
al., 1989; Wittchen and Hoyer, 2001). In the Turk-
ish Mental Health Profile Research Study, the 12-
month prevalence of GAD was 0.7% (Kilig, 1998).
In addition, the prevalence of GAD in primary care
patients who complain of anxiety problems is 22%
(Wittchen, 2002).

Field studies point out that the majority of GAD
patients have an additional diagnosis. In the Na-
tional Comorbidity Survey (NCS), current comor-
bidity of psychiatric disorders in GAD was found
to be 66.3% and lifetime comorbidity was 90.4%
(Wittchen et al., 1994). Garyfallos et al. (1999)
reported theese comorbidity rates in patients who
had presented to a psychiatry outpatient clinic to
be 65% and 78%, respectively. The most common
comorbid disorders in GAD are major depression,
dysthymic disorder, social phobia, and simple pho-
bia (Wittchen et al., 1994).

Despite how common it is, GAD is under-rec-
ognized in clinical practice (Stahl, 2000). Although
it has been suggested that this is a result of psy-
chiatrists focusing on major depression, which is
frequently comorbid with GAD (Zimmerman and
Chelminski, 2003), the number of studies on the
prevalence and comorbidity of GAD in outpatients
is insufficient. To the best of our knowledge, there



are no studies on the prevalence of GAD in psychi-
atric outpatients in Turkey. Increasing the related
body of knowledge can result in better diagnosis
and treatment of psychiatric outpatients in Turkey.
In this study, we aimed to investigate the preva-
lence of GAD, its association with sociodemo-
graphic variables, and its comorbidity with other
anxiety and depressive disorders among a sample
of psychiatric outpatients.

METHOD
Sample

The study was carried out in Selguk University
Meram Medical Faculty, Psychiatric Outpatient
Clinic In Konya, Turkey. The study was designed
to include 1000 patients who present to the psychi-
atric outpatient clinic, without differentiating their
treatment conditions; however, 950 patients who
consecutively presented to the clinic between May
and September 2002 were accepted as sufficient.
Patients who were younger than 16 years old were
excluded from the study. There were no other ex-
clusion criteria.

Data collection tools

Patients filled out a sociodemographic form.
The diagnoses of psychiatric disorders were deter-
mined using the depressive disorders and anxiety
disorders modules of the 12-month, CIDI version
2.1 (Composite International Diagnostic Inter-
view) (World Health Organization, 1997).

CIDI is a structured interview form developed
according to the diagnostic criteria of the Ameri-
can Psychiatric Association’s Diagnostic and
Statistical Manual of Mental Disorders (DSM-
IV) and the World Health Organization’s Interna-
tional Classification of Diseases (ICD-10). CIDI
was developed as a common project of the World
Health Organization (WHO) and United States of
America Alcohol and Substance Dependency and
Mental Health Department. CIDI is designed for
adults and can only be administered by clinicians
who are appropriately trained. Although the form
can be used for individuals with varying levels of
education, cultural backgrounds, and intelligence
levels, it is not appropriate for individuals with
highly disordered cognitive functions. The valid-
ity and reliability of CIDI in different cultures has
been demonstrated (Wittchen et al.1991). The 2.1
version of CIDI used in this study covers 17 diag-
nostic domains. The scale was adapted into Turk-

ish by Kilig and G6giis (1997) and has been used in
various research studies in Turkey (Rezaki, 1995;
Kirpinar et al., 1997; Erol et al., 1998).

Converting CIDI findings to a psychiatric di-
agnosis is done with a computer using algorithms.
The data entry program suggested by WHO (Data
Entry Program Version 3.0, Pfister, Hildegard,
Max Planck Institute for Psychiatry Munich) was
used in the present study and data were converted
into SPSS (Statistical Package for the Social Sci-
ences) format with an assistant computer program
suggested by WHO. For determining the diagno-
ses, the 2.1 version of the DSM-IV algorithm for
CIDI 2.1, suggested by WHO was used.

The sociodemographic form, which was devel-
oped by the researchers, included questions about
patient age, marital status, education level, profes-
sion, and history of physical illness.

