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Introduction:-Depression and anxiety disorders are among the most prevalent 

mental illnesses worldwide; they affect a person's functionality, causing long-

term impairments. The prevalence of depression and anxiety in the general 

population is increasing, and healthcare providers are at risk of developing 

these mental illnesses, which impact the care provided to patients, the quality of 

life of the physicians, and the level of work productivity. 

Aim:-to examine the prevalence and factors associated with the comorbidity of 

depression and anxiety among training physicians in various health training 

programs under the Ministry of Health (MOH) in Al-Ahsa, Saudi Arabia. 

Methods:-This is a descriptive cross-sectional study conducted among training 

physicians in various health care training programs under the Ministry of 

Health in Al-Ahsa, Saudi Arabia. Data collected from different fields from a 

total of the study population 471 of a total population sampling. The data was 

collected through a validated self-administered questionnaire form. Data was 

analyzed using IBM SPSS Statistics for Windows, version 26 (IBM Corp., 

Armonk, NY, United States). Descriptive statistics were used to calculate the 

frequency and percentage of categorical variables. 

Results:-A total of 221 professionals were included in the data collection from 

a total population of 471. The majority, 157 (71.0%), were between 24 and 29 

years old, and 111 (50.2%), were females. Around 131 (59.3%) were married, 

and 111 (50.2%) reported receiving up to 5 on-call shifts per month. A total of 

160 (72.4%) were not exercising, 188 (85.1%) were non-smokers, 187 (84.6%) 

did not complain of chronic diseases, and 195 (88.2%) did not complain of 

psychiatric illness. The participants showed mild 35.3%, moderate depression 

33%, and moderately- severe 6.8% or severe depression 12.2%. Severe 

depression was highest in General surgery and orthopedics specialties (50% 

both). The residents, 49.8% (n=110), had no or minimal anxiety; others showed 

mild 22.6%, moderate 12.7%, and severe depression 14.9%. Severe anxiety 

was highest in Orthopedics (50%) and Psychiatry specialties (33.3%). 

Comorbidity of depression and anxiety was highest in Orthopedics, followed 

by Obstetrics and Gynecology, internal medicine, and pediatrics. 

 
"© 2025 by the Author(s). Published by IJAR under CC BY 4.0. Unrestricted use allowed 

with credit to the author." 

…………………………………………………………………………………………………….... 
Conclusion:The comorbidity of depression and anxiety are prevalent in residents with different level in different 

specialities. Improving the mentalhealth of training residents and providing new interventions to prevent,recognize, 
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and manage this issue in our community settings, especially in high-risk specialties, will improve overall healthcare 

quality 

 

Introduction:- 
Depression 

One of the most prevalent mental illnesses in the world, depression, can affect a person's functionality and result in long-

term impairments in all facets of life. Globally, depression affects up to 5% of the population. The definition of depression 

is a chronically low mood that impairs many aspects of a patient's functioning and is accompanied by a loss of interest in 

previously enjoyed activities. Disturbances in sleep, focus, and appetite, constant weariness, guilt, and suicidal thoughts or 

attempts are other signs of depression (1). Suicidal ideation is a comprehensive phrase used to describe a variety of 

concepts, including thoughts and wants. It can be either passive or active, depending on whether the patient has plans to 

commit suicide or not, as well as a desire to die (2). Although the exact etiology of depression is still unknown, it is 

recognized to be influenced by several interrelated social, psychological, and biological factors. 

 

Research has indicated that depression is hereditary; almost one-third of all instances are thought to be inherited(1).Obesity, 

financial difficulties, a lack of social support, experiencing stressful life events such as parental loss or a history of abuse 

during childhood, having other medical conditions like multiple sclerosis, dissatisfaction with one's quality of life, excessive 

workload at work, and burnout at work are all risk factors linked to depression (1, 3). Gender is a significant risk factor; 

women are twice as likely as men to have depression. It was discovered that the prevalence of depression in relation to 

gender varies by region in the Gulf and Saudi Arabia. In Saudi Arabia, up to one-third of all high school female students 

suffer from depression, whereas in Oman, it only affects less than one-fifth of all female adolescents. This is also the case in 

Egypt (3). Research indicates that there is a major risk factor for depression associated with family history; those who have 

first-degree relatives with a diagnosis of depression are three times more likely to be affected than those who do not (4). 

 

Research has indicated that depression is quite common throughout the world, with an estimated 300 million people 

affected. The percentage of people who are identified and successfully receive treatment is still low, even though there are 

established guidelines for diagnosing depression and effective treatment programs are available (5). 

 

Depression screening is crucial and vital. Depression is a very common and extremely incapacitating aspect of health care. 

Patient health questionnaires, such as the Patient Health Questionnaire-2 (PHQ-2) or the Patient Health Questionnaire-9 

(PHQ-9), are frequently used by healthcare providers to screen for depression. Both have extremely sensitive and specific 

levels for identifying and evaluating the severity of depression in individuals (6,7). A popular self-administered tool for 

determining the severity of depression is the PHQ-9. Research has demonstrated that the PHQ-9 is a viable and trustworthy 

tool for screening for depression and determining its severity, having been developed over many years by numerous 

researchers (7).  

 

Nine items on the PHQ-9 are designed to test for signs of depression and disability over the course of the previous two 

weeks. There are four possible answers for each question, with a score ranging from zero (not at all) to three (almost every 

day), for a total of twenty-seven points that examine the existence and severity of depression (6). A score of 20–27 indicates 

that the screening for depression is positive and that it is severe; a score of 15–19 indicates that the depression is moderately 

severe; a score of 10–14 indicates that the depression is moderate; a score of 5–9 indicates that the depression is mild; and a 

score of 4–1 indicates that the depression is minimal. When it comes to screening for depression, PHQ-9 has a greater 

specific level than PHQ-2, while PHQ-2 has a similar sensitivity level. It is advised that everyone over the age of eighteen 

be eligible for a depression test, regardless of whether they have any risk factors for the condition (5).  

 

Two interest and mood-related multiple-choice items on the PHQ-2 have a score range of 0 to 3, with a total score of three 

or above being regarded as a positive screening result (6,7).  

 

The Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5) criteria for Major Depressive Disorder 

(MDD) must be checked to confirm the diagnosis whenever the screening result is positive (6). The DSM-5 states that a 

patient must exhibit at least five symptoms from all the criteria for an MDD diagnosis, with at least one of those symptoms 

having to be a loss of interest or a poor mood that has persisted for at least the previous two weeks. Sleep difficulty, poor 

attention, disturbed appetite, psychomotor agitation, low energy, guilt, and suicidal thoughts are some additional symptoms 

(6,8). Suicidal thoughts or attempts to ensure patient safety, together with interventions such as regular and close monitoring 

or even hospitalization when required, must be considered when evaluating patients with depressed symptoms (4). The 
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DSM-5 for MDD is consistent with the diagnosis of depression and uses the total score result to determine how severe 

depression is (6,8).  

 

Laboratory tests are useful in ruling out any potential medical condition that could mimic depression, even though they are 

not useful in diagnosing depression (4). A complete blood count (CBC), thyroid profile, analysis of iron and vitamin B12 

levels for potential anemia, liver enzyme levels, and renal function tests are among the laboratory tests used to determine the 

patient's preferred medication based on their health (6).  

 

There is a clear correlation between depression and substantial functional disability. All people with depression have 

functional impairment, according to studies, and almost two-thirds of all people with depression have a severe kind of 

impairment associated with the condition. It has been discovered that the functional impairment of people with depression is 

comparable to that of people with organic chronic diseases like diabetes or even cancer.  

 

Patients with depression are more likely to seek medical attention and be admitted to the hospital than people without 

depression. They are also more likely to attempt suicide and suffer from unemployment twice as frequently as people 

without depression. Because depression can worsen the condition of coexisting cardiovascular diseases, significantly 

increase mortality following myocardial infarction or unstable angina, and raise the risk of hypertension and stroke events, 

patients who suffer from depression are at an increased risk of mortality and mobility rate. The greatest important effect of 

depression on death rates has been shown to be suicide; research has shown that people with depression are eleven times 

more likely to attempt suicide than people without depression (9).  

 

The true issue with depression is that the majority of those who experience it do not seek treatment; research indicates that 

as many as 60% of all individuals with depression do not seek treatment. The embarrassment associated with having mental 

illnesses or the stigma of not embracing them could be the cause of this (4).  Some patients appear with a severe form of 

depression that requires inpatient therapy due to delusional thoughts, hallucinations, or suicidal thoughts, even though the 

most prevalent types are mild to moderate and can be safely treated as an outpatient. There are pharmacological, non-

pharmacological, or a combination of both types of depression treatment available. Treatment options include 

electroconvulsive therapy (ECT), psychotherapies, and antidepressant drugs (10).  Tricyclic antidepressants, monoamine 

oxidase inhibitors, selective serotonin reuptake inhibitors (SSRIs), and serotonin-norepinephrine reuptake inhibitors 

(SNRIs) are among the various classes of antidepressant drugs; each group has a distinct degree of safety and side effects 

(11).  Because SSRIs are safe, effective, and have few, manageable side effects, they are regarded as the primary and first 

pharmacological line for treating mild to moderate depression. Venlafaxine and duloxetine are examples of SNRIs, while 

citalopram, sertraline, fluoxetine, and paroxetine are examples of SSRIs.  

 

As the second-line therapeutic option if SSRIs are unable to produce improvement or a response, SNRIs play a crucial role 

during treatment. Atypical antidepressants include, for instance, mirtazapine and bupropion. When treating difficult-to-treat 

depression, atypical antidepressants can be administered either alone or in combination (4). The treatment of severe forms of 

depression typically involves a combination of pharmacological and non-pharmacological therapies, which can take the 

form of drugs and psychological therapy (11). Clinical response and improvement with drugs often take four to six weeks, 

which is why close follow-up is essential for continual monitoring and ensuring compliance with the treatment plan. 

Psychological therapy can be undertaken as a stand-alone initial intervention for patients with mild to moderate depression 

who prefer not to use medication. Pregnancy, breastfeeding, or attempting to conceive are additional reasons to consider 

commencing treatment with psychiatric therapy. Although there are other forms of psychological therapies, cognitive 

behavioral therapy (CBT) is the most helpful for depression (10,11). Helping patients recognize and alter any maladaptive 

beliefs or behaviors is the primary goal of cognitive behavioral therapy (4). 

 

Anxiety disorders 

When a person encounters pressures, threatened situations, or topics where they must take action to stop the threat from 

harming them, they experience normal anxiety. Anxiety is typically accompanied by physical symptoms such as tightness 

in the chest and palpitations, as well as bewilderment and the admission of fear. If normal anxiety continues to interfere 

with functioning, it may be unhealthy. According to estimates, one in ten people will have impairment due to anxiety 

disorders, which are very common (12). Anxiety disorder is the most prevalent mental health problem among all mental 

disorders. Anxiety disorders can present in several forms, including generalized anxiety disorder (GAD), agoraphobia, 

panic disorder, and different types of phobias, such as social phobia. Certain anxiety disorders, such as social phobia and 

generalized anxiety disorder, emerge during childhood. Conversely, other forms typically emerge throughout early 

adulthood or later, such as agoraphobia and panic disorder. Research indicates that the prevalence of anxiety disorders is 
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estimated to be between twenty and thirty percent among individuals in early adulthood, while it affects up to ten to 

fourteen percent of those in later adulthood (13). Due to the predominantly chronic and substantially debilitating nature of 

anxiety disorders, they rank sixth among the most burdensome health-related conditions. Anxiety disorders result in 

substantial and profound impairment across various facets of patients' lives, adversely affecting their quality of life, 

occupational performance, physical functioning, overall psychological well-being, social interactions, and leading to 

increased healthcare utilization (14). Concerning the risk factors associated with anxiety disorders, there are several risks 

that are typically multifactorial and have been linked together. The primary risk factors include gender, exposure to 

stressors or stressful life events, the presence of chronic health conditions such as autoimmune diseases, a history of mental 

illnesses, current mental health issues, low socioeconomic status, residing in impoverished areas, and experiences of 

trauma during childhood, such as parental separation or loss. A significant risk factor for anxiety disorders, particularly 

generalized anxiety disorder (GAD), is the presence of a family history of mental health issues, especially among parents 

(15,16). 

