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Abstract

Quality of Life is a concept that is considered broad multidimensional
which have subjective evaluations of all life aspects positively and negatively.
This study was done to understand the impact of anxiety and depression IlI-
nesses up on quality of life of patients in holy kerbala city. This study was con-
ducted for the purpose of comparing anxiety and depression and their impact on
quality of life of such patients.

Quantitative considered, the study was completed with 104 patients,
two groups 52 patients with anxiety disorder, 52 patients with depression disor-
der to find out the impact of anxiety and depression IlInesses up on the quality
of life of psychiatric patients. The study was done in Al-Hassan Al-Mujtaba
Teaching Hospital at kerbala city, Irag, from 5 December 2021 to 30 September
2022. This study uses three scales; Taylor for anxiety, Beck Depression Inven-
tory BDI-11, and World Health Organization Quality-of-Life Scale-Brief the
Reliability was sequentially 0.837, 0.747, 0.812. Also the instruments are valid,;
it was forwarded to 11 experts in various specializations and from several col-
leges in Iraq.

The results showed unacceptable level of quality of life for anxiety group
which was 44.04 and for depression group was 35.47. Anxiety and depression
groups have a negative impact on quality of life, and there is a difference in
quality of life for the two groups according to their demographic characteristics.
The study concludes that anxiety, depression and quality of life are affected by
demographic factors, and this effect varies according to the disorder.

The study recommended to find out effective solutions to reduce anxi-
ety and depression in patients to improve the quality of life, such as activating
the new technology for communication and following up the patients, and also
activate the group therapy
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Chapter One
1.1. Introduction

The definition of anxiety is not clear in previous reviews although
the descriptive properties are very restrictive and easy to identify. But the
American Psychiatric Association defined anxiety as the expectation of dan-
ger or future passive events along with some other symptoms such as dys-
phonia or physical symptoms of stress. These elements that expose the per-
son to anxiety may be internal or external, as stated in the definition of the
Italian Treaty of Psychiatry that anxiety is an emotional situation with a hate-
ful content linked with a state of anxiety and fear that arises within the ab-
sence of actual hazard and is disproportionate to the thrilling stimuli
(Perrotta, 2019).

Depression is an “emotional mental disorder that is characterized by
certain symptoms such as despair and sorrow”. In addition, many people
with depression suffer from clear physical symptoms, like sleep disturbance,
fatigue, and loss of appetite. Depression increases with increased age, but
despite this, statistics found that 15% of children have depressive symptoms
and that 3% to 5% of them have severe depression symptoms (Guo & Jen,
2019).

According to WHO, globally the depression is the 3¢ major disa-
bility reason and its most common is in the elderly as well as the oldest in-
dividuals who have been inserted into hospitals with diseases or administra-
tive or physical performance. Moreover, depression is closely related to the
dangerous increase in death. This means that depression increases health care
cost and increases spending towards promotion of health (Sivertsen et al.,
2015).

From the quality of life and from their integrative theory and the
questions derived from it the philosophy of life seeks to find the level of
QOL. The Integrative Global QOL Theory is an overarching theory or met-
atheory that encompasses 8 other realistic theories in an objective-existential



Chapter One: Introduction 3

subjective spectrum. Other philosophies of life may emphasize another side
of life, but with this idea of bringing such existential depth into health and
social sciences, This study believes that it taken an essential step closer to a
brand new humility and a brand new recognize for the richness and complex-
ity of life (Ventegodt et al., 2003a).

In the 1962 Abraham Maslow established the quality of life theory.
According to Maslow the good life is fulfillment of needs. Maslow's view
was that happiness, health, and the ability to work come when an individual
takes responsibility for his or her all own needs. It is easy, but its difficulty
lies in the fact that the individual needs to know himself well to understand
his true needs to carry out them. (Ventegodt et al., 2003b).

The WHO defines QOL as “individuals’ perception of their posi-
tion in life in the context of the culture and value system in which they live
and in relation to their goals, expectations, standards, and concerns”. More
specifically, Health-related quality of life can be considered a validated in-
dicator of disease burden. It is an important outcome of mental illness be-
cause it describes a multidimensional and subjective concept that includes
physical, functional, social, and well-being (Hofer et al., 2017).

The quality of life concept depends on the definition provided by
the WHO with regard to health, that is, not only the diseases absence, but the
ideal social, mental and physical well-being. The responsibility to provide a
high level of well-being is a shared responsibility, including society and gov-
ernment. In general, the quality of life globally has decreased due to the
spread of epidemics and some demographic changes that led to some
changes in health standards (Siboni et al., 2019).

Quality of life refers to subjective well-being, perceptions of social
relationships, life satisfaction, physical health and carrying out daily activi-
ties, economic status, perceptions of mental and physical health, social and
family relationships, and finally, functioning at work and at home. The qual-

ity of life has great difference in the same person at two different times or
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between two different persons because it depends on the perceptions of the
individual. Regulatory agencies may not place much value on the measures
of quality of life because they are not primary outcome measures in clinical
trials (Hofmann et al., 2017).
1.2. Problem Statement:

In psychiatric disorders quality of life is one of the most important
indicators of outcomes for health in addition to recovery from symptoms of
mental disorders, so there is a consensus that objective assessments should
be integrated and that assessment of quality of life should be the gold stand-
ard (Cohen et al., 2017).

In the field of mental and psychological health, QOL as a concept
was of little interest and slow to develop, and there was little reported work
on the of quality of life and its affect by mental disorders and their treatment.
until soon, features of the mental state such as severity of symptom were
used as the major clinical outcome indicators for mental disorders. examin-
ing quality of life issues provides a more comprehensive view to find out the
impact of mental illness on the patient's life, in contrast to the previous nar-
row view that neglected QOL (Jonsson et al., 2017).

The term quality of life originated in the beginning with sociology,
but the matter evolved to include health and become a global indicator of the
welfare of the individual and part of its therapeutic progress through the view
of the people in the positive and negative aspects of life, where the World
Health Organization began to pay attention to this matter in addition to many
other international organizations (Irtelli & Durbano, 2020).

Mental disorders and quality of life relationship can appear as op-
posing phenomena and largely represent all aspects of well-being, both neg-
ative and positive. Poor quality of life is seen as a result of psychological
disorder, and sometimes poor quality of life is a precursor to mental disor-
ders, whatever the nature of the mutual relationship between them. There has
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been a few number of research or theoretical interest to understand the rela-
tionship between mental disorders and quality of life (Boralingaiah et al.,
2021).

Depression has long been associated with a lower QOL in adults with
mental disorders. However, the effect of anxiety has rarely been explored if
it impacts on quality of life or compared between the two disorders. Psycho-
logical disorders (anxiety, depression) often lead to poor functional and so-
cial life and other physical symptoms. Anxiety and depression impact differ-
ent aspects of quality of life across age groups (Sarma & Byrne, 2014).

From the researcher's point of view, the QOL for patients with anxiety
and depression with these two disorders is much worse than the quality of
life for healthy people. It was found that there have been fewer studies deal-
ing with psychiatric patients with these two disorders, and there is few infor-
mation about the impact of anxiety upon QOL for mental health patients in
our society. Therefore, the aim of the current study is to find out the impact
of anxiety and depression on quality of life and compare them. so finding
appropriate solutions and appropriate managements would improve the QOL
if applied.

1.3. Important of study:

The importance of this topic lies in the following: According to
(WHO) the health definition is “A state of complete physical, mental and
social well-being and not merely the absence of disease or infirmity” (Hinkle
& Cheever, 2018). This study assumes decrease quality of life (QOL) level
in severe mental illnesses patients, so the Awareness of the subject in re-
search of psychiatric specialty is rising as increase using quality of life in
research as a patient-related outcome, to identity the impact of factors influ-
encing QOL have special interest in these patients (Berghdofer et al., 2020).

According to evidence the poor quality of life is associated anxiety
and emotional disorder, Also, bodily functions are affected, such as the qual-

ity of life. The previous Studies comparing quality of life dysfunctions for
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major depressive disorder and anxiety disorders have produced equivocal
results. For major depressive disorder, many studies report a higher deterio-
ration in quality of life. while others report comparable quality of life deficits
for anxiety disorders. So the current study will be comparative between the
impact of the anxiety and the impact of depression (Hyman Rapaport et al.,
2005).

In the past 30 years, Healthcare has paid great attention to the qual-
ity of life assessment. Research on quality of life has increased in terms of
methodological rigor and sophistication. However, progress has lost the fact
that quality of life can be used to a variety of different things, like health
status, physical functioning, symptoms, psychosocial modification, well-be-
ing, life satisfaction, and happiness. The urgent need to study the quality of
life, and the factor that has an effect on it so the quality of life is an important
topic (Ferrans et al., 2005).

1.4. Objectives:

1. Assessing the anxiety and depressions levels among anxiety and de-
pression patients.

2. Assessing the level of quality of life of anxiety and depression pa-
tients.

3. ldentifying the impact of anxiety and depression Upon patients’ qual-
ity of life.

4. Finding out the difference in the level of quality of life of anxiety and
depression patients with regard to their demographic characteristics of
educational level, age, economic status, gender, and marital status.

1.5. Research Question:
Is quality of life of psychiatric patients affected negatively by anxi-

ety and depression illnesses?
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1.6. Hypotheses:
1.6.1. Null Hypothesis (HO): There is no impact for anxiety and depres-

sion illnesses upon quality of life of psychiatric patients.

1.6.2. Alternative Hypothesis (H1): Anxiety and depression have a
significant negative impact upon quality of life of psychiatric patients.

1.7. Definition of the Terms:

1.7.1. Anxiety

1.7.1.a. Theoretical Definition:

Anxiety is an indistinct feeling of dread or apprehension; it's miles
a reaction to outside or inner stimuli that could have behavioral, emotional,
cognitive, and bodily symptoms (Videbeck, 2020).
1.7.1.b. Operational Definition:

It is unusual, uncomfortable feelings or overstated fear as measured
by the Taylor scale. It affects the quality of life of psychiatric patients, and

is divided into several levels and has several types.

1.7.2. Depression:

1.7.2.a. Theoretical Definition:

Depression is an emotional disorder characterized by low mood,
lack of interest and pleasure, and there is a group of emotional and physical
problems caused by depression, which reduces the ability to work and per-
form household duties for the individual (Guo & Jen, 2019).
1.7.2.b. Operational Definition:

Depression is a mood or emotional state that is characterized by psy-
chological disturbance and can measure by Beck Depression Inventory
(BDI-11) and it is classified into several levels based on the mentioned scale;
it is used to find the most common depression level and its impact on the
QOL.
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1.7.3. Quality of Life:
1.7.3.a. Theoretical Definition:

Quality of life (QOL) is a broad, multidimensional construct de-
fined by the (WHO) Group as the subjective perception of one’s life and
well-being, assessing both positive and negative dimensions of functioning
(Adams et al., 2020)

1. 7.3.b. Operational Definition:

It is the measure of all the aspects of life functioning (Social, phys-
ical, Psychological, Environment) in psychiatric patients in holy kerbala city
by using the WHOQOF-Brief scale.
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Chapter two Review

of Literature

2.1. Quality of life:

The quality of life concept is very important and remarkable today
and its definition is surely complex; as a matter of fact, it has advanced
through the years and end up a more and more articulated idea (i.e., It is
determined by the perception of each individual's health in all aspects emo-
tional, physical and psychological aspects, how independent and what is the
degree of independence., via way of means of social relations, and via the
way of interaction with one’s context (Irtelli & Durbano, 2020).

Quality of life (QOL) has emerged as a crucial endpoint in lots of
research of scientific and surgical interventions. When first developed, QOL
measures have been maximum normally utilized in research of persistent ill-
nesses with excessive mortality rates, along with most cancers and AIDS.
More recently, the quality of life has expanded to include non-fatal medical
cases and mental disorders (Smith & Larson, 2003).

The concept of quality of life (QOL) is multidimensional and mul-
tilevel idea. The QOL idea is frequently divided into 3 levels, in which in-
ternational QOL is at the top hierarchy, followed by generic health-related
QOL (HRQOL) at the following level, and at lowest hierarchy is the disease-
specific health quality of life Global QOL can also additionally encompass
lifestyles satisfaction (LS) and covers emotions of well-being (WB) and dif-
ferent elements consisting of financial situation, health, social and/or spir-
itual aspects of life. Generic HQOL generally consists of domain such as
physical aspect, psychological aspect, social aspect, and environmental eval-
uations of life, with both positively and negatively (Sivertsen et al., 2015).

The first existence idea of quality of life is born at Nineteen Sev-
enties in the social sciences and shortly it arrived with inside the medical and

health fields, wherein this perception has been taken into consideration as a
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criterion to assess fitness interventions. The World Health Organization de-
fines quality of life "as the subjective perception that individuals have of
their life position, in their cultural context and value system, when it comes
to their objectives, expectations, standards, and worries". It is a completely
complicated and articulated conception (Irtelli & Durbano, 2020).

2.1.1. Theoretical framework:

A quality-of-life (QOL) theory advanced by Abraham Maslow's
from human development and their concept and its angles. Developed soci-
eties contain contributors who're commonly preoccupied in enjoyable better-
order needs (social, esteem, and self-actualization needs), it's said, while
less-advanced societies contain contributors who're commonly preoccupied
in the lower-order needs (organic and safety or Security and associated
needs). QOL is describe in phrases of the hierarchical that need to achieve
the satisfaction level all maximum of the contributors of a given society. The
quality of life increased in any society who achieved a high level of the sat-
isfaction (Sirgy, 1986).

In 1962, Abraham Maslow posted his e-e book Towards a Psy-
chology of Being, and created a term quality of life, which nonetheless is
taken into consideration a regular principle of pleasant of life. Maslow pri-
marily based totally his principle for improvement toward happiness and true
being at the idea of human needs. He defined his method as an existentialistic
psychology of self-actualization, primarily based totally on human being
growth (Ventegodt et al., 2003b).

2.1.2. Quality of life domains:

Many studies have investigated the domains of quality of life that are
of high importance for adults and the results determined the domains of qual-
ity of life according to health, sensory abilities, daily activities, living envi-
ronment, social and financial status, family, energy. There is a wide range of
quality of life domains and no particular order of importance (Henchoz et al.,
2015).
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2.2. Anxiety:

Anxiety is "a vague feeling of dread or apprehension™; it is a re-
sponse to outside or inside stimuli that can have various symptoms behav-
ioral, emotional, cognitive, and physical. It can differentiate between anxiety
and fear, that is feeling afraid or threatened by a clearly identifiable outside
stimulus that represents danger to the person. Anxiety disorders include a set
of situations that percentage a key characteristic of immoderate tension with
resulting behavioral, emotional, cognitive, and physiological responses
(Videbeck, 2020).

For all ages the highest prevalence mental disorders since 2005 to
the day is anxiety disorders. The anxiety rate increased about 14.9% as a
result of growth of population. The people with anxiety disorders are esti-
mated in the world about 264 million. The represents a percentage 3.6% from
the total world population. The rate of prevalence does not vary greatly be-
tween age groups, but like depression the anxiety has higher prevalence in
women than in men, this percentage is estimated to be about 2 percent more
than men. (Depression and Other Common Mental Disorders Global Health
Estimates, 2017) .Globally, as a result of increasing the population and the
factors that contribute to anxiety, such as epidemics. This rate increased be-
fore the epidemic; the number of people suffering from anxiety disorders
was about 298 million, but after Covid 19, there was a noticeable increase in
the number of patients, as the total number of patients reached 374 million,
with an increase of 25% globally. The increase was about double for females,
with a total of 51.8 million, while the increase for males is 27.4 million
(Santomauro et al., 2021).

Anxiety is one of the most common mental health problems that
young people suffer from, and even mild anxiety may reduce social, emo-
tional and cognitive development in adulthood. Therefore, anxiety must be
treated very effectively to get rid of the problems caused by it, but many

young people do not seek psychological treatment for several reasons, so
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their health condition worsens and their social relationships weaken, as well
as a lack of self-esteem (Rickwood & Bradford, 2012).
2.2.1. levels of Anxiety:

According to degree and duration of disorder the anxiety has two
aspects healthy and harmful. There are four anxiety levels: From highest
anxiety to least panic, severe, moderate, mild. Each level causes both physi-
ological and emotional changes for the person, and these levels are different
from positive to negative motivation according to degree of anxiety. The
level of anxiety, has positive motivation when the anxiety is less, and vice
versa, the higher level of the anxiety, has negative motivation (Videbeck,
2020).