Procedure

In the first phase of the study, the physician of
the outpatient psychiatric clinic interviewed 950
consecutive patients who presented to the clinic
using the GAD module of CIDI 2.1. Patients di-
agnosed to have had GAD for the last 12 months
were referred to the research physician for further
evaluation. In the second phase, patients were
interviewed using CIDI anxiety and depressive
(major depression, dysthymic disorder) disorders
modules. In this way, 12-month additional diagno-
ses were examined, and the diagnosis of GAD was
confirmed. Although 2 different clinicians worked
on each of the 2 phases, only one clinician was
responsible for each phase. One out of 99 patients
who met GAD diagnostic criteria in the pre-evalu-
ation phase was excluded from the study, because
he did not meet GAD criteria during reexamina-
tion by the research physician.

The sociodemographic form was administered
to all patients with a GAD diagnosis. In addition,
the sociodemographic form was administered to
372 patients without GAD who consecutively pre-
sented to the clinic and formed the control group.

Statistical Analysis

After saving the CIDI data with the appropri-
ate data entry program, diagnoses were made
with DSM-IV diagnostic criteria using the SPSS
algorithm. In the comparison of the GAD group
and control group, t-test was used for numeric
variables, and for categorical variables (gender,
marital status, educational level, profession, socio-



Table I. The Sociodemographic Characteristics of Patients with Generalized Anxiety Disorder (GAD) and Patients Without GAD in the First

2 Months
Patients with GAD Patients without
diagnosis GAD diagnosis
S=60 S=372
S % S %
Gender*
Women 49 81.7 233 62.6
Marital Status®
Married 49 81.7 233 62.6
Single 8 13.3 121 30.4
Widow 3 5.0 21 5.7
Lives separated - - 5 1.3
Education®
Illiterate 4 6.7 12 32
Literate and primary school graduate 35 58.3 141 37.9
High school or college graduate 16 26.2 155 41.7
University graduate 5 8.3 64 17.2
Profession!
Housewife 40 66.7 143 38.4
Working 11 18.3 144 38.7
Retired 2 33 14 3.8
Non-working young woman 7 11.7 29 7.8
Student - - 40 10.8
Unemployed - - 2 0.5
Economic status®
Low 4 6.7 47 12.7
Medium 49 81.7 262 70.4
Good 7 11.6 63 16.9
History of physical illness"
Yes 12 20.0 38 10.2
No 48 80.0 334 89.8
w?=8.25, P=10.003 42 =23.43,P=10.000
52 =9.07,P=0.028 o =3.35P=0.187
ox*=12.43, P=0.006 > =4.83,P=0.047

economic status, and physical illness history), chi-

square test was used.

FINDINGS

Of the 950 patients who admitted consecutively

during a 4-month period, 98 (10.%3) had GAD ac-
cording to DSM-IV criteria. The mean age of the
GAD patients (37.7 = 11.1 years) was significantly
higher than other outpatients’ mean age (34.7 +
11.4 years) (t = 2.40, P = 0.017). During the 4-



Table II. The Distribution of Comorbid Depressive and Other Anxiety Disorders in GAD Outpatients

Additional psychiatric diagnosis s %
Any depressive disorder 83 84.7
Major depression 82 83.7
Dysthymic disorder 3 3.1
Any other anxiety disorders 55 56.1
Social phobia 30 30.6
Obsessive compulsive disorder 19 19.4
Specific phobia 17 17.4
Panic disorder 8 8.2
Post traumatic stress disorder 3 3.1
1 additional diagnosis 37 37.8
2 additional diagnoses 37 37.8
3 or more additional diagnoses 15 153

month period, the prevalence of GAD was found to
be significantly higher in women than men (12.8%
vs. 6%, x> = 8.70, P=0.003).