 

When comparing males and females regarding the association with anxiety disorders, female individuals face a risk of 

developing these disorders that is twice that of their male counterparts (17). Low self-esteem can be influenced by a variety 

of factors, including a challenging family environment, exposure to multiple traumatic events such as childhood sexual 

abuse, a significant family history of depression, and gender. These elements can have a direct impact on an individual's 

mental health, heightening the risk for anxiety disorders and major depressive disorder (MDD) (16). Some variables may 

help avoid or reduce the likelihood of acquiring anxiety disorders. These include receiving social support, learning healthy 

coping techniques for dealing with life's pressures, and elements relating to the good environment in which the person lives 

(18). Different types of anxiety illnesses have comparable symptoms. These symptoms include fear or worrying about 

situations or objects that are caricatured as pathological due to their severity, being disproportionate to the threats, and 

causing functional impairment that requires medical attention.  

 

Patients experiencing dread of threatening circumstances or objects experience palpitations, chest tightness or pain, 

perspiration, abdominal discomfort, restlessness, disorientation, and impaired focus (13). Other specific symptoms of 

anxiety disorders include social fear or concern regarding performance, unexplained panic attacks without a known trigger, 

and avoidance behaviors associated with threats. The prevalence of each type of anxiety disorder that seeks medical 

assistance and visits primary health care clinics is six percent in the case of GAD, thirteen percent in the case of panic 

disorder, whether with or without agoraphobia, and approximately five percent in the case of social phobia (19). Anxiety 

disorders, like any other mental illness, can result in a variety of comorbidities, which have a substantial impact on the 

patient's quality of life. Some of these comorbidities include an increased risk of developing other mental disorders, such as 

depression or substance misuse, a higher risk of developing new anxiety disorders over time, and an increased risk of 

developing or worsening physical disorders (18). Depression is recognized as the most prevalent mental illness among 

various mental disorders, often occurring alongside anxiety disorders. Research indicates that around fifty percent to two-

thirds of individuals experiencing anxiety disorders also contend with depression. The correlation between anxiety 

disorders and depression has resulted in a 3-5-fold increase in the incidence of depression among those affected by anxiety 

disorders (13). 

 

Health care should identify high-risk patients for anxiety disorders and establish the diagnosis to give effective treatment to 

prevent disabilities and substantial life impairment. In general care, Generalized Anxiety Disorder-7 (GAD-7) should be 

used to screen for anxiety disorders due to its 93% sensitivity and 97% specificity. GAD-7 screens for anxiety disorders 

and assesses severity to allow doctors to continue treatment if positive. Anxiety disorders can be screened using GAD-2 or 

GAD-7. The screening methods differ in that GAD-7 is a seven-item scale and GAD-2 is a quick version of GAD-7 that 

contains only the first two questions, which are crucial to anxiety disorder screening. GAD-7 is a self-administered survey 

based on the Diagnostic and Statistical Manual of Mental Disorders-IV (DSM-IV) to identify anxiety disorders like GAD, 

social phobia, panic disorder, and post-traumatic stress disorder (20,21). GAD-7 contains seven questions to evaluate 

patients for anxiety disorder symptoms, limitations, and functional impairment over the past two weeks. The four options 

for each question range from "not at all" to "nearly daily" and are scored from zero to three. A total score between 5 and 10 

indicates a mild anxiety disorder screening, 10-14 indicates a moderate screening, and 14 or more indicates a severe 

screening. GAD-7 survey is an established and reliable diagnostic tool for primary care and all general populations. 

Positive GAD-2 has only the first two questions with multiple-scoring answers. If the overall score is three or higher, 

further evaluation is needed (21). 

 

When screening results show anxiety disorders, DSM-5 criteria should be used to confirm the diagnosis, which includes 

excessive worrying about almost everything for at least six months, with difficulty controlling these worries. Three of the 
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six other symptoms—restlessness, poor focus, weariness, irritability, muscle tension, and sleep disturbance—must also be 

present. Patients' occupational and social impairments are used to confirm the diagnosis. All cases of anxiety disorder must 

rule out other psychological or physical issues to be diagnosed (22). 

Various effective treatment options exist for anxiety disorders, demonstrating the ability to alleviate overall symptoms of 

anxiety and enhance the quality of patients' lives. There exist both pharmacological and non-pharmacological approaches 

for the treatment of anxiety disorders (13). A variety of psychological therapies, including cognitive behavioral therapy 

(CBT) and the self-help method, are available as first-line treatments for anxiety disorders. The most well-known method 

for treating anxiety disorders is cognitive behavioral therapy (CBT). CBT emphasizes the need to identify and replace 

unhealthy beliefs with more constructive ones, as well as the need to expose patients to real or imagined frightening stimuli 

to break destructive patterns of behavior. When psychological therapy fails to alleviate symptoms, when anxiety disorder is 

severe or persistent, or when another medical condition, such as depression and anxiety disorder, is present, 

pharmacological treatment may be considered as a first line of defense. It is possible to use medications from different 

classes, such as SSRIs and SNRIs (13, 19). 

 

Among the SSRIs is sertraline, a medicine that works well for treating anxiety disorders alone but fails to alleviate 

symptoms when other mental health issues, including depression, are present. Three excellent choices for treating GAD 

include duloxetine, escitalopram, and venlafaxine. Another anxiolytic medicine is benzodiazepine, which is useful in 

treating most anxiety disorders but has adverse effects, including tolerance and reliance; hence, it is only used for limited 

periods of time with restrictions while monitoring. When dealing with issues like treatment resistance or co-morbidities, it 

is common practice to employ a hybrid approach that incorporates elements of both approaches (13). The treatment 

strategy should consider the patient's previous successful treatment, preference for all choices, other physical or 

psychological problems, age or gender, and future pregnancy planning (19). 

Identifying risk factors and adhering to a clear guideline for detection and treatment are essential in the prevention of 

anxiety disorders. Implementing effective prevention strategies is crucial, achievable through the reduction of negative risk 

factors associated with anxiety disorders or the enhancement of protective factors related to these disorders (23). 

It has been discovered that anxiety and depression are closely connected and highly comorbid (24, 25). 

Approximately one-fourth of patients with mental illnesses experience comorbidity of anxiety disorders and depression. 

Anxiety is present in over eighty percent of patients with depression, while depression is found in up to ninety percent of 

patients with anxiety disorders (24). 

 

Literature Review 

We conducted a search of the PubMed database for prior studies. The determinants of prior studies were in English, 

published within the last decade, and related to the comorbidity of depression and anxiety among training physicians in 

various health training programs. Meta-analyses and systematic reviews have been conducted to examine the global 

prevalence of depression among adolescents in one study (26) and within general populations in two additional studies 

(27, 28). The studies indicated that 34% of participants exhibited depressive symptoms, with a point prevalence of Major 

Depressive Disorder (MDD) at 8%. The prevalence was found to be the highest in Africa, Asia, and the Middle East (26). 

The prevalence of depression in general populations is increasing, potentially due to changes in the calculation of 

depression rates, variations in help-seeking behavior, or shifts in healthcare professionals' perceptions of the condition 

(27). In 2017, the global incidence of depressive cases increased by 49.86 percent compared to 1990 (28). A systematic 

review was conducted to examine the prevalence of anxiety disorders within the general population. This study estimated 

301.39 million prevalent cases globally, indicating a 50% increase in anxiety disorders since 1990 (29). A global meta-

analysis and systematic review was conducted among resident physicians to determine the prevalence of depressive 

symptoms and depression. The study indicated a prevalence of 28.8%, with projections suggesting an increase over time 

(30). 

 

Three cross-sectional studies were conducted in South Korea among workers (31), Australian doctors (32), and in the U.S. 

on anesthesiology training physicians from their first year to their first year after graduation (33). The three studies 

focused on depression, revealing that individuals working over 69 hours per week exhibited a greater likelihood of 

experiencing moderate to severe depressive symptoms compared to those working 40 hours per week (31). About 60% of 

doctors who reported ever feeling significantly sad sought some type of professional care; privacy and confidentiality 

were the most often stated impediments to seeking help (32). Moreover, 32% and 12% have distress or depression, 

respectively, among anesthesiology residents. A higher chance of distress and depression was found to be associated with 

more hours worked per week (33). Findings regarding risk factors associated with depression indicated that employed 

women and individuals with lower income levels exhibited a more pronounced correlation between extended work hours 

and depressive symptoms (31), females had higher odds of seeking help, as did locally trained doctors and senior doctors 
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(32), and the perception of workplace resource availability, and ability to maintain a work-life balance were associated 

with a lower overall risk of depression and distress (33). Variations in help-seeking behaviors were associated with 

medical specialties; psychiatrists exhibited a higher propensity to seek professional assistance, whereas surgeons, 

pathologists, and radiologists demonstrated a lower likelihood of seeking professional or medical help for depression (32). 

The prevalence of depression and anxiety among Brazilian medical residents was 46.9% and 56.6%, respectively. Risk 

factors such as anxiety, burnout, extended duty hours, lack of days off, prevalence of psychological abuse, and female 

gender were independently correlated with depression. Additionally, female gender, advanced age, prolonged work hours, 

work-life conflicts, unsupervised assistance, and depression were independently linked to anxiety. The findings were 

obtained from a cross-sectional study conducted in Brazil, focusing on medical residents in training programs(34). Two 

cross-sectional studies were conducted to study the prevalence of depression and anxiety among physicians in France (35) 

and in China (36).  

 

These studies showed similar results related to anxiety, in which 32.3% reported having an anxiety disorder, 8.1 % had an 

MDD, and less than one in five received psychotherapy or antidepressant medications in France (35). 25.67 % of 

physicians reported having anxiety symptoms, 28.13 % reported having depressed symptoms, and 19.01 % reported 

having both anxiety and depression symptoms in China (36). Being a woman and drinking more coffee were directly 

linked to a higher rate of anxiety disorders. On the other hand, harassment, drinking alcohol, and not knowing how to deal 

with sickness well at first were all linked to major depression and anxiety disorders (35). Anxiety and depressive 

symptoms were related to long working hours (above 60 hours per week), frequent night shifts (twice or more per week), 

poor self-reported physical health, and irregular physical exercise (36). Anxiety disorders and depression were both 

positively correlated with each other, according to a cross-sectional study performed among emergency physicians in 

China (37). 

 

Two cross-sectional studies were conducted in Saudi Arabia focusing on anxiety disorders, depression, and anxiety among 

adults aged 18 and older (38), including all medical residents (39). Variations in the prevalence of depression and anxiety 

among the targeted populations were observed, with findings indicating that 12.4% of the nationwide population in Saudi 

Arabia was at risk for GAD and 12.7% for MDD. In comparison, 65.8% of medical residents reported experiencing 

symptoms of depression, while 58.3% reported symptoms of anxiety. Diagnosis and treatment rates were notably low, with 

only 12.5% of individuals receiving treatment for anxiety and 0.5% for depression (38). Identified risk factors include 

female sex, lower income, and smoking, which are associated with both Generalized Anxiety Disorder (GAD) and Major 

Depressive Disorder (MDD). Participation in volunteer activities, regular physical exercise, and the pursuit of daily 

hobbies serve as protective factors within the general population. The residency degree (R5) and gender (female) were 

independently associated with anxiety symptoms. Family medicine specialty and female gender were independent 

predictors of depressive symptoms among medical residents (39). Two cross-sectional studies were conducted involving all 

medical residents in Saudi Arabia.  

 

The initial study was conducted in Jeddah (40), whereas the subsequent study took place in Makkah (41). The studies 

indicated that the prevalence of diagnosed depression among residents of Jeddah was 75%, categorized by severity: mild 

depression at 35.6%, moderate depression at 34.2%, and severe depression at 6% (40). In Makkah, the prevalence of 

anxiety was recorded at 39.5%, while the prevalence of depression was noted at 20.9% (41). Residents engaged in 

emergency and surgical programs exhibit a heightened risk of developing moderate to severe depression relative to other 

specialties. Contributing factors include extended work hours, age, sleep duration, and exposure to injustice, all of which 

elevate the overall risk of anxiety and depression among resident physicians (41). A recent cross-sectional study found a 

10% prevalence of moderately severe to severe depression among residents in family medicine in Riyadh, with a 

significant correlation between the severity of depression and burnout. A recent cross-sectional study conducted in Makkah 

examined the prevalence of anxiety disorders and depression among surgical residents and doctors. The findings revealed 

that 11.8% of surgeons reported a previous history of anxiety or depression, while 30.7% experienced anxiety and 27.5% 

experienced depression (42). Anxiety demonstrated a significant correlation with participation in the Saudi board program, 

working over nine hours, and experiencing work-related stress. Depression among surgeons is significantly associated with 

age, particularly between 50 and 59 years, in addition to factors such as career satisfaction and work-related stress (43). 