Mild anxiety is related to stress in response to everyday events and
is rarely a problem for the individual. On the contrary, it pushes people to
work, increases productivity, increases the cognitive field, in addition to in-
creasing awareness of the environment and through it the individual is able
to work at his optimum level, at mild anxiety level people employ a number
of coping behaviors that by which received their comfort from these mecha-
nisms the following: Sleeping, Cursing, Pacing, Eating, Foot swinging, Fin-
ger tapping, Daydreaming, Fidgeting, Smoking, Talking to someone, Crying
(Townsend, 2015).

Moderate anxiety is the unpleasant feeling that something is defi-
nitely wrong. So the person becomes nervous and restless, but in this case
the anxious person is still able to diagnose and solve problems and learn new
things with the help of others. The patient finds it difficult to focus, but help
can be directed to refocus on the topic. there is some sign and symptoms for
moderate anxiety muscle tension, Diaphoresis, Pounding pulse, Headache,
Dry mouth, High voice pitch, Faster rate of speech, Gl upset, and Frequent
urination (Videbeck, 2020).
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Severe anxiety is characterized by a decrease in the perceptual
field of a person who has severe anxiety to the extent that the focus is cen-
tered on one particular thing or only on external details. Also, the attention
span is limited and people with this disorder face great difficulty even in
completing the simplest tasks. For severe anxiety disorder many of the symp-
toms, include headaches, dizziness, nausea, trembling, insomnia, palpita-
tions, tachycardia, hyperventilation, urinary frequency, and diarrhea. and
that the great feeling of discomfort leads to targeting all public behaviors
(Townsend, 2015).

Panic anxiety is the fourth and highest level of anxiety and is char-
acterized by the fact that the person does not realize the potential harm and
does not have the ability to think rationally, the safety of the person is the
main concern here. So the nurse must continue to talk to the person in a com-
fortable way even though he or she cannot process what you are saying. Go-
ing in places that are comfortable and not stimulating may help reduce anx-
iety. An anxiety attack may last from 5-30 minutes; its risk is that it can lead
to suicide, so calm and control are essential if the nurse is working with
someone who has this disorder (Videbeck, 2020).

2.2.2. Types of anxiety:

In line with the International Classification of Diseases (ICD-10)
the anxiety disorders, as categorized in the phobic disorders, including ago-
raphobia with or without panic disorder, social phobia, and the specific pho-
bias, as well as other anxiety disorders, including panic disorder, generalized
anxiety disorder, and mixed anxiety and depression. according to Diagnostic
and Statistical Manual of Mental Disorders (DSM-5), separation anxiety dis-
order and selective mutism are newly classified as anxiety disorders, in the
past these illnesses considered were restricted to child- hood and adoles-
cence, but now it is applicable to the adulthood (Strohle et al., 2018).
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2.2.2.1. The phobic disorders:

Phobias are immoderate anxiety approximately being in public or
open places (agoraphobia), a particular object, or social situations (Videbeck,
2020). According to many studies, phobias are the more common anxiety
disorders among older people; the past studies considered according to the
data phobias as less common than general anxiety disorder. The latest studies
report that the phobias are maximum; the most common disorder among the
elderly is anxiety, and the latest studies indicate that the prevalence of anxi-
ety is 21% of the elderly and that 11% of them suffer from phobias, in con-

trast, 10.8% is the percentage of general anxiety (Pachana et al., 2007).
2.2.2.1.a. Social phobia:

Additionally, recognized social anxiety disorder SAD consists of
a spectrum of phenomena that can vary from shyness to social isolation fears
which may decrease or increase as much as the clinically applicable diag-
nostic prototype of SAD. every now and then additionally extending to
avoidant or anxious personality disorder. Social fears can also additionally
arise in one or two conditions; however, they will also be greater pervasive
in a much wider variety of conditions. They encompass overall performance
fears consisting of worry of public speaking or speaking in the front of others
or taking checks and fears of being found with the aid of using others whilst
writing in public, reading aloud, or ingesting and/or drinking in public
(Creswell & Sasagawa, 2015).
2.2.2.1.b. Specific phobias:

Specific phobias have a subcategory and have not been well stud-
ied. Phobias consist of avoidance and fear. These phobias are fundamental
because of their early onset and strong persistence over time. Studies imply
the lifetime prevalence rate of specific phobias worldwide about 3% to 15%,
fears and phobias regarding heights and animals being the most common;

the peaks of Phobias during the midlife and old age, although it starts in
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childhood. Phobias may persist for many years or even decades (Eaton et al.,
2018).

A specific phobia is an unreasonable fear associated with a person,
thing, or situation, and the continued avoidance of that situation or thing for
a long period of time that may last for months or years. Having a condition
that a person recognizes his or her phobia is unreasonable, but having insight
Is important. Phobias are diagnosed through short questions related to symp-
toms. The questions are a series in which the first question is about the fear
itself, and then the duration and accompanying events, as well as your visits
to the psychiatrist or taking medications (Eaton et al., 2018).

Phobias may appear at any age, and those that start in childhood
often end without any treatment, but those who have a phobia begin in adult-
hood or continue into adulthood, those need help. Phobias are less common
in men than in women. People rarely seek treatment for this disorder, despite
its prevalence, unless it interferes with the ability to work. Specific phobias
are classified according to the trigger of the phobia and include about 27
types, but this number is not comprehensive, from this type (Acrophobia,
Ailurophobia, Algophobia, Anthophobia, Anthropophobia, Aguaphobia)
(Townsend, 2015).
2.2.2.2. Panic disorder:

The first appearance of panic disorder was in the year 1980, and
as a diagnostic entity, it has gained scientific, clinical and public health in-
terest. Panic definition appear in the form of repeated, unexpected and un-
controllable attacks to situations that are natural or can be mildly stressful,
in addition to the development of avoidance of phobias, which mean chang-
ing the general behavior for the purpose of avoiding things that cause panic
(Chen & Tsai, 2016).

Anxiety occurs as a result of the restrictions that we impose on
ourselves in any form of fear. As a result of long-term anxiety, a panic attack

is formed or produced; the main symptoms for panic attack are mentioned
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by DSM-5 it Include tachycardia, dyspnea, sweating, chest pain, abdominal
discomfort, unstable, body chills or hot, going crazy or fear of loss control,
afraid from dying and a lot of other symptoms. a distinction must be made
between real panic and recurrent, stimulated and unexplained panic attacks,
at least it was preceded by a long period of anxiety (Perrotta, 2019).
Despite the prevalence of panic disorder among the population,
clinical therapeutic practices are still less than what is imagined. In dealing
with panic, it is necessary to focus on the fact that panic is a relapsing or
chronic disorder. It must be remembered that a third of patients are resistant
to treatment, so antidepressant treatments and cognitive behavioral therapy
must be combined if there is resistance to treatment. The diagnosis of panic
was built an two domains, unexpected panic attacks presented by different
autonomic and somatic symptoms, the absence of symptoms after treatment

does not mean a complete recovery from the disease (Chen & Tsai, 2016).
2.2.2.3. The generalized anxiety disorder (GAD):

It is defined as “excessive and uncontrollable worry” that often
interferes with daily functions and effects on the individual’s mental ability
to make a suitable decision. GAD is a long term disorder and is and there is
difficult to diagnose. GAD is associated with a number of symptoms, such
as irritability, muscle tension, and somatic symptoms relatively rarely such
as rapid heart rate (Alharthy et al., 2017).

Generalized anxiety disorder may start in childhood or adoles-
cence, but its appearance is not rare after the 20 years of age. This type of
anxiety is characterized by persistent and unrealistic anxiety for more than 6
months without any organic cause such as caffeine intoxication or hyperthy-
roidism, and often from people avoiding activities that lead to negative out-
comes or spend significant time and effort preparing for these activities.
Anxiety often causes procrastination in behavior or decision-making. Gen-

eral anxiety is often accompanied by muscle spasms, insomnia and malaise,
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and its symptoms cause poor social and professional relationships and all

other areas of life (Townsend, 2015).
2.2.2.4 Mixed anxiety and depression:

Mixed anxiety depressive disorder MADD is suffer from anxiety
and depression it is a new diagnostic category. Anxiety and depressive symp-
toms of limited intensity and equal intensity are accompanied by at least
some autonomic features. Patients do not independently obtain criteria for
specific anxiety or depressive disorders. The onset of symptoms is independ-
ent of life stressors (Kara et al., 2000).

Health care providers, especially primary care providers, often
face many patients who suffer from anxiety and depression but do not meet
the full criteria for either disorder. The symptoms of one of them are not
clearly prevalent. For example, we see that generalized anxiety disorder or a
major depressive episode can cause significant distress or disability if com-
pared with a syndromic diagnosis therefore requires appropriate treatment
and recognition of the disorder. This is the reason why the WHO included
the disorder in ICD10, but the DSM5 did not include it because the proposed
criteria were not reliable enough according to the opinion of the American
Psychiatric Association (Kasper et al., 2016).

According to ICD-10 criteria, mixed anxiety and depressive disor-
der (MADD) symptoms are secondary to anxiety and depression, and are of
sufficient severity to warrant a psychiatric diagnosis in either of them for the
prevalence of this disorder. However, MADD is the opposite; it is more prev-
alence. MADD prognosis depends on several factors such as apparent dis-
tress, impairment of daily living skills, comorbid anxiety and depression and
their relationship to poor quality of life. As a diagnostic category, the validity

and usefulness of MADD are still under discussion (Mdller et al., 2016).
2.2.2.5. Separation anxiety disorder:

Separation anxiety disorder is characterized via way of means of

persistent, excessive, and from the evolutionary point of view, in addition to
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the point, the concern to separate from the main attachment figures, typically
the parents, is one of the most commonly diagnosed anxiety disorders in
children. Some studies have reported that separation anxiety disorder leads
to panic disorder in adulthood, and some researchers have argued that it leads
to generalized anxiety disorder, but in general, it effects on the children
psychology in future are unclear (Kossowsky et al., 2013).

The most common symptoms of separation anxiety disorders in
children were the distress associated with separation, such as not being alone
without an adult, as well as avoiding sleeping far from parents or their rep-
resentative, as a child caregiver, and the possibility of recurring nightmares
for children. There is no difference in the prevalence rate for both gender or
age, although there are a number of reports that indicate that females are
more afraid than males about attending schools, as well as children who are
less than 8 years old (Allen et al., 2010).

In the DSM5, separation anxiety disorder has become part of a
broad spectrum of anxiety disorders, and its diagnosis was not based on the
necessity of its appearance during infancy, childhood or adolescence, as it
was in the past; in adult’s symptoms could resave retrospective diagnosis.
Separation anxiety disorder is divided into two parts: adults Separation anx-
iety disorder (adulthood onset), in this type Symptoms are onset in adults and
begin without a history of childhood separation anxiety; the other type is
adults Separation anxiety disorder (childhood onset); symptoms in this type
appear in the child period and persists through puberty (Baldwin et al., 2016).
2.2.2.6. Selective mutism:

Through the development of psychiatric branch; the selective mut-
ism specified as an independent anxiety disorder in infant, adolescence and
likewise adulthood in DSM5. It frequently starts of evolving in early forma-
tive years with a form of speechlessness in specific situations. Very often
comorbid anxiety disorders, especially social phobia and depression also oc-

cur. The course is very variable and with some affected person’s regression
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of the pathology occurs suddenly and completely and with others there is a
slow regression of the symptoms. This disorder can be persisting until adult-
hood (Rogoll et al., 2018).

Selective mutism is a rare anxiety disorder that appears in adoles-
cence or childhood and is discovered when a child enters school. The preva-
lence of this disorder is about 0.03% to 1%, but there is no accurate data on
the exact percentage, so these estimates are due to the diversity of the sample
locations such as schools, hospitals and public places. It is characterized by
the inability to speak in certain situations despite talking with close people,
such as family, for example. If the person in question cannot speak or make
any sound like laughing, crying, coughing, etc. at all anyway, then it is called
total silence (Strohle et al., 2018).

The first designation for selective silence appeared in the year
1877, and it was called aphasia voluntaria at the time. Then it was renamed
dsm3 with elective mutism silence and finally its name has now settled in
the dsm5 with selective mutism. This disorder is the result of the interaction
of genetic, environmental, developmental and temperamental factors to-
gether. Studies have shown a strong relationship between anxiety and mute-
ness, in addition to the lack of other factors that have been implicated, such
as communication delays, immigration and bilingualism, all of which have
contributed to the development of mutism. The best treatment is psychother-
apy and gradual exposure to situations that require verbal communication
(Hua & Major, 2016).

2.2.3 Theories of anxiety:
2.2.3.1. Genetic Theories:

Genetics greatly contributes to anxiety symptoms, but other fac-
tors, such as the interaction of genes with environmental factors, have a
greater impact than genes alone. Researchers found the serotonin transporter
gene (5-HTTLPR) after hard work to identify the genes responsible for anx-
iety. Through this gene, a genetic mutation 5-HTTLPR has been identified
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that is responsible for decreased serotonin activity and increased anxiety in
people (Bridley & Jr., 2018).
2.2.3.2. Neurochemical Theories:

Gamma-aminobutyric acid (GABA) is the amino acid neurotrans-
mitter believed to be dysfunctional in anxiety disorders. Researchers believe
that a problem with the regulation of these neurotransmitters occurs in anxi-
ety disorders. Serotonin, the indamine neurotransmitter is usually implicated
in psychosis and mood disorders. Serotonin is believed to play a distinct role
in OCD, panic disorder, and GAD. An excess of norepinephrine is suspected
in panic disorder, GAD, and PTSD (Videbeck, 2020).
2.2.3.3. Psychodynamic Theories:

The function of anxiety is to warn the person of impending danger.
Anxiety motivates the person to do something; thus, a behavior is seen. As a
result of increased tension or anxiety, an individual is forced to learn new
methods of reducing the tension. these new methods are called ego defense
mechanisms “All defense mechanisms have two characteristics in common:
(1) They deny, falsify, or distort reality and (2) they operate unconsciously”.
the id is the original system of the personality. The id is unable to tolerate an
increase in energy, which is experienced as an uncomfortable state of tension
and lead to anxiety (Indd, 2014).

2.2.3.4. Interpersonal Theory:
Sullivan made use of the concept of anxiety as the chief disruptive

force in interpersonal relations and the main factor in the development of
serious difficulties in living. Anxiety too has been defined operationally. Sul-
livan has made no attempt to say what is anxiety; he describes it in terms of
its effects. Certainly it has its origins in the conditions of prolonged and com-
plete human dependency in infancy: the urgency of the biological needs, and
the fact that the efforts of a mothering person are necessary for their satis-

faction (harry stack sullivan, 1955).



Chapter two: Review of Literature 22

2.2.3.5. Behavioral Theory:

Behavioral theorists view anxiety as being learned through expe-
riences. Conversely, people can change or “unlearn” behaviors through new
experiences. Behaviorists believe that people can modify maladaptive be-
haviors without gaining insight into their causes. They contend that disturb-
ing behaviors that develop and interfere with a person’s life can be extin-
guished or unlearned by repeated experiences guided by a trained therapist
(Videbeck, 2020).

2.3. Impact of anxiety on quality of life:

The quality of life is affected by many environmental variables,
social and physical variables, and it is affected by fixed and unmodifiable
variables such as gender, age, race, skin color, etc. From demographic vari-
ables that are not adjustable, on the other hand, they are greatly affected and
with statistically significant results by psychological variables, including
anxiety, and the last variable is easy to treat if it is noticed health care pro-
viders (J. Kelly Graves et al., 2016).

Patients with severe mental illnesses suffer from low quality of
life. Recently increase the interest of the research is rising in psychiatric top-
ics. Due to patient-related outcomes, it is possible to use more and more
quality of life, the identification of factors and their impact on quality of life
is of particular importance. In addition to the diagnosis, socio-demographic
and medical factors had been mentioned as applicable elements in preceding
studies for particular sickness groups (Berghofer et al., 2020).