During the 2-month period when the GAD pa-
tients were compared to the controls, the preva-
lence of GAD was significantly higher in married
patients when compared to single patients (17.4%
vs. 6.6%, x> = 9.07, P = 0.028), higher in house-
wives and unworking young women compared to
working subjects (21.9% and 19.4% vs 7.1%, ¥*
= 23.43, P = 0.000), higher in patients with past
histories of a physical disorder when compared to
patients without such histories (24% vs. 12.6%, y*
=4.83, P=0.047), and higher in illiterate and liter-
ate or primary school graduates compared to high
school and university graduates (25% and 19.9%
vs. 9.4% and 7.2%, respectively, x> = 12.43, P =
0.006). There was no significant relationship be-
tween economic status and the prevalence of GAD
(P =0.187). The sociodemographic characteristics
of GAD patients and the controls, recorded during
the 2-month period, are presented in Table 1.

The rate of comorbid diagnoses of depressive
or anxiety disorders in GAD patients (s = 98) in
12 months was 90.8% (n = 89). The number of co-
morbid diagnoses in patients was as follows: one
additional diagnosis in 37 patients (37.8%); 2 addi-
tional diagnoses in 37 patients (37.8%); 3 or more
additional diagnoses in 15 (15.3%) patients. An

additional diagnosis of any anxiety disorder was
found in 56.1% of the patients and the most preva-
lent were social phobia (30.6%), obsessive compul-
sive disorder (OCD) (19.4%), and specific phobia
(17.4%). Panic disorder (8.2%) and post-traumatic
stress disorder were (PTSB) (3.1%) relatively rare.
The comorbidity of any depressive disorder, major
depressive disorder, and dysthymic disorder was
84.7%, 83.7%, and 3.1%, respectively (Table II).
Although 30 (30.6%) of the GAD patients met the
criteria for dysthymic disorder, they were not diag-
nosed as such because they had a major depression
at the same time. There were no significant dif-
ferences in terms of sociodemographics between
patients with a comorbid depressive or anxiety dis-
order and those without (Table III).

It was found that GAD was the primary dis-
order in 48 (53.9%) of 89 patients with comorbid
disorders, that it had started in the same year with
the comorbid disorders in 7 (7.9%) of the remain-
ing 41 patients, and started after the onset of the
additional diagnosis in 34 (38.2%) patients. When
found with other anxiety disorders, GAD was
the primary diagnosis in 34.7% (n=17) of the pa-
tients. This rate was 73.5% (n=61) in depressive
disorders and GAD developed after the onset of
depressive disorders only in 12% (n=10) of the pa-
tients. The age of onset of GAD was 32.0 + 10.0
years and the onset of specific phobia (23.1+12.0



Table III. Sociodemographic Characteristics of GAD Patients with An Additional Diagnosis and GAD Patients Without An Additional
Diagnosis

Additional diagnosis Additional diagnosis
S==9 S=289
s % s %
Age?, mean + SD 37.3+10.9 41.6+12.5
Age of Onset’, mean+SD 31.7+10.4 34.7£9.9
e 8 88.9 69 77.5
Marital Status?
Married 9 100.0 71 79.8
Single - - 11 12.3
Widow - - 7 7.9
Lives alone - - - -
E i st 1 1.1 5 56
Literate and primary school graduate 5 55.6 51 57.3
High school or college graduate 3 333 24 27.0
University graduate - - 9 10.1
Profession’
Housewife 8 88.9 57 64.0
Working 1 11.1 20 22.5
Retired - - 2 2.2
Non working young woman - - 8 9.0
Student - - 2 22
Unemployed - - - -
st 2 22 14 15.7
Medium 5 55.6 68 76.4
Good 2 222 7 7.9
H%%c;ry of physical illness" 5 o 19 o
No 7 79.8 70 78.7

“t=1.11,P=0.267
ot =0.80, P = 0.421

o2 = 0.62, P=0.429
92 =223 P=0328
of=1.43,P=0.697
2 =2.46,P=0.651
92 =2.52, P=0283
2 =0.01,P=0.951

years), social phobia (23.6+11.8 years), and OCD  was restlessness (98%) and being easily fatigued
(25.8+10.0 years) was at a younger age than GAD  (96.9%; —irritability (90.8%), difficulty concen-
(Table 1V). trating, (90.8%), hypervigilance (85.7%), muscle

: o : o )
The most frequent symptom in GAD patients tension (81.6%), trembling (75.5%), sweating



Table IV. The Mean Age of Onset of GAD and Additional Depressive and Other Anxiety Disorders in GAD Outpatients.

