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Abstract
Previous studies have not compared Health-related Quality of Life (HR-QoL) across all DSM-IV
anxiety disorders and comorbid conditions. We compared the effects of each anxiety disorder on
HR-QoL, controlling for demographic variables, medical conditions, and comorbid Axis I disorders.
Data are obtained from the Primary Care Anxiety Project (PCAP), a naturalistic, longitudinal study
of anxiety disorders in 539 primary care patients. Each of the anxiety disorders was associated with
worse self-reported physical and mental functioning compared to general population means. While
all of the anxiety disorders were univariate predictors of specific domains of HR-QoL, only presence
of Posttraumatic Stress and Disorder (PTSD) and comorbid Depressive Disorder (MDD) uniquely
predicted worse functioning on both self-report and interview measures. The current study extends
previous research by showing that different anxiety disorders and comorbid conditions may be
associated with impairment in specific domains of HR-QoL.
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1. Introduction
The anxiety disorders are the most prevalent class of mental disorders, with over 28% of the
population meeting criteria for an anxiety disorder at some point in their lifetime (Kessler,
Chia, Demler, & Walters, 2005). Patients with anxiety disorders present with a range of
symptoms that may negatively impact quality of life in multiple domains. Health Related
Quality of Life (HR-QoL) comprises an individual’s subjective level of functioning and well-
being in physical, mental, and social domains of life (Hays & Morales, 2001). Recent studies
suggest that HR-QoL is a distinct construct from symptom severity. For example, studies have
found that symptom severity does not account for a large proportion of variance in HR-QoL
in participants with a range of anxiety and depressive disorders (Barrera & Norton, 2009;
Rapaport, Clary, Fayyad, & Endicott, 2005). Supporting this distinction, a naturalistic,
longitudinal study found that impairment in HR-QoL continued following recovery from an
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anxiety disorder (Stout, Dolan, Dyck, Eisen, & Keller, 2001). Although a distinct construct,
HR-QoL may still affect the course of anxiety disorders. For example, worsening psychosocial
functioning has been found to predict recurrence of some anxiety disorders (Rodriguez, Bruce,
Pagano, & Keller, 2005).

The relationship between individual anxiety disorders and impaired HR-QoL is now well
established (Olatunji, Cisler, & Tolin, 2007). A recent meta-analysis including studies of the
general population, clinical samples, and primary care samples suggested that PTSD may be
associated with relatively poorer HR-QoL and SP with relatively better HR-QoL among the
anxiety disorders (Olatunji et al., 2007). However, there were no significant differences in HR-
QoL among the anxiety disorders. Accurate comparisons across the anxiety disorders have
been limited because few researchers have examined more than one anxiety disorder
simultaneously within the same study (Olatunji et al., 2007).

Recently, a few studies have compared HR-QoL among multiple anxiety disorders
simultaneously to determine the relative impact of specific disorders. For example, Rapaport
et al., (2005) found that Panic Disorder (PD), Social Phobia (SP), Obsessive Compulsive
Disorder (OCD), and Post-traumatic Stress Disorder (PTSD) were each associated with
impairment compared to community norms. The most severe impairment was observed in
PTSD. Quilty et al. (2003) compared SP, Panic Disorder (PD), OCD, and comorbid MDD and
found that SP and comorbid MDD uniquely predicted impaired HR-QoL. In contrast with these
studies but consistent with the Olatunji et al. (2007) meta-analysis, Barrera and Norton
(2009) found no differences in quality of life among Generalized Anxiety Disorder (GAD),
SP, and PD.

Although the above studies begin to extend our understanding of potential relative differences
in HR-QoL among the anxiety disorders, the findings are inconsistent and further study is
warranted. First, none of these studies included all of the anxiety disorders. Second, they all
relied on self-report measures of HR-QoL. Finally, the above findings are specific treatment
seeking samples, and further studies are needed in more generalizable samples.

