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Generalized Anxiety Disorder (GAD) is a prevalent condition and a significant cause of mental disability and poor quality of life. People with GAD have chronic worrying, restlessness, and discrimination from the general public; Little is known about the stigmatizing attitudes toward people with GAD among Syrian students. The questionnaires contained demographic data about age, gender, social status, personal stigma toward GAD scale, perceived stigma toward GAD scale, social distance with those with GAD, the participants' usual source of their knowledge about GAD, helpful interventions, and supporting information. A total of 1,370 replies were collected, but only 1,358 were used for analysis as 12 participants declined to complete the survey. About 44.1% of participants agreed that people with GAD could snap out of the problem, most of them being females (32.4% of the total population). Compared to medical students, more non-medical students (7.1% of the total population) believed that anxiety is a sign of personal weakness. This study demonstrated that Syrian college students showed a high level of stigmatizing and socially distancing attitudes toward people with GAD, particularly female and non-medical students.
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Introduction

Generalized Anxiety Disorder can be defined as excessive feelings of worrying, stress, restlessness, and anxiety about various things in daily life (1, 2). GAD is considered a chronic disabling mental illness whose patients are usually underdiagnosed and undertreated (3). It is a highly prevalent disease (4), affecting about 1–5% of the general population (5) and about 10% of children and adolescents (6). The 12-month prevalence of GAD among US adults aged 18–64 years is about 2.9–3.1%, respectively; the lifetime prevalence in women is 7.7–4.6% in men (7). European study shows that GAD affects about 2% of adults in Europe and represents 10% of all mental disorders seen in primary care (8). About 25% of GAD cases develop at 20 years of age, and 50% of cases have an onset between 20 and 47 years (9). Studies show a high prevalence of GAD among students (10, 11), particularly those working in the healthcare field, such as physicians, dentists, and nurses (12–14). Although the exact etiology of GAD is still unknown, studies show that its etiology is multifactorial, including genetic, environmental, and biological factors such as the disturbance of neurotransmitters (15). People with GAD usually suffer from a mixture of psychological and biological symptoms like persistent worrying and restlessness with difficulty in trolling this feeling or identifying the source of it, fatigue, sleep disturbance, concentration difficulties, muscle tension, and aches, GIT unexplained pains, and tachycardia (1, 7). Studies showed that individuals with GAD reported less satisfaction with their quality of life than non-anxious adults (16), with a higher risk of suicide (17). In addition, Students suffering from GAD also show an increased risk of suicide ideation, especially medical students (18). In cardiac and diabetic patients and those with pulmonary or neurological disease, GAD is associated with a higher risk of complications and lower adherence to treatment, indicating that GAD has a catastrophic impact on other medical conditions (19). These reasons explain the high mortality rate among GAD patients (20). GAD, like other mental illnesses, is associated with stigmatizing attitudes. Patients with GAD, either alone or comorbid with depression, have reported greater levels of self-stigma (21). Recent studies show a high prevalence of stigmatizing attitudes and discrimination among adolescents; Participants also said that levels of perceived stigma are higher than personal stigma (22). The literal meaning of the word “Stigma” is a scar but is now known as a mark of shame. In other words, when people stigmatize someone, they shame them and reject or exclude them from the social public due to abnormal behaviors or characteristics (23). When we talk about mental illness in general, we can define stigma as a negative social attitude toward mentally ill people resulting from a misconception about the true nature of mental illness (23, 24). Like any other mentally ill patient, people with GAD suffer from a double war; first, they fight against their chronic worrying and restlessness, which affect them in a bad manner both psychologically and physiologically. Second, they fight against discriminative and stigmatizing attitudes from the general public. These attitudes make them feel shy and lonely, causing them to isolate themselves away from others. Self-stigma is the sensation of shame that a mentally ill patient has about himself/herself. At the same time, public stigma is the disparaging attitude of the general public toward those with mental illness (25). Studies have reported high stigmatizing attitudes among the population toward those with mental illness (26). The general public stigmatizes attitudes such as avoidance, isolation, and hostile behaviors arising from their beliefs that those with mental illness are dangerous and responsible for their behaviors (27). Stigma is highly prevalent, with most individuals with mental illness having reported stigma (28), not only those who are affected but also who are using services for mental health reasons, as shown by a Canadian study (27), WHO reported catastrophic effects of stigmatizing attitudes on family relationships and social exclusion (29). In addition to the previously mentioned dangerous consequences of stigma, another severe outcome is the patient's unwillingness to seek help. Studies show that about 70% of all mentally ill people receive no treatment due to their sensation of embarrassment from how others see them if they seek such help; this, in turn, causes their illness to deteriorate, which consequently affects their daily lives (30). As mentioned before, in addition to other mental illnesses, GAD is associated with a high mortality rate among affected people compared to other populations (31). Anti-stigma initiatives are held nowadays to face the stigma toward mental illness by correcting social concepts and spreading awareness about the danger of stigmatizing attitudes toward people and society (32).