Psychiatric disorder

Age of onset

(mean + SD) Min.-Max.
GAD 32.0+10.0 14-55
Major depression 35.6+10.8 17-60
Dysthymic disorder 34.7+10.0 17-50
OCD 25.8+10.0 1341
Post traumatic stress disorder 41.5+0.7 41-42
Panic disorder 37.5+9.6 21-49
Social phobia 23.6+11.8 7-45
Specific phobia 23.1+£12.0 9-45

(74.5%), sleep disturbance (72.4%), palpitations
(68.4%), and dry mouth (64.3%) were the other
frequently seen symptoms.

DISCUSSION

The findings of our study showed that 10.3%
of 950 consecutive patients who presented to a
university hospital psychiatric outpatient clinic
during a 4-month period had GAD. There are few
studies on the prevalence of GAD in psychiatric
patients. The prevalence of GAD in psychiatric
outpatients was reported to be 5.6% by Garyfal-
los et al. (1999), 23% by Lepine et al. (1989), and
15% by Rouillon et al. Saxena et al. (1988) found
GAD in 11.45% of the patients who presented to
psychiatric outpatient clinic with physical symp-
toms. However, in these studies, GAD rates were
determined according to DSM-III-R diagnostic
criteria, and structured interviews, such as CIDI,
were not used.

Socio-demographic characteristics:

Many studies found that GAD is twice as
prevalent in women as in men (Keller et al., 2002;
Wittchen et al., 1994; Wittchen and Hoyer, 2001).
The prevalence rate of 12.8% in women and 6% in
men found in our study supports these findings.

It was reported that GAD generally starts in the
late 20s, and that its severity increases with age
and is more prevalent in the elderly (Wittchen et
al., 1994; Carter et al., 2001; Kessler et al., 2001;
Wittchen, 2002). The mean age of our study group

was 35.3 £ 11.4 years, whereas it was 37.7 £ 10.0
years for GAD patients. The mean age of onset of
GAD was 32.0 £ 10.0 years. Our findings there-
fore support previous findings that this disorder is
more prevalent among middle-aged individuals.
Field studies show that GAD is more prevalent
in divorced individuals, widows, and individu-
als who live alone (Wittchen et al., 1994). In our
study, GAD was significantly higher in marred
individuals when compared to singles. The major-
ity of married individuals in our study with GAD
were housewives. Different from previous field
studies, the ratio of housewives was high in our
sample; therefore, the high prevalence of GAD in
housewives was clearly seen. As the number of
widows and divorcees were small in our sample,
this may have impacted the findings. Wittchen et
al. (1994) also described unemployment and be-
ing a housewife as risk factors. Some researchers
have suggested that since the percentage of house-
wives in the overall GAD patient group doesn’t
exceed 25%, GAD is not a disorder that is unique
to housewives (Wittchen and Hoyer, 2001). When
the finding that 2/3 of the patients in our study
with GAD were housewives is considered, it can
be suggested that the prevalence of GAD is high
among housewives.

In addition, GAD being more prevalent in
housewives is in line with the finding that they
have more psychological problems than married
women who work (Cilli et al., 1997). The signif-
icantly higher rate of GAD we observed in non-



working women can be explained in the same way.
Housewives taking on more responsibility for
children and housework than their husbands do,
and the idea that divorce is not acceptable despite
problematic relationships might be the underlying
reasons for the prevalence GAD.

Field studies reported that there is no signifi-
cant relationship between education level and
GAD, and that GAD is more prevalent in low so-
cio-economic status individuals (Wittchen et al.,
1994; Hidalgo and Davidson, 2001). GAD patients
with low socio-economic status were also reported
to have a poor quality of life (Jones et al., 2001).
Some researchers proposed that sociodemographic
variables, except gender, are not factors that con-
tribute to GAD (Kessler et al., 2001). In our study,
GAD was not related to income level, but was re-
lated to education level.

Previous research showed that GAD is more
prevalent in individuals with medical problems
(Hidalgo and Davidson, 2001). Horfield et al.
(1994) found a prevalence rate of 29% in patients
who presented to a hospital outpatient clinic with
any complaint. We found a significant relation-
ship between physical complaints and GAD, but
comorbidity of GAD with physical disorders was
not examined in detail.