Samples of primary care patients may be more heterogeneous than clinical samples (e.g., more
comorbidity, include individuals who are not receiving treatment). Primary care samples are
also particularly relevant to the study of anxiety disorders. Anxiety disorder patients are more
likely to seek treatment from primary care physicians than mental health specialists (Harman,
Rollman, Hanusa, Lenze, & Shear, 2002). One study estimated that as many as 47% of office
visits to general medical physicians were due to anxiety symptoms (Skaer, Sclar, & Robison,
2008). Similar to other types of settings, few primary care studies have examined HR-QoL in
more than one anxiety disorder. One primary care study that did examine multiple anxiety
disorders found that PTSD predicted worse functioning compared to the other anxiety disorders
(Schonfeld et al., 1997). However, that study utilized DSM-III-R criteria and excluded any
patients who were receiving treatment for anxiety or depression. Thus, results may be an
underestimate of impairment for some disorders, as treatment seeking is frequently associated
with poorer functioning and worse course, presumably because patients with more severe
symptoms seek treatment (DeWit, Ogborne, Offord, & MacDonald, 1999).

In sum, further studies are needed to advance our understanding of which anxiety disorders
and comorbid conditions affect HR-QoL, as well as to identify specific associations with
domains of functioning. Such information may lead to improved assessment, treatment,
recovery, and relapse prevention after recovery. To this end, we examined HR-QoL in a large
sample of primary care patients with a range of anxiety and comorbid disorders. Most previous
studies utilized only one measure of HR-QoL (Olatunji et al., 2007), and researchers have
recommended that future work include multiple measures (Rapaport et al., 2005). Furthermore,
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it is important to assess HR-QoL with both self-report and interview measures because they
assess different perspectives of HR-QoL. For example, a clinician may rate an individual with
SP as more impaired compared to a self-report rating because the individual may have lost
perspective on “normalcy” due to a young age of onset and chronic course (Rapaport et al.,
2005). Thus, in the current study, we assessed HR-QoL with a widely used self-report measure
(The Medical Outcomes Survey Short Form-36; (Ware & Kosinski, 2001)) and an interviewer
rated measure of overall psychosocial functioning (Global Social Adjustment Scale; (Keller,
Lavori, Friedman, & Nielsen, 1987).

Data are obtained from the Primary Care Anxiety Project (PCAP), a prospective, naturalistic
study of anxiety disorders in primary care patients. Consistent with previous findings, we
expected that all of the anxiety disorders would be associated with poor HR-QoL compared to
the general population. We also expected that among the anxiety disorders, poorer HR-QoL
would be associated with the presence of PTSD after controlling for demographic variables,
other anxiety disorders, and comorbid conditions. We also expected comorbid MDD to be a
strong predictor of worse functioning. Finally, we anticipated observing additional differences
among the disorders not previously reported, given the current study’s inclusion of all anxiety
disorders, numerous comorobid conditions, and use of a self-report and interview measure of
HR-QoL.

2. Methods
2.1 Study Design

Participants in this study are part of the Primary Care Anxiety Project (PCAP), a prospective,
naturalistic, short interval interview, longitudinal study of anxiety disorders in primary care
settings. The PCAP study was conducted in five rural and 10 urban/suburban internal medicine
and family medicine practices in New Hampshire, Massachusetts, Rhode Island, and Vermont.
Four of the sites were small, private practices, four were free-standing clinics with a university
affiliation, and seven were large university teaching hospital-based clinics. Descriptions of
participant recruitment and screening procedures can be found in other published reports
(Rodriguez et al., 2004; Weisberg et al., 2002). PCAP was approved by the institutional review
board of Brown University and participating hospitals. All participants provided written
informed consent prior to enrollment in the study. Once enrolled, participants were contacted
for an in-person or telephone follow-up interview at 6 and 12 months, and annually thereafter.
This report focuses on intake data only.

Participants
Criteria to be enrolled in PCAP included being diagnosed with at least one of the following
anxiety disorders, according to the Structured Clinical Interview for the DSM-IV (SCID-IV):
PTSD, SP, Panic Disorder (PD), Panic Disorder with Agoraphobia (PDA), and Generalized
Anxiety Disorder (GAD). There was also a small sample of patients with GAD features
occurring solely during the course of a mood disorder, mixed anxiety-depressive disorder, or
Agoraphobia with out history of PD. A total of 539 patients who met DSM-IV criteria for one
or more index anxiety disorders were included in the full PCAP sample. To be eligible for the
study, participants needed to be at least 18 years of age, English-speaking, and scheduled for
a general medical appointment on the day of recruitment. Participants were excluded from the
study if they were suffering from active psychosis, had no current address and phone number,
or were pregnant.