This study aimed to examine the prevalence and factors associated with the comorbidity of depression and anxiety among 

training physicians in various health training programs under the Ministry of Health (MOH) in Al-Ahsa, Saudi Arabia. 

 

Aim of the study:- 
To study the prevalence and factors related to comorbidity of depression and anxiety among the training physicians in 

different health training programs pertaining to Ministry of Health (MOH) in Al-Ahsa in Saudi Arabia. 
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Objectives: 
• To identify the prevalence of comorbidity of depression and anxiety among the training physicians in different health 

training programs pertaining to MOH in Al-Ahsa in Saudi Arabia 

• To study the factors related to the comorbidity of depression and anxiety among the training physicians in different 

health training programs pertaining to MOH in Al-Ahsa in Saudi Arabia. 

 

Hypotheses: 

• There will not be a high prevalence of the comorbidity of depression and anxiety among the training physicians in 

health training programs pertaining to MOH in Al-Ahsa in Saudi Arabia. 

• There will be some factors related to the comorbidity of depression and anxiety among the training physicians in 

health training programs pertaining to MOH in Al-Ahsa in Saudi Arabia like the main speciality, gender, and presence 

of on-call as part of work. 

 

Materials and methods:- 
Study design and setting 

This descriptive cross-sectional study was conducted among training physicians in various health care training 

programs under the Ministry of Health from March 2024 to May 2025 in Al-Ahsa, in the eastern province region of 

the Kingdom of Saudi Arabia. 

 

Study population 

Training physicians in health training programs pertaining to MOH in Al-Ahsa in Saudi Arabia. 

Inclusion Criteria: 

• Saudi and non-Saudi training physicians in health training programs in MOH, Al-Ahsa, Saudi Arabia. 

• Gives the complete and proper information. 

Exclusion Criteria: 

• Those who didn’t complete at least 6 months of training without freeze. 

 

Sampling technique 

Total population sampling (universal convenient sampling technique). 

 

Sample size  

Considering the variables and outcome of the study, a total of the study population (471), comorbidity of depression 

and anxiety on training physicians in various health training programs under the Ministry of Health, with an 

allowable margin error of 5%, at a 95% confidence interval, a total of 221 professionals from various fields were 

included in the data collection. 

 

Data collection tools: - 
The data was collected by a self-administered questionnaire form, sent by email. The questionnaire was filled out by 

the training physicians. 

The questionnaire was divided into four sections: Socio-Demographic section that included age, gender, nationality, 

marital status, having children, living with family, monthly income, residency year, training center, and having on-

call as part of work. The second was the Lifestyle and medical history section that included exercise, smoking, 

current or history of chronic medical illnesses, current or history of psychiatric illnesses, ever receiving any 

professional psychological help, and previous knowledge about psychological support for trainees (Daem).  

The third was the Depression assessment section that included the PHQ-9 screening instrument in both Arabic and 

English versions. The PHQ-9 is a valid and reliable tool for measuring symptoms of depression in all individuals, 

and the scores are divided into five categories: a score of <5 indicates minimal or no symptoms of depression, a 

score of 5 to 9 indicates mild symptoms, a score of 10 to 14 indicates moderate symptoms, a score of 15–19 

indicates moderately severe symptoms, and of 20 or more indicates severe symptoms. The fourth was the anxiety 

disorders assessment section that included the GAD-7 screening instrument. Arabic and English versions of the 

questionnaire were provided. The scores are classified into four categories: a score of <5 indicates no or minimal 

anxiety symptoms, a score of 5 to 9 indicates mild symptoms, a score of 10 to 14 indicates moderate symptoms, and 

a score of 15 or more indicates severe symptoms. 
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Data analysis: - 
Data was entered into Microsoft 365 (Microsoft® Corp., Redmond, WA, United States), and analyses were carried 

out using IBM SPSS Statistics for Windows, version 26 (IBM Corp., Armonk, NY, United States). Descriptive 

statistics were used to summarize the data by calculating the frequency and percentage of categorical variables. 

Pearson's Chi-squared test revealed statistically significant differences in depression and anxiety prevalence 

regarding sociodemographic data, lifestyle, and history of clinical and psychiatric illness (p < 0.05). 

 

Ethical consideration: - 
Official ethical approval was obtained from Alahsa Health Cluster Research Ethical Committee (REC) with 

Reference No.: REC- 11/EP/2024. Consent was accepted as a prerequisite for data collection. All collected data 

were kept confidential and were used only for research. 

 

Budget 

This study was entirely self-funded by the researchers. 

 

Results: - 
Sociodemographic characteristics 

Overall, a total of 242 residents responded to the online survey. Of these, 21 respondents were excluded due to 

missing more than one entry in the questionnaire. From the total population (471), the number of residents in each 

specialty was a total of 133 in family medicine speciality, 19 in intensive care unit speciality, 58 in pediatric 

speciality, 79 in internal medicine speciality, 6 in Psychiatry speciality, 3 in cardiac surgery speciality, 10 in urology 

speciality, 23 in radiology speciality, 30 in preventive medicine speciality, 4 neurology speciality, 25 in general 

surgery speciality, 13 in orthopedic speciality, 7 in neurosurgery speciality, 8 in ear, nose throat speciality, 3 in 

dermatology speciality, and a total of 50 in obstetric and gynecology speciality. 

The majority, 157 (71.0%), were between 24 and 29 years old. Nearly half of the respondents, 111 (50.2%), were 

females. Nearly all the residents included in the study, 220 (99.5%), were Saudis. Around 131 (59.3%) were 

married, and 123 (55.7%) were without children. A high proportion of the respondents were living with their 

families, 192 (86.9%), with a monthly income of 15,000-20,000 SAR, 186 (84.2%), and were satisfied with their 

income, 115 (52.0%). The best part of the shared residents was family medicine 89 (40.3%), in Primary health care 

(PHC) - Al-Ahsa Academy of Family Medicine 86 (38.9%), and in the first residence year 89 (40.3%). More than 

half of the respondents reported receiving up to 5 on-call shifts per month, 111 (50.2%). The full sociodemographic 

characteristics are summarized in [Table 1]. 

 

Table 1: Demographic data of the study respondents (n=221) 

Demographics   Frequency (%) 

Age 

<24 Y 1 (0.5) 

24-29 Y 157 (71.0) 

30-34 Y 57 (25.8) 

35-39 Y 6 (2.7) 

Gender 
Males 110 (49.8) 

Females 111 (50.2) 

Nationality 
Saudi 220 (99.5) 

Non-Saudi 1 (0.5) 

Marital status 

Single 85 (38.5) 

Married 131 (59.3) 

Divorced 3 (1.4) 

I don't prefer to tell 2 (0.9) 

Do you have children? 
Yes 98 (44.3) 

No 123 (55.7) 

Do you live with your Yes 192 (86.9) 
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family? No 29 (13.1) 

Monthly income 

< 15,000 SR 5 (2.3) 

15,000-20,000 SR 186 (84.2) 

> 20,000 SR 30 (13.6) 

Are you satisfied with 

your current income? 

Satisfied 115 (52.0) 

Neutral 78 (35.3) 

Unsatisfied 28 (12.7) 

Training center in Al-

Ahsa, Saudi Arabia 

King Fahad Hospital-Al-Hofuf (KFHH) 58 (26.2) 

Maternity & Children's Hospital in Al-Ahsa (MCH) 45 (20.4) 

Primary health care (PHC) - Al-Ahsa Academy of Family Medicine 86 (38.9) 

Psychiatric Hospital in Al-Ahsa 3 (1.4) 

Al Jabr Eye and ENT Hospital in Al-Ahsa 8 (3.6) 

Prince Sultan Cardiac Center 3 (1.4) 

PHC Al Salhea 6 (2.7) 

Others 12 (5.4) 

Specialty 

Family medicine 89 (40.3) 

Preventive medicine 16 (7.2) 

Internal medicine 17 (7.7) 

Pediatric 17 (7.7) 

Obe& Gynae 27 (12.2) 

Cardiac surgery 3 (1.4) 

ICU 13 (5.9) 

General Surgery 4 (1.8) 

Neurosurgery 2 (0.9) 

Orthopedic 2 (0.9) 

Radiology 9 (4.1) 

Urology 7 (3.2) 

Dermatology 3 (1.4) 

Neurology 2 (0.9) 

ENT 7 (3.2) 

Psychiatry 3 (1.4) 

Residency year 

R1 89 (40.3) 

R2 52 (23.5) 

R3 44 (19.9) 

R4 26 (11.8) 

R5 10 (4.5) 

Number of your on-calls 

per month 

No on-call 48 (21.7) 

5 times or less per month 111 (50.2) 

> 5 times per month 62 (28.1) 

 

Lifestyle and medical history characteristics 

A high proportion of the respondents, 160 (72.4%), were not exercising at least 150 minutes per week, and were 

non-smokers, 188 (85.1%). Most of the shared residents, 187 (84.6%), did not complain of any chronic diseases. 

The main reported diseases were G6PD and bronchial asthma, 8 (3.6%).  Many of the participants, 195 (88.2%), did 
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not complain of any psychiatric illness. The main reported disease was depression, 14 (6.3%). The bulk of them, 182 

(82.4%), had not received professional psychological help. However, 128 (57.8%) have heard about SCFHS 

psychological support for trainees (Daem). The lifestyle and medical history are summarized in [Table 2]. 

 

Table 2: Lifestyle and medical history of the study respondents (n=221) 

Lifestyle and medical history  Frequency (%) 

Are you exercising at least 150 minutes per 

week? 

Yes 61 (27.6) 

No 160 (72.4) 

Are you a smoker? 
Yes 33 (14.9) 

No 188 (85.1) 

Do you have a current or past history of 

chronic medical illnesses? 

No 187 (84.6) 

HTN 5 (2.3) 

G6PD 8 (3.6) 

PCOS 3 (1.4) 

DM 5 (2.3) 

Asthma 8 (3.6) 

Thyroid 3 (1.4) 

Anemia 2 (0.9) 

Do you have a current or past history of 

psychiatric illnesses? 

No 195 (88.2) 

Depression 14 (6.3) 

Anxiety 7 (3.2) 

ADHD 1 (0.5) 

Bipolar 1 (0.5) 

Burnout 1 (0.5) 

Overthinking 1 (0.5) 

Panic disorder 1 (0.5) 

Have you ever received any professional 

psychological help? 

No 182 (82.4) 

Yes, from the outpatient clinic 15 (6.8) 

Yes, from a psychological care app 12 (5.4) 

Yes, from psychological support for trainees 

(Daem) 
2 (0.9) 

Yes, from a relative or friend 6 (2.7) 

Yes, from others 4 (1.8) 

Have you heard about SCFHS psychological 

support for trainees (Daem)? 

Yes 128 (57.9) 

No 93 (42.1) 

 

Depression prevalence among Saudi residents 

According to the residents’ response, only 12.7% (n=27) had no or minimal depression. However, many of the 

participants showed mild and moderate depression, 35.3% (n=78) and 33% (n=73) respectively. Moreover, some 

residents had moderately severe or severe depression, 6.8% (n=15) and 12.2% (n=27) respectively [Figure 1]. 