Our study was designed to assess the prevalence of public stigma toward GAD, including personal and perceived stigma in a sample of Syrian students, and determine the reasons for these stigmata. We believe there are no current Syrian studies on this topic, and we do not have any previous data regarding the student population's GAD personal or perceived stigma. Therefore, we are holding this study to determine whether stigma is prevalent among Syrian students and assess the degree of stigmatizing attitudes and social distancing.



Methods

The study was a cross-sectional study. Data were collected from the Online Google Form published on social media from 18 th to 27 th March 2021. We have distributed the form to trusted social media groups to avoid invalid or incomplete data due to randomization. Inclusion criteria involve Syrian students aged 18 years or above, and respondents should be in studying status.

We attempted to distribute the online survey in all Syrian governorates (Damascus, Rif Dimashq, Aleppo, Daraa, Deir ez-Zor, Hama, AlHasakah, Qamishli, Homs, Idlib, Latakia, Quneitra, ArRaqqah, As-Suwayda, Tartous) in order to get representative findings for the whole population (Syrian University students). “https;//www.calculator.net/sample-size-calculator.html” was used to calculate the sample size. According to latest data from “manhom.com” website, the estimated Syrian University students was 671580 students in 2017. The required sample size appeared to be 384 participants. The sample size was calculated as the population proportion to be 50%, at the 95% confidence level with a 5% marginal error. The total of participants who completed the online questionnaire was 1358 participants, with 12 participants who refused to complete it.

To verify accuracy and that all respondents could comprehend the survey, 30 people were given the task of filling it out. After that, a pilot test with 50 participants was conducted to confirm the validity and reliability of the questionnaire. Cronbach's alpha values for the regions varied from 0.70 to 0.80, showing that the tools maintained outstanding internal consistency. To get the required data from the respondents, we employed the convenience and snowball strategies.


Measurements in the survey questionnaires

The questionnaires consisted of seven parts: the first part was a range of questions about demographic data like age, gender, and social status, the second part was questioned about personal stigma toward the GAD scale, and the third part included questions about perceived stigma toward GAD scale, the fourth part was closed-ended questions about social distance with those with GAD, the answers were Yes or No answers, the fifth part consists of questions about the participants' usual source of their knowledge about GAD like newspapers, TV or websites, the sixth part is concerned by helpfulness or intervention, this part is subdivided into four subgroups of a question with multiple answers, these subgroups are People who can help, Medications which can help, other interventions and help methods, the last part is concerned about supporting information, it includes three cases participants should answer to confirm their knowledge toward GAD in comparison to other mental illness.



GAD stigma scale

The GAD Stigma Scale contains personal stigma subscales (nine items) and perceived stigma subscales (nine items). The statements in each item of the two subscales are the same except for the subject of items. In the personal stigma subscales, respondents were asked about their attitude toward people with GAD symptoms described in the vignette (e.g., “People with GAD could snap out of it if they wanted”). In the perceived stigma subscales, respondents were asked their beliefs about most of the other people's attitudes toward people with GAD symptoms described in the vignette (e.g., “Most people believe that people with GAD could snap out of it if they wanted”). The response of each item was measured on a five-point scale ranging from “strongly agree” to “strongly disagree” (1). The Chinese scale has been widely used with good reliability and validity (2).