2.3 Measures
Diagnostic Clinical Interview—For the PCAP study, all clinical diagnoses were
established by means of in-person diagnostic interviews that employed the SCID-IV (First,
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Spitzer, Gibbon, & Williams, 1996). The psychotic screen, mood, anxiety, substance use, and
eating disorders modules of the SCID-IV were administered. Interviewers completed a rigorous
training program, and PCAP clinical staff reviewed each diagnosis. Training and diagnostic
review procedures are detailed in previous published reports (Rodriguez et al., 2004).

HR-QoL Measures—We utilized a multi-modal assessment of HR-QoL including a self-
report and interviewer rated measure: The Medical Outcomes Study (MOS) 36-Item Short-
Form Health Survey (SF-36)(Ware & Kosinski, 2001) is a widely used self-report measure of
HR-QoL. The 36 item measure yields two summary scores: Physical Component Score (PCS)
and Mental Component Score (MCS).1 Higher scores indicate better functioning. The SF-36
has demonstrated excellent internal consistency (McHorney, Ware, Lu, & Sherbourne, 1994)
and construct validity (McHorney, Ware, & Raczek, 1993).

The Global Social Adjustment Scale (GSA) is part of the Longitudinal Interval Follow-up
Evaluation for the DSM-IV (LIFE) (Keller et al., 1987). The interrater reliability for items on
the LIFE has been found to be good, with the intraclass correlation coefficients (ICC) ranging
from .58 to .91(Keller et al., 1987; Warshaw, Keller, & Stout, 1994). In the LIFE, the GSA is
an interviewer’s rating of an individual’s current level of overall psychosocial functioning.
After assessing an individual’s functioning in specific domains, the interviewer rates the overall
level of psychosocial adjustment during the past week, taking into consideration everything
the interviewer knows about the individual’s education, social background, and the level of
functioning in the areas of work, self-satisfaction, interpersonal relations, and sex. The
interviewer makes a rating from 1 (no impairment) to 5 (marked impairment).

Non-Psychiatric Medical Problems—A Medical History Form designed for the study
(Weisberg et al., 2002) was used to assess medical problems. Participants were asked whether
or not they have ever had any of the following illnesses or medical problems: asthma, cancer,
diabetes, epilepsy, heart disease, kidney disease, liver disease, lung or respiratory illness, stroke
and/or thyroid disease. For the present study, medical illness was coded as a dichotomous yes/
no response for the presence of at least one current non-psychiatric medical illness.

2.4 Statistical Analyses
Analyses were conducted using SAS software. We first examined whether each PCAP index
anxiety disorder, comorbid condition, and number of disorders individually predicted each
measure of HR-QoL after controlling for demographic variables (age, gender, race, marital
status, education). We then included any significant predictors simultaneously in a multivariate
regression model to examine unique predictors of HR-QoL. In total, we examined the following
predictors: age, gender, race, education, marital status, presence of current medical illness,
number of disorders, PCAP index anxiety disorders (PTSD, SP, GAD, PD, PDA), and
comorbid disorders (OCD, Specific Phobia, MDD, Substance Use Disorders (SUD)). In the
current study, OCD and Specific Phobia are considered comorbid conditions because these
disorders were not PCAP index disorders, meaning that a patient had to have one of the other
anxiety disorders to be included in the PCAP sample. We did not include mixed anxiety-
depressive disorder, GAD within a mood disorder, or Agoraphobia without history of PD as
predictors because these disorders had too few cases. Statistical significance was set at .05,
and a Bonferroni correction was applied for each model to account for multiple statistical
comparisons.