Depression prevalence varied across different demographic groups [Table 3]. Among residents aged 24–29 years 

(the highest frequency of the participants), 36.9% had mild depression, 15.2% had no or minimal depression, and 

14.6% had moderate depression, while 6.4% and 10.8% exhibited moderately severe and severe depression, 

respectively. Regarding gender, moderately severe and severe depression were more common in females, 8.1% and 

14.4% respectively. A greater number of females (35.1%) recorded mild depression, while the superiority of males 

(40%) showed no or minimal depression.  
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The preponderance of Saudi residents had mild or minimal depression (35%, 33.2% respectively). The lowest 

percentage of severely depressed residents was the married ones (9.9%). Severely depressed residents were more 

likely to be divorced (33.3%) or single (14.1%). Having no children or living alone was accompanied by a higher 

rate of severe depression among the participants (15.4%, 20.7% respectively). More monthly income and salary 

satisfaction were accompanied by a lower rate of severe depression. Concerning the training center, the centers 

whose residents reported minimal depression were Prince Sultan Cardiac Center (66.7%), PHC Al-Salhea, and Al-

Jabr Eye and ENT Hospital (50% both). The first and fourth years of residence were accompanied by the highest 

score of severe depression (16.9%, 15.4% respectively). More on-calls per month were accompanied by a higher 

rate of severe depression. Smoking and lack of regular exercise for 150 minutes per week were accompanied by a 

higher rate of severe depression (15.2%, 14.4% respectively). Healthy residents with no history of chronic disease or 

psychiatric illness and awareness about Daem SCFHS psychological support had a higher rate of minimal 

depression (35.8%, 35.9% and 41.4%) respectively [Table 3].  

 

 
 

Table 3: Sociodemographic characteristics, lifestyle, medical history, and different levels of depression 

Sociodemographic characteristics, lifestyle, and 

medical history 

No or 

minimal 

depression 

Mild 

depression 

Moderate 

depression 

Moderately 

severe 

depression 

Severe 

depression 
P 

value 

 
n (%) n (%) n (%) n (%) n (%) 

Age 

<24 Y 0 (0.0%) 0 (0.0%) 0 (0.0%) 
0 

(0.0%) 

1 

(100.0%) 

0.33

7 

24-29 Y 
49 

(31.2%) 

58 

(36.9%) 

23 

(14.6%) 

10 

(6.4%) 

17 

(10.8%) 

30-34 Y 
20 

(35.1%) 

19 

(33.3%) 
5 (8.8%) 

5 

(8.8%) 

8 

(14.0%) 

35-39 Y 4 (66.7%) 
1 

(16.7%) 
0 (0.0%) 

0 

(0.0%) 

1 

(16.7%) 

Gender 

Males 
44 

(40.0%) 

39 

(35.5%) 

10 

(9.1%) 

6 

(5.5%) 
6 (5.5%) 

0.14

2 
Females 

29 

(26.1%) 

39 

(35.1%) 

18 

(16.2%) 

9 

(8.1%) 

16 

(14.4%) 

Nationality 

Saudi 
73 

(33.2%) 

77 

(35.0%) 

28 

(12.7%) 

15 

(6.8%) 

27 

(12.3%) 0.76

5 
Non-Saudi 0 (0.0%) 

1 

(100.0%) 
0 (0.0%) 

0 

(0.0%) 
0 (0.0%) 

Marital status Single 
25 

(29.4%) 

30 

(35.3%) 

11 

(12.9%) 

7 

(8.2%) 

12 

(14.1%) 

0.71

5 

[] (33.0%)

[] (35.3%)

[] (12.7%)

15 (6.80%)

27 (12.2%)

Fig.1: Depression prevalence among the Saudi board residents

No or minimal depression Mild depression Moderate depression

Moderately severe depression Severe depression
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Married 
48 

(36.6%) 

46 

(35.1%) 

16 

(12.2%) 

8 

(6.1%) 

13 

(9.9%) 

Divorced 0 (0.0%) 
1 

(33.3%) 

1 

(33.3%) 

0 

(0.0%) 

1 

(33.3%) 

I don't prefer to tell 0 (0.0%) 
1 

(50.0%) 
0 (0.0%) 

0 

(0.0%) 

1 

(50.0%) 

Do you have 

children? 

Yes 
39 

(39.8%) 

34 

(34.7%) 

12 

(12.2%) 

5 

(5.1%) 
8 (8.2%) 

0.23

2 
No 

34 

(27.6%) 

44 

(35.8%) 

16 

(13.0%) 

10 

(8.1%) 

19 

(15.4%) 

Do you live with 

your family? 

Yes 
68 

(35.4%) 

63 

(32.8%) 

25 

(13.0%) 

15 

(7.8%) 

21 

(10.9%) 0.05

1 
No 5 (17.2%) 

15 

(51.7%) 

3 

(10.3%) 

0 

(0.0%) 

6 

(20.7%) 

Monthly income 

< 15,000 SR 1 (20.0%) 
2 

(40.0%) 

1 

(20.0%) 

0 

(0.0%) 

1 

(20.0%) 

0.80

8 
15,000-20,000 SR 

58 

(31.2%) 

68 

(36.6%) 

23 

(12.4%) 

14 

(7.5%) 

23 

(12.4%) 

> 20,000 SR 
14 

(46.7%) 

8 

(26.7%) 

4 

(13.3%) 

1 

(3.3%) 

3 

(10.0%) 

Are you satisfied 

with your current 

income? 

Satisfied 
48 

(41.7%) 

38 

(33.0%) 

12 

(10.4%) 

8 

(7.0%) 
9 (7.8%) 

0.010

* 
Neutral 

18 

(23.1%) 

33 

(42.3%) 

13 

(16.7%) 

5 

(6.4%) 

9 

(11.5%) 

Unsatisfied 7 (25.0%) 
7 

(25.0%) 

3 

(10.7%) 

2 

(7.1%) 

9 

(32.1%) 

Training center in 

Al-Ahsa, Saudi 

Arabia 

King Fahad Hospital-Al-

Hofuf (KFHH) 

16 

(27.6%) 

21 

(36.2%) 

8 

(13.8%) 

3 

(5.2%) 

10 

(17.2%) 

0.13

4 

Maternity & Children's 

Hospital in Al-Ahsa (MCH) 
5 (11.1%) 

17 

(37.8%) 

8 

(17.8%) 

7 

(15.6%) 

8 

(17.8%) 

Primary health care (PHC) - 

Al-Ahsa Academy of Family 

Medicine 

39 

(45.3%) 

28 

(32.6%) 
8 (9.3%) 

4 

(4.7%) 
7 (8.1%) 

Psychiatric Hospital in Al-

Ahsa 
1 (33.3%) 

1 

(33.3%) 
0 (0.0%) 

0 

(0.0%) 

1 

(33.3%) 

Al Jabr Eye and ENT 

Hospital in Al-Ahsa 
4 (50.0%) 

2 

(25.0%) 
0 (0.0%) 

1 

(12.5%) 

1 

(12.5%) 

Prince Sultan Cardiac Center 2 (66.7%) 0 (0.0%) 
1 

(33.3%) 

0 

(0.0%) 
0 (0.0%) 

PHC Al Salhea 3 (50.0%) 
2 

(33.3%) 

1 

(16.7%) 

0 

(0.0%) 
0 (0.0%) 

Others 3 (25.0%) 
7 

(58.3%) 

2 

(16.7%) 

0 

(0.0%) 
0 (0.0%) 

Residency year 

R1 
17 

(19.1%) 

35 

(39.3%) 

12 

(13.5%) 

10(11.2

%) 

15 

(16.9%) 

0.09

5 

R2 
21 

(40.4%) 

21 

(40.4%) 
4 (7.7%) 

3 

(5.8%) 
3 (5.8%) 

R3 
22 

(50.0%) 

10 

(22.7%) 

7 

(15.9%) 

1 

(2.3%) 
4 (9.1%) 

R4 9 (34.6%) 
9 

(34.6%) 

3 

(11.5%) 

1 

(3.8%) 

4 

(15.4%) 

R5 4 (40.0%) 
3 

(30.0%) 

2 

(20.0%) 

0 

(0.0%) 

1 

(10.0%) 

Number of your 

on-calls per 
No on-call 

24 

(50.0%) 

16 

(33.3%) 

6 

(12.5%) 

0 

(0.0%) 
2 (4.2%) 0.008* 
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month 
5 times or less per month 

38 

(34.2%) 

39 

(35.1%) 

14 

(12.6%) 

7 

(6.3%) 

13 

(11.7%) 

> 5 times per month 
11 

(17.7%) 

23 

(37.1%) 

8 

(12.9%) 

8 

(12.9%) 

12 

(19.4%) 

Are you exercising 

at least 150 

minutes per week? 

Yes 
26 

(42.6%) 

26 

(42.6%) 
3 (4.9%) 

2 

(3.3%) 
4 (6.6%) 

0.023* 

No 
47 

(29.4%) 

52 

(32.5%) 

25 

(15.6%) 

13 

(8.1%) 

23 

(14.4%) 

Are you a 

smoker? 

Yes 
10 

(30.3%) 

13 

(39.4%) 
3 (9.1%) 

2 

(6.1%) 

5 

(15.2%) 0.91

5 
No 

63 

(33.5%) 

65 

(34.6%) 

25 

(13.3%) 

13 

(6.9%) 

22 

(11.7%) 

Do you have a 

current or past 

history of chronic 

medical illnesses? 

No 
67 

(35.8%) 

66 

(35.3%) 

21 

(11.2%) 

12 

(6.4%) 

21 

(11.2%) 

0.18

3 

HTN 1 (20.0%) 
1 

(20.0%) 
 (40.0%) 

0 

(0.0%) 

1 

(20.0%) 

G6pD 2 (25.0%) 0 (0.0%) 
1 

(12.5%) 

3 

(37.5%) 

2 

(25.0%) 

PCOS 0 (0.0%) 
2 

(66.7%) 

1 

(33.3%) 

0 

(0.0%) 
0 (0.0%) 

DM 0 (0.0%) 
2 

(40.0%) 

1 

(20.0%) 

0 

(0.0%) 

2 

(40.0%) 

Asthma 2 (25.0%) 
4 

(50.0%) 

1 

(12.5%) 

0 

(0.0%) 

1 

(12.5%) 

Thyroid 0 (0.0%) 
2 

(66.7%) 

1 

(33.3%) 

0 

(0.0%) 
0 (0.0%) 

Anemia 1 (50.0%) 
1 

(50.0%) 
0 (0.0%) 

0 

(0.0%) 
0 (0.0%) 

Do you have a 

current or past 

history of 

psychiatric 

illnesses? 

No 
70 

(35.9%) 

71 

(36.4%) 

22 

(11.3%) 

12 

(6.2%) 

20 

(10.3%) 

0.10

1 

Depression 0 (0.0%) 
3 

(21.4%) 

5 

(35.7%) 

2 

(14.3%) 

4 

(28.6%) 

Anxiety 2 (28.6%) 
2 

(28.6%) 

1 

(14.3%) 
1 (14.3%) 

1 

(14.3%) 

ADHD 0 (0.0%) 
1 

(100.0%) 
0 (0.0%) 

0 

(0.0%) 
0 (0.0%) 

Bipolar 0 (0.0%) 
1 

(100.0%) 
0 (0.0%) 

0 

(0.0%) 
0 (0.0%) 

Burnout 0 (0.0%) 0 (0.0%) 0 (0.0%) 
0 

(0.0%) 

1 

(100.0%) 

Overthinking 0 (0.0%) 0 (0.0%) 0 (0.0%) 
0 

(0.0%) 

1 

(100.0%) 

Panic disorder 
1 

(100.0%) 
0 (0.0%) 0 (0.0%) 

0 

(0.0%) 
0 (0.0%) 

Have you ever 

received any 

professional 

psychological 

help? 

No 
67 

(36.8%) 

63 

(34.6%) 

22 

(12.1%) 

12 

(6.6%) 

18 

(9.9%) 

0.23

6 

Yes, from the outpatient 

clinic 
3 (20.0%) 

5 

(33.3%) 
1 (6.7%) 

1 

(6.7%) 

5 

(33.3%) 

Yes, from the psychological 

care app 
0 (0.0%) 

5 

(41.7%) 

3 

(25.0%) 

2 

(16.7%) 

2 

(16.7%) 

Yes, from psychological 

support for trainees (Daem) 
0 (0.0%) 

1 

(50.0%) 
0 (0.0%) 

0 

(0.0%) 

1 

(50.0%) 

Yes, from a relative or 

friend 
2 (33.3%) 

2 

(33.3%) 

2 

(33.3%) 

0 

(0.0%) 
0 (0.0%) 
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Yes (from others) 1 (25.0%) 
2 

(50.0%) 
0 (0.0%) 

0 

(0.0%) 

1 

(25.0%) 

Have you heard about 

SCFHS psychological 

support for trainees 

(Daem)? 