Generally, people with anxiety suffer from poor quality of life.
However, the limited number of studies does not allow for complete solidity.
Some researchers reported some negative relationships between anxiety and
quality of life for adults, and it was statistically found that there is a strong
relationship between anxiety and quality of life for younger adults. The

chance of developing an anxiety disorder is very high for the elderly, about
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40% of people are exposed to anxiety after the age of 70 (Canuto et al.,
2018).
2.4. Depression:

All the disruptive mood dysregulation disorder, major depressive
disorder (including major depressive episode), persistent depressive disorder
(dysthymia), premenstrual dysphoric disorder, substance/medication-in-
duced depressive disorder, depressive disorder due to another medical con-
dition, other specified depressive disorder, and unspecified depressive disor-
der are under the tent of depressive disorders (David J. Kupfer, 2013).
2.4.1. Types of depression:

The primary mood disorders are major depressive disorder and bi-
polar disorder and also there is other related disorders to depression (Persis-
tent depressive (dysthymic) disorder, Disruptive mood dysregulation disor-
der, Cyclothymic disorder, Substance-induced depressive, Seasonal affec-
tive disorder (SAD), Postpartum or “maternity” blues is a mild, Postpartum
depression, Postpartum psychosis, Premenstrual dysphoric disorder, Non su-
icidal self-injury (Videbeck, 2020).
2.4.1.1. Major depressive disorder:

Major depressive disorder (MDD) is a debilitating disorder that is
characterized by depressed mood, lack of interests, low cognitive function
and vegetative symptoms, such as sleep and appetite disturbance. This dis-
order is occurring in the adults and affect one from six in their life, and men
affected, is the half number of affected women. caused by multifactorial and
the main factor is genetic factor about 35% from total causes. In addition,
environmental factors, such as childhood abuse whether sexual, physical or

emotional, this factor are strong association by MDD (Otte et al., 2016).
2.4.1.2. Bipolar disorder:

When the mood is oscillating between extremes of mania and/or

depression, this is the criteria of bipolar disorder. Mania is "a distinct period
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during which mood is abnormally and persistently elevated, expansive, or
irritable™; this period continues at lasts about 1 week (unless the person takes
a medical intervention), but it may be longer for some person. Bipolar disor-
ders have two type: (Bipolar I disorder: one or more manic or mixed episodes
usually accompanied by major depressive episodes), (Bipolar Il disorder:
one or more major depressive episodes accompanied by at least one hypo-
manic episode (Videbeck, 2020).

2.4.1.3. Persistent depressive (dysthymic) disorder:

Persistent depressive disorder is a chronic and frequent mood dis-
order, recognized from episodes of major depression that are often the per-
sistent depressive disorder more disabling than major depression. The term
consists of several chronic depressive presentations, including dysthymia
with or without superimposed major depressive episodes, chronic major de-
pression, and recurrent major depression without recovery between episodes.
In the psychiatric primary care unit cannot detect the dysthymia until it in-
tensifies to reach to major depressive (Schramm et al., 2020).
2.4.1.4. Disruptive mood dysregulation disorder:

Disruptive mood disorder is a constant anger or mood disorder
characterized by outbursts of anger that are not commensurate with the size
of the situation, beginning before age 10 (Videbeck, 2020). This disorder is
comparatively uncommon after early childhood; it is often associated with
other psychiatric disorders, and meets common standards for psychiatric
“caseness. “Children with severe levels of emotional and behavioral dysreg-
ulation may identify with this disorder, disruptive mood dysregulation dis-
order (briefly called mood dysregulation disorder with dysphoria) (Copeland
et al., 2013).
2.4.1.5. Cyclothymic disorder:

It is a primary mood disorder characterized by many ambiguities

and controversies, it is characterized by episodes consisting of hypomanic
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and depressive symptoms that do not meet all criteria for bipolar or major
depressive disorder. This disorder has diagnostic features shared by other
disorders, so it is unclear. It falls into the category of bipolar mood disorder.
Cyclothymic is sometimes like a personality disorder because its onset is
early, chronic, and pervasive (Van Meter & Youngstrom, 2020).

2.4.1.6. Substance-induced depressive:

Substance-induced depressive or bipolar disorder is characterized
by a significant disturbance in mood that is a direct physiological conse-
quence of ingested substances such as alcohol, other drugs, or toxins.
(Videbeck, 2020).

Instead of the prosaic euphoria experienced while inebriated or the
"hangover" the next day, some people will become manic or go into a state
of depression. Mood disorders that occur only in association with substance
use are specified as "substance-induced”. Affective disorders that can pre-
cipitate in the context of substance use include both bipolar and related dis-
orders and depressive disorders. Depression and bipolar disorder commonly

occur with substance use disorders (N & V, 2020).
2.4.1.7. Seasonal affective disorder (SAD):

Seasonal affective disorder (SAD) is a seasonal pattern of recur-
rent major depressive episodes that most often occur in the fall or winter and
resolve in the spring. The prevalence of SAD ranges from 1.5% to 9%. Pho-
totherapy is a non-drug treatment that exposes people to artificial light. De-
livery method and shape of light vary (Nussbaumer-Streit et al., 2019).

There are two types of Seasonal Affective Disorder (SAD). In one,
more commonly referred to as winter blues or fall SAD, people suffer from
increasing in appetite, sleep, and carbohydrate cravings, overweight, inter-
personal conflict, heaviness in the limb beginning in late autumn and de-
crease in spring and summer and irritability. The second type, and it is less

common called Spring onset SAD, with symptoms of weight loss, insomnia,
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and lack of appetite that lasts from late spring or early summer to early fall
(Videbeck, 2020).
2.4.1.8. Postpartum or “maternity” blues:

“The postpartum blues” is defined as “low mood and mild depres-
sive symptoms that are transient and self-limiting and are extremely common
during the perinatal period”. Symptoms usually develop within two to three
days of giving birth, peak the following days, and resolve on their own within
two weeks of onset. Postpartum blues are extremely common and are esti-
mated to occur in around 50% or more of women in the first few weeks after
giving birth. Major postpartum depression is about 4 to 11 times more com-

mon in women who experience postpartum blues (Chasanah et al., 2019).

2.4.1.9. Postpartum depression:
Postpartum depression is a debilitating but treatable mental disor-

der that is one of the most common complications of pregnancy. Postpartum
depression is included in the (DSM-5), as a major depressive episode “with
per partum onset if onset of mood symptoms occurs during pregnancy or
within 4 weeks of delivery. However, the depression starts after 4 weeks’
delivery or does not meet the full criteria for a major depressive episode may
still cause harm and require treatment (Stewart & Vigod, 2016).

2.4.1.10. Postpartum psychosis:

This disorder appears a few weeks after birth and is in the form of
episodes; these episodes are in the form of severe mania or depression ac-
companied by psychosis, which they consider a life-threatening emergency,
can have a significant negative effect on the mother, the baby and the which
family. The postpartum psychosis is stall Controversial; however, evidence
indicates most episodes to be manifestations of bipolar disorder and vulner-
ability to a puerperal trigger (Perry et al., 2021).
2.4.1.11. Premenstrual dysphoric disorder PMDD:

PMDD includes psychological and somatic symptoms and func-

tional impairment that are at the severe end of the Premenstrual symptoms
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continuum. This disorder results from hormonal change. Symptoms must be
present during the last week before the onset of menstruation, and the symp-
toms begin to be better within some days after menstruation; it should de-
crease or disappear in the weeks following menstruation and should be pre-
sent in most cycles for the past year. At least 5 symptoms must be present,
including one "core" symptom (marked affective lability, irritability, de-
pressed mood or anxiety) (Lanza di Scalea & Pearlstein, 2017).

2.4.1.12. Non suicidal self-injury:

Non-suicidal self-injury includes a person who harms his body
such as cutting or burning deliberate, abrasion, hitting, or any other physical
method or interference with wound healing resulting from self-harm urges
or thoughts; injury is not an attempt at suicide. The persons with self-injury
(that may have called self-mutilation) report reasons of relieving negative
emotions, punishing oneself, seeking attention, or escaping a situation or re-
sponsibility. Others report the influence of peers or the need to “fit in” as

contributing factors (Videbeck, 2020).

2.4.2. Causes of depression:
These may be Genetic causes, Biological causes, Social factors

and lifestyle, Influence of family, Sociocultural factors, The school environ-
ment, and other factors (Bembnowska & Josko-Ochojska, 2015). Also there
are many theories about the depression arising; these theories are Psychoan-
alytic theories of depression, Attachment theory, Behavioral theories of de-
pression, Cognitive theories of depression, and interpersonal theories
(Gilbert, 2017).

2.4.2.1. Psychoanalytic theories:

In 1917 Freud established the exploration of depression and its link
to aggression in “Mourning and Melancholia” and internally directed aggres-
sion. He conceptualized that in response to the loss experience, according to
Freud, superego is the result of an internal set of standards and values by

which one judges him-or herself, by unconscious method individuals may
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inhibit their hostility or aggression to avoid the negative consequences of
expressing it externally; this way, they maintain their position in the family
or society, in this process results in internalized hostility that makes a person
more prone to depressive symptoms. Freud proposed superego is mediated
the association between the depression and internally directed aggression
(Haddad et al., 2008).

2.4.2.2. Attachment theory:

Attachment theory aims to discover the relationship between par-
ents, children and adults in terms of personal and intimate relationships.
Some researchers believe that depression is association to insecure attach-
ment, whether it is with children, adolescents or adults. They also believe
that attachment occurs not only between the mother and the child, but can
occur between partners and friends. They showed similar characteristics to
the mother-child relationship. It was found that bad experiences that children
go through, such as parental separation, neglect or mistreatment, are the
origin of insecure attachment, which has a strong association with severe
depression. In conclusion, individuals who suffer from insecure attachment
are more prone to depression (Guo & Jen, 2019).
2.4.2.3. Behavioral theories of depression:

Ferster posits that the primary aspect of depression is the reduced
frequency of behaviors and suggests that depressive behavior is primarily
functional. If depression is assumed to be a behavioral deficit, Ferster finds
that the frequency of the behavior decreases when the dominant stimulus or
discriminatory stimulus is removed. Ferster stresses the importance of this
factor in precipitation in depression. For example, the loss of a spouse or job
constitutes the loss of a discriminatory stimulus and thus interrupts and puts
an end to many behaviors. So the primary feature of depression is a "lower

rate of emitting positively reinforced behaviors (Mathews, 1977) .
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2.4.2.4. Cognitive theories of depression:

(Possel & Smith, 2020); Townsend (2015); and Aaron Beck's sug-
gest that the primary disturbance in depression is cognitive rather than affec-
tive; cognitive theory of depression consists of the following components:
dysfunctional attitudes, cognitive errors, and Beck's cognitive triad or nega-
tive cognitive triad consisting of a negative view of self, the world, the future,
and negative automatic thoughts. This dysfunctional attitude is relatively en-
during, organizing structures that guide situational information processing
(e.g., “People will probably think less of me if I make a mistake”). When
these elements are activated by stress, dysfunctional situations lead to cog-
nitive errors that distort perception and thinking and make it extreme. Fi-
nally, the results that have been reached indicate that negative thoughts rep-
resent a perceptual symptom of depression. Figure 2-1 represents an illustra-

tion of Beck's theory of depression.

Cognitive Triad:
Self

Cognitive Tad: Depressive
Future Symptoms

Dysfunctional
Attitudes

Cognitive Errors |

v

Cognitive Triad:
World

Figure (2-1) Explanation of Beck's theory (Possel & Smith, 2020)
2.4.2.5. Interpersonal theory:

Interpersonal theory for Coyne’s (1976a, 1976b), assumed that the
combination of depressive symptoms and excessive search for reassurance
lead to interpersonal problems. People with depression can inadvertently re-
verse the positive effect of social support. Coyne’s theory is one of the first

to state that personal behaviors can affect people's emotional well-being. As
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an example for this theory, some people can become more depressed just
because of a phone call (Pritchard, 2013).
2.5. Impact of depression on quality of life:

The quality of life is negatively affected by depression; also the
prevalence of depression increases the disability and risk for mortality. Com-
pared to healthy people, people with a depression suffer from lower of qual-
ity of life in world wide. A decrease in health-related quality of life is asso-
ciated with high depression. The associations appeared to be stable over time
and independent of how quality of life was assessed. This review found
strong association between the lack of quality of life and the degree of de-
pression; this association is stable all the time, regardless of the instruments
applied to measure the quality of life (Sivertsen et al., 2015).

The quality of life in patients is affected by depression negatively,
especially those who suffer from chronic physical diseases such as cancer,
stroke, and others. It also leads to a high rate of functional disability and an
increase in the death rate and also contributes to adding a negative impact on
the paths of diseases, so reducing and controlling depression and the factors
that contribute to increasing this disorder that will increase the quality of life
(Kang et al., 2015).

2.6. Previous Studies:
First study:

(Rapaport et al., 2005) conducted a study “Quality-of-Life Impair-
ment in Depressive and Anxiety Disorders”. Several studies and previous
reports have shown poor quality of life for patients suffering from anxiety
and emotional disorders, whether the survey was for epidemiological or rel-
atively small samples. This study aims to study the impact of anxiety and
depression disorders on the quality of life of people who suffer from these
disorders and compare them, through the management of the measure of
quality of life and enjoyment of life and measurement of satisfaction. Quality

of life and life satisfaction scales were taken for 11 treatment trials including
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studies of major depression, chronic/dual depression, chronic depressive dis-
order, panic disorder, obsessive-compulsive disorder (OCD), social phobia,
premenstrual dysphoric disorder and post-traumatic stress disorder (PTSD).
The results showed quality of life impairment and its major depression were
(63%), chronic/double depression (85%), dysthymic disorder (56%), panic
disorder (20%), OCD (26%), social phobia (21%), pre- menstrual dysphoric
disorder (31%), and PTSD (59%). Finally, the study concluded that there is
a severe impairment in the quality of life for people who enter into emotional
disorders or anxiety. The individual's perception of quality of life should be
part of the final assessment because the measures of the specific symptoms
of each disorder did not show significant variation in quality of life among
themselves.

Second study:

Lv etal., (2009) performed a study “Depression, anxiety and qual-
ity of life in parents of children with epilepsy” This study was submitted to
the Department of Neurology, Peking Union College of Medicine Hospital,
Peking Union College of Medicine, Beijing, People's Republic of China in
2009. The study aimed at evaluating the quality of life and mental health of
parents of children with epilepsy, as well as measuring the correlation be-
tween anxiety and depression on the one hand and quality of life on the other.
Two groups of children were taken, the first was from healthy children and
their number was 270 children, and the other group was from children with
epilepsy and their number was 263 children and this group was divided into
two part newly diagnosis in epilepsy and follow up visit group. The follow-
ing scales were used after making sure of the balance of the two groups in
relation to the background of variables Short-Form Health Survey (SF-36)
Questionnaire, Zung Depression Scale (ZDS) and Zung Anxiety Scale
(ZAS) were applied to all parents. The study showed that the parents of a
child with epilepsy had high levels of anxiety and depression in addition to

a significant decrease in the quality of life compared to the other group of
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parents of healthy children. The study concluded that children's illness leads
to a deterioration in the mental health of parents and thus a decrease in the
quality of life. In addition, distinguishing the associations between study var-
iables would improve the quality of life.
Third study:

Hanna & Cronin-Golomb (2012) conducted a study of “Impact of
Anxiety on Quality of Life in Parkinson’s Disease” This study was presented
in Boston, United States of America. This study investigates the impact of
anxiety and depression on quality of life in Parkinson's disease. This is be-
cause previous studies examining the impact of depression and disabilities
on quality of life and anxiety are ignored. The Parkinson's Disease Quality
of Life measure (PDQ-39) was used. The sample size was 38 samples of
people with the disease, and the study revealed that the effect of anxiety is
greater than the impact of depression on the quality of life of patients, where
the sample variance for anxiety was 29%, while depression was 10% of the
total quality of life measure for Parkinson's disease by using progressive re-
gression analysis. Proper and early treatment of anxiety and depression is
extremely important in improving the quality of life for Parkinson's patients.
Fourth study:

(Vasilopoulou et al., 2016) conducted a study of “The Impact of
Anxiety and Depression on the Quality of Life of Hemodialysis Patients”.
The purpose of this study is to find out how quality of life is affected by
anxiety and depressive disorders. The sample consisted of 395 people suf-
fering from renal failure and continuous dialysis, and the data were collected
through special procedures for this purpose. The scale was HADS scale for
assessing the level of anxiety and depression and the Missoula-VITAS Qual-
ity of Life Index (MVVQOLI) scale for assessing patients' quality of life. The
results of the study were as follows: 47.8 had high levels of anxiety and 38.2

had high levels of depression. finally, the average of quality of life level was
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17.14 and showed statistical evidence of the relationship with the family sit-
uation, the number of children, adherence to the doctor's orders, adherence
to a diet, in addition to the patient's relationship with the medical staff. Using
multiple linear regression, it was found that the quality of life was associated
with level of depression, where the overall quality of life score was 2.5 to
4.4 lower for people with moderate and high levels of depression compared
to people with low level of depression. The study concluded that the evalua-
tion of anxiety and depression in addition to the quality of life is an important
part of the treatment regimen and the dialysis process and they cannot be
neglected.

