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Abstract

Background: Inflammatory bowel disease (IBD) is linked to high
risks of depression and anxiety. Stigma, limited mental health aware-
ness, and barriers to access continue to contribute to underdiagnosis
in Saudi Arabia. This study aimed to determine the prevalence of de-
pression and anxiety among IBD patients, identify related risk fac-
tors, and assess barriers to mental health treatment.

Methods: A cross-sectional study including 92 IBD patients from
gastroenterology clinics at King Faisal and Al-Noor hospitals was
conducted. Data were collected through face-to-face, phone inter-
views, and an online Arabic questionnaire assessing sociodemograph-
ic, IBD-related factors, and mental health information using Patient
Health Questionnaire-2 (PHQ-2) and Generalized Anxiety Disorder-7
(GAD-7). Analysis employed Chi-square, Fisher’s exact, and logistic
regression model to determine associations.

Results: Among 92 patients, 15.2% had symptoms of anxiety, de-
pression, or both. Screening detected 19.6% with depressive symp-
toms (PHQ-2) and 46.7% with anxiety symptoms (GAD-7), with
17.4% experiencing severe anxiety symptoms. Saudi nationality
(OR = 40.15, P = 0.035) was significantly linked to clinical diagno-
ses. Shorter disease duration (< 6 months, P = 0.017; 1-3 years, P =
0.011), was associated with lower odds of anxiety symptoms, while
recent exacerbations (< 3 months, P = 0.012) were associated with
increased risk of anxiety symptoms. Higher risk of depression symp-
toms was associated with recent exacerbations (OR =7.51, P=0.055)
and smoking (OR =5.04, P=0.072). Barriers included stigma (8.7%),
cost (6.5%), and concerns about medication side effects (40.2%).
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Conclusion: The burden of undiagnosed anxiety and depression is
significant among IBD patients in Makkah. Routine screening, stigma
reduction, and integrated mental health care are essential.

Keywords: Inflammatory bowel disease; Anxiety; Depression; Saudi
Arabia; Mental health; Stigma

Introduction

Major depressive disorder (MDD) is a serious mental health
condition. People with depression experience ongoing sadness,
hopelessness, and a loss of interest in enjoyable activities. In
addition to emotional difficulties, they may also have physical
symptoms such as chronic pain or digestive problems [1]. Peo-
ple with generalized anxiety disorder (GAD) often feel tense,
restless, and irritable. They may also experience sleep problems
and physical symptoms like a racing heart, dry mouth, exces-
sive sweating, and abdominal pain [2]. According to the World
Health Organization (WHO), depression is the leading cause of
disability globally, affecting an estimated 300 million people,
which equates to approximately 7.5% of the world’s population
[3]. Anxiety disorders represent a pervasive and burdensome
group of mental health conditions that afflict a substantial seg-
ment of the global population. Data from the year 2013 indicate
that one out of every nine individuals worldwide suffered from
at least one form of anxiety disorder [4].