Social distance scale

The five-item short measurement of SDS was developed by (3) to measure the desire for social distancing from a person with mental illness. The Chinese version of the SDS was used to estimate the willingness to come into contact (such as live next door, marry into the family) with the person described in the vignette. The response of each item was measured on a four-point scale, which ranged from “definitely willing” to “definitely unwilling.” The reliability and validity of its Chinese version have been tested, and the results showed that all the indicators met the requirements of psychometrics.



Ethics statement

The ethics committee at Damascus University and Aleppo University approved the protocol in March 2021. The convenience sampling method was used in the present study. Considering the representativeness of the sample, this study randomly selected different classes by school, grade, and study major. The aim of the present study was explained in the questionnaires, and informed consent was obtained from all the respondents through a Yes or No question inside the questionnaire asking participants whether they agreed to answer this questionnaire or not. They were encouraged to independently analyze the vignette and answer several questions, including demographic information, GAD Stigma Scale, and social distance scale SDS. The survey contained a cover page stating that responses were anonymous and voluntary and would not impact the participants.



Statistical analysis

All data were analyzed by SPSS 22 and Excel. Descriptive statistics were applied for demographic data (percentage), stigma attitudes toward people with GAD (percentage frequencies and 95% CI), and social distance (percentage frequencies and 95% CI). The options of “agree” and “strongly agree” were combined into one option on the GAD Stigma Scale, and the options of “Yes” and “No” were combined into one option on the SDS. The combined options represent the positive and negative attitudes of the respondents. Mann-Whitney U and Kruskal-Wallis test assessed the significant difference in each item on the GAD Stigma Scale and SDS among different demographic variables (gender, major, educational level, and school level) in the proportion of agreement. The value of p was set at <0.05 for statistical significance.




Results


Baseline characteristics

One thousand three hundred sixty-six responses have been distributed, with 12 participants refusing to complete the survey. Overall, 1,358 responses we included for analysis. As shown in Table 1, the mean age of participants was 22.8 years, with 70% being females. Most of the participants are medical students (69.1%). Around one-third of the students (32.0%) have a job besides their studies. About two-thirds of the participants (65.2%) had a positive history of mental health disease, but only 4.5% were under current psychological treatment.


TABLE 1 Baseline characteristics of the participants.
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Personal stigma

Table 2 shows the differences between genders and medical and non-medical majors regarding the stigma attitudes toward the person with GAD. More females agreed that “The person could snap out of the problem” compared to males (32.4 vs. 12% of the total population, p < 0.05). More females (10.5% of the total population) and non-medical students (7.1% of the total population) believed that anxiety is a sign of personal weakness, compared to males and medical students, respectively. About a quarter of the population agreed that “Anxiety is not a real medical illness” (22.7%), with over half of them being medical students (11.5%). Regarding severe stigmatization, 11.8% of participants thought people with anxiety are dangerous. Over a quarter of the participants (25.4%) believed that people with this anxiety disorder are unpredictable, most of them being females (19.1% of the total population) compared to males (6.5% of the total population). More than one-fifth of participants (21.4%) will not tell anyone if they had the problem, and 9.2% will not employ someone with this problem.


TABLE 2 Percentage of participants who “agree” or “strongly agree” with personal stigma toward GAD patient scale statements.
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Perceived stigma

Differences between genders and medical and non-medical majors regarding the percentage of participants agreeing that others may have stigma attitudes toward people with GAD are shown in Table 3. Over half the participants (50.9%) thought that “Most people believe that people with anxiety could snap out of it if they wanted,” more than half of them being females (39.9% of the total population vs. 14.6%, p < 0.05). More than half of the participants believed that other people would not consider anxiety a medical illness; compared to personal stigma (Table 2), less than a quarter of participants (22.7%) had that as a personal belief. Around 39.2% of participants believed that “If they had anxiety, most people would not tell anyone,” with 32.9% medical students compared to 10.3% non-medical students. Similarly, 39.1% of participants agreed that “Most people would not employ someone they knew had been affected with anxiety,” with the majority being females (30.4% of the total population) compared to 12.8% being males.