Yes 
53 

(41.4%) 

48 

(37.5%) 

17 

(13.3%) 

4 

(3.1%) 
6 (4.7%) 

0.001

* 
No 

20 

(21.5%) 

30 

(32.3%) 

11 

(11.8%) 
11 (11.8%) 

21 

(22.6%) 

* = Significant (P-value is less than 0.05) Specialty of the residents and different levels of depression  

General surgery and orthopedics were the specialties encountered in severe depression (50% both), followed by 

internal medicine, Obstetric and Gynecology, and Pediatrics (23.5%, 18.5% & 17.6%) respectively. No or minimal 

depression was observed mainly in residents of cardiac surgery, followed by preventive medicine (66.7% and 

56.3%), respectively with no significant variation [Fig. 2 & Table 4]. 

 

 
 

 

 

Table 4: Specialty of the residents and different levels of depression 

Specialty 

No or 

minimal 

depression 

Mild 

depression 

Moderate 

depression 

Moderately 

severe 

depression 

Severe 

depression 
P 

value 

 
n (%) n (%) n (%) n (%) n (%) 

Specialty 

Family medicine 
38 

(42.7%) 

30 

(33.7%) 

10 

(11.2%) 

4 

(4.5%) 
7 (7.9%) 

0.208 

Preventive medicine 9 (56.3%) 
5 

(31.3%) 
1 (6.3%) 

0 

(0.0%) 
1 (6.3%) 

Internal medicine 3 (17.6%) 
4 

(23.5%) 

4 

(23.5%) 

2 

(11.8%) 
4 (23.5%) 

Pediatric 2 (11.8%) 
2 

(11.8%) 

2 

(11.8%) 

4 

(23.5%) 
3 (17.6%) 

Obe& Gynae 2 (7.4%) 
11 

(40.7%) 

6 

(22.2%) 

3 

(11.1%) 
5 (18.5%) 

Cardiac surgery 2 (66.7%) 0 (0.0%) 
1 

(33.3%) 

0 

(0.0%) 
0 (0.0%) 

ICU 6 (46.2%) 
5 

(38.5%) 
0 (0.0%) 

1 

(7.7%) 
1 (7.7%) 

General Surgery 1 (25.0%) 
1 

(25.0%) 
0 (0.0%) 

0 

(0.0%) 
2 (50.0%) 

0.0% 10.0% 20.0% 30.0% 40.0% 50.0% 60.0% 70.0% 80.0% 90.0% 100.0%

Family medicine

Internal …

Obe & Gynae

ICU

Neurosurgery

Radiology

Dermatology

ENT

Fig.2: Specicialty of the residents and different levels of 

depression

No or minimal depression Mild depression Moderate depression

Moderately severe depression Severe depression
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Neurosurgery 0 (0.0%) 
1 

(50.0%) 

1 

(50.0%) 

0 

(0.0%) 
0 (0.0%) 

Orthopedic 0 (0.0%) 
1 

(50.0%) 
0 (0.0%) 

0 

(0.0%) 
1 (50.0%) 

Radiology 3 (33.3%) 
2 

(22.2%) 

3 

(33.3%) 

0 

(0.0%) 
1 (11.1%) 

Urology 2 (28.6%) 
4 

(57.1%) 
0 (0.0%) 

0 

(0.0%) 
1 (14.3%) 

Dermatology 1 (33.3%) 
2 

(66.7%) 
0 (0.0%) 

0 

(0.0%) 
0 (0.0%) 

Neurology 0 (0.0%) 
2 

(100.0%) 
0 (0.0%) 

0 

(0.0%) 
0 (0.0%) 

ENT 3 (42.9%) 
2 

(28.6%) 
0 (0.0%) 

1 

(14.3%) 
1 (14.3%) 

Psychiatry 1 (33.3%) 
2 

(66.7%) 
0 (0.0%) 

0 

(0.0%) 
0 (0.0%) 

* = Significant (P-value is less than 0.05)  

Anxiety prevalence among Saudi residents 

According to the residents’ response, nearly half, 49.8% (n=110), had no or minimal anxiety. However, the other 

half showed mild, moderate, and severe depression, 22.6% (n=50), 12.7% (n=28), and 14.9% (n=33) respectively 

[Figure 3]. Anxiety prevalence varied across different demographic groups [Table 5]. Among residents aged 24–29 

years (the highest frequency of the participants), 50.3% had no or minimal anxiety, 21.7% had mild anxiety, and 

12.7% had moderate anxiety, while 15.3% exhibited severe anxiety. Regarding gender, moderate and severe anxiety 

were more common in females, 15.3% and 19.8% respectively. A greater number of males (54.5%) recorded 

minimal anxiety, while the superiority of females (45%) showed no or minimal anxiety. The preponderance of Saudi 

residents had minimal or mild anxiety (50%, 22.3% respectively). The lowest percentage of residents with severe 

anxiety was the single ones (10.6%), followed by married, then divorced residents (16.8% and 33.3%), respectively. 

Having children or living alone was accompanied by a higher rate of severe anxiety among the participants (15.3%, 

20.7% respectively). More monthly income and salary satisfaction were accompanied by a lower rate of severe 

anxiety. Concerning the training center, the centers whose residents reported no or minimal anxiety were Prince 

Sultan Cardiac Center (100%), Primary health care – Al-Ahsaa Academy of Family Medicine (57%), PHC Al-

Salhea, and Al-Jabr Eye and ENT Hospital (50% both).  The fourth and the years of residence were accompanied by 

the highest score of severe anxiety (23.1%, 19.1% respectively). More on-calls per month were accompanied by a 

higher rate of severe anxiety. Smoking and lack of regular exercise for 150 minutes per week were accompanied by 

a higher rate of severe anxiety (18.2% and 18.8% respectively). Healthy residents with no history of chronic disease 

or psychiatric illness and awareness about Daem SCFHS psychological support had a higher rate of minimal anxiety 

(51.3%, 53.3% and 57% respectively) [Table 5].  

 



ISSN: (O)2320-5407                                                       Int. J. Adv. Res. 13(07),  July-2025,  858-883 

873 

 

 
 

Table 5: Sociodemographic characteristics and different levels of anxiety 

  

Sociodemographic characteristics, lifestyle, and medical 

history 

No or 

minimal 

anxiety 

Mild 

anxiety 

Moderate 

anxiety 

Severe 

anxiety 
P 

value 

 
n (%) n (%) n (%) n (%) 

Age 

<24 Y 0 (0.0%) 0 (0.0%) 0 (0.0%) 
1 

(100.0%) 

0.338 

24-29 Y 79 (50.3%) 
34 

(21.7%) 

20 

(12.7%) 

24 

(15.3%) 

30-34 Y 26 (45.6%) 
15 

(26.3%) 
8 (14.0%) 8 (14.0%) 

35-39 Y 5 (83.3%) 
1 

(16.7%) 
0 (0.0%) 0 (0.0%) 

Gender 

Males 60 (54.5%) 
28 

(25.5%) 

11 

(10.0%) 

11 

(10.0%) 
0.087 

Females 50 (45.0%) 
22 

(19.8%) 

17 

(15.3%) 

22 

(19.8%) 

Nationality 

Saudi 
110 

(50.0%) 

49 

(22.3%) 

28 

(12.7%) 

33 

(15.0%) 
0.329 

Non- Saudi 0 (0.0%) 
1 

(100.0%) 
0 (0.0%) 0 (0.0%) 

Marital status 

Single 38 (44.7%) 
23 

(27.1%) 

15 

(17.6%) 
9 (10.6%) 

0.278 Married 70 (53.4%) 
27 

(20.6%) 
12 (9.2%) 

22 

(16.8%) 

Divorced 1 (33.3%) 0 (0.0%) 1 (33.3%) 1 (33.3%) 

I don’t prefer to tell 1 (50.0%) 0 (0.0%) 0 (0.0%) 1 (50.0%) 

Do you have 

children? 

Yes 54 (55.1%) 
18 

(18.4%) 

11 

(11.2%) 

15 

(15.3%) 
0.437 

No 56 (45.5%) 
32 

(26.0%) 

17 

(13.8%) 

18 

(14.6%) 

Do you live with Yes 102 36 27 27 0.001* 
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your family? (53.1%) (18.8%) (14.1%) (14.1%) 

No 8 (27.6%) 
14 

(48.3%) 
1 (3.4%) 6 (20.7%) 

Monthly income 

< 15,000 SR 3 (60.0%) 0 (0.0%) 0 (0.0%) 2 (40.0%) 

0.527 15,000-20,000 SR 93 (50.0%) 
42 

(22.6%) 

23 

(12.4%) 

28 

(15.1%) 

> 20,000 SR 14 (46.7%) 
8 

(26.7%) 
5 (16.7%) 3 (10.0%) 

Are you satisfied 

with your current 

income? 

Satisfied 70 (60.9%) 
23 

(20.0%) 
8 (7.0%) 

14 

(12.2%) 

0.012* Neutral 29 (37.2%) 
22 

(28.2%) 

15 

(19.2%) 

12 

(15.4%) 

Unsatisfied 11 (39.3%) 
5 

(17.9%) 
5 (17.9%) 7 (25.0%) 

Training center in 

Al-Ahsa, Saudi 

Arabia 

King Fahad Hospital-Al-Hofuf 

(KFHH) 
28 (48.3%) 

17 

(29.3%) 
5 (8.6%) 8 (13.8%) 

0.29 

Maternity & Children's Hospital in Al-

Ahsa (MCH) 
17 (37.8%) 

9 

(20.0%) 

10 

(22.2%) 
9 (20.0%) 

Primary health care (PHC) - Al-Ahsa 

Academy of Family Medicine 
49 (57.0%) 

15 

(17.4%) 

10 

(11.6%) 

12 

(14.0%) 

Psychiatric Hospital in Al-Ahsa 1 (33.3%) 0 (0.0%) 0 (0.0%) 2 (66.7%) 

Al Jabr Eye and ENT Hospital in Al-

Ahsa 
4 (50.0%) 

2 

(25.0%) 
1 (12.5%) 1 (12.5%) 

Prince Sultan Cardiac Center 3 (100.0%) 0 (0.0%) 0 (0.0%) 0 (0.0%) 

PHC Al Salhea 3 (50.0%) 
3 

(50.0%) 
0 (0.0%) 0 (0.0%) 

Others 5 (41.7%) 
4 

(33.3%) 
2 (16.7%) 1 (8.3%) 

Residency year 

R1 36 (40.4%) 
21 

(23.6%) 

15 

(16.9%) 

17 

(19.1%) 

0.065 

R2 28 (53.8%) 
16 

(30.8%) 
6 (11.5%) 2 (3.8%) 

R3 29 (65.9%) 
5 

(11.4%) 
3 (6.8%) 7 (15.9%) 

R4 10 (38.5%) 
6 

(23.1%) 
4 (15.4%) 6 (23.1%) 

R5 7 (70.0%) 
2 

(20.0%) 
0 (0.0%) 1 (10.0%) 

Number of your 

on-calls per month 

No on-call 31 (64.6%) 
11 

(22.9%) 
2 (4.2%) 4 (8.3%) 

0.036* 5 times or less per month 55 (49.5%) 
26 

(23.4%) 

12 

(10.8%) 

18 

(16.2%) 

> 5 times per month 24 (38.7%) 
13 

(21.0%) 

14 

(22.6%) 

11 

(17.7%) 

Are you exercising 

at least 150 

minutes per week? 

Yes 33 (54.1%) 
19 

(31.1%) 
6 (9.8%) 3 (4.9%) 

0.027* 

No 77 (48.1%) 
31 

(19.4%) 

22 

(13.8%) 

30 

(18.8%) 

Are you a smoker? 