The number of newly diagnosed cases of anxiety disorders
has increased significantly all over the world, from 31.13 million
in 1990 to 45.82 million in 2019 over the course of the last three
decades [5]. Mental health problems such as MDD and GAD are
significant public health concerns in Saudi Arabia. In light of the
low rates of diagnosis and treatment, the relatively high preva-
lence of GAD and MDD risk factors, mental health promotion,
early detection, and treatment accessibility are critical in Saudi
Arabia [6]. Symptoms of mental health disorders can be vague
and easily missed, especially in primary care settings. People may
also avoid seeking treatment due to stigma and a lack of mental
health awareness. Additionally, limited access to mental health
services, especially in lower-income countries, exacerbates the
problem [7]. A recent large-scale screening study in Saudi Ara-
bia found a prevalence of MDD and GAD of 11.8% and 13.8 %
as measured by the Patient Health Questionnaire-9 (PHQ-9) and
General Anxiety Disorder-7 (GAD-7), respectively [8].
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In Saudi Arabia, several risk factors, such as female gen-
der, low income, low educational attainment, unemployment,
and long-term medical issues, have been linked to anxiety
and depression. In addition, social elements, including fam-
ily structure, marital status, and social support, can have a big
impact on how mental health illnesses develop and persist [9].
IBD is a group of idiopathic inflammatory immune-mediated
disorders of the digestive tract. It includes two main types: ul-
cerative colitis (UC) and Crohn’s disease (CD), which differ in
location of initial inflammatory reaction, continuity, and depth
of involvement [10]. Epidemiological data show that inflamma-
tory bowel diseases (IBD) are more common and increasing in
Western countries, while the Middle East has a lower incidence
[11]. Recent data show that IBD rates are rising significantly
in the Middle East, likely due to the Westernization of lifestyle
and diet [11]. It is believed that the factors which link anxiety,
depression, and IBD include the elevation of pro-inflammatory
cytokines and the two-way communication mediated by the gut-
brain axis [12]. Patients with active IBD have a higher preva-
lence of anxiety and depression symptoms. Research has shown
that IBD patients are more likely to experience anxiety and de-
pression [12]. More than 30% of IBD patients experience anxi-
ety symptoms, while 25% exhibit signs of depression [12, 13].

Materials and Methods

Study design

A descriptive cross-sectional study was conducted to estimate
the prevalence of anxiety and depression symptoms among pa-
tients with IBD at King Faisal and Al-Noor specialist hospitals
in Makkah, Saudi Arabia. It also aimed to identify risk factors
associated with and barriers to mental health care. The study
was conducted from October 16, 2024, to August 17, 2025.

Study Setting

The research was carried out at King Faisal and Al-Noor spe-
cialist hospitals’ outpatient gastroenterology clinics, which are
the secondary care hospitals in Makkah, Saudi Arabia. The
hospitals were selected for their high number of patients with
IBD and well-established gastroenterology services, thus hav-
ing a representative sample of the target population.

Study population

The study population consisted of patients with IBD (UC or
CD) who presented to the gastroenterology clinics at the afore-
mentioned hospitals.

Inclusion criteria

Inclusion criteria were IBD patients older than 18 years who
consented to participate in the study.

Exclusion criteria

Exclusion was rendered to those with a recent exacerbation
of IBD (within the past month) to avoid confounding acute
disease activity with reactive psychiatric symptoms and drug-
induced reactions.

Sample size and sampling technique

Convenience sampling was employed, and 92 eligible IBD
patients were enrolled during the study period. The required
sample size was determined from earlier estimates of the
prevalence of depression and anxiety in IBD patients (approxi-
mately 25-30%) [13], with an a priori target confidence level
0f 95% and an acceptable margin of error of 10%, adjusted for
the size of the clinic population.

Data collection and management

Data were collected between January 2025 and July 2025 us-
ing a formal Arabic-language questionnaire filled in through
face-to-face, phone interviews, and/or an online electronic
Google Form to ensure optimal accessibility. The question-
naire had five sections: 1) Informed consent: participants
provided signed or electronic consent to ensure voluntary par-
ticipation and confidentiality. 2) Sociodemographic data: age,
gender, nationality, level of education, and smoking status. 3)
IBD characteristics: disease phenotype (UC or CD), duration,
activity status, history of recent flare, prior treatment (steroids,
biologics), and surgery. 4) Psychiatric assessment: symptom
frequency of depression and anxiety using validated Ara-
bic language versions of the Patient Health Questionnaire-2
(PHQ-2) depression screening instrument [14] and GAD-7
scale to measure the severity of GAD [15]. 5) Barriers to care:
stigma, cost, and concern about medication side effects.

Ethical statements

Ethical approval was obtained from Umm al-Qura University
and the Institutional Review Boards of King Faisal and Al-
Noor specialist hospitals. This study was conducted in compli-
ance with the ethical standards of the responsible institution
on human subjects, as well as with the Helsinki Declaration.
The information was securely stored following international
human research ethics standards and local laws.