TABLE 3 Percentage of participants who “agree” or “strongly agree” with perceived stigma toward GAD patient scale statements.
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Social distance

Table 4 shows the participants' willingness to socialize with people with GAD. Over half the participants (51.6%) are not willing to live next to a person with GAD, with female students being more unwilling to do so (35% of the total population vs. 17.5%, p < 0.05). Economic level and working status were also significantly associated with unwillingness to live next to GAD individuals. In addition, the vast majority of participants (91.9%) will not marry into a family with GAD individuals, particularly the female participants (64.8% of the general population vs. 28.2%, p < 0.05). Non-medical students were significantly more willing to make friends with GAD than medical students (14.4% of the general population vs. 27.3%, p < 0.05).


TABLE 4 Percentage of participants who are “probably unwilling” or “definitely unwilling” to have contact with GAD patient.
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Table 5 shows the predictors for stigma and social distance. These predictors include gender, age, major study selection, economic level, region settings, and occupation status. We used multiple linear regression to analyze this relationship.


TABLE 5 Predictors for stigma and social distance by multiple linear regression analysis.
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Sources of information

Regarding the sources of information that the participants used to learn about mental health, as shown in Figure 1, websites were the most commonly used source (88.2%), followed by books (66.1%), other people's explanations (54.8%), television (24.4%) and newspapers (13.8%).


[image: Figure 1]
FIGURE 1
 Sources of information that the participants used to learn about mental health.




People who can help

Regarding people the participants thought they could help, a psychiatrist was their top choice (79.5%), as shown in Table 6. This was followed by a friend (65.9%), a close family member (64.1%), and praying to god. The least practical choice was an herbalist (6%).


TABLE 6 Helpful interventions.
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Medications

Anxiolytics were the most chosen medications (78.6%), as shown in Table 6. Antidepressants (53.8%), vitamins and minerals (43.6%), and tranquilizers (32.9%) came next.



Other interventions

Most participants (82.9%) agreed that becoming more physically fit positively impacts the people suffering from GAD. Psychotherapy came second (63.9%), followed by reading about people with similar problems and how they have dealt with them (59.4%) and getting out more (57.8%), as shown in Table 6. Electroconvulsive therapy was believed to be the least helpful intervention (2.4%).



Help methods

Many help methods were believed to be helpful. As shown in Table 5, the most agreed-upon method encouraged the person to see a psychiatrist (65.1%). Furthermore, over half the participants chose to cheer the person up (60.5%), encourage the person to seek help (59.5%), listen to the person (58.3%), and encourage the person to become physically active (56.6%), and giving advice (55.5%). The least chosen method was encouraging the person to go to the hospital (9.4%).



Knowledge toward three mental disorders

As shown in Figure 2, anxiety was the most well-known mental disorder among the participants, with 84.7% reaching the correct diagnosis of the vignette. This was followed by depression, then Schizophrenia, with 81.6% and 67.1% of students reaching the correct answer.


[image: Figure 2]
FIGURE 2
 Supporting information: (Knowledge toward the three mental disorders).





Discussion

Mental health disorders continue to pose a threat to the minds of people. From how it seems, it is apparent that these disorders pose a risk to people's lives nearly equal to or even more than the one posed by physical disorders or diseases. An added burden of mental health disorders is added to the lives of the patient because of the major fact that most people usually delay in seeking professional help from psychiatrists (33).

Generalized Anxiety Disorder, or GAD for short, is another mental health disorder that comes with a myriad of confusing symptoms that are enough to make a person feel overwhelmed due to stress (20). However, a much-feared complication regarding GAD is anticipated when it gets complicated due to the addition of stigma (34).

Now, this stigma has become a more significant part of the problem. It complicates the severity and intensity of Generalized Anxiety Disorder (GAD) but also the treatment-seeking and therapy process (35). The patients feel reluctant to seek treatment out of their rational and irrational fears, and if nothing, this whole thing delays the entire process that could have otherwise helped the patient had they gone to seek treatment for it (36).

Therefore, this study was carried out to elaborate and elucidate the causes of GAD and its stigmas. The target population was centered explicitly around students from both medical and non-medical fields to assess whether their current knowledge regarding the topic was sufficient to understand the condition and the stigmas attached to it.