1The SF-36 also yields eight subscales. However, to avoid an excessive number of comparisons and to simplify interpretation for multiple
anxiety disorders, we chose to analyze the PCS and MCS summary scores, rather than the subscales.
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3. Results
3.1 Characteristics of Sample

Sociodemographic characteristics of the participants are presented in Table 1. The 539
participants ranged in age from 18 to 78 years (M = 39 years). The majority of participants
were female and white. Half of participants were currently married or living together with
partners. Less than half of patients had completed some college; less than 40% of patients were
employed full-time; and more than half of patients earned less than $19,999 annually.

Table 2 displays the number of participants meeting DSM-IV criteria for several Axis I
disorders at intake. PTSD was the most common anxiety disorder, and MDD was the most
common disorder overall. Patterns of comorbidity in the PCAP sample are described in detail
elsewhere (Rodriguez et al., 2004). Briefly, more than 70% of the PCAP sample was diagnosed
with multiple current Axis I disorders at the time of study intake, with 29% having two, 23%
having three, and 19% having four or more current Axis I conditions.

Table 2 presents descriptive statistics for the SF-36 composite scores and GSA scores. The
mean (SD) GSA score was 3.2 (0.9), reflecting a moderate level of impairment in the total
sample. The overall mean (SD) PCS and MCS scores were 43.7 (12.3) and 36.9 (12.1)
respectively. The mean summary scores for each index disorder, and for MDD and the presence
of a medical condition, are presented in Figure 1 (physical functioning) and Figure 2 (mental
functioning). As expected, the means for all of the anxiety disorders were lower (indicating
worse HR-QoL) compared to the general population (M = 50) for both physical and mental
functioning.

3.2 Predictors of HR-QoL
3.2.1 Physical Functioning—Presence of PTSD, a current non-psychiatric medical
condition, comorbid OCD, and number of disorders each individually significantly predicted
worse PCS scores after controlling for demographic variables. When these significant
predictors and demographic variables were included in a multivariate regression model, the
following variables remained significant (ps < .006) predictors of worse physical functioning:
older age, less education, and current non-psychiatric medical condition. PTSD was a marginal
predictor in the model (p = .009), and comorbid OCD was not a significant predictor (p = .
086). Test statistics for the PCS are presented in Table 3.

3.2.2 Mental Functioning—Presence of SP, GAD, comorbid MDD and Substance Use
Disorders (SUD), and number of disorders each individually significantly predicted worse
MCS scores after controlling for demographic variables. When these significant predictors and
demographic variables were included in a multivariate regression model, the following
variables remained significant (ps < .005) predictors of worse mental functioning: current
marital status of separated / divorced / widowed and comorbid MDD. Younger age and the
presence of SP, GAD, and comorbid SUD were marginal predictors of mental functioning
(ps < .058) in the multivariate analysis. Number of disorders was not a unique predictor in this
model. Test statistics for the MCS are presented in Table 4.

3.2.3 Global Social Adjustment Scale (GSA)—Finally, we examined the same set of
predictors for the interviewer rated measure of overall psychosocial functioning. Presence of
PTSD, SP, PDA, comorbid MDD, comorbid medical condition, and number of disorders each
individually significantly predicted worse GSA scores after controlling for demographic
variables. When these significant predictors and demographic variables were included in the
multivariate regression model, the following variables remained significant (ps < .005)
predictors of worse psychosocial functioning: current marital status of never married, the
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presence of PTSD and comorbid MDD. There was a trend for educational status of never
graduating from high school and never attending college, and the presence of SP and PDA to
predict worse GSA scores (ps < .05) in the multivariate analysis. Number of disorders was not
a unique predictor in this model. Test statistics for the GSA are presented in Table 5.

4. Discussion
Although each of the anxiety disorders has been associated with impaired HR-QoL, this is the
first study to examine the relative differences in HR-QoL across all of DSM-IV anxiety
disorders and comorbid conditions using both self-report and interview HR-QoL measures. As
expected, all of the anxiety disorders were associated with worse mental and physical
functioning compared to the general population. This finding replicates many previous studies
and underscores the importance of addressing HR-QoL in the assessment and treatment of
anxiety disorders. The value of targeting HR-QoL in anxiety disorders may be especially
relevant to primary care physicians because most individuals initially seek treatment from
primary care providers (Harman et al., 2002).