Statistical analysis and variables

Statistical analysis was conducted using SPSS version 23.0
(IBM Corp., Armonk, NY). Quantitative data defining soci-
odemographic and clinical characteristics were presented as
means + standard deviation (SD) or medians (range) accord-
ing to the normality of distribution, and categorical data as
frequencies and percentages. Correlation between categorical
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variables (e.g., treatment, diagnosis, sex, and barriers) was cal-
culated using Chi-square tests and Fisher’s exact tests where
cell counts were small. Binary logistic regression also identi-
fied independent predictors of clinical diagnosis and PHQ-2
positivity, whereas the binary logistic regression model as-
sessed predictors of any level of anxiety compared to no anxi-
ety (based on GAD-7). Independent variables were age, sex,
nationality, education, smoking status, disease phenotype, du-
ration, activity, flare-up history, and factors related to treat-
ment. For all analyses, a P-value less than 0.05 was deemed
statistically significant with a 95% confidence interval (CI).

Results

A total of 92 patients with IBD completed the survey. The ma-
jority of participants were male (60.9%) and of Saudi national-
ity (90.2%), while a smaller proportion were smokers (19.6%)
(Table 1). Figure 1 displays the age distribution of the 92 par-
ticipants. The sample had a mean age of 30.46 years (SD =
11.31).

Table 2 details the clinical characteristics of the partici-
pants. UC was the more common diagnosis (72.8%) compared
to CD (27.2%). Furthermore, 47.8% of patients had active dis-
eases, and 65.2% were receiving steroid therapy.

As shown in Table 3, only 15.2% of participants reported
having been clinically diagnosed with anxiety or depression.
Among all patients, just 13% had received psychiatric treat-
ment, and 14.1% were currently taking psychiatric medica-
tions. This suggests that many patients experiencing psycho-
logical symptoms remain undiagnosed or untreated.

Among the IBD patients surveyed, 8.7% reported avoid-
ing psychiatric help due to fear of stigma, while 6.5% cited
cost concerns. A notably larger proportion (40.2%) expressed
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-20

Table 1. Sociodemographic Characteristics of Participants (n
=92)

Frequency Percent

Sex

Female 36 39.1

Male 56 60.9

Total 92 100.0
Nationality

Saudi 83 90.2

Other 9 9.8

Total 92 100.0
Educational level

Elementary 5 5.4

High school 26 28.3

Diploma 11 12.0

Bachelor’s 42 45.7

Master’s 8 8.7

Total 92 100.0
Smoking

No 74 80.4

Yes 18 19.6

Total 92 100.0

concern about the potential side effects of psychiatric medi-
cations. These findings suggest that although stigma and cost
are relatively infrequent concerns, medication-related worries
are common and may serve as a substantial barrier to care, as

Mean = 30.46
Std. Dev. = 11.308
N =92
i B
40449 50-59 6069

Age

Figure 1. Distribution of participants’ age.
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Table 2. Clinical Characteristics

Fre- Per-
quency cent

Phenotype

Ulcerative colitis 67 72.8

Crohn’s disease 25 27.2
Duration of the disease

Less than 6 months 6 6.5

6 months to 1 year 11 12.0

1 to 3 years 25 272

3 to 5 years 16 17.4

More than 5 years 34 37.0
Status of the disease

Inactive 48 52.2

Active 44 47.8
Last flare-up

Less than 3 months 38 41.3

Less than 6 months 20 21.7
Steroid use

No 32 34.8

Yes 60 65.2
Biological treatment use

No 30 32.6

Yes 62 67.4
Biological therapy

Never 29 31.5

1 16 17.4

2 9 9.8

3 5 5.4

Other 33 359
Surgical intervention to treat IBD complications

No 87 94.6

Yes 5 54

IBD: inflammatory bowel disease.

can be seen in Figure 2 and Supplementary Material 1 (jocmr.
elmerjournals.com).