Yes 13 (39.4%) 
9 

(27.3%) 
5 (15.2%) 6 (18.2%) 

0.643 

No 97 (51.6%) 
41 

(21.8%) 

23 

(12.2%) 

27 

(14.4%) 

Do you have a 

current or past 
No 96 (51.3%) 

45 

(24.1%) 

21 

(11.2%) 

25 

(13.4%) 
0.028* 
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history of chronic 

medical illnesses? 
HTN 1 (20.0%) 

1 

(20.0%) 
2 (40.0%) 1 (20.0%) 

G6pD 2 (25.0%) 0 (0.0%) 2 (25.0%) 4 (50.0%) 

PCOS 3 (100.0%) 0 (0.0%) 0 (0.0%) 0 (0.0%) 

DM 1 (20.0%) 
1 

(20.0%) 
0 (0.0%) 3 (60.0%) 

Asthma 3 (37.5%) 
2 

(25.0%) 
3 (37.5%) 0 (0.0%) 

Thyroid 2 (66.7%) 
1 

(33.3%) 
0 (0.0%) 0 (0.0%) 

Anemia 2 (100.0%) 0 (0.0%) 0 (0.0%) 0 (0.0%) 

Do you have a 

current or past 

history of 

psychiatric 

illnesses? 

No 
104 

(53.3%) 

44 

(22.6%) 

22 

(11.3%) 

25 

(12.8%) 

0.052 

Depression 3 (21.4%) 
3 

(21.4%) 
4 (28.6%) 4 (28.6%) 

Anxiety 2 (28.6%) 
2 

(28.6%) 
1 (14.3%) 2 (28.6%) 

ADHD 0 (0.0%) 
1 

(100.0%) 
0 (0.0%) 0 (0.0%) 

Bipolar 0 (0.0%) 0 (0.0%) 
1 

(100.0%) 
0 (0.0%) 

Burnout 0 (0.0%) 0 (0.0%) 0 (0.0%) 
1 

(100.0%) 

Overthinking 0 (0.0%) 0 (0.0%) 0 (0.0%) 
1 

(100.0%) 

Panic disorder 1 (100.0%) 0 (0.0%) 0 (0.0%) 0 (0.0%) 

Have you ever 

received any 

professional 

psychological 

help? 

No 
100 

(54.9%) 

36 

(19.8%) 

22 

(12.1%) 

24 

(13.2%) 

0.058 

Yes, from the outpatient clinic 3 (20.0%) 
5 

(33.3%) 
2 (13.3%) 5 (33.3%) 

Yes, from a psychological care app 2 (16.7%) 
5 

(41.7%) 
2 (16.7%) 3 (25.0%) 

Yes, from psychological support for 

trainees (Daem) 
0 (0.0%) 0 (0.0%) 1 (50.0%) 1 (50.0%) 

Yes, from a relative or friend 3 (50.0%) 
3 

(50.0%) 
0 (0.0%) 0 (0.0%) 

Yes (from others) 2 (50.0%) 
1 

(25.0%) 
1 (25.0%) 0 (0.0%) 

Have you heard about 

SCFHS psychological 

support for trainees 

(Daem)? 

Yes 73 (57.0%) 
30 

(23.4%) 
11 (8.6%) 

14 

(10.9%) 
0.014* 

No 37 (39.8%) 
20 

(21.5%) 

17 

(18.3%) 

19 

(20.4%) 

* = Significant (P-value is less than 0.05)  

Specialty of the residents and different levels of anxiety 

Orthopedics and Psychiatry were the specialties encountered in severe anxiety (50% and 33.3% respectively), 

followed by pediatrics (29.4%). On the other hand, all cardiac surgery and neurology residents (100%) showed no or 

minimal anxiety, followed by radiology and psychiatry residents (77.8% and 66.7%), respectively, with no 

significant variation [Fig. 4 & Table 6].  
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Table 6: Specialty of the residents and different levels of depression 

  

Specialty 

No or 

minimal 

anxiety 

Mild 

anxiety 

Moderate 

anxiety 

Severe 

anxiety 
P 

value 

 
n (%) n (%) n (%) n (%) 

Specialty 

Family medicine 48 (53.9%) 
18 

(20.2%) 

18 

(20.2%) 
5 (5.6%) 

0.653 

Preventive medicine 8 (50.0%) 
5 

(31.3%) 
1 (6.3%) 2 (12.5%) 

Internal medicine 6 (35.3%) 
5 

(29.4%) 
2 (11.8%) 4 (23.5%) 

Pediatric 7 (41.2%) 
2 

(11.8%) 
3 (17.6%) 5 (29.4%) 

Obe& Gynae 9 (33.3%) 
7 

(25.9%) 
7 (25.9%) 4 (14.8%) 

Cardiac surgery 3 (100.0%) 0 (0.0%) 0 (0.0%) 0 (0.0%) 

ICU 7 (53.8%) 
6 

(46.2%) 
0 (0.0%) 0 (0.0%) 

General Surgery 2 (50.0%) 
1 

(25.0%) 
0 (0.0%) 1 (25.0%) 

Neurosurgery 1 (50.0%) 
1 

(50.0%) 
0 (0.0%) 0 (0.0%) 

Orthopedic 0 (0.0%) 0 (0.0%) 1 (50.0%) 1 (50.0%) 

Radiology 7 (77.8%) 
1 

(11.1%) 
0 (0.0%) 1 (11.1%) 

Urology 2 (28.6%) 
2 

(28.6%) 
2 (28.6%) 1 (14.3%) 

0.0% 10.0% 20.0% 30.0% 40.0% 50.0% 60.0% 70.0% 80.0% 90.0% 100.0%

Family medicine

Preventive medicine

Internal medicine

Pediatric

Obe & Gynae

Cardiac surgery

ICU

General Surgery

Neurosurgery

Orthopedic

Radiology

Urology

Dermatology

Neurology

ENT

Psychatry

Fig. 4: Specialty of the residends and different levels of 

anxiety

No or Minimal anxiety Mild anxiety Moderate anxiety Severe anxiety
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Dermatology 2 (66.7%) 
1 

(33.3%) 
0 (0.0%) 0 (0.0%) 

Neurology 2 (100.0%) 0 (0.0%) 0 (0.0%) 0 (0.0%) 

ENT 4 (57.1%) 
1 

(14.3%) 
1 (14.3%) 1 (14.3%) 

Psychiatry 2 (66.7%) 0 (0.0%) 0 (0.0%) 1 (33.3%) 

 

Specialty of the residents and comorbidity of depression and anxiety 

Orthopedics was the specialty encountered in the highest percentage of comorbidity of depression and anxiety 

(100%), followed by Obstetrics and Gynecology, internal medicine, and pediatrics. On the other hand, cardiac 

surgery showed the least comorbidity of both depression and anxiety, followed by preventive medicine [Fig. 5 & 

Table 7]. 

 
 

Table 7: Specialty of the residents and comorbidity of depression and anxiety 

 

 
Depression Anxiety 

Family medicine 57.3% 46.1% 

Preventive medicine 43.8% 50.0% 

Internal medicine 82.4% 64.7% 

Pediatric 88.2% 58.8% 

Obe& Gynae 92.6% 66.7% 

Cardiac surgery 33.3% 0.0% 

ICU 53.8% 46.2% 

General Surgery 75.0% 50.0% 
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Neurosurgery 100.0% 50.0% 

Orthopedic 100.0% 100.0% 

Radiology 66.7% 22.2% 

Urology 71.4% 71.4% 

Dermatology 66.7% 33.3% 

Neurology 100.0% 0.0% 

ENT 57.1% 42.9% 

Psychiatry 66.7% 33.3% 

 

Discussion: - 
In the present study, the prevalence of depression and anxiety among Saudi board residents and their possible 

association with predictor variables were assessed. The PHQ-9 and GAD-7 measures help detect anxiety and 

depression in this population, while not being diagnostic assessments. This study explored anxiety and depression 

levels among the Saudi board residents, highlighting the profound impact of sociodemographic characteristics, 

medical history, and lifestyle on mental health. A sample size of 221 participants revealed the prevalence of 

depression and anxiety (from mild to severe) of 67% and 50.8% respectively, significantly higher than reported by 

previous Saudi studies (44,45). 

 

Sociodemographic differences in mental health 

Our results indicated that female Saudi residents reported significantly higher anxiety and depression rates than their 

male counterparts, consistent with earlier studies (46-48). Women are more likely to experience anxiety and 

depression during times of stress, possibly because of the various roles they play in society, such as juggling caring 

and professional obligations (49,50). Furthermore, women may be more vulnerable to chronic stress due to 

biological processes like the impact of sex hormones on stress management (51). This contradicts the results of other 

research on medical students in Jeddah, which found no significant differences in depression rates between genders 

(52). 

 

Our findings showed that unmarried people were more likely to experience depression and anxiety than married 

people. This corresponds to a previous study that used nationally representative data from approximately 541 

million adults, de-identified individual-level data from seven countries: the United States, the United Kingdom, 

Mexico, Ireland, Korea, China, and Indonesia. The study included 106,556 cross-sectional and 20,865 longitudinal 

participants. The period of follow-up varied from four to eighteen years (53). The current study found that higher 

income and its associated satisfaction were linked to lower rates of both depression and anxiety. These results were 

in line with a previous study that revealed that low- income workers are more vulnerable to depression and anxiety 

(30). 

 

The current study shows a significant disparity in the prevalence of depression and anxiety among inhabitants of 

various training centers. Moreover, more on-call duties were accompanied by more depression and anxiety. This was 

previously clarified as potentially referring to varying workplace support levels. (54). Moreover, workers who 

reported higher levels of work and interpersonal stress were more likely to experience feelings of defeat, which in 

turn led to an increase in depression and anxiety symptoms. This mediation effect was more pronounced for 

individuals with reduced levels of social support (55). 

Furthermore, Poor work ability and work stress are associated with anxiety and depression in healthcare 

professionals (56). 

 

Residents’ specialty and variation in mental health 

The current study showed an apparent disparity in the prevalence of depression and anxiety among inhabitants of 

various training specialties. The highest risk was in orthopedic, neurosurgery, and Obstetrics & Gynecology 

specialties, and the lowest was in cardiac surgery and preventive medicine. These results were in line with a 

previous study that found that about 30% of Saudi surgeons suffer from comorbidity of depression and anxiety (43). 

The high risk of comorbidity of depression and anxiety among orthopedic residents was previously observed in a 

systematic review, which mentioned that Depression and anxiety both were highly prevalent among orthopedic 
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medical residents, with highly significant levels of psychological distress affecting approximately one-third of this 

population (57). Globally, depending on the tool used, the prevalence of depression or depressed symptoms among 

resident physicians ranged from 20.9% to 43.2%, with the overall estimate rising with each passing year (29). 

Moreover, Anxiety was assessed to be 17% and depression to be 45% during COVID-19, the highest rates of 

depression in pediatrics, internal medicine, and anesthesiology. Pediatrics and internal medicine have the highest 

levels of anxiety (58). 

Lifestyle and medical history differences in mental health 

The present work revealed that regular exercise, at least for 150 minutes per week, was accompanied by a lower rate 

of depression and anxiety among the participants. The same findings were observed by Martin- Del-Campo et al. 

(2023), who found that moderate physical activity has an association with a lower level of depression, anxiety, and 

stress in healthcare workers during the COVID-19 pandemic. (59). Also, other research found that healthcare 

workers' mental health can be enhanced by working out at home using a variety of fitness applications and little to 

no equipment. To assess interest, adoption, adherence, and the mental, physical, and financial impacts of the suite of 

applications, larger efficacy trials are required, in which all healthcare workers from an organization are given more 

opportunity to use them. This may be due to the promotion of brain-derived neurotrophic factors (BDNF), which 

support brain health, or endorphin release, which improves mood and reduces pain perception, or stress hormone 

regulation, which reduces the cortisol levels (60). Moreover, one of the leading causes of depression is a sedentary 

lifestyle and inactivity. Sport and physical activity provide a potential, evidence-based approach for preventing and 

treating depression because of their widespread accessibility, substantial and clinically meaningful benefits, and 

near-complete lack of side effects. (61). 

 

The current study elucidated that smoking among the participants has no role in minimizing the rate of depression or 

anxiety. This contradicts the results of other research, which found that the correlation between mental illness and 

smoking is evident, as individuals with mental health conditions exhibit both increased prevalence and greater 

intensity of smoking behaviors (62). 