Fifth study:

(Fan et al., 2016) performed a study of “Relationships among De-
pression, Anxiety, Sleep, and Quality of Life in Patients with Parkinson’s
Disease in Taiwan”. The study was presented in Taiwan in 2016. The study
aims to examine the correlation between anxiety, depression, sleep disorders,
Parkinson's disease and its medications and their impact on quality of life. A
range of scales and questionnaires were administered and validated, includ-
ing Unified Parkinson’s Disease Rating Scale, Beck Anxiety Scale, Beck
Depression Scale, Parkinson's Disease Questionnaire (39 items), and Parkin-
son’s Disease Sleep Scale-2. The sample consisted of 134 people with the
disease, for whom the quality of life was measured, and it was found that a
decrease in the quality of life was positively associated with a higher rate of
anxiety and depression, prolonged period of disease, as well as sleep disturb-
ances. Independent factors including cognitive status, anxiety, depression,
and activities of daily living were identified as predictors of quality of life.
The knowledge of caregivers of psychological treatment methods to control
disorders can raise the quality of life for patients
Sixth study:

Kousha et al. (2016) performed a study under the title of “Anxiety,

depression, and quality of life in Iranian mothers of children with autism
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spectrum disorder”. A descriptive study in Iran, aims to know the frequency
of anxiety, depression and quality of life of Iranian mothers who have a child
with autism, due to the prevalence of autism spectrum in all developing
countries as well as developed countries. 127 outpatient mothers of a child
with autism were taken for the purpose of studying demographic data and
mental health characteristics. Mothers suffer from high rates of anxiety
(72.4), in addition to depression, which is estimated at 49.6, and low levels
of quality of life for mothers. The study found that maternal depression is
strongly correlated with the age of the child, in addition to positive correla-
tions with the length of the illness. Providing support to families will im-
prove their mental and psychological health.

Seventh study:

Prisnie et al., (2018) performed a study “Effects of depression and
anxiety on quality of life in five common neurological disorders” As a result
of previous studies, it is not clear that anxiety and depression affect quality
of life equally across neurological disorders. This study investigates the re-
lationship between neurological disorders, anxiety, depression and quality of
life. Data were collected using a number of scales and they were the Short
Form Health Survey (SF-12) in Neurology Patients, Patient Health Question-
naire (PHQ-9) and Hospital Anxiety and Depression Scale (HADS-A). The
sample size consisted of 279 samples for patients with epilepsy, migraine
268, multiple sclerosis 222, stroke 204, and Parkinson's disease 224. The
statistical analysis used was multiple linear regression to assess the variables
associated with the mental health component and physical health component
scores. Anxiety and depression have a significant contribution to PCS in mi-
graine, stroke, and multiple sclerosis. But the greatest contribution was to
MCS. This study found that anxiety and depression have varying effects on
quality of life.

Eighth study:
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Adams et al. (2020) performed a study “The Relationship Between
Child Anxiety and the Quality of Life of Children, and Parents of Children,
on the Autism Spectrum” This study aimed to find out the correlation be-
tween anxiety, quality of life and characteristics of autism in children and
their parents alike. Children with autism suffer from high rates of anxiety,
but the effect of this anxiety on the quality of life cannot be known so this
study was about this affect. The Children's Quality of Life Scale and the
World Health Organization Scale were used to measure the quality of life of
parents, in addition to the Children's Anxiety Scale-Autism Spectrum Disor-
der of the parent. The final result was quality of life was poor for parents and
children with high anxiety level. This study found that anxiety is one of the
important factors that can help improve the quality of life if it is treated.
Ninth study:

Khalil et al., (2021) performed a study “Depressive Symptoms,
Anxiety, and Quality of Life in Hemodialysis Patients and their Caregivers:
A Dyadic Analysis” A cross-sectional descriptive study; aims to identify the
effect of anxiety and depression on the physical and psychological quality of
life of patients with end stage kidney failure who are continuing on dialysis
and health caregiver dyad in Jordan, using the interdependence model be-
tween the representative and the husband. 120 samples were taken and anx-
iety and depression were measured for them, with the quality of life meas-
ured by the WHOQOL-Bref. The depression scores of the patients were
higher than that of the health care providers (8.74 £5.23 vs. 6.9 + 3.9, p =
.001), and the patients also had lower scores on the physical aspect of quality
of life (47.37 £ 22.9 vs. 64.1 £ 17.49, p < .001). The results showed that
anxiety and depression affect the husband's quality of life while for patients,
the quality of life is affected by symptoms of depression only. In conclusion,
this study concluded that anxiety and depression are equally important in
managing quality of life.
Tenth study:
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Al-Nashri & Almutary (2022) conducted a study “ Impact of anx-
iety and depression on the quality of life of hemodialysis patients” The study
aimed to investigate the impact of depression and anxiety on quality of life
in patients with renal failure who are on dialysis. Although it is known that
hemodialysis affects the quality of life, anxiety and depression do not take
serious steps to treat it. The study design was correlational a cross-sectional
design. The sample size was 114 patients undergoing hemodialysis treat-
ment. The Kidney Disease and Quality of Life Survey 36 and the Anxiety
and Depression Scale were used within hospitals for the purpose of sample
collection. The statistics were descriptive and inferential using the t-test for
the purpose of finding the correlation between the quality of life of patients
with renal failure and dialysis and anxiety and depression on the other hand.
The result of this study was that 50% of the sample size suffers from anxiety
and 44.7 suffer from depression, and there was a strong negative correlation
with statistical significance between anxiety and depression on the one hand
and quality of life on the other. This study concluded that early detection and
finding solutions for anxiety and depression disorders can have a positive
benefit on renal failure patients. Also, the two disorders mentioned are

among the most common symptoms in patients with kidney failure.
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Chapter Three

Methodology
3.1. Design of the Study:

A quantitative descriptive study was conducted to find out the im-
pact of anxiety and depression illnesses upon quality of life of patients in
holy kerbala city, during the period of the study from 5 December 2021 to
30 September 2022.

3.2. Administrative Arrangement:

Official Permissions are obtained from Ministry of Health/
Holy Karbala Health directorate / Training and Human Development Center,
and Al-Hassan Al-Mujtaba Teaching Hospital to carry out the study (appen-
dix A, Al).
3.3. Ethical Consideration:

Ethical approval was taken from the Ethical Committee of Re-
search in the nursing college/University of kerbala concerning confidential-
ity and participants’ anonymity (Appendix B). Also, the participants had full
information about the current study and its aims and before taking the infor-
mation of any participant, his or her oral consent was obtained in order to
participate in the research; there is a note also on the questions stating the
following: dear if you agree to participate in this research, with respect you
can fill out questionnaire at your disposal. Besides, the confidentiality of in-
formation obtained from patients who participated in the present study was

taken into consideration.
3.4. Setting of the Study:

An accessible sample of adult people with anxiety or depression
ilinesses is selected from the outpatient at Imam Al-Hassan Al-Mujtaba

Teaching Hospital in the holy Kerbala city.
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3.5. Instrument of the Study:

The questionnaire consisted of 4 parts which are used to achieve

the objectives of the study as in the following:
Part I:

Part | was built in accordance with the requirements of the study,
it consists of demographic characteristics for patients. It contains 5 variables
(age, gender, marital status, educational level and monthly income) (Appen-
dix G).

Part II:

Beck Depression Inventory BDI-I1 was used to assess the depres-
sive illness; it is a global scale. It was developed by Aron Beck in 1996 and
is an upgraded version of BDI and BDI-1A. It consists of 21 axes; each axis
includes a set of questions; the answers range from 0-3. According the value
of degree that patients are taking the level of depression is determined: O-
11=Absence of depression, 12-19=Mild depression, 20-27=Moderate de-
pression, 28-63=Severe depression (Appendix H).

Part 111:

It is the standard scale (Taylor anxiety scale) to assess the anxiety
level in patients; this scale measures, to a large degree of objectivity, the
anxiety of how the patient feels, developed by Janet Allison Taylor; it con-
sists of 50 questions to measure the anxiety; it is used for both child and adult
patients. The scale has two answers ‘yes take 1 score’ and ‘no take 0’ but
there are some reverse questions (3, 13, 17, 20, 22, 29, 32, 38, 48, 50); in this
questions the answer yes takes 0 and the answer no takes 1. So according to
degree from 50 the anxiety level is determined: 0-16=Very low anxiety, 17-
19=Low anxiety, 20-24=Average anxiety, 25-29=Above average anxiety,
30-50=High anxiety (Appendix ).
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Part IV:

The third scale is the World Health Organization Quality of Life-
Brief (WHOQOL-Brief). This scale consists of 26 question each question
has answers ranging from 1-5 used to assess quality of life. These questions
are divided into 4 domains: Physical Health (7 items), Psychological Health
(6 items), Social Relationship (3 items), Environment (8 items) and two
items without domains; the closer the answer is to zero, the quality of life

becomes worse (Appendix J)
3.6. Validity:

Although the scales are valid, the questionnaire was forwarded to

11 experts in various specializations and from several colleges in lIrag to
make it more valid by using content validity. (Appendix F)
(3) Faculty members from the College of Nurse, University of Baghdad
(3) Faculty members from the College of Nurse, University of Kerbela.
(3) Faculty members from the College of Nurse, University of Babylon.
(1) Faculty members from the College of medicine, University of Kufa.
(1) Faculty members from the College of Nurse, University of Kufa.

By the face validity the researcher asks the expert to review the
contents of the study instruments and to investigate the clarity, relevancy,
and adequacy of the questionnaire.

The result of the validity by experts indicated that the question-
naire was clear, easy to understand by any patient, adequate, and relevant,
and valid after some change on questionnaire according to their sugges-
tions.

3.7. Pilot Study:

A pilot study was carried out by the researcher from5 - 7 April.

The sample of the pilot study consisted of 20 participants selected by a con-

venience method, 10 of whom studied the anxiety and quality of life, and the
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remaining 10 examined the depression and quality of life. This sample was
excluded from the total sample allocated to the study.
The purposes of the pilot sample study were:
1. To know the time taken by the participants of filling out the study in-
struments.
2. To know the nature of the difficulties facing the participants of the
study and following the best approach for the purpose of solving them.
3. To verify the content of the study instruments, and to modify the
points that need to be modified.
4. To identify the reliability of the study instruments.
After conducting the pilot study, all these purposes have been achieved.
3.8. Reliability of the Questionnaire:

Reliability refers to the stability or internal consistency of an in-
strument that means the instrument good reliability the respondent for a
given condition under constant conditions will take the same degree. It is
rare for two repeated tests to get exactly the same score because it is affected
by errors of chance, but the score is close. The goal of reliability is to avoid
chance errors and to prove that the scale is as error-free as possible and reli-
able. Reliability is very important because it is the first step to accepting sci-
entific research and the usefulness of the test; the extent to which the test
accurately measures the structure it wants to measure (Segal & Coolidge,
2018).

For measuring the reliability and internal consistency, Split-Half
test is used to measure the Reliability for the study instrument. The reliability
result of (Taylor scale for anxiety) was 0.837, the reliability result of the
(beck scale for depression) was 0.747, and the reliability result of
(WHOQOF-Brief scale) was 0.812; the acceptable value of reliability is 0.7
(Barton & Peat, 2014) which means that the study instrument is reliable in

measuring the study phenomenon (Appendix C, D, E).
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3.9. Sample of the study:

A non-probability sample was selected by using the convenience
method,; it consists of 104 patients: 52 patients with anxiety illnesses and the
others are patients with depression illnesses. The sample is collected at Al-
Hassan Al-Mujtaba Teaching hospital for the period from 16 April to 27 may
2022, for five days a week from 8:30 AM to 2:00 PM.

3.10. Inclusion criteria:

Adult patients who have diagnosis with anxiety or depression dis-

orders by consultant psychiatrists were studied.

3.11. Exclusion criteria:

the following were excluded:

1-Patients who have more than one disorder or mixed disorders such as de-
pression or anxiety with schizophrenia.

2-Child patients.

3.12. Data Collection Methods:

The participants were patients with anxiety and patients with de-
pression visiting Al-Hassan Al-Mujtaba Teaching Hospital and agreeing to
participants in the present study. The study sample was collected by the con-
venience sampling by visiting the psychiatric clinic for five days a week from
8:30a.m to 2:00 p.m. from the period of 16 April to 27 May 2022. The re-
searcher attendance starts daily with the physicians’ attendance and ends
with their leaving. This study depends on a psychiatrist for diagnosis, so after
the diagnosis of patient by the physician by one of the study variables (anx-
iety and depression) and after taking patient’s permission, the subjects are
taken by two methods either self-report for patient who can read and write
or by semi structured interview for patients who cannot read and write the

questionnaire or cannot answer for any reason.
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3.13.

Statistical Data Analysis:

SPSS V. 26 software is used to manage and to analyze the data.

Descriptive statistics including number and frequencies, percentages, means

and standard deviations, and inferential statistics in proportion to the

distribution of data is used in terms of normality.

/7
0’0

3.14.

Split half test for measuring the internal consistency reliability for the
study instruments.
Descriptive analysis (Frequencies, and Percentages, Means and stand-

ard deviations) for describing the demographic characteristics and
finding out the level of the anxiety, depression and quality of life.
Kolmogorov-Smirnov test to determine the distribution of the sample
if normal disruption or abnormal so this test leads to the other statisti-
cal tests used in this study.

Independent sample t-test to show the significant difference between
the categories of gender with regard to the quality of life.

Pearson correlation coefficient test is used to find out the correlation
between the anxiety, depression and the quality of life domains.
ANOVA this test is used to show the difference in the level of quality
of life of patients with regard to their demographic characteristics.
Scheffe multiple comparison test to distinguish the significant differ-
ence in the levels of quality of life for patients with their demographic
variables subcategories. It is done for the demographic variables that
showed a significant difference in the ANOVA test.

Limitations of the study:

The nonrandomized and small size of sample limiting the generaliza-
bility of the study results.

The study looked at the quality of life for anxiety and depression pa-
tients but did not compare it with the quality of life of healthy people.

The setting of the study was in one center for getting sample.
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Chapter Four
The Results
Table (4-1): Distribution of the Participants According to their

socio demographic data Characteristics:

Less than 20 years 20 19.2
20-29 years 28 26.9
Age group 30-39 years 26 25.0
40-49 years 14 13.5
50 years and above 16 15.4
Total 104 100.0
Male 46 44.2
Gender Female 58 55.8
Total 104 100.0
Do not read and write 8 7.7
Read and write 10 9.6
Primary school 34 32.7
Education level Secondary school 30 28.8
Diploma degree 12 115
Bachelor's degree 10 9.6
Total 104 100.0
Single 32 30.8
Married 52 50.0
Marital status Widow 10 9.6
Divorced 10 9.6
Total 104 100.0
Enough 18 17.3
: Somewhat enough 26 25.0
Monthly income Not enough 60 57.7
Total 104 100.0

f= frequencies, %=Percentages, N= number

In table 1 the results showed the ages of participants (N=104) in the
current study were at most (26.9%) from 25 to 34 years and followed by 35
to 44 years (25%), and regarding the genders (55.8%) were women. Accord-
ing to the education levels the higher percentage (32.7%) had primary school
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and followed by secondary school (28.8%). Regarding marital status, the re-
sults showed 50% were married and the results also showed the most of par-

ticipants (57.7%) were not had enough monthly income.
Table (4-2): Distribution of the participants in anxiety and de-

pression groups according to their socio demographic data

characteristics:

Less than 20 years 12 23.1 8 15.4
20-29 years 14 26.9 14 26.9
Age group 30-39 years 8 154 18 346
40-49 years 12 23.1 2 3.8
50 years and above 6 115 10 19.2
Total 52 100.0 52 100.0
Male 22 423 24  46.2
Gender Female 30 577 28 538
Total 52 100.0 52 100.0
Do not read and write 2 3.8 6 115
Read and write 6 115 4 7.7
_ Primary school 16 308 18 346
Education level " secondary school 16 308 14  26.9
Diploma degree 4 7.7 8 15.4
Bachelor's degree 8 15.4 2 3.8
Total 52 100.0 52 100.0
Single 16 30.8 16  30.8
Married 26 50.0 26 50.0
Marital status Widow 6 11.5 4 77
Divorced 4 7.7 6 115
Total 52 100.0 52 100.0
Enough 10 19.2 8 15.4
Monthly income Somewhat enough 16 30.8 10 19.2
Not enough 26 500 34 654
Total 52 100.0 52 100.0

f= frequencies, %=Percentages, N= number

In Table 2 the results showed the ages of participants (N=52 in anxiety
group and N=52 in depression group) in the current study were at most

(26.9%) from 20 to 29 years in anxiety group, while in depression group at
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most (34.6%) from 30 to 39 years, the female was more than the male in two
groups (57.7% in anxiety group and 53.8% in depression group). According
to the education levels the higher percentage (30.8%) was in the primary
school and the same percentage in secondary school for anxiety group and
34.6% were the high percentage in primary school for depression group. Re-
garding marital status, the results showed that 50% were married in the two
groups and the results also showed that most of the participants 50% had not
enough monthly income in anxiety group and 65.4% in depression group
(Figures see appendix K, L, M, N, O)

Table (4-3) The level of anxiety among patients with anxiety

iliness for each item:

1. My sleep is fitful and disturbed. 12 231 40 769 .77 425 H

I have had periods in which I lost 14 269 138 731 73 448 H
sleep over worry.