Screening for depressive symptoms with the PHQ-2 was
positive for 19.6% of patients. Regarding anxiety, GAD-7
screening revealed that 46.7% of patients experienced some
level of anxiety, with 17.4% having severe symptoms, as can
be seen in Figure 3 and Supplementary Material 2 (jocmr.elm-
erjournals.com).

There is a significant association between clinical diagno-
sis and psychiatric treatment (Fisher’s exact test, P < 0.001).
More than half of the diagnosed patients (57.1%) received
treatment, while only 5.1% of undiagnosed patients did. This
suggests that many symptomatic patients remain untreated un-

less they are formally diagnosed, as can be seen in Figure 4
and Supplementary Material 3 (jocmr.elmerjournals.com).

A multivariable model shows that nationality has a sta-
tistically significant association with clinical diagnosis (P =
0.035); the estimate was unstable, with a very wide CI indicat-
ing possible model overfitting related to the small number of
non-Saudi participants. Other variables, such as sex and smok-
ing, showed elevated odds but did not reach statistical signifi-
cance (Table 4).

The logistic regression analysis, detailed in Table 5, did
not identify any statistically significant predictors for a posi-
tive depression screen (P < 0.05). However, two variables ap-
proached this threshold: patients with a recent disease flare-up
had over seven times the odds of screening positive (OR =
7.51,95% CI=0.96 - 58.81, P =0.055), and smokers had five
times the odds (OR = 5.04, 95% CI = 0.87 - 29.38, P=0.072).
Although not statistically significant, these findings suggest
that recent disease activity and smoking may be clinically rel-
evant factors for identifying patients at risk of depression.

Table 6 presents the binary logistic regression model as-
sessing predictors of any level of anxiety compared to no anxi-
ety (based on GAD-7).

Shorter disecase durations were significantly associated
with lower odds of anxiety. Participants with a disease dura-
tion of less than 6 months had lower odds of anxiety (OR =
0.024, 95% CI = 0.001 - 0.508, P = 0.017). Likewise, those
with disease durations of 6 months to 1 year (OR =0.120, 95%
CI=0.015-0.932, P=10.043) and 1 to 3 years (OR = 0.089,
95% CI=10.014 - 0.580, P =0.011) also showed significantly
reduced odds compared with patients who had the disease for
more than 5 years.

Although a recent flare-up within the past 3 months
showed a strong and significant association with anxiety (OR
= 17.42), the wide CI indicates some uncertainty in the esti-
mate, likely due to the relatively small sample size.

Discussion

In this study of 92 patients with IBD seen and followed at two
secondary hospitals in Makkah, Saudi Arabia, 15.2% reported
a previous clinical diagnosis of anxiety and/or depression.
When compared with extensive population-based studies,
these rates are lower than those reported internationally. In a
recent systematic review and meta-analysis that included 77
studies, the authors found a prevalence of anxiety symptoms in
32.1% of patients with IBD compared with 10.4% of the back-
ground population in 58 studies, and depression was diagnosed
in 25.2% with IBD compared with 17.9% in non-IBD controls
in 75 studies. This is substantially higher than the prevalence
observed in our study. Furthermore, a Danish cohort study
found that anxiety and depression risks were elevated both be-
fore and after IBD diagnosis, with the highest risk observed
around the time of diagnosis [15]. Similarly, a recent systemat-
ic review and meta-analysis of unselected cohorts estimated a
1.48-fold increased risk of anxiety and 1.55-fold increased risk
of depression following IBD diagnosis [16]. In Saudi Arabia, a
study conducted at King Fahad Specialist Hospital in Qassim
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Table 3. Prevalence of Psychiatric Diagnosis and Treatment Use