 

The present study concluded that healthcare workers with a pre-existing history of chronic or psychiatric disease had 

more than double the risk of depression and anxiety. The same results were recorded by a prospective cohort study 

of nurses (2020–2022) in China, which reported that a history of diabetes and hypertension significantly increased 

anxiety and depressive symptoms (63). Previous research observed that chronic illnesses strongly influence anxiety 

and depression prevalence. Increasing the prevalence of these mental health conditions is linked to cardiovascular 

disease, COPD, cancer, neurological disorders, including multiple sclerosis and Parkinson's, and chronic pain 

conditions like fibromyalgia and arthritis (64). Additionally, the trend we observed, which indicated that females 

diagnosed with psychological disorders had a higher prevalence of depression than males, is consistent with 

previous research that suggests that a history of psychiatric disorders substantially influences the prevalence of 

depression (65). 

 

Conclusion: - 
Although depression and anxiety are prevalent in healthcare professionals, they are also commonplace in residents. 

Orthopedics was the specialty encountered in the highest percentage of comorbidity of depression and anxiety, 

followed by Obstetrics and Gynecology, internal medicine, and pediatrics. These conditions are frequently called 

"invisible diseases" due to their challenging identification and diagnosis. A significant determinant of anxiety in this 

study was gender, as females consistently exhibited a higher prevalence of anxiety than their male counterparts. The 

levels of anxiety and depression in this study were associated with the lifestyle factors and health-related concerns, 

particularly the history of chronic diseases and psychiatric disorders. To enhance the mental health of inhabitants, it 

is necessary to provide continuous management and global attention, as mental disorders are preventable in the 

workplace. Health professionals should support increasing physical activity to improve mental health, and 

interventions should encourage and maintain its use. Patients with various chronic conditions need to have their 

mental health addressed. Improving the mental health of training residents and providing new interventions to 

prevent, recognize, and manage comorbidity of depression and anxiety in our clinical and community settings, 

especially in high-risk specialties, will ensure optimal patient care and improve work productivity. Additional 

longitudinal and clinical investigations are required to address the current investigation's constraints. 

 

 



ISSN: (O)2320-5407                                                       Int. J. Adv. Res. 13(07),  July-2025,  858-883 

880 

 

References:- 
1. Otte C, Gold SM, Penninx BW, Pariante CM, Etkin A, Fava M, Mohr DC, Schatzberg AF. Major depressive 

disorder. Nat Rev Dis Primers. 2016 Sep 15;2:16065. doi: 10.1038/nrdp.2016.65. PMID: 27629598. 

2. Harmer B, Lee S, Duong TVH, Saadabadi A. Suicidal Ideation. 2023 Dec 4. In: StatPearls [Internet]. 

Treasure Island (FL): StatPearls Publishing; 2023 Jan–. PMID: 33351435. 

3. Razzak HA, Harbi A, Ahli S. Depression: Prevalence and Associated Risk Factors in the United Arab 

Emirates. Oman Med J. 2019 Jul;34(4):274-282. doi: 10.5001/omj.2019.56. PMID: 31360314; PMCID: 

PMC6642715. 

4. Chand SP, Arif H. Depression. 2023 Jul 17. In: StatPearls [Internet]. Treasure Island (FL): StatPearls 

Publishing; 2023 Jan–. PMID: 28613597. 

5. Trivedi MH. Major Depressive Disorder in Primary Care: Strategies for Identification. J Clin Psychiatry. 

2020 Mar 17;81(2):UT17042BR1C. doi: 10.4088/JCP.UT17042BR1C. PMID: 32220155. 

6. Maurer DM, Raymond TJ, Davis BN. Depression: Screening and Diagnosis. Am Fam Physician. 2018 Oct 

15;98(8):508-515. PMID: 30277728. 

7. Ford J, Thomas F, Byng R, McCabe R. Use of the Patient Health Questionnaire (PHQ-9) in Practice: 

Interactions between patients and physicians. Qual Health Res. 2020 Nov;30(13):2146-2159. doi: 

10.1177/1049732320924625. Epub 2020 Jun 20. PMID: 32564676; PMCID: PMC7549295. 

8. Tolentino JC, Schmidt SL. DSM-5 Criteria and Depression Severity: Implications for Clinical Practice. Front 

Psychiatry. 2018 Oct 2;9:450. doi: 10.3389/fpsyt.2018.00450. PMID: 30333763; PMCID: PMC6176119. 

9. McLaughlin KA. The public health impact of major depression: a call for interdisciplinary prevention efforts. 

Prev Sci. 2011 Dec;12(4):361-71. doi: 10.1007/s11121-011-0231-8. PMID: 21732121; PMCID: 

PMC3219837. 

10. Gautam S, Jain A, Gautam M, Vahia VN, Grover S. Clinical Practice Guidelines for the management of 

Depression. Indian J Psychiatry. 2017 Jan;59(Suppl 1):S34-S50. doi: 10.4103/0019-5545.196973. PMID: 

28216784; PMCID: PMC5310101. 

11. Kovich H, Kim W, Quaste AM. Pharmacologic Treatment of Depression. Am Fam Physician. 2023 

Feb;107(2):173-181. PMID: 36791444. 

12. Dean E. Anxiety. Nurs Stand. 2016 Jul 13;30(46):15. doi: 10.7748/ns.30.46.15.s17. PMID: 27406490. 

13. Penninx BW, Pine DS, Holmes EA, Reif A. Anxiety disorders. Lancet. 2021 Mar 6;397(10277):914-927. doi: 

10.1016/S0140-6736(21)00359-7. Epub 2021 Feb 11. Erratum in: Lancet. 2021 Mar 6;397(10277):880. 

PMID: 33581801; PMCID: PMC9248771. 

14. Zimmermann M, Chong AK, Vechiu C, Papa A. Modifiable risk and protective factors for anxiety disorders 

among adults: A systematic review. Psychiatry Res. 2020 Mar;285:112705. doi: 

10.1016/j.psychres.2019.112705. Epub 2019 Dec 4. PMID: 31839417. 

15. Zhang X, Norton J, Carrière I, Ritchie K, Chaudieu I, Ancelin ML. Risk factors for late-onset generalized 

anxiety disorder: results from a 12-year prospective cohort (the ESPRIT study). Transl Psychiatry. 2015 Mar 

31;5(3):e536. doi: 10.1038/tp.2015.31. PMID: 25826111; PMCID: PMC4429171. 

16. Blanco C, Rubio J, Wall M, Wang S, Jiu CJ, Kendler KS. Risk factors for anxiety disorders: common and 

specific effects in a national sample. Depress Anxiety. 2014 Sep;31(9):756-64. doi: 10.1002/da.22247. Epub 

2014 Feb 27. PMID: 24577934; PMCID: PMC4147018. 

17. Narmandakh A, Roest AM, de Jonge P, Oldehinkel AJ. Psychosocial and biological risk factors of anxiety 

disorders in adolescents: a TRAILS report. Eur Child Adolesc Psychiatry. 2021 Dec;30(12):1969-1982. doi: 

10.1007/s00787-020-01669-3. Epub 2020 Oct 28. PMID: 33113027; PMCID: PMC8563629. 

18. Ströhle A, Gensichen J, Domschke K. The Diagnosis and Treatment of Anxiety Disorders. DtschArztebl Int. 

2018 Sep 14;155(37):611-620. doi: 10.3238/arztebl.2018.0611. PMID: 30282583; PMCID: PMC6206399. 

19. Szuhany KL, Simon NM. Anxiety Disorders: A Review. JAMA. 2022 Dec 27;328(24):2431-2445. doi: 

10.1001/jama.2022.22744. PMID: 36573969. 

20. Sapra A, Bhandari P, Sharma S, Chanpura T, Lopp L. Using Generalized Anxiety Disorder-2 (GAD-2) and 

GAD-7 in a Primary Care Setting. Cureus. 2020 May 21;12(5):e8224. doi: 10.7759/cureus.8224. PMID: 

32582485; PMCID: PMC7306644. 

21. Munir S, Takov V. Generalized Anxiety Disorder. 2022 Oct 17. In: StatPearls [Internet]. Treasure Island 

(FL): StatPearls Publishing; 2023 Jan–. PMID: 28722900. 

22. Cabral MD, Patel DR. Risk Factors and Prevention Strategies for Anxiety Disorders in Childhood and 

Adolescence. Adv Exp Med Biol. 2020;1191:543-559. doi: 10.1007/978-981-32-9705-0_27. 

PMID:32002945. 



ISSN: (O)2320-5407                                                       Int. J. Adv. Res. 13(07),  July-2025,  858-883 

881 

 

23. Tiller JW. Depression and anxiety. Med J Aust. 2013 Sep 16;199(S6):S28-31. doi: 10.5694/mja12.10628. 

PMID: 25370281. 

24. Kalin NH. The Critical Relationship Between Anxiety and Depression. Am J Psychiatry. 2020 May 

1;177(5):365-367. Doi10.1176/appi.ajp.2020.20030305. PMID: 32354270. 

25. Shorey S, Ng ED, Wong CHJ. Global prevalence of depression and elevated depressive symptoms among 

adolescents: A systematic review and meta-analysis. Br J Clin Psychol. 2022 Jun;61(2):287-305. doi: 

10.1111/bjc.12333. Epub 2021 Sep 26. PMID: 34569066. 

26. Moreno-Agostino D, Wu YT, Daskalopoulou C, Hasan MT, Huisman M, Prina M. Global trends in the 

prevalence and incidence of depression: a systematic review and meta-analysis. J Affect Disord. 2021 Feb 

15;281:235-243. doi: 10.1016/j.jad.2020.12.035. Epub 2020 Dec 9. PMID: 33338841. 

27. Liu Q, He H, Yang J, Feng X, Zhao F, Lyu J. Changes in the global burden of depression from 1990 to 2017: 

Findings from the Global Burden of Disease study. J Psychiatr Res. 2020 Jul;126:134-140. doi: 

10.1016/j.jpsychires.2019.08.002. Epub 2019 Aug 10. PMID: 31439359. 

28. Yang X, Fang Y, Chen H, Zhang T, Yin X, Man J, Yang L, Lu M. Global, regional and national burden of 

anxiety disorders from 1990 to 2019: results from the Global Burden of Disease Study 2019. Epidemiol 

Psychiatr Sci. 2021 May 6;30:e36. doi: 10.1017/S2045796021000275. PMID: 33955350; PMCID: 

PMC8157816. 

29. Mata DA, Ramos MA, Bansal N, Khan R, Guille C, Di Angelantonio E, Sen S. Prevalence of Depression and 

Depressive Symptoms Among Resident Physicians: A Systematic Review and Meta-analysis. JAMA. 2015 

Dec 8;314(22):2373-83. doi: 10.1001/jama.2015.15845. PMID: 26647259; PMCID: PMC4866499. 

30. Choi E, Choi KW, Jeong HG, Lee MS, Ko YH, Han C, Ham BJ, Chang J, Han KM. Long working hours and 

depressive symptoms: moderation by gender, income, and job status. J Affect Disord. 2021 May 1;286:99-

107. doi: 10.1016/j.jad.2021.03.001. Epub 2021 Mar 4. PMID: 33714177. 

31. Muhamad Ramzi NSA, Deady M, Petrie K, Crawford J, Harvey SB. Help-seeking for depression among 

Australian doctors. Intern Med J. 2021 Dec;51(12):2069-2077. doi: 10.1111/imj.15035. PMID: 32833296. 

32. Sun H, Warner DO, Macario A, Zhou Y, Culley DJ, Keegan MT. Repeated Cross-sectional Surveys of 

Burnout, Distress, and Depression among Anesthesiology Residents and First-year Graduates. 

Anesthesiology. 2019 Sep;131(3):668-677. doi: 10.1097/ALN.0000000000002777. PMID: 31166235. 

33. de Mélo Silva Júnior ML, Valença MM, Rocha-Filho PAS. Individual and residency program factors related 

to depression, anxiety, and burnout in physician residents - a Brazilian survey. BMC Psychiatry. 2022 Apr 

19;22(1):272. doi: 10.1186/s12888-022-03916-0. PMID: 35436910; PMCID: PMC9016975. 

34. Fond G, Boulangeat C, Messiaen M, Duba A, Boucekine M, Auquier P, Lançon C, Boyer L. Anxiety and 

depression in young physicians: Prevalence and associated factors. The MESSIAEN national study. 