GAD and additional diagnoses

Studies have shown that axis I disorders, espe-
cially mood disorders and other anxiety disorders,
are frequently seen with GAD (Hidalgo and David-
son, 2001). Brawman-Mintzer et al. (1993) found
that 74% of GAD patients had a lifetime diagnosis
of another psychiatric disorder and, similar to our
findings, they reported and additional diagnosis in
37.2% of the study’s patients, 2 additional diagno-
ses in 20% of the patients, and 3 or more in 17%.
Carter et al. (2001) reported that the frequency
of one-year comorbid psychiatric disorders was
93.1%. In other studies, the rates of current and
lifetime comorbid diagnoses were reported to be
65%-66.3% and 78%-90.4%, respectively (Gary-
fallos et al., 1999; Wittchen et al., 1994). The ma-
jority of the GAD patients (90.8%) in the present
study had an additional depressive or anxiety dis-
order diagnosis. Previous studies have reported a
significant increase in help-seeking behavior when
GAD is comorbid with depressive and anxiety dis-
orders (Kessler et al., 2000). High rates of addi-
tional diagnoses in our study could be due to this
condition.

In the present study, we found that in 34.7% of
the patients, the onset of GAD occured before a co-
morbid anxiety disorder, in 73.5%, of the patients
GAD’s onset was before a comorbid depressive
disorder, social phobia, whereas the onset of sim-
ple phobia and OCD was earlier when compared
to GAD. Our findings are compatible with other
reports in the literature that social phobia and spe-
cific phobia start earlier than GAD, that dysthymic
disorder, major depression, and panic disorder co-
morbid diagnoses follow the onset of GAD (Gary-
fallos et al., 1999; Brawman-Mintzer et al., 1993),
and that depressive disorders develop secondary to
GAD in 50% of the cases (Carter et al., 2001; Fava
et al., 2000). On the other hand, in our study,, the
age of onset of major depression, panic disorder,
phobic disorders, and PTSD comorbid diagnoses
were found to be later than the age of onset re-
ported in the related literature (Burke et al., 1990;
Brawman-Mintzer et al., 1993; Garyfallos et al.,
1999).

GAD and depressive disorders

Garyfallos et al. (1999) reported lifetime ad-
ditional diagnosis rates of any mood disorder and
major depression secondary to GAD as 51% and
23%, respectively. Carter et al. (2001) found the
one-year rates of the same additional diagnoses to
be 0.6% and 59%, respectively. In the NCS study,
major depression was comorbid in 62.4% of the
cases (Wittchen et al., 1994). The rates of any de-
pressive disorder (84.7%) and major depression
(83.7%) found in our study were higher than the
rates in previous studies. This finding implies that
in our study population problems became more
visible, especially when major depression was co-
morbid, and this increased help-seeking behavior.

As a result of the increase of the duration of
symptoms criteria for GAD to 6 months in DSM-
III-R, it was observed that there is a diagnostic
overlapping of major depression and GAD, and
the majority of the patients diagnosed with depres-
sion also meet GAD criteria. Although this situa-
tion raises suspicions in terms of diagnosis, it was
found that anxiety symptoms that occur during
depressive episodes are symptoms of depression
rather than a distinct anxiety disorder (Breslau and
Davis, 1985; Coryell et al., 1992). Despite close in-
teractions between GAD and depression, research-
ers believe that these are 2 separate diagnoses.
While symptoms such as autonomic hyperactivity,
muscle tension, tension pains, and agitation are re-
lated to GAD, loss of interest, apathy, retardation,



hopelessness, and withdrawal are more character-
istic of depression. In addition, fatigue, dysphoria,
irritability, and sleep disorder are visible in both
disorders. Patients who have a comorbid depres-
sion secondary to GAD display more severe symp-
toms and disturbances in social functioning. (Pic-
cinelli, 1998).