Frequency Percent

Diagnosed with a depression disorder or anxiety disorder

No 78 84.8

Yes 14 15.2

Total 92 100.0
Received psychiatric treatment

No 80 87.0

Yes 12 13.0

Total 92 100.0
Currently taking psychiatric meds

No 79 85.9

Yes 13 14.1

Total 92 100.0

reported a prevalence of anxiety symptoms at 17.3% and de-
pressive symptoms at 19.6% among IBD patients [17]. Using
validated screening tools, we found that 19.6% screened posi-
tive for depression on the PHQ-2, and 46.7% reported at least
mild anxiety symptoms on the GAD-7. These rates are consist-
ent with the pooled prevalence estimates from global meta-
analyses, which report anxiety symptoms in approximately
32% and depression symptoms in 25% of IBD patients [12].
However, they are higher for anxiety compared to the Qassim
study (17.3%) [17]. These figures are comparable to our PHQ-
2 depression positivity rate, but lower than our GAD-7 anxiety
detected cases, likely due to methodological differences, in-
cluding the use of symptom thresholds, sample characteristics,
cultural perception of stress and anxiety, and inclusion of even
mild anxiety cases in our analysis. The lower rates of depres-

45

sion in our cohort may reflect underdiagnosis, and cultural
differences in reporting psychiatric depressive symptoms, or
differences in healthcare access and utilization, stigma toward
mental health conditions, limited awareness, and potential
under-screening in gastroenterology clinics could further con-
tribute to this disparity.

We identified several factors associated with anxiety and
depression outcomes. Nationality was significantly related to
clinical diagnosis, with a very high OR and a wide CI. This
likely reflects statistical instability rather than a true effect due
to the small number of non-Saudi participants. Crohn’s pheno-
type and shorter disease duration were associated with higher
odds of anxiety severity, and recent flare-ups were linked to
higher PHQ-2 positivity. In the recent meta-analysis, patients
with CD were 20% more likely than those with UC to report

40
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Percentage (%)

15

10

Concern about side effects

Fear of stigma

M Std. Dev. = 0.493
M Std. Dev. = 0.283

M Std. Dev. = 0.248

Costconcern

Barrier Type

Figure 2. Barriers to mental health treatment among IBC patients. The most significant barrier to mental health treatment was
concern about medication side effects (40.2%), followed by fear of stigma (8.7%) and cost concerns (6.5%) (n = 92). IBD: inflam-

matory bowel disease.
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Figure 3. Clustered screening results for depression and anxiety categories among 92 IBD patients. Of the IBD patients
screened, 19.6% screened positive for depressive symptoms using the PHQ-2, while 46.7% reported anxiety symptoms using
the GAD-7, with 17.4% experiencing severe anxiety. GAD-7: Generalized Anxiety Disorder 7; IBD: inflammatory bowel disease;

PHQ-2: Patient Health Questionnaire-2.

anxiety and depression [12]. The prevalence of anxiety and de-
pression was higher in people with active IBD than in those
with dormant disease [18]. In a more recent publication, both
diagnoses (CD and UC) were associated with higher odds of
depression and anxiety [12].

The Danish cohort study and the bidirectional meta-anal-
ysis support the idea that psychiatric symptoms and IBD are

100

90
80
70
60
50
40
30
20
10
0 |

Not Diagnosed

Percentage (%)

mutually reinforcing, possibly via inflammatory, neuroen-
docrine, and microbiome-mediated mechanisms [18]. The
study revealed that a shorter disease duration is linked with
greater anxiety, which may reflect the psychological impact
of adapting to a new chronic illness and uncertainty about
disease prognosis. Furthermore, the analysis indicated that
co-existing depression or anxiety increased the risk of IBD

Diagnosed

Clinical Diagnosis of Anxiety or Depression

@® Received Psychiatric Treatment @ Did Not Receive Psychiatric Treatment

Figure 4. Relationship between clinical diagnosis and psychiatric treatment use among IBD patients. Among the study partici-
pants, a large majority of those who had not been diagnosed with anxiety or depression (95.4%) had also received psychiatric
treatment, whereas more than half of those who had a clinical diagnosis (57.7%) had received psychiatric treatment. IBD: inflam-

matory bowel disease.
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Table 4. Multivariable Logistic Regression: Predictors of Clinical Diagnosis of Anxiety or Depression