A recent meta-analysis did not find significant differences in HR-QoL among the anxiety
disorders, but noted that few studies had examined multiple anxiety disorders simultaneously
(Olatunji et al., 2007). The current study, which did examine multiple disorders, partially
supports the conclusion in the meta-analysis, as each of the PCAP index anxiety disorders
predicted at least one domain of HR-QoL (with the exception of PD without Agoraphobia).
However, as expected, only PTSD and comorbid MDD remained significant in the multivariate
models and were associated with two domains of impairment (whereas the other disorders were
associated with only one domain).

The current results do not suggest that all of the anxiety disorders are associated with the same
type of impairment in HR-QoL. Rather, different anxiety disorders were associated with
different domains of HR-QoL. Presence of PTSD, comorbid OCD, and a current medical
condition predicted worse self-reported physical functioning. Presence of SP, GAD, and
comorbid MDD predicted worse self-reported mental functioning, although only MDD was a
unique predictor. Finally, the presence of PTSD, PDA, SP, and comorbid MDD predicted worse
interviewer-rated, overall psychosocial functioning, with PTSD and MDD remaining unique
predictors.

Previous research has generally relied on a single, self-report measure of HR-QoL. The current
study used both a self-report and interviewer rated measure and found that impairment in some
disorders may not be evident on all measures of HR-QoL. For example, in the current study,
PDA’s association with impairment was only revealed in the interviewer-rated measure. Future
research may also benefit from including an interviewer based measure, as an interviewer,
unbiased by having a chronic disorder, may have a different perspective of an individual’s
impairment level.

Consistent with previous findings, PTSD and comorbid MDD were more robustly associated
with impairment than the other disorders. Only PTSD and MDD showed impairment on both
self-report and interviewer rated measures. Previous studies examining clinical (Rapaport et
al., 2005) and primary care samples (Schonfeld et al., 1997) have also suggested that PTSD is
associated with relatively worse functioning compared to other anxiety disorders. It is
important to note that in the current study, all participants had at least one anxiety disorder to
qualify for study entry. Thus, all MDD was comorbid with an anxiety disorder, whereas not
all cases of any of the anxiety disorders were comorbid. Thus, findings indicate that, among
anxiety disorder patients, having comorbid MDD predicts worse HR-QoL than not having
MDD. With that noted, these findings strongly suggest that clinicians should address HR-QoL
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issues in their assessment and treatment of PTSD, as well as comorbid MDD in anxiety disorder
patients.

Presence of SP and GAD predicted worse self-reported mental functioning, although this
association fell to a trend level in the multivariate model. Individuals with GAD have at times
been viewed as the “worried well.” Similarly, previous studies have suggested that SP may be
associated with relatively better functioning compared to other anxiety disorders (Olatunji et
al., 2007). Current findings, as well as other recent studies contrast these views. Using a
different self-report measure of HR-QoL (i.e., EuroQoL-5D), Saarni et al. (2007) also found
that SP and GAD had a greater impact on HR-QoL compared to panic and agoraphobia.
Additionally, Quilty et al. (2003) found that SP was associated with poorer HR-QoL than PD
or OCD. A recent review of 31 studies suggests that GAD is associated with significant
impairment in HR-QoL that is similar to MDD in magnitude (Hoffman, Dukes, & Wittchen,
2008). One explanation for these different conclusions may be differences in samples. For
example, it is unlikely that clinical trial samples represent the HR-QoL of most individuals
with SP. Indeed, only 4% of people with SP sought treatment in the National Comorbidity
Survey (Magee, Eaton, Wittchen, McGonagle, & Kessler, 1996).

As an index of the overall effect of comorbidity on HR-QoL, we entered participants’ number
of disorders as a predictor. The number of comorbid disorders did not uniquely predict any
domains of HR-QoL. Thus, comorbidity alone may not affect HR-QoL. Additionally, presence
of a comorbid substance use disorder did not uniquely predict any of the HR-QoL measures.
This finding converges with a previous study that found smaller effects on HR-QoL due to
alcohol dependence compared to