Dysthymic disorder is another frequently seen
depressive disorder in GAD patients. Current,
one-year and l,ifetime comorbidity of dysthymic
disorder with GAD was reported to be 21%-22%,
36.2% and 21-39.5%, in the several studies, re-
spectively (Wittchen et al., 1994; Garyfallos et al.,
1999; Carter et al., 2001). The rate of 3.1% found
in our study is very low when compared to other
studies. Thirty patients (30.6%) were diagnosed
with major depression although they had met the
criteria for both dysthymia and major depression.
This can be explained by the higher rate of major
depression findings in our study in comparison to
other studies in the literature.

GAD and other anxiety disorders

In our study, we found that other anxiety disor-
ders accompanied GAD in 56.1% of the patients.
This percentage is higher than reported by Garyfal-
los et al. (1999) in psychiatric outpatients (31%),
and nearly the same as the percentage reported
by Carter et al. (2001) in the general population
(55.9%).

Similar to our finding (30.6%), the comorbid-
ity of social phobia and GAD in field studies was
28.9% one-year (Carter et al., 2001) and 34.4%
lifetime (Wittchen et al., 1994). Garyfallos et al.
(1999) reported that the lifetime prevalence of this
additional diagnosis was 14%, and this low per-
centage might be due to negative effects of social
phobia in help-seeking behavior of GAD patients.
Our findings do not support this idea.

The comorbidity of panic disorder and GAD in
previous studies was 21.5% (yearly) (Carter et al.,
2001) and 23.5%-27% lifetime (Wittchen et al.,
1994; Garyfallos et al.,1999). This ratio was found
to be lower in our study, 8.2%. Some research-
ers suggested that GAD represents the prodromal
phase of panic disorder (Garvey et al., 1988). Fava
etal. (1992) demonstrated the existence of general-
ized anxiety among prodromal symptoms in panic
disorder, and the persistence of GAD symptoms
after panic episodes (Katon et al., 1987; Hoehn-
Saric, 1982) supports this hypothesis. The low per-
centage of additional panic disorder diagnoses in

our study suggests that psychiatric presentation of
GAD patients with panic disorder are fewer than in
other countires.

The percentage of additional OCD diagnoses in
our study (19%) was higher than that of patients
who presented to an outpatient clinic (6%) (Gary-
fallos et al.,1999) and in the general population
(10%) (Carter et al., 2001). When the fact that the
12-month prevalence rate of OCD (3.0%) in Konya
where the present study was conducted (Cilli et
al.2004), was higher than in other countries (1.0%-
1.6%) (Kessler et al., 2005; Karno et al., 1988) is
considered, it can be hypothesized that this differ-
ence might reflect a higher rate of additional OCD
diagnoses. Although the diagnostic criteria of other
anxiety disorders were only recently defined, OCD
had always been defined clearly, and researchers
compared various characteristics of OCD with
GAD. The relationship between OCD and GAD
was attributed to genetic, psychopathological, and
clinical characteristics. The prevalence of GAD
was reported to be higher in the relatives of OCD
patients compared to healthy controls (Black et
al., 1995). The similar characteristics of worrying
in GAD and obsessional symptoms in OCD have
been emphasized .Both symptoms are repetitive,
hard to control, and both are oriented towards a
coming threat. It was suggested that GAD repre-
sents a cognitive variance of obsessional checking.
(Tallis and De Silva, 1992). In a study, compulsive
controlling behavior in GAD patients was found to
be higher than expected and it was concluded that
there was a significant relationship between com-
pulsive behavior (especially controlling behavior)
and worrying, which is the predominant character-
istic of GAD (Schut et al., 2001).

The main limitations of this study are that it
was conducted in a university hospital, recruited
outpatients, lacked a control group for the compar-
ison of additional diagnoses, it didn’t assess addi-
tional diagnoses other than depressive and anxiety
disorders, did not include some sociodemographic
variables, such as stress factors and quality of life,
and was limited to the assessment of comorbidity
of GAD and medical disorders.

In conclusion, GAD was relatively common in
patients who presented to a university psychiatry
outpatient clinic and displayed a high comorbidity
with depressive and anxiety disorders. In addition,
the high percentage of additional diagnoses may
lead to the under-recognition and under-treatment
of GAD in clinical practice.
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