Variable P-value OR (Exp(B)) 95% CI
Nationality (Saudi vs. other) 0.035 40.151 1.30 - 1241.79
Sex (male) 0.161 5.102 0.52-49.93
Smoking 0.184 4.152 0.51-33.99
surgical intervention 159 13.830 0.358 - 534.16
CI: confidence interval; OR: odds ratio.
Table 5. Logistic Regression: Predictors of Positive PHQ-2 Screening for Depression
Variable P-value OR (Exp(B)) 95% Cl1
Smoking (yes) 0.072 5.041 0.865-29.379
Last flare < 3 months 0.055 7.513 0.960 - 58.808
Disease status (active) 0.132 0.233 0.035 - 1.547
Sex (male) 0.363 2.105 0.423-10.48

CI: confidence interval; OR: odds ratio; PHQ-2: Patient Health Questionnaire-2.

relapse [19]. Psychological stress might fuel and contribute
to gut inflammation, and thus stress management could serve
as a valuable component of IBD care [20]. The study showed
that mental health affected the management of IBD. Depres-
sion negatively influenced the remission rate after receiving
anti-TNF-alpha, and was associated with a worse outcome
for patients on steroids [21]. Notably, anxiety and depression
were worse in patients who were not on immune modulators,
and effective treatment of IBD may improve mental health
[22]. Two systematic reviews and meta-analyses confirmed
that antidepressant treatment was associated with significant
improvement in somatic and psychological symptoms as well
as reduction in depression and anxiety symptoms/scores [23,
24]. The presence of depression and anxiety may adversely
impact the management of IBD due to the interconnection
between psychological stress and gut inflammation. Ad-
dressing mental health symptoms should therefore be a key
component of patient care [21]. Despite the high prevalence
of anxiety and depression symptoms, few participants had
used psychiatric treatment. Barriers included fear of stigma
(8.7%), cost concerns (6.5%), and concern about medica-
tion side effects (40.2%). None were significantly associated
with gender. A report in the general population of Saudi Ara-
bia indicates that stigma is the most common barrier, 40%
[25]. The observed low prevalence of anxiety and depres-
sion symptoms in our cohort may be attributed to the high
level of stigma, which could lead individuals to underreport

symptoms or perceive them as insignificant. These findings
emphasize the need for targeted interventions to reduce stig-
ma, enhance patient education about psychiatric treatments,
and integrate mental health services into routine IBD care.
The impact of diet on IBD and its associated depression and
anxiety symptoms has been extensively investigated. For in-
stance, research indicates a specific association between ad-
herence to a Mediterranean diet and a reduced risk of depres-
sion [26]. On a functional level, dietary polyphenols have
been shown to ameliorate IBD by modulating gut microbiota,
reducing inflammation, and enhancing gut barrier integrity,
indicating their potential as a nutritional therapeutic strategy
[27]. Conversely, a high dietary intake of advanced glycation
end products (AGEs), including Ne-(carboxymethyl)lysine
and MG-H1, is associated with an increased risk of depres-
sion and anxiety, a relationship potentially moderated by ge-
netic factors and advanced lipid peroxidation [28]. While the
impact of non-IBD-specific psychosocial stressors, such as
financial difficulties, social support, and occupational char-
acteristics, on depression and anxiety in this patient popu-
lation remains understudied, evidence from related research
confirms their potential significance. For instance, financial
hardships have demonstrated a marked association with de-
pressive and anxiety symptoms, with a consistently stronger
relationship to depression [29]. Conversely, strong social
support from family and friends has been identified as a pro-
tective factor, linked to lower levels of these symptoms [30].