3.1 havg very few fears compared to 20 385 32 615 38 491 L
my friends.

4. 1 believe I am more nervous than 22 423 30 57.7 58 499 H
most others.

5. I have nightmares every few nights. 10 19.2 42 80.8 .81 .398 H

6. lIjlr;aveagreatdealofstomachtrou- > 38 50 962 96 194 H

7. | frequently notice my h.and shakes o4 462 28 538 54 503 H
when | try to do something.

8. | have diarrhea without medical 99 423 30 577 58 499 H

causes

9. 1 wqrry over money, business, and 16 308 36 692 69 466 H
my job

10. I have attacks of nausea. 18 346 34 654 .65 .480 H

11. I am often afraid that | am going to 99 423 30 577 58 499 H
blush.

12. 1 feel hungry almost all the time. 32 615 20 385 .38 .491 L

13. I trust myself so much 30 57.7 22 423 .58 .499 L

14. 1 tire quickly. 0 0 52 100.0 1.00 .000 H

15. It makes me nervous to have to H

8 154 44 846 .85 .364

wait.
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16. I feel so nervous I can't sleep 18 346 34 654 .65 .480 H
17. 1 am usually calm 36 69.2 16 308 .69 .466 H
18. I have periods of su_ch gregt restlegs— 18 346 34 654 65 480 H
ness that | cannot sit long in a chair.

19. I am do not happy most of thetime. 8 154 44 846 .85 .364 H

20. It s easy to focus my mind on some- 12 231 40 769 23 495 L
thing

21. | feel anxiety about som«_athmg or 10 192 42 808 81 398 H
someone almost all the time.

22. I.do noF worry quite a bit over pos- 29 423 30 577 42 499 L
sible misfortunes.

23. 1 wish | could be as happy as others 4 77 48 923 92 269 H
seem to be.

24. | frequently fl.nd myself worrying 4 77 48 923 92 269 H
about something.

25. | certainly feel I am useless at times. 34 654 18 346 .35 .480 L

26. 1 some’gmes feel that I am about to 16 308 36 692 69 466 H
go to pieces.

27. | sweat very easily even on cool 99 423 30 577 58 499 H
days.

28. Life is difficult for me. 10 192 42 80.8 .81 .398 H

29. 1 don't worry and | don't care about o4 462 98 538 46 503 L
my bad luck

30. I am extraordinarily sensitive 12 231 40 769 .77 425 H

31. I notice my heart beating so hard 16 308 36 69.2 .69 .466 H

32. 1 do not cry easily. 18 346 34 654 .35 .480 L

33. I have been afraid of things or peo- 98 538 24 462 46 503 L
ple that I know could not hurt me.

34. 1 am deeply affected by the events 4 7.7 48 923 .92 .269 H

35. Frequently I have headaches. 12 231 40 769 .77 .425 H

36. 1 was worried about things of no 18 346 34 654 65 480 H
value

37. 1 c_annot keep my mind on one 99 423 30 577 58 499 H
thing.

38. I don't get confused easily 20 385 32 615 .38 491 L

39. Sometimes | think I'm weak and 99 423 30 577 58 499 H
useless

40. I am a high-strung person. 8 154 44 846 .85 .364 H

41. Sometlmes: when embarrassed, | 16 308 36 692 69 466 H
break out in a sweat.

42. 1 blush excessively when | talk to 08 538 24 462 46 503 L

others
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43. 1 am more sensitive than most other 16 308 36 692 69 466 H
people.

44. 1 have sometimes felt that difficul- H
ties were piling up so high that | 10 19.2 42 808 .81 .398
could not overcome them.

45. 1 get ve_ry nervous while doing 14 269 38 731 73 448 H
something

46. My hands and feet are usually cold. 32 615 20 385 .38 .491 L

47. 1 dream frequently about things H

10 192 42 808 .81 .398
that are best kept to me.

48. 1 have high confidence in myself 34 654 18 346 .65 .480 H

49.:izcr)]metlmessufferfromconstlpa- 98 538 24 462 46 503 L

50. I never blush from shyness 16 308 36 69.2 .31 .466 L

Total .64 .092 H

f= frequencies, %=Percentages, M = Mean of score, S.D = Standard Deviation, levels (Very low= 0- .32,
Low= 0.33-0.38, Average= 0.39- 0.48, Above average= 0.49- 0.58, High=0.59- 1)

In Table 3 the results showed the level of anxiety for participants
with anxiety illness were high with Mean £ SD 0.60 + 0.092 and the higher
percentage in item number 14 with Mean + SD 1.00 + 0.000 (high) and the
lower percentage in item number 20 with Mean £ SD 0.23 + .425 (very low).

Table (4- 4): Levels of anxiety among each participant with
anxiety illness:

Very low anxiety 0- 16 0 0
Low anxiety (normal) 17- 19 0 0
Average anxiety 20- 24 0 0
Above average anxiety 25- 29 22 42.3 32.12 + 4.605
High anxiety 30-50 30 577 Min25-Max40
Total score 0- 50 52  100.0

f= frequencies, %=Percentages, M = Mean of score, S.D = Standard Deviation

The results in table 4 showed the most of participants (57.7%) with
anxiety illness had high levels of anxiety with Mean + SD 32.12 + 4.605
(Figure Appendix p).
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Table (4-5): The level of depression among patients with de-
pression illness for each item:

e —

1  Sadness 2.08 1.007
2 Pessimism 1.96 1.267
3  Past failure 1.73 1.140
4  Loss of pleasure 2.46 .803
5  Guilty feelings 1.42 1.126
6  Punishment feelings .96 1.204
7  Self-dislike 1.46 1.228
8  Self-criticalness 2.12 .983
9 Suicidal thoughts or wishes 1.00 1.048
10 Crying 1.54 1.093
11 Agitation 1.73 819
12 Loss of interest 1.81 1.155
13 Indecisiveness 1.50 1.094
14  Worthlessness 1.12 1.231
15 Loss of energy 2.23 983
16 Changes in sleeping pattern 1.46 803
17  lrritability 1.50 897
18 Change in appetite 1.38 932
19  Concentration difficulty 1.85 916
20 Tiredness or fatigue 1.88 1.022
21 Loss of interest in sex 1.46 1.290

Total 1.65 527

f= frequencies, %=Percentages, M = Mean of score, S.D = Standard Deviation, levels (Absence = 0- .52,
Mild=0.53-0.90, Moderate= 0.91- 1.28, Sever=1.29- 3).

In Table 5 the results showed the level of depression for participants
with depression illness was severe with Mean £ SD 1.65 + 0.527 and the
higher percentage in item number 15 with Mean £ SD 2.23 +.983 (sever) and
the lower percentage in item number 6 with Mean + SD 0.96 + 1.204 (mod-

erate).
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Table (4-6): Total levels of depression among each participant

with depression illness:

Absence of depression 0-11 0 0
Mild depression 12- 19 4 7.7
Moderate depression 20- 27 12 23.1
Severe depression 28- 63 36 69.2 34.65 + 11.075
Total score 0- 63 52 100.0 Min 17- Max 54

f= frequencies, %=Percentages, M = Mean of score, S.D = Standard Deviation

The results in table 6 showed the most of participants (69.2%) with
depression illness had severe depression with Mean £ SD 34.65 + 11.075
(Figure Appendix Q).

Table (4-7): The level of quality of life for patients with (anxiety

and depression) illness in mean scores for each item:

Mean
score ' score

1. How would you rate your quality of life? 2.81 1.221 215 1.334
2. How satisfied are you with your health? 288 1.199 258 1.460
.H i
3. How much do you feel that pain prevents 258 1958 273 1470
you from doing what you need to do?
4. How much do i
muc you n_eed_medlcal treatment 242 1319 281 1373
- to function in your daily life?
= 10. Do you have enough energy for every-
g 0y gh encrgy TOTeVely™ - 592 1045 238 1223
< day life?
8 15. How well are you able to get around? 262 1191 227 1173
2 16. How satisfied are you with your sleep? 250 1.321 1.88 1.132
® "17. How satisfied are you with your ability
' L i 323 1198 254 1.228
to perform daily living activities?
18. How satisfied ar i i
8. How satisfied are you with your capacity 277 1262 242  1.989
for work?
< 5. How much do you enjoy life? 254 1.056 192 1.152
S 6. To what extent feel lif
g . do you feel life to be ) oo 1084 210 1221
= meaningful?
2 7. How well are you able to concentrate? 258 1289 269 1.276
o
S 11. Are you able to accept your bodily ap-
2 y Py Y™ 342 1161 260 1181
> pearance?
8- 19. How satisfied are you with yourself? 312 1323 242 1433
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26. How often do you have negative feelings
such as blue mood, despair, anxiety, depres- 2.08 1281 1.62  .932
sion?

~ — .
= 20. |-.|OWSf’:ltISerd are you with your personal 310 1189 265 128
5 relationships?
§ 21. How satisfied are you with your sex life? 258 1.194 238 1.223
= 22.How satisfied ar with th r
S ow satisfied are you ththe support - g6 1936 262 1.586
& you get from your friends?
8. How safe do you feel in your daily life? 242 1126 2.04  .989
9. How healthy is your physical environ- 260 1913 254  1.320
ment?
12. To wh n h nough
0 what extent do you have enoug 315 1036 202 1186
money to meet your needs?
~ 13. How available to you is the information
S . y . 273 992 246 1.128
£ that you need in your day-to-day life?
c
14. To what extent do you have the oppor-
= . . . y PP 250 980 2.04 1.028
= tunity for leisure activities?
LLl

23.How satisfied are you with the conditions
of your living place?

24.How satisfied are you with your access to
health services?

25.How satisfied are you with your
transport?

3.04 1267 262 1611
296 1357 296 1.267

254 119 235 1.370

Total 2.76 536 242 .604
1 point represent the worst state of health, while 5 points represent the best state of health

The results in Table 7 showed the quality of life for patients with anx-

iety illness was better from patients with depression illness.
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Table (4-8): The level of quality of life for the study groups

(anxiety and depression illness) in total scores for each domain:

Raw Trans- Raw Trans-
T  Score formed T score formed
score score
4-20  0-100 4-20  0-100
Physical Health 1904 272 1088 4299 17.04 243 973 3585
(7 items)
Psychological 1639 271 1086 4294 1354 225 902 3141
Health (6 items)
Social Relation- ' g 73 591 1164 4776 7.65 255 1020 38.78
ship (3 items)
Environment 5504 275 1102 4387 1992 249 996  37.26
(8 items)
Total (26 items) 71.80 276  11.04 4404 6288 241 9.67 3547

Zero point represents the worst possible state of health, while 100 points represent the best possible state

of health

The results in Table 8 showed the quality of life was unacceptable

level for patients with anxiety and depression illness, and showed that the

quality of life for patients with anxiety illness was better than patients with

depression illness (Figure Appendix R).

Table (4-9): The differences in the level of quality of life for

patients with anxiety and depression illness:

Physical Health 42.99 35.85 2133 51  .038
Psychological Health ~ 42.94 31.41 3.295 51 .002
Social Relationship 47.76 38.78 2.554 51 014
Environment 43.87 37.26 2273 51 027
Total 44.04 35.47 3.278 51 .002

Sig.= Significance, N. S=Non Significant at p>0.05, S= Significant at p<0.05, H.S: High Significant at

p<0.001.
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The results in Table 9 showed there were significant statistical differ-
ences in quality of life between patients with anxiety and depression illness
at p< 0.05.

Table (4-10): Distribution of the samples by using Kolmogo-

rov-Smirnov test:

Statistic Sig.

Anxiety 1.253 52 .087
Depression 945 52 334

QOL for anxiety group 1.088 52 187
QOL for depression group 765 52 .602

Normality = p- value > 0.05
In Table 10 the results showed the distribution of the samples were

normality at p- value > 0.05.
Table (4-11): The impact of anxiety and depression upon pa-
tients’ quality of life:

r

p. value Result r p. value Result

Physical Health  -.065- .645 NS -675- .000 HS
Psychological Health -.217- .122 NS  -591- .000 HS
Social Relationship .025  .859 NS  -318- .022 S
Environment -179-  .205 NS  -.486- .000 HS
Total -176- 211 NS -652- .000 HS

P=probability value, NS: Non-Significant at P > 0.05, S: Significant at P < 0.05, HS: Highly Significant
at P < 0.001.

In Table 11 the results showed there were highly significant statistical

correlations between patients with depression illness and their quality of life

at p- value P < 0.001, with reverse impact depression illness upon quality of
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life. And the results showed there were non-significant statistical correla-
tions between patients with anxiety illness and their quality of life at p- value

P > 0.05, with reverse impact anxiety illness upon quality of life.
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Table (4-12): The difference in the level of quality of life of anxiety and depression patients with

regard to their demographic characteristics:

. Between Groups 3348.792 4 837.198
Age QOL/ANXIEty  —\vithin Groups 5796989 47 123340 078 000
i Between Groups 928.539 4 232.135
QOL/Depression —\yiinin Groups ~ 10718.380 47  228.051 - 018 408
. Between Groups 1715.046 5 343.009
= ducation level QOL/ANXIEty  —\vithin Groups  7430.735 46 161538 2125 079
ucatl QOL/ Depression Between Groups 5540.919 5 1108.184 8349 000
P Within Groups  6106.000 46  132.739 ° '
. Between Groups  444.427 3 148142
Marital status QOL/ANXIelY  \yithin Groups 8701354 48 181278  °or/ 491
u QOL/ Depression BEtWeen Groups  607.499 3 202500 g0 4o
P Within Groups  11039.420 48  229.988 '
i Between Groups 2786.716 2  1393.358
Monthiv income QOL/ANXIEty  —\vithin Groups ~ 6359.066 49 129.777 ~0-737 000
y QOL/ Depression Between Groups 124.420 2 62.210 265 769
P Within Groups ~ 11522.499 49 235153 '

P=probability value, NS: Non-Significant at P > 0.05, S: Significant at P < 0.05, HS: Highly Significant at P < 0.001.
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In Table 12 the results showed there were highly significant differ-
ences between the levels of quality of life of anxiety patients with their age
and monthly income at P < 0.001.

Also the results showed there were highly significant differences be-
tween the levels of quality of life of depression patients with their educa-
tional level at P < 0.001 (Figure Appendix S, T, U)

Table (4-13): Scheffes’ multiple comparisons test for signifi-

cant differences with respects to quality of life of patients and

their monthly income:

Monthly in- I J (1-J)
come Enough Some- **20.03| .000 | HS
what
Enough
Not *17.28 | .001 S
Enough
Somewhat Enough ** 000 | HS
enough 20.03
Not -2.75 751 | NS
Enough
Not enough Enough *-17.28 | .001 S
Some- 2.75 751 | NS
what
Enough

P=probability value, NS: Non-Significant at P > 0.05, S: Significant at P < 0.05, HS: Highly Significant
at P <0.00

In Table 13 the results showed the highly significant differences in the
level of quality of life for anxiety patients with their monthly income be-

tween enough and somewhat enough at P < 0.001
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Table (4-14): Scheffes’ multiple comparisons test for signifi-

cant differences with respects to quality of life of patients their

age:

Age

J

Less than 20-29 11.17 181 | NS
20 years years
30-39 -13.87 132 | NS
years
40-49 4 940 | NS
years
50 years 5.44 914 | NS
and above
20-29 Less than -11.17 181 | NS
years 20 years
30-39 **.25.04 | .000 | HS
years
40-49 -7.17 614 | NS
years
50 years -5.73 890 | NS
and above
30-39 Less than 13.87 132 | NS
years 20 years
20-29 **25.04 | .000 | HS
years
40-49 *17.87 | .024 | S
years
50 years *19.31 | .049 | S
and above
40-49 Less than -4 940 | NS
years 20 years
20-29 7.17 614 | NS
years
30-39 *-17.87 | .024 | S
years
50 years 1.44 999 | NS
and above
50years  Lessthan -5.44 914 | NS
and above 20 years
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20-29 5.73 890 | NS
years
30-39 *-1931 | .049 | S
years
40-49 -1.44 999 | NS
years

P=probability value, NS: Non-Significant at P > 0.05, S: Significant at P < 0.05, HS: Highly Significant

atP <0.00

In Table 13 the results showed the highly significant differences in the

level of quality of life for anxiety patients with their age between 20-29 years
and 30-39 years at P < 0.001.