35. Encephale. 2022 Feb;48(1):26-30. doi: 10.1016/j.encep.2021.02.005. Epub 2021 Apr 20. PMID: 33892920. 

36. Gong Y, Han T, Chen W, Dib HH, Yang G, Zhuang R, Chen Y, Tong X, Yin X, Lu Z. Prevalence of anxiety 

and depressive symptoms and related risk factors among physicians in China: a cross-sectional study. PLoS 

One. 2014 Jul 22;9(7):e103242. doi: 10.1371/journal.pone.0103242. PMID: 25050618; PMCID: 

PMC4106870. 

37. Xu H, Peng L, Wang Z, Liu X. Effects of psychological capital and social support availability on anxiety and 

depression among Chinese emergency physicians: Testing moderated mediation model. Front Psychol. 2022 

Dec 7; 13:991239. doi: 10.3389/fpsyg.2022.991239. PMID: 36571060; PMCID: PMC9768176. 

38. Alhabeeb AA, Al-Duraihem RA, Alasmary S, Alkhamaali Z, Althumiri NA, BinDhim NF. National 

screening for anxiety and depression in Saudi Arabia 2022. Front Public Health. 2023 Jun 27;11:1213851. 

doi: 10.3389/fpubh.2023.1213851. PMID: 37441650; PMCID: PMC10333514. 

39. Alawad HS, Amin HS, Alfaris EA, Ahmed AM, Alosaimi FD, BaHammam AS. Anxiety and depression 

symptoms among medical residents in KSA during the COVID-19 pandemic. J Taibah Univ Med Sci. 2022 

Apr;17(2):192-202. doi: 10.1016/j.jtumed.2022.01.005. Epub 2022 Feb 5. PMID: 35153646; PMCID: 

PMC8816958. 

40. Alshardi A, Farahat F. Prevalence and Predictors of Depression Among Medical Residents in Western Saudi 

Arabia. J Clin Psychol Med Settings. 2020 Dec;27(4):746-752. doi: 10.1007/s10880-019-09667-7. PMID: 

31595403. 

41. Bondagji D, Fakeerh M, Alwafi H, Khan AA. The Effects of Long Working Hours on Mental Health Among 

Resident Physicians in Saudi Arabia. Psychol Res BehavManag. 2022 Jun 20;15:1545-1557. doi: 

10.2147/PRBM.S370642. PMID: 35757011; PMCID: PMC9231535. 



ISSN: (O)2320-5407                                                       Int. J. Adv. Res. 13(07),  July-2025,  858-883 

882 

 

42. AlNahedh A, BinRusayyis A, Al-Tannir M, AlFayyad I. Prevalence of Depression and Burnout among 

Family Medicine Residents in Riyadh City, Saudi Arabia. Health Psychol Res. 2023 Dec 28;11:90620. doi: 

10.52965/001c.90620. PMID: 38162541; PMCID: PMC10756857. 

43. Hariri N, Bawahab N, Banoon E, Abo Alshamat R, Almadani N, AlQashqri H. Prevalence of Depression and 

Anxiety Disorders Among Surgical Doctors in Public Hospitals in Makkah City, Saudi Arabia: An Analytical 

Cross-Sectional Study. Cureus. 2023 Jan 1;15(1):e33225. doi: 10.7759/cureus.33225. PMID: 36733556; 

PMCID: PMC9888731. 

44. Nour MO, Alharbi KK, Hafiz TA, Alshehri AM, Alyamani LS, Alharbi TH, Alzahrani RS, Almalki EF, 

Althagafi AA, Kattan ET, Tamim HM. Prevalence of Depression and Associated Factors among Adults in 

Saudi Arabia: Systematic Review and Meta-Analysis (2000-2022). Depress Anxiety. 2023 Sep 14; 

2023:8854120. doi: 10.1155/2023/8854120. PMID: 40224601; PMCID: PMC11921833. 

45. Alhalafi AH. Prevalence of Anxiety and Depression during the Coronavirus Disease 2019 Pandemic in 

Riyadh, Saudi Arabia: A Web-Based Cross-Sectional Survey. J. Pharm. Res. Int. [Internet]. 2020 Nov. 7 

[cited 2025 Jun. 25];32(27):65-73. Available from: https://journaljpri.com/index.php/JPRI/article/view/1694 

46. Islam, M., George, P., Sankaran, S., Su Hui, J. L. & Kit, T. Impact of COVID-19 on the mental health of 

healthcare workers in different regions of the world. BJPsych Open. 2021, 7 (S1), S258–S259. 

https://doi.org/10.1192/bjo.2021.690. 

47. Kisely, S. et al. Occurrence, prevention, and management of the psychological effects of emerging virus 

outbreaks on healthcare workers: rapid review and meta-analysis. BMJ. 5, m1642. 2020. 

https://doi.org/10.1136/bmj.m1642. 

48. Al Houri, H. N. et al. Stress, depression, anxiety, and quality of life among the healthcare workers during 

COVID-19 pandemic in Syria: a multi-center study. Ann. Gen. Psychiatry, 2023, 22 (1), 41. 

https://doi.org/10.1186/s12991-023-00470-1. 

49. Prowse, R. et al. Coping with the COVID-19 pandemic: examining gender differences in stress and mental 

health among university students. Front. Psychiatry, 2021, 12, 650759.  

https://doi.org/10.3389/fpsyt.2021.650759. 

50. Graves, B. S., Hall, M. E., Dias-Karch, C., Haischer, M. H. &Apter, C. Gender differences in perceived stress 

and coping among college students. Dalby AR, ed. PLoS One, 2021 16(8), e0255634. 

https://doi.org/10.1371/journal.pone.0255634. 

51. Matud, M., Díaz, A., Bethencourt, J. & Ibáñez, I. Stress and psychological distress in emerging adulthood: A 

gender analysis. JCM, 2020, 9 (9), 2859. https://doi.org/10.3390/jcm9092859. 

52. MalebariAzizah M., Alamoudi Saeed O., AL-Alawi Talal I., Alkhateeb Anas A., Albuqayli Adnan S., and 

Alothmany Hamzah N. Prevalence of depression and anxiety among university students in Jeddah, Saudi 

Arabia: exploring sociodemographic and associated factors. Frontiers in Public Health, 2024, 12 

https://www.frontiersin.org/journals/public health/articles/10.3389/fpubh.. 2024.1441695. 

DOI=10.3389/fpubh.2024.1441695 

53. Zhai X, Tong HHY, Lam CK, Xing A, Sha Y, Luo G, Meng W, Li J, Zhou M, Huang Y, Wong LS, Wang C, 

Li K. Association and causal mediation between marital status and depression in seven countries. Nat Hum 

Behav. 2024 Dec;8(12):2392-2405. doi: 10.1038/s41562-024-02033-0. Epub 2024 Nov 4. PMID: 39496771. 

54. Oh J, Lee S, Sim J, Kim S, Cho A, Yun B, Yoon JH. Association between Self-Perceived Social Support in 

the Workplace and the Presence of Depressive/Anxiety Symptoms. Int J Environ Res Public Health. 2021 Sep 

30;18(19):10330. doi: 10.3390/ijerph181910330. PMID: 34639639; PMCID: PMC8508368. 

55. Wang R, Liu Y, Liu S, Chen H, Yu X, Xu C, Chen Y, Xia D, Ge X, Wang Z, Chang R, Hu F, Shen T, Wang 

Y, Wang Z, Cao B, Zhang K, Zou H, Qin J, Li S, Cai Y. Relationships of work stress and interpersonal needs 

with industrial workers' mental health: a moderated mediation model. BMC Public Health. 2023 Jul 

12;23(1):1341. doi: 10.1186/s12889-023-16002-1. PMID: 37438732; PMCID: PMC10339573. 

56. Magnavita N, Meraglia I, Riccò M. Anxiety and depression in healthcare workers are associated with work 

stress and poor work ability. AIMS Public Health. 2024 Dec 13;11(4):1223-1246. doi: 10.3934/public health, 

2024063. PMID: 39802561; PMCID: PMC11717537. 

57. Amini, M.J., Shafiee, A., Mirhoseini, M.S. et al. Prevalence of depression and anxiety in orthopedic 

residents: a systematic review and meta-analysis. BMC Med Educ 24, 1261 (2024). 

https://doi.org/10.1186/s12909-024-06213-4 

58. Martínez-García JA, Aguirre-Barbosa M, Mancilla-Hernández E, -Hernández-Morales MDR, Guerrero-

Cabrera MB, Schiaffini-Salgado LG. Prevalencia de depresión, ansiedad y 

factoresasociadosenmédicosresidentes de centroshospitalariosdurante la pandemia de COVID-19 [Prevalence 

https://journaljpri.com/index.php/JPRI/article/view/1694
https://doi.org/10.1192/bjo.2021.690
https://doi.org/10.1136/bmj.m1642
https://doi.org/10.1186/s12991-023-00470-1
https://doi.org/10.3389/fpsyt.2021.650759
https://doi.org/10.1371/journal.pone.0255634
https://doi.org/10.3390/jcm9092859
https://www.frontiersin.org/journals/public%20health/articles/10.3389/fpubh.2024.1441695
https://doi.org/10.1186/s12909-024-06213-4


ISSN: (O)2320-5407                                                       Int. J. Adv. Res. 13(07),  July-2025,  858-883 

883 

 

of depression, anxiety, and associated factors in residents from hospital centers during COVID-19 pandemic]. 

Rev Alerg Mex. 2022 May 29;69(1):1-6. Spanish. doi: 10.29262/ram.v69i1.903. PMID: 36927745. 

59. Martín-Del-Campo F, Ramírez-Pineda JL, Ávila-Cornejo RM, Gutiérrez-Casillas SB, Sánchez-Soriano A, 

Cueto Manzano AM. Moderate physical activity is associated with lower depression, anxiety, and stress in 

healthcare workers during the COVID-19 pandemic. J Psychosom Res. 2023 Nov; 174:111488. doi: 

10.1016/j.jpsychores.2023.111488. Epub 2023 Sep 8. PMID: 37690331. 

60. Boucher VG, Haight BL, Hives BA, Zumbo BD, Merali-Dewji A, Hutton S, Liu Y, Nguyen S, Beauchamp 

MR, Black AT, Puterman E. Effects of 12 Weeks of At-Home, Application-Based Exercise on Health Care 

Workers' Depressive Symptoms, Burnout, and Absenteeism: A Randomized Clinical Trial. JAMA Psychiatry. 

2023 Nov 1;80(11):1101-1109. doi: 10.1001/jama psychiatry.2023.2706. PMID: 37556150; PMCID: 

PMC10413218. 

61. Lange KW, Nakamura Y, Lange KM. Sport and exercise as medicine in the prevention and treatment of 

depression. Front Sports Act Living. 2023 Mar 9; 5:1136314. doi: 10.3389/fspor.2023.1136314. PMID: 

36969961; PMCID: PMC10033769. 

62. Lawrence D, Mitrou F, Zubrick SR. Smoking and mental illness: results from population surveys in Australia 

and the United States. BMC Public Health. 2009 Aug 7; 9:285. doi: 10.1186/1471-2458-9-285. PMID: 

19664203; PMCID: PMC2734850. 

63. Hu X, Mu W, Zhou J, Zhou H, Yan X, Yue K, Liu T, Huang W, Ren L, Zou F, Zhang A, Sun X, Zeng H. 

Risk factors for anxiety, depression, stress, and their comorbidities among nurses: a prospective cohort from 

2020 to 2022. BMC Nurs. 2024 Dec 18;23(1):916. doi: 10.1186/s12912-024-02577-6. PMID: 39696389; 

PMCID: PMC11658259. 

64. Clarke DM, Currie KC. Depression, anxiety and their relationship with chronic 

diseases: a review of the epidemiology, risk and treatment evidence. Med J Aust. (2009) 

190: S54–60. doi: 10.5694/j.1326-5377. 2009.tb02471.x 

65. Mirza AA, Milaat WA, Ramadan IK, Baig M, Elmorsy SA, Beyari GM, et al. 

Depression, anxiety and stress among medical and non-medical students in 

Saudi Arabia: an epidemiological comparative cross-sectional study. Neurosciences. 

(2021) 26:141–51. doi: 10.17712/nsj.2021.2.20200127 

 

 