Table 6. Binary Logistic Regression: Any Level of Anxiety Compared to No Anxiety (Based on GAD-7)

Predictor P-value OR (Exp(B)) 95% CI

Disease duration (< 6 months) 0.017 0.024 0.001 - 0.508
Disease duration (6 months - 1 year) 0.043 0.120 0.015 - 0.932
Disease duration (1 - 3 years) 0.011 0.089 0.014 - 0.580
Last flare-up (< 3 months) 0.012 17.424 1.85 - 163.88

Cl: confidence interval; GAD-7: Generalized Anxiety Disorder 7-Item Scale; OR: odds ratio.
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Furthermore, specific adverse occupational characteristics
are significant risk factors for the incidence of anxiety and
depressive disorders [31].

Implication

Given the psychological burden associated with IBD, patients
should be screened for depression and anxiety at baseline and
at least annually. As recommended by the American College of
Gastroenterology, those who screen positive should be referred
for appropriate mental health support [32].

Strengths and limitations

Strengths of this study include its two-center design, inclusion
of both clinical diagnosis and screening tool outcomes, use
of validated Arabic versions of PHQ-2 and GAD-7, and the
novel exploration of treatment barriers in a Saudi IBD popu-
lation. However, limitations must be acknowledged. Data on
psychiatric diagnoses were self-reported without verification
from medical records, introducing potential recall and report-
ing bias. The PHQ-2 and GAD-7 are screening instruments,
not diagnostic tools, which may result in misclassification. Ad-
ditionally, the hospital-based sample limits generalizability to
the broader Saudi IBD population, particularly those managed
in primary care or not engaged in regular medical follow-up.
Additionally, we did not ask about the diagnoses of anxiety
and depression separately; both conditions were addressed in
a single combined question, which may have limited the pre-
cision of our prevalence estimates. The stigma question was
assessed using a simple yes/no format, which does not capture
the complexity, granularity, or degree of stigma experienced;
future studies should explore this issue using more detailed and
validated stigma assessment tools. Other potentially relevant
factors that may contribute to anxiety and depression in IBD
patients were not included in our questionnaire, limiting the
scope of our analysis. Finally, the majority of our participants
were Saudi nationals, and most were diagnosed with UC, which
may limit the generalizability of our findings to more diverse
IBD populations. Furthermore, the relatively small sample size
(n = 92) limited statistical power, potentially explaining why
some variables showed borderline P-values. Generalizability
is also constrained by the sampling method; the convenience
sample was drawn from only two tertiary hospitals in Mak-
kah, and the cohort’s homogeneity (predominantly Saudi with
UC) limits the exploration of cultural or phenotypic diversity.
Methodologically, reliance on self-reported diagnoses, unveri-
fied by medical records, introduces a significant risk of recall
and reporting bias, especially given the context of stigma. This
is compounded by the use of a combined “anxiety or depres-
sion” question, preventing the independent assessment of each
disorder, and an oversimplified yes/no stigma measure that
fails to capture the construct’s complexity. Finally, the study
did not measure key confounders strongly linked to mood dis-
orders, such as pain, fatigue, and social support.

The logistic regression model may have been affected by

overfitting due to the small number of non-Saudi participants
and limited cases with a clinical diagnosis. This may have re-
sulted in unstable or inflated odds ratios, particularly for na-
tionality-related associations.

The small sample size within key subgroups, such as pa-
tients with recent flare-ups, limited the precision of regression
estimates and contributed to wide Cls. Finally, the study’s
cross-sectional design prevents the determination of a tempo-
ral relationship between psychological symptoms and disease
activity; therefore, causality cannot be established.

Conclusion

This study demonstrates that while the prevalence of clinically
diagnosed anxiety and depression in IBD patients in Makkah
is lower than in many international cohorts, nearly one in five
screened positive for depression, and almost half experienced
anxiety symptoms. Key associated factors included national-
ity, Crohn’s phenotype, shorter disease duration, and recent
flare-ups. Barriers to care - especially concerns about medica-
tion side effects - likely contribute to the treatment gap. These
findings underscore the need for routine mental health screen-
ing in IBD clinics, culturally tailored psychoeducation, and in-
tegrated gastroenterology-psychiatry services to address both
the physical and psychological needs of patients.
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