Table (4-15): Scheffes’ multiple comparisons test for signifi-

cant differences with respects to quality of life of patients and

their Educational level:

Educational
level

I J (1-J)
Do notread Read and 24.04 278 NS
and write write
Primary 0.6 1.000 NS
school
Secondary 3.12 1.000 NS
school
Diploma -21.16 490 NS
degree
Bachelor's 10.81 921 NS
degree
Read and Do not -24.04 278 NS
write read and
write
Primary *-23.44 .008 S
school
Secondary *-20.92 024 S
school
Diploma ** _45.2 .000 HS
degree
Bachelor's -13.23 487 NS
degree
Primary Do not *-0.6 .008 S
school Read and

write
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Read and 23.44 1.000 NS
write
Secondary 2.52 995 NS
school
Diploma -21.76 .062 NS
degree
Bachelor's 10.21 529 NS
degree
Secondary Do not *-3.12 024 S
school Read and
write
Read and 20.92 1.000 NS
write
Primary -2.52 995 NS
school
Diploma *-24.28 .026 S
degree
Bachelor's 7.69 793 NS
degree
Diploma Do not **21.16 .000 HS
degree Read and
write
Read and 45.2 490 NS
write
Primary 12.76 .062 NS
school
Secondary *24.28 026 S
school
Bachelor's *31.97 .004 S
degree
Bachelor's Do not -10.81 487 NS
degree Read and
write
Read and 13.23 921 NS
write
Primary -10.21 529 NS
school
Secondary -7.69 793 NS
school
Diploma *-31.97 .004 S
degree

P=probability value, NS: Non-Significant at P > 0.05, S: Significant at P < 0.05, HS: Highly Significant

atP <0.00
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In Table 13 the results showed the highly significant differences in the
level of quality of life for depression patients with their educational level

between read and write and diploma degree at P < 0.001.
Table (4-16): The difference in the level of quality of life for

anxiety and depression patients with regard to their gender

characteristics:

4336 6.914 359-4 1556
Gender . 16.73 315 754 B4 141 197  .845
' 7 5 o4

P=probability value, NS: Non-Significant at P > 0.05, S: Significant at P < 0.05, HS: Highly Significant
at P < 0.001.

The results showed in Table 14 there were non-significant statistical
differences between quality of for anxiety and depression patients with re-

gard to their gender categories at P > 0.05.
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Chapter Five
Discussion of Findings
Part I: Discussion of the demographic characteristics of pa-
tients with anxiety and patients with depression illnesses (Table
4-2)

The results of the present study reveal that the highest percentage
(26.9% ) for anxiety group was in the (20-29) year old, This result is similar
to (Kalsoom, 2020) conducted in Pakistan and aimed to examine the gender
role in quality of life, depression and anxiety in patient with chronic kidney
disease. who found that 25.9% from the total sample are located in 18-30
years’ age group.

The current result found that the great categories of age in depres-
sion group was 34.6% in the (30-39) years group. This result is supported by
(Rapaport et al., 2005) who aim to compare the effects of anxiety and de-
pression disorders on quality of life based on previous reports, they mention
that the mean of age was 36.1 + 5.0 for Premenstrual dysphoric disorder
group.

This result agrees with (Ali Altinok et al., 2016) conducted in Tur-
key that aimed to investigate the quality of life and depression in the patient
with type 2 diabetes mellitus and the related factors, They mention that 27%
of participants are in the category 23-49 years. The current study agrees also
with (Brown & Roose, 2011) in United States who aimed to find if the anx-
iety and depressive symptomatology moderates the age, and quality of life
relationship. that found 34.7% from total participants from (30-59) years age
group.

The current study found that the bulk of the study sample, was
female for both groups anxiety (57.7%) and depression (53.8%) from the
sample size; This finding is similar to (Al-Nashri & Almutary, 2022) in

Saudi Arabia, they aimed "to evaluate the impact of anxiety and depression
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on quality of life for dialysis patients", They show that the majority of the
study participants are females (64% ) in comparison with 36% were
males.(Khalil et al., 2021) in Jordan found that the gender of two groups of
study are consist with the current study (56.7%) of patient sample was fe-
males. This result is also similar to (Ali Altinok et al., 2016) conducted in
Turkey; they agree with current results; they stated that 58% are females
whereas 42% are males.

The current study result found that the bulk of sample of depres-
sion group have primary school education level that represent 34.6%, and for
anxiety group was equal primary and secondary school education level that
represent 30.8% of sample, (Vasilopoulou et al., 2016) in Greece aimed to
"explore the impact of anxiety and depression on the quality of life of hemo-
dialysis patients"; they found that the elementary education level was 38.7%
and the secondary education was 31.1% from the total percentage.

The current study is similar also to (Soleimani et al., 2016) in Iran
that aimed to examine the relationship between the death anxiety and quality
of life in cancer patients; they revealed that 27.9% of the total study commu-
nity was primary school education. The current study is consistent also with
(Inal et al., 2010) conducted in Turkey which aimed to assess the quality of
life for patients with Sjogren’s syndrome, they found that 37.4% of study
society have primary school education.

The result of the current study shows that half of the study sample
(50%) was married for both anxiety and depression groups; This finding is
supported by Al-Nashri & Almutary (2022) in Saudi Arabia. They show that
53.5% of study sample was married. It is also similar to (Vasilopoulou et al.,
2016) in Greece who show that 50.1 % from the study community are mar-
ried. According to (Rapaport et al., 2005), the result is completely identical
with the current result; they found that 50% is married from the sample size
of patient with major depressive disorders. Likewise the current study agrees

with (Villar et al., 2017) in Spain; they aimed to determine the quality of life
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and anxiety level for patient with breast cancer and the change after treat-
ment, they found that 64.9% from the participants were married or live with
a partner.

The current study shows that 50% of anxiety group sample have
insufficient monthly income, and 65.4% of depression group sample also
have insufficient monthly income, These results are supported by (Khalil et
al., 2021) in Jordan who mention that 46.7% from patients and 44.2% from
caregivers their monthly income was less than 350 United States dollars. Ac-
cording to the study, this amount is an insufficient monthly income. The
minimum Jordan salary is 578 USD. This results also agrees with (Adewuya
et al., 2008) in Nigeria; they found the great number of participants were a

low Socioeconomic level; it represent 41.4% from the study sample.

Part Il: Discussion of anxiety disorder levels (Table 4.3) and
(Table 4.4)

The present findings reveal that 57.7% are with high level of anx-
iety disorder; this result is supported by the study of (Al-Nashri & Almutary,
2022) which is conducted in Saudi Arabia. They found that 50% of the par-
ticipants had anxiety disorder (mean of score was 7.7 = 5.3); the current study
is also consistent with (Kousha et al., 2016) in Iran who found that the greater
percentage of participants are with high level of anxiety; it was about 72.4%
from the total sample. This result agrees also with Villar et al.( 2017) in
Spain; they mention that 45% have severe anxiety disorders. According to
the study of (“Depressive Symptoms, Anxiety, and Quality of Life in
Hemodialysis Patients and Their Caregivers: A Dyadic Analysis,” 2021)
conducted in Jordan; it revealed that the mean of anxiety 7.84 + 5.23 (the
score was from 0 to 20) which agrees with present study findings. The cur-
rent study disagree with (Inal et al., 2010) which conducted in Turkey; that

found 30% of the sample have anxiety and 70% without anxiety.
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Part 111 :Discussion of depression levels (Table 4.5) and (Table
4-6)

The result of the current study shows that 69.2% of total sample of
depression group had severe depression; the current result is similar to
(Vasilopoulou et al., 2016) in Greece who found that 58.2% of the total sam-
ple had moderate to severe depression. The current study is consistent with
(Naumann & Byrne, 2004) conducted in Australia who found that the levels
of depression are the following: severe 33.3% (n=13); moderate 33.3%
(n=13); and mild 28.2% (n=11) from the total sample.

The current result disagrees with (Al-Nashri & Almutary, 2022)
conducted in Saudi Arabia who found that 55.3% of sample is not depressive
patients. In addition, (Inal et al., 2010) in Turkey who found that 31.1% from
the total sample have depression and other 68.9% without depression symp-

toms therefore, which is also inconsistent with the current study.

Part 1V: Discussion of quality of life of patients with anxiety

and depression (Table 4-8)

In the current study the result shows that the level of quality of life
for anxiety patients was un acceptable (44.04%) of sample size. These study
results are similar to Boralingaiah et al. (2021) conducted in India and aimed
to understand the relationship between the unipolar depression quality of life
and the general anxiety disorder quality of life before and after depression;
they found that the mean of quality of life for general anxiety before treat-
ment was 147.76 £ 14.16. the maximum score gathered for quality of life in
the above mentioned study was 400. The present study is also consistent with
Soleimani et al. (2016) in Iran who mentioned that the total mean score of
the quality of life was 106 + 25.4, and the range of quality of life (7-191). In
addition the current study is consistent with the study of Inal et al. (2010) in
Turkey; they use WHO quality of life scale. It revealed that the mean and

standard deviation for each domain of depression group was as follows:
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Physical, Psychological health (50.0+ 6.4), (51.0 £ 14.6) respectively; the
Social relationship and environment domains (52.9 + 19.9), (56.8% 24.8) re-
spectively. The current result is also consistent with Liu et al. (2021) who
mentioned that the total score of the quality of life was 57.44 + 9.03; Physical
health 15.09 * 2.43; psychological health 14.58 + 2.72; social relationships
13.94 + 2.60; and environment 13.82 + 2.63 which agree with the current
findings.

The current study found unacceptable quality of life for depressive
patients; the total quality of life was 35.47%. These study results are similar
to (Boralingaiah et al., 2021) in India who found that the mean of quality of
life for general anxiety before treatment was (163.53 + 15.04). Which are
consistet with the current study the mean of kidney diseases quality of life
(KDQOL) was Physical component score 44.5 + 25.9; Mental component
score 53.9 + 20.7; Burden of disease 42.5 + 25.4; Symptoms problem list
60.1 + 19.8; Effect of kidney disease 59.1 + 18.8; and total score KDQOF
49.1 £ 18.7. The present study agree also with (Adewuya et al., 2008) in
Nigeria; who mentioned that the level of quality of life was: Physical health
23.20 = 8.68; Psychological health 20.91 £6.95; Social relationship 8.87
+3.39; Environmental 24.36 +£7.11; and total quality of life 77.33 £ 3.14. In
addition, this study is consistent with (Inal et al., 2010) in Turkey; they use
WHO quality of life scale, they found that the quality of life for anxiety pa-
tient was the following: mean and standard deviation for each domain is as
follows Physical health = 48.7+ 6.3; Psychological health = 51.6+ 11.2; So-
cial relationship = 55.6+ 17.1; Environment = 66.5+ 16.8.

The researcher concluded that the depression had more impact on
the quality of life than anxiety because depression has more severe impact
on aspects of life, such as self-neglect and inability to work, in addition to
other psychological symptoms such as sadness and isolation.
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Part V: The impact of anxiety and depression with the quality
of life (Table 4-11)

The results of the current study found a significant statistical corre-
lation between depression illness and the quality of life. The current results
are similar to (Al-Nashri & Almutary, 2022) which showed a strong negative
correlation between depression and quality of life by using Pearson's corre-
lation coefficients (r=.454, p < .0001). The findings are also consistent with
the study of (Kousha et al., 2016) conducted in Iran; the results indicated that
there is a positive correlation between depression, anxiety and low score of
mothers’ quality of life.

The current result is similar to (Khalil et al., 2021)) who revealed
that there is a significant negative correlation between depression and the
quality of life in all aspects in their study (physical and psychological as-
pects). That mean when the depression was high there is a poor quality of
life. (Lv et al., 2009) also mentioned that there is a negative significant rela-
tionship between the quality of life and the diagnosis of depression. Accord-
ing to study of (Adewuya et al., 2008) conducted in Nigeria; they show that
there is a negative relationship between the depression and quality of life.

The findings of the current study show that there is no significant
relationship between the anxiety and the quality of life; this result is similar
to (Shafaii et al., 2017) who found non-significant relationship between the
death anxiety and quality of life.This result disagrees with (Kousha et al.,
2016) conducted in Iran; they found high significant negative correlation be-

tween the anxiety and quality of life for patient (r= -.454, p<.0001).
Part VI: The difference in the level of quality of life of anxiety

and depression patients with regard to their demographic
characteristics (Table 4-12)

The current study shows that there is a significant difference in the

quality of life in anxiety group with regard to age groups; These findings is



Chapter five: Discussion 70

agree with (Kousha et al., 2016) in Iran who showed that younger mothers
had better psychological health related to quality of life (20.08+3.41). This
result is also similar to (KOCAK et al., 2017) who found a significant dif-
ference between the quality of life regarding to the age.

The current study found that there is a significant difference in the
quality of life regarding monthly income in anxiety group, this result is con-
sistent with Abbas Tavallaii et al. (2009); they found that there is a signifi-
cant difference in the quality of life regarding monthly income. The findings
reveal that if the monthly income is low, moderate, high, the quality of life
was sequentially QOL=51.76 + 10.70, QOL=53.89 £ 10.39, QOL=59.02 +
7.98, respectively. Tavalaii concluded that there is a significant difference in
quality of life with regard to the level of monthly income. The current result
Is also similar to the study of (Amin et al., 2022) conducted in Bangladesh;
they aimed to "show the whole range of QOL deficits using the World Health
Organization Quality of Life brief version in diabetic patients", which re-
vealed that there is a significant difference in the quality of life according to
monthly income. Also this result agrees with the (Siboni et al., 2019) who
show that there is a high significant difference in quality of life regarding the
economical satisfaction.

The current study result shows that there is a significant difference
in the quality of life with regard to educational level for depression group.
This result is similar to the study of (Barbareschi et al., 2011) conducted in
Netherlands which revealed that there is a significant difference in the qual-
ity of life with regard to educational level. This result is also similar to
(Siboni et al., 2019) who found a high significant difference in the quality of

life with regard to the educational level.



o

6\

Chapter Six
Conclusions and

Recommendations




Chapter Six: Conclusions & Recommendations 72

Chapter six
Conclusions and Recommendations

6.1. Conclusions:

1. The level of anxiety for the majority of sample of the study was the
high level.

2. The majority of depressed patients have a severe level of depression.

3. There is unacceptable quality of life for the anxiety and depressive
patients, and the depression has a negative impact on quality of life.

4. The level of quality of life is affected in anxiety group by patients’ age
and monthly income, and by patients’ educational level in depression
group.

6.2. Recommendations:

1. Attempting to find out an effective solution to reduce anxiety and de-
pression in patients to improve the quality of life, such as activate the
new technology for communication and follow up the patients, also
activate the group therapy.

2. Attempting to study the demographic factors affecting the quality of
life such as, economic factors, and the level of education because of
their effect on increasing the level of anxiety and depression, and try-
ing to find solutions to it, such as raising the socioeconomic status,
emphasizing compulsory education or extending it to the secondary
stage, or any other solutions that may appear in subsequent studies in
this regard.

3. Activating the other therapeutic aspects and not relying only on the
biological theory in treatment. such as activating the role of special-
ized nurses such as researchers of psychology, educators, and home
visitors for follow up the patients and find out the required solutions
for their problems.