The responses were collected from a set target population of 1,366 participants. These comprised males and females, with the latter dominating the questionnaire population. Students who worked part-time and their studies were also included in the study. The purpose was to include students from that stage of life where they were especially prone to developing anxiety and related disorders. Interestingly enough, out of the selected total target population, most of the females (32.4%) seemed to acknowledge the existence of anxiety. They also acknowledged that coming out of this 'zone' was easy as a snap and that anxiety denotes a personal weakness present within the individual themselves. Coincidentally, the females who favored this idea were medical students. This establishes that medical students know the presence of such conditions and know they can develop them due to their work and studies. The normalization of this fact is a step toward ending the stigma. Although it will take time to make the masses aware of this deal, it is plausible to see that the younger generations seem to be fine with the idea and understand its dynamics. However, 21.4% of the target population was among those people who refused to admit whether they had ever felt that they suffered from these issues or illnesses or not. This fact, again, points out that it will take time to end the stigma.

Compared to this study, another similar study was carried out among the first-year psychology students of the University of Canberra regarding the role of certain variables on their personal, perceived self-stigmatization of widespread mental health disorders such as anxiety and depression. The study was carried out on online questionnaires, with the reward of research hours in return. Toward the end of the study, it was concluded that since these students were highly-aware of the dynamics of both these illnesses, they had significantly lower personal stigmas for either of these conditions. Overall, this study helped promote that increased planned campaigning toward reducing stigmas plays a more significant role in eliminating the presence of social stigmas regarding these mental health disorders (37). Stigmas have always posed significant challenges and risks to the population that is considered the target audience here: people suffering from GAD. Stigmas bring forth severe economic, physiological, and psychological consequences (24, 38). It is undoubtedly due to these social and personal barriers that people consider it taboo to seek help for their issues and disorders (39). The behavioral impacts that occur due to these stigmas are widely distributed into different types (40). These include avoiding help, withholding feelings, isolating oneself from the world, and a complete reluctance to seek treatment (41). As a result, the affected people were also more inclined toward developing negative behaviors such as low self-esteem, lower adherence to no plans of seeking treatment, early withdrawal from therapies, and general secretive nature (42).

Several factors are associated with developing different types of stigma in such people. The findings are consistent with the reality that more people need to be brought forward toward accepting the presence of an illness in themselves, which would ultimately lead them toward another step ahead, which would be the step toward taking treatments for their diagnosed conditions (43). It will indeed be a positive approach as more people start to come to therapy. For this purpose, awareness campaigns are thought to be the perfect way to educate the masses regarding the implications of not seeking therapy and making people aware that they need to come toward this side of the picture (44).

As far as the implications of this study are concerned, it is undoubtedly the limited target population. Although the study was specifically designed to target students, it is equally important to question and study the people who directly impact the lives of these students, such as their parents and teachers. These people have a more significant impact than they are given credit for, so getting to know their stance regarding the whole situation will only add to the broadness of this literature and help in learning more regarding the level of knowledge and perception that older populations have regarding such illnesses. A bright perspective can be viewed in the light that teachers and parents can serve as a perfect comparative group for studying their opinions and knowledge regarding these mental health disorders.

Moreover, because the patients refuse to admit that something is wrong with them, social isolation has also led people to falsely mark their answers when asked on research questionnaires to pose as if everything is all right in their lives. This further implicates the awareness process.

We recommend that more social campaigns can clear some misconceptions about GAD. Local medical schools should also invest more effort in teaching about psychological disorders in general and GAD in particular. Judging by the study results, it may take a long time to correct this stigmatization. Thus, implanting precise and true definitions of GAD in pre-college schools should be helpful. Lastly, we emphasize the importance of establishing a safe environment for GAD patients to seek help with full encouragement.



Limitations

The data collection process was done through online google forms. So, we were unable to prevent some biased or unorganized answers. We have tried to minimize the partial data by distributing the survey equally among all Syrian counties. Also, female respondents formed more than two-thirds of the sample data. Furthermore, we declared that there is no previous study that assessed the validity of the used tools in our study in arab countries.



Conclusion

We observed a high level of stigmatizing and socially distancing attitudes toward people with GAD. Female and non-medical students had more levels than male and medical students. Even more significantly, most participants thought that other people might highly mistreat and stigmatize GAD people. Syrian students have a substantial GAD stigma, whether from a medical or non-medical background. We suggest that more studies be held to determine if this stigma still exists in other groups of the Syrian community. We advise that it is also important to invest in a more effective social campaign to help eliminate this stigma.
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