4. Conducting national studies on the issue of quality of life in Irag.
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5. Conducting a comparative study assessing the impact of anxiety and
depression disorders upon the quality of life, and comparing them to

the quality of life for healthy groups.



o

6\

References




References: 75

References:
114 39 cada s ) gus can SI ()]l

Abbas Tavallaii, S., Einollahi, B., Azizabadi Farahani, M., & Namdari, M.
(2009). Socioeconomic Links to Health-Related Quality of Life,
Anxiety, and Depression in Kidney Transplant Recipients. In Iranian
Journal of Kidney Diseases | (Vol. 3). www.ijkd.org

Adams, D., Clark, M., & Simpson, K. (2020). The Relationship Between
Child Anxiety and the Quality of Life of Children, and Parents of
Children, on the Autism Spectrum. Journal of Autism and
Developmental Disorders, 50(5), 1756-1769.
https://doi.org/10.1007/s10803-019-03932-2

Adewuya, A. O., Afolabi, M. O., Ola, B. A., Ogundele, O. A., Ajibare, A.
O., Oladipo, B. F., & Fakande, 1. (2008). Relationship between
depression and quality of life in persons with HIV infection in Nigeria.
International Journal of Psychiatry in Medicine, 38(1), 43-51.
https://doi.org/10.2190/PM.38.1.d

Al-Nashri, F., & Almutary, H. (2022). Impact of anxiety and depression on
the quality of life of haemodialysis patients. Journal of Clinical Nursing,
31(1-2), 220-230. https://doi.org/10.1111/jocn.15900

Alharthy, N., Alrajeh, O., Almutairi, M., & Alhajri, A. (2017). Assessment
of anxiety level of emergency health-care workers by generalized
anxiety disorder-7 tool. International Journal of Applied and Basic
Medical Research, 7(3), 150. https://doi.org/10.4103/2229-
516X.212963

Ali Altinok, Kamile Marakoglu, & Nisa Cetin Kargin. (2016). Evaluation of
quality of life and depression levels in individuals with Type 2 diabetes.
https://doi.org/10.4103/2249-4863.192358

Allen, J. L., Lavallee, K. L., Herren, C., Ruhe, K., & Schneider, S. (2010).
DSM-IV criteria for childhood separation anxiety disorder: Informant,
age, and sex differences. Journal of Anxiety Disorders, 24(8), 946-952.



References: 76

https://doi.org/10.1016/j.janxdis.2010.06.022

Amin, M. F., Bhowmik, B., Rouf, R., Khan, M. I., Tasnim, S. A., Afsana, F.,
Sharmin, R., Hossain, K. N., Khan, M. A. S., Amin, S. M., Khan, M. S.
S., Pathan, M. F., & Hasan, M. J. (2022). Assessment of quality of life
and its determinants in type-2 diabetes patients using the WHOQOL-
BREF instrument in Bangladesh. BMC Endocrine Disorders, 22(1).
https://doi.org/10.1186/s12902-022-01072-w

Baldwin, D. S., Gordon, R., Abelli, M., & Pini, S. (2016). The separation of

adult separation anxiety disorder. In CNS Spectrums (Vol. 21, Issue 4,

pp. 289-294). Cambridge University Press.
https://doi.org/10.1017/S1092852916000080

Barbareschi, G., Sanderman, R., Leegte, I. L., Van Veldhuisen, D. J., &
Jaarsma, T. (2011). Educational level and the quality of life of heart
failure patients: A longitudinal study. Journal of Cardiac Failure, 17(1),
47-53. https://doi.org/10.1016/j.cardfail.2010.08.005

Barton, B., & Peat, J. (2014). Medical statistics: A guide to SPSS, data
analysis and critical appraisal. John Wiley & Sons.

Bembnowska, M., & Josko-Ochojska, J. (2015). What causes depression in
adults? Polish Journal of Public Health, 125(2), 116-120.
https://doi.org/10.1515/pjph-2015-0037

Berghofer, A., Martin, L., Hense, S., Weinmann, S., & Roll, S. (2020).
Quality of life in patients with severe mental illness: a cross-sectional
survey in an integrated outpatient health care model. Quality of Life
Research, 29(8), 2073-2087. https://doi.org/10.1007/s11136-020-
02470-0

Boralingaiah, P., Govindarajulu, M., Tiwari, S. N., Mohammed, F. V.,
Ramesh, S., Moore, T., & Dhanasekaran, M. (2021). A Comparative
Study of Quality-of-Life Measurements in Generalized Anxiety
Disorder Versus Unipolar Depressive Disorder, before and after

Treatment. http://meddocsonline.org/



References: 77
Bragg, T. L., Segal, D. L., & Coolidge, F. L. (2018). Mental health literacy

and attitudes about mental disorders among younger and older adults: a

preliminary study. Open J Geriatr, 1(2), 1-6.

Bridley, A., & Jr., L. W. D. (2018). Essentials of Abnormal Psychology - V.
Mark Durand, David H. Barlow.
https://books.google.ig/books?id=F4AbCBAAAQBAJ&printsec=frontco
ver&hl=ar#v=onepage&g&f=false

Brown, P. J., & Roose, S. P. (2011). Age and anxiety and depressive
symptoms: The effect on domains of quality of life. International Journal
of Geriatric Psychiatry, 26(12), 1260-1266.
https://doi.org/10.1002/gps.2675

Canuto, A., Weber, K., Baertschi, M., Andreas, S., Volkert, J., Dehoust, M.
C., Sehner, S., Suling, A., Wegscheider, K., Ausin, B., Crawford, M. J.,
Da Ronch, C., Grassi, L., Hershkovitz, Y., Mufioz, M., Quirk, A.,
Rotenstein, O., Santos-Olmo, A. B., Shalev, A., ... Harter, M. (2018).
Anxiety Disorders in Old Age: Psychiatric Comorbidities, Quality of
Life, and Prevalence According to Age, Gender, and Country. American
Journal of Geriatric Psychiatry, 26(2), 174-185.
https://doi.org/10.1016/j.jagp.2017.08.015

Chasanah, I. N., Kurniasari, P., & Sri, M. (2019). Postpartum Blues. Jurnal
Psikologi Undip, 15(2), 117-123.
https://www.ncbi.nlm.nih.gov/books/NBK554546/

Chen, M. H., & Tsali, S. J. (2016). Treatment-resistant panic disorder: clinical
significance, concept and management. Progress in Neuro-
Psychopharmacology and Biological Psychiatry, 70, 219-226.
https://doi.org/10.1016/j.pnpbp.2016.02.001

Cohen, C. I, Vengassery, A., & Garcia Aracena, E. F. (2017). A
Longitudinal Analysis of Quality of Life and Associated Factors in
Older Adults with Schizophrenia Spectrum Disorder. American Journal
of Geriatric Psychiatry, 25(7), 755-765.



References: 78

https://doi.org/10.1016/j.jagp.2017.01.013
Copeland, W. E., Angold, A., Jane Costello, Mrcp. E., & Egger, H. (2013).

Prevalence, Comorbidity, and Correlates of DSM-5 Proposed Disruptive

Mood Dysregulation Disorder. In Am J Psychiatry (Vol. 170).

Creswell, C., & Sasagawa, S. (2015). Developemental epidmiology of social
anxiety and social phobia in adolescents. In Social Anxiety and Phobia
in Adolescents: Development, Manifestation and Intervention Strategies
(pp. 39-70). Springer International Publishing.
https://doi.org/10.1007/978-3-319-16703-9 3

DAVID J. KUPFER, M. D. (2013). DIAGNOSTIC AND STATISTICAL
MANUAL OF DSM-5 ™,

Depression and Other Common Mental Disorders Global Health Estimates.
(2017).

Depressive Symptoms, Anxiety, and Quality of Life in Hemodialysis
Patients and Their Caregivers: A Dyadic Analysis. (2021). Japanese
Psychological Research.
https://onlinelibrary.wiley.com/doi/epdf/10.1111/jpr.12339

Eaton, W. W., Bienvenu, O. J., & Miloyan, B. (2018). Specific phobias. In
The Lancet Psychiatry (Vol. 5, Issue 8, pp. 678-686). Elsevier Ltd.
https://doi.org/10.1016/S2215-0366(18)30169-X

Fan, J.-Y., Chang, B.-L., & Yih-RuWu. (2016). Relationships among
Depression, Anxiety, Sleep, and Quality of Life in Patients with
Parkinson’s Disease in Taiwan. https://doi.org/10.1155/2016/4040185

Ferrans, C. E., Zerwic, J. J., Wilbur, J. E., & Larson, J. L. (2005). Conceptual
model of health-related quality of life. In Journal of Nursing Scholarship
(Vol. 37, Issue 4, pp. 336-342). https://doi.org/10.1111/j.1547-
5069.2005.00058.x

Gilbert, P. (2017). depression: the evolution of powerlessness.

Guo, T., & Jen, F. (2019). The Relationship Between Attachment and

Depression.



References: 79

Haddad, S. K., Reiss, D., Spotts, E. L., Ganiban, J., Lichtenstein, P., &
Neiderhiser, J. M. (2008). Depression and internally directed aggression:
Genetic and environmental contributions. Journal of the American
Psychoanalytic Association, 56(2), 515-550.
https://doi.org/10.1177/0003065108319727

Hanna, K. K., & Cronin-Golomb, A. (2012). 215941327 .pdf.

HARRY STACK SULLIVAN, M. D. (1955). THE INTERPERSONAL
THEORY OF PSYCHIATRY TAVISTOCK.

Henchoz, Y., Meylan, L., Goy, R., Guessous, I., Bula, C., Demont, M.,
Rodondi, N., & Santos-Eggimann, B. (2015). Domains of importance to
the quality of life of older people from two Swiss regions. Age and
Ageing, 44(6), 979-985. https://doi.org/10.1093/ageing/afv130

Hinkle, janice L., & Cheever, K. H. (2018).
Brunner & Suddarth’s Textbook of (1) (2).pdf (14th editi).

Hofer, A., Mizuno, Y., Wartelsteiner, F., Fleischhacker, W. W., Frajo-Apor,
B., Kemmler, G., Mimura, M., Pardeller, S., Sondermann, C., Suzuki,
T., Welte, A.-S., & Uchida, H. (2017). QUALITY OF LIFE IN
SCHIZOPHRENIA AND BIPOLAR DISORDER: THE IMPACT OF
SYMPTOMATIC REMISSION AND RESILIENCE Running title:
Quality of life in serious mental illness. European Psychiatry : The
Journal of the Association of European Psychiatrist, 46, 42—47.

Hofmann, S. G., Curtiss, J., Carpenter, J. K., & Kind, S. (2017). Effect of
treatments for depression on quality of life: a meta-analysis*. In
Cognitive Behaviour Therapy (Vol. 46, Issue 4, pp. 265-286).
Routledge. https://doi.org/10.1080/16506073.2017.1304445

Hua, A., & Major, N. (2016). Selective mutism. In Current Opinion in
Pediatrics (Vol. 28, Issue 1, pp. 114-120). Lippincott Williams and
Wilkins. https://doi.org/10.1097/MOP.0000000000000300

Hyman Rapaport, M., Clary, C., Fayyad, R., & Endicott, J. (2005). Quality-

of-Life Impairment in Depressive and Anxiety Disorders. In Am J



References: 80

Psychiatry (Vol. 162, Issue 6). http://ajp.psychiatryonline.org

Inal, V., Kitapcioglu, G., Karabulut, G., Keser, G., & Kabasakal, Y. (2010).
Evaluation of quality of life in relation to anxiety and depression in
primary Sjogren’s syndrome. Modern Rheumatology, 20(6), 588-597.
https://doi.org/10.1007/s10165-010-0329-z

Indd, M. (2014). THEORETICAL BASIS for Nursing.

Irtelli, F., & Durbano, F. (2020). Quality of Life and Biopsychosocial
Paradigm: A Narrative Review of the Concept and Specific Insights.
Quality of Life - Biopsychosocial Perspectives.
https://doi.org/10.5772/INTECHOPEN.91877

J. Kelly Graves, Hodge, C., & Jacab, E. (2016). ContentServer. 42(3).

Jonsson, U., Alaie, I., Lofgren Wilteus, A., Zander, E., Marschik, P. B.,
Coghill, D., & Bolte, S. (2017). Annual Research Review: Quality of
life and childhood mental and behavioural disorders — a critical review
of the research. In Journal of Child Psychology and Psychiatry and
Allied Disciplines (Vol. 58, Issue 4, pp. 439-469). Blackwell Publishing
Ltd. https://doi.org/10.1111/jcpp.12645

Kalsoom, U. (2020). Gender role in anxiety, depression and quality of life in
chronic kidney disease patients. Pakistan Journal of Medical Sciences,
36(2), 251-254. https://doi.org/10.12669/pjms.36.2.869

Kang, H.-J., Kim, S.-Y., Bae, K.-Y., Kim, S.-W., Shin, I.-S., Yoon, J.-S., &
Kim, J.-M. (2015). Comorbidity of Depression with Physical Disorders:
Research and Clinical Implications. Chonnam Medical Journal, 51(1),
8. https://doi.org/10.4068/cmj.2015.51.1.8

Kara, S., Yazici, K. M., Guleg, C., Unsaia, I., & Unsai’, U. (2000). Mixed
anxietydepressive disorder and major depressive disorder: comparison
of the severity of illness and biological variables. In Psychiatry Research
(Vol. 94).

Kasper, S., Volz, H. P., Dienel, A., & Schlafke, S. (2016). Efficacy of

Silexan in mixed anxiety-depression - A randomized, placebo-



References: 81

controlled trial. European Neuropsychopharmacology, 26(2), 331-340.
https://doi.org/10.1016/j.euroneuro.2015.12.002

Khalil, A. A., Khalifeh, A. H., AL-rawashdeh, S., Darawad, M., & ABED,
M. (2021). Depressive Symptoms, Anxiety, and Quality of Life in
Hemodialysis Patients and Their Caregivers: A Dyadic Analysis.
Japanese Psychological Research. https://doi.org/10.1111/jpr.12339

KOCAK, Y., TUKUL, U., TOLAN, B., GUMUS, H., & TOLUKAN, E.
(2017). Analysis of Expectations and Perceptions of the Customers in
Sports and Healthy Life Centers for Service Quality (Sample of
Afyonkarahisar Province). International Journal of Recreation and
Sports Science, 1(1), 38-46. https://doi.org/10.46463/ijrss.368384

Kossowsky, J., Pfaltz, M. C., Schneider, S., Taeymans, J., Locher, C., &
Gaab, J. (2013). The Separation Anxiety Hypothesis of Panic Disorder
Revisited: A Meta-Analysis. The American Journal of Psychiatry,
170(7), 768—781. www.meta-analysis.

Kousha, M., Attar, H. A., & Shoar, Z. (2016). Anxiety, depression, and
quality of life in Iranian mothers of children with autism spectrum
disorder. Journal of Child Health Care, 20(3), 405-414.
https://doi.org/10.1177/1367493515598644

Lanza di Scalea, T., & Pearlstein, T. (2017). Premenstrual Dysphoric
Disorder. In Psychiatric Clinics of North America (\Vol. 40, Issue 2, pp.
201-216). W.B. Saunders. https://doi.org/10.1016/j.psc.2017.01.002

Liu,C., Lee, Y.C., Lin, Y.L, &Yang, S. Y. (2021). Factors associated with
anxiety and quality of life of the Wuhan populace during the COVID-19
pandemic. Stress and Health, 37(5), 887-897.
https://doi.org/10.1002/smi.3040

Lv, R.,, Wu, L., Jin, L., Lu, Q., Wang, M., Qu, Y., & Liu, H. (2009).
Depression, anxiety and quality of life in parents of children with
epilepsy. In Acta Neurologica Scandinavica (Vol. 120, Issue 5, pp. 335-
341). https://doi.org/10.1111/j.1600-0404.2009.01184.x



References: 82

Mathews, C. O. (1977). A REVIEW OF BEHAVIORAL THEORIES OF
DEPRESSION AND A SELF-REGULATION MODEL FOR
DEPRESSION1. In PSYCHOTHERAPY: THEORY, RESEARCH
AND PRACTICE (Vol. 14, Issue 1). SPRING.

Moller, H. J., Bandelow, B., Volz, H. P., Barnikol, U. B., Seifritz, E., &

Kasper, S. (2016). The relevance of ‘mixed anxiety and depression’ as a
diagnostic category in clinical practice. European Archives of
Psychiatry and Clinical  Neuroscience, 266(8), 725-736.
https://doi.org/10.1007/s00406-016-0684-7

N, R., & V, G. (2020). Substance-Induced Mood Disorder. In The SAGE
Encyclopedia of Abnormal and Clinical Psychology. SAGE
Publications, Inc. https://doi.org/10.4135/9781483365817.n1342

Naumann, V. J., & Byrne, G. J. A. (2004). WHOQOL-BREF as a measure
of quality of life in older patients with depression. International
Psychogeriatrics, 16(2), 159-173.
https://doi.org/10.1017/S1041610204000109

Nussbaumer-Streit, B., Forneris, C. A., Morgan, L. C., Van Noord, M. G,
Gaynes, B. N., Greenblatt, A., Wipplinger, J., Lux, L. J., Winkler, D., &
Gartlehner, G. (2019). Light therapy for preventing seasonal affective
disorder. Cochrane Database of Systematic Reviews, 2019(3).
https://doi.org/10.1002/14651858.CD011269.PUB3/MEDIA/CDSR/C
D011269/IMAGE_N/NCDO011269-CMP-004-07.PNG

Otte, C., Gold, S. M., Penninx, B. W., Pariante, C. M., Etkin, A., Fava, M.,
Mobhr, D. C., & Schatzberg, A. F. (2016). Major depressive disorder. In
Nature Reviews Disease Primers (Vol. 2). Nature Publishing Group.
https://doi.org/10.1038/nrdp.2016.65

Pachana, N. A., Woodward, R. M., & Byrne, G. J. (2007). Treatment of
specifi ¢ phobia in older adults. In Clinical Interventions in Aging (Vol.
2, Issue 3).

Perrotta, G. (2019). Panic Disorder: Definitions, Contexts, Neural Correlates



References: 83

and Clinical Strategies. Current Trends in Clinical & Medical Sciences,
1(2). https://doi.org/10.33552/ctcms.2019.01.000508

Perry, A., Gordon-Smith, K., Jones, L., & Jones, I. (2021). Phenomenology,
epidemiology and aetiology of postpartum psychosis: A review. In Brain
Sciences (Vol. 11, Issue 1, pp. 1-14). MDPI AG.
https://doi.org/10.3390/brainsci11010047

Possel, P., & Smith, E. (2020). Integrating Beck’s Cognitive Theory of
Depression and the Hopelessness Model in an Adolescent Sample.
Journal of Abnormal Child Psychology, 48(3), 435-451.
https://doi.org/10.1007/s10802-019-00604-8

Prisnie, J. C., Sajobi, T. T., Wang, M., Patten, S. B., Fiest, K. M., Bulloch, A. G.
M., Pringsheim, T., Wiebe, S., & Jette, N. (2018). Effects of depression and
anxiety on quality of life in five common neurological disorders. General
Hospital Psychiatry, 52, 58-63.
https://doi.org/10.1016/j.genhosppsych.2018.03.009

Pritchard, K. J. (2013). AN INTERPERSONAL MODEL OF
DEPRESSION: A PSYCHOPHYSIOLOGICAL PERSPECTIVE.

Rapaport, M. H., Clary, C., Fayyad, R., & Endicott, J. (2005). Quality-of-

life impairment in depressive and anxiety disorders. In American Journal of

Psychiatry (Vol. 162, Issue 6, pp. 1171-1178).

https://doi.org/10.1176/appi.ajp.162.6.1171

Rickwood, D., & Bradford, S. (2012). The role of self-help in the treatment
of mild anxiety disorders in young people: an evidence-based review.
Psychology Research and Behavior Management, 2012, 25-36.
https://doi.org/10.2147/PRBM.S23357

Rogoll, J., Petzold, M., & Strohle, A. (2018). Selective mutism. Nervenarzt,
89(5), 591-602. https://doi.org/10.1007/s00115-018-0504-6

Santomauro, D. F., Mantilla Herrera, A. M., Shadid, J., Zheng, P., Ashbaugh,
C., Pigott, D. M., Abbafati, C., Adolph, C., Amlag, J. O., Aravkin, A.
Y., Bang-Jensen, B. L., Bertolacci, G. J., Bloom, S. S., Castellano, R.,



References: 84

Castro, E., Chakrabarti, S., Chattopadhyay, J., Cogen, R. M., Collins, J.
K., ... Ferrari, A. J. (2021). Global prevalence and burden of depressive
and anxiety disorders in 204 countries and territories in 2020 due to the
COVID-19 pandemic. The Lancet, 398(10312), 1700-1712.
https://doi.org/10.1016/S0140-6736(21)02143-7

Sarma, S. I., & Byrne, G. J. (2014). Relationship between anxiety and quality
of life in older mental health patients. Australasian Journal on Ageing,
33(3), 201-204. https://doi.org/10.1111/ajag.12102

Schramm, E., Klein, D. N., Elsaesser, M., Furukawa, T. A., & Domschke,
K. (2020). Review of dysthymia and persistent depressive disorder:
history, correlates, and clinical implications. In The Lancet Psychiatry
(Vol. 7, Issue 9, pp. 801-812). Elsevier Ltd.
https://doi.org/10.1016/S2215-0366(20)30099-7

Shafaii, M., Payami, M., Amini, K., & Pahlevan, S. (2017). The relationship
between death anxiety and quality of life in hemodialysis patients.
Hayat, 22(4), 325-338. http://hayat.tums.ac.ir/article-1-1632-en.html

Siboni, F., Alimoradi, Z., Atashi, V., Alipour, M., & Khatooni, M. (2019).
Quality of life in different chronic diseases and its related factors.
International  Journal of Preventive Medicine, 10(1), 65.
https://doi.org/10.4103/1JPVM.IJPVM_429 17

Sirgy, M. J. (1986). A Quality-of-Life Theory Derived from Maslow’s
Developmental Perspective: ‘Quality’ Is Related to Progressive
Satisfaction of a Hierarchy of Needs, Lower Order and Higher.
American Journal of Economics and Sociology, 45(3), 329-342.
https://doi.org/10.1111/J.1536-7150.1986.TB02394.X

Sivertsen, H., Bjarklgf, G. H., Engedal, K., Selbak, G., & Helvik, A. S.
(2015). Depression and quality of life in older persons: A review. In
Dementia and Geriatric Cognitive Disorders (Vol. 40, Issues 5-6, pp.
311-339). S. Karger AG. https://doi.org/10.1159/000437299

Smith, K. W., & Larson, M. J. (2003). Quality of life assessments by adult



References: 85

substance abusers receiving publicly funded treatment in Massachusetts.
American Journal of Drug and Alcohol Abuse, 29(2), 323-335.
https://doi.org/10.1081/ADA-120020517

Soleimani, M. A., Lehto, R. H., Negarandeh, R., Bahrami, N., & Nia, H. S.
(2016). Relationships between death anxiety and quality of life in
Iranian patients with cancer. Asia-Pacific Journal of Oncology Nursing,
3(2), 183-191. https://doi.org/10.4103/2347-5625.182935

Stewart, D. E., & Vigod, S. (2016). Postpartum Depression. New England
Journal of Medicine, 375(22), 2177-2186.
https://doi.org/10.1056/NEJMcp1607649

Strohle, A., Gensichen, J., & Domschke, K. (2018). Diagnostik und Therapie
von Angsterkrankungen. Deutsches Arzteblatt International, 115(37),
611-620. https://doi.org/10.3238/arztebl.2018.0611

Townsend, M. C. (2015). Psychiatric Mental Health Nursing: Concepts of
Care in Evidence-Based Practice EIGHTH EDITION.

Van Meter, A. R., & Youngstrom, E. A. (2020). Cyclothymic Disorder. The
Encyclopedia of Clinical Psychology, 1-3.
https://doi.org/10.1002/9781118625392.whbecp105

Vasilopoulou, C., Bourtsi, E., Giaple, S., Koutelekos, 1., Theofilou, P., &
Polikandrioti, M. (2016). The Impact of Anxiety and Depression on the
Quality of Life of Hemodialysis Patients. Global Journal of Health
Science, 8(1), 45-55. https://doi.org/10.5539/gjhs.v8n1p45

Ventegodt, S., Merrick, J., & Andersen, N. J. (2003a). Quality of life theory
I. The IQOL theory: an integrative theory of the global quality of life
concept. In TheScientificWorldJournal (Vol. 3, pp. 1030-1040).
https://doi.org/10.1100/tsw.2003.82

Ventegodt, S., Merrick, J., & Andersen, N. J. (2003b). Quality of life theory
I11. Maslow revisited. In TheScientificWorldJournal (Vol. 3, pp. 1050—
1057). https://doi.org/10.1100/tsw.2003.84

Videbeck, sheila L. (2020).



References: 86

Sheila_L_Videbeck Psychiatric_Mental Health_Nursing_8th_Edition
(2).pdf (eighth edi).

Villar, R. R., Fernandez, S. P., Garea, C. C., Pillado, M. T. S., Barreiro, V.
B., & Martin, C. G. (2017). Quality of life and anxiety in women with
breast cancer before and after treatment. Revista Latino-Americana de
Enfermagem, 25. https://doi.org/10.1590/1518-8345.2258.2958



o

®

Appendices




Appendices: 88

| Appendix A

Republic of Iraq

, L O ob*“ s
Ministry of higher education & scientific rescarch S\\} gald\ Gl g ‘;!L-.“ addaill B ) 55
Universityof Karbala 12 (§ g st
College of Nursing : i § \? f ’ = ey il dl <
Graduate studies Division oy \.ﬂal\ bl Al &

2021 f11 122 C-UU‘

CASSLal) o ghal g i) 38 e [ 830 8 daua 300 [ I
daga Jugusd [
(2021-2020) (ol Al alall / Ll 3 privalall / Lkl il jal) dlla
Impact of Anxiety ) deswsall jiaalall Al JLasy Glie aen gayal
and Depression llinesses Upon Quality of Life of Patients in Holy

(Kerbala City
(Aiall ¢3S Apaa 3 aimyall s B350 (8 QLIS 5 Bl L) jlaial i)

0 il
o t'\(’\71‘ =
\ By
g
2

u.haﬂ‘u.«u\éu.\uauu.‘u -i‘a\
Lghi!uhabﬂ\‘gga.\dﬁwﬂw\u‘gm

¥ i ' )
2021 711 / &Z

o AAL
sl Sy -

andl b ol R -
£3hS Arala o (il gall A - Adial] p30 S Alsblaa . 3l )
Mail: nursing@uokerbala.edu.iq website: nursing.uokerbala.edu.iq




Appendices:

89

| Appendix Al

B EEPTYES Aasial) ¢34 S Ao
Lsial) p3 S daua Bl

Holy Karbala governorate A pul) Lgaiil) g quuail) 38 5a
Karbala Health Department A jpal) 500 dm

General manager's office J/ > i Gigayl) Baay
Training and Human Development * Y %é\& . sasl)

Center e e ) P
e N AT q LR A AT -]
A 12 g - : <o
‘ Cug Gl Al u@ﬁrm:\.,.xs/m;h..g/‘;g
\\5.;,-.; 0 A el sl
pe Ll

AR AVARVAR P RRRIPUBRUIFLEES
(el g a (A2) ) Aagea Jagoadd (a Ll gl Y Ay psadle) 304
Som 553 (o8 LY g B iyl ) J3) 109 p g gall Adiag Sl Lile il 8
ianall Cruald) ala¥) s Al Uase (o (il £35S Aigta (B ga sl
Lt i1 Jaai ¥ o)) A8 (Jgl 28 o ellua ) sl il pdlag / radtadll £
ol il aa dpale il o

a
A pdall Agaiillfy cu pail) 3S 5 gta
TRy =

GV o Cigad) Ban g /A3 gmal) 50 A /il 69 aa Ayl Apalill g i) 3850
/ e




Appendices:

| Appendix B |

rlall Gty Malh el 555

ivimistry ot Higher Education and Scientitic :
Research § o o/ e
University of Karbala / College of Nursing H C\FP i ol 408 / 53438 daaly
Scientific Research Ethics Committee .1 ) Giad) cLENA) duad
L ralad) Cad) cilidia) 4
alal) Giad) CUENAY § bt
Coall g g pdia ) i
English Tl dadily
Impact of Anxiety and Depression llinesses Upon Quality s . il = iy
of Life of Patients in Holy Kerbala City PR Nt o kR m g
. il Caldl e clity
Jaad) Jabgall /dilgl) o8 (A ) gl ) (alall bl 0l aa)
alisabryn@gmail.com 07812106866 @l 4 e a5 pua o
O adiall Gl o) eald) cilily
Saad) Jibagall /gl o8 il Olgiall ) (alall il (A paaf
07712733433 2853 i) okad S e

(Importance of the research and its objectives) A3) s Gl £ g ga dsad|
this study assumes decrease quality of life (QOL) level in severe mental illnesses patients, so the Awareness of the
subject in research of psychiatric specialty is a rise as increase using quality of life in research as a patient-related
outcome, to identity the impact of factors influencing quality of life have special interest in these patients
1. To assess the level of anxiety and depression among patients.
2. To assess the level of quality of life of patients.
3. To identify the impact of anxiety and depression Upon patients’ quality of life.
4. To find out the difference in the level of quality of life of anxiety and depression patients with regard to their
demographic characteristics of age, gender, educational level, economic status, marital status.

1 Time and Setting of the Research (W Gl s 28 Za Sl (8L ) Eadl ol ) Sag <y
A Expected time for this study from 29/10/2021 to 1/11/2022
The place: in kerbala city

Nl
-
£

o (Methodology) Caull Aagia

Comparative study to measure the quality of live in patient who suffering from anxiety and depression

: Sample of the study 4w s
Patient with anxiety disorders and depression disorders who live in kerbala city. I will use non-probability sampling
method for collect the sample. The expected sample size is 100 sample.
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| Appendix C
Reliability Statistics
Value 414
Part 1 N of Items 25%
Cronbach's Alpha Value 565
Part 2 N of Items 25P
Total N of Items 50
Correlation Between Forms 71
- Equal Length 871
Spearman-Brown Coefficient Unequal Length 371
Guttman Split-Half Coefficient 837
Taylor scale for anxiety
| Appendix D
Reliability Statistics
Value .660
Part 1 N of Items 112
Cronbach's Alpha Value 378
Part2 N of Items 10°
Total N of Items 21
Correlation Between Forms .668
. Equal Length 801
Spearman-Brown Coefficient Unequal Length 802
Guttman Split-Half Coefficient 147
Reliability beck scale for depression
| Appendix E |
Reliability Statistics
Value -.2482
Part 1 N of Items 13°
Cronbach's Alpha Part 2 Value 275
N of Items 13°¢
Total N of Items 26
Correlation Between Forms 713
- Equal Length .832
Spearman-Brown Coefficient Unequal Length 832
Guttman Split-Half Coefficient 812

WHOQOF-Brief scale
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| Appendix K |

B Anxiety group M Depression group

34.6

Less than 20 20-29 years 30-39 years 40-49 years 50 years and
years above

Figure (4-1): Distribution of participants of age for the anxiety and depression

groups.

| Appendix L

B Anxiety group M Depression group

57.7

53.8

46.2

42.3

Male Female

Figure (4-2): Distribution of participants of gender for anxiety and depression

groups.
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| Appendix M

B Anxiety group B Depression group

Do not read Read and Primary Secondary Diploma Bachelor's
and write write school school degree degree

Figure (4-3): Distribution of participants of educational for the anxiety and

depression groups.

| Appendix N

M Anxiety group M Depression group

50 S50

30.8 30.8

Single Married Widow Divorced

Figure (4-4): Distribution of participants of marital status for the anxiety and

depression groups.
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| Appendix O

B Anxiety group B Depression group

Enough Somewhat enough Not enough

Figure (4-5): Distribution of participants of monthly income for the anxiety

and depression groups.

| Appendix P

High anxiety 37.7

Above average anxiety

Average anxiety

Low anxiety (normal)

Very low anxiety

Figure (4-6): Distribution for the levels of anxiety among each participant with
anxiety illness
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| Appendix Q |

Severe depression 69.2

Moderate depression

Mild depression

Absence of depression

Figure (4-7): Distribution for the levels of depression among each participant
with depression illness

| Appendix R
B Anxiety group M Depression group
/
42.99 47.76
42.94 43.87 44.04
Physical Health Psychological Social Environment Total
Health Relationship

Figure (4-8): Distribution the differences in the level of quality of life for pa-
tients with anxiety and depression illness.
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| Appendix S

B Anxiety group B Depression group

60.34

Less than 20 20-29 years 30-39 years 40-49 years 50 years and
years above

Figure (4-9): Distribution the level of quality of life for anxiety and depres-
sion patients with regard to their age values.

| Appendix T

B Anxiety group ™ Depression group
60.58

Do not read Read and Primary Secondary Diploma Bachelor's
and write write school school degree degree

Figure (4-10): Distribution the level of quality of life for anxiety and depres-
sion patients with regard to their educational values.
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| Appendix U

B Anxiety group B Depression group

Enough Somewhat enough Not enough

Figure (4-11): The level of quality of life for anxiety and depression patients
with regard to their monthly income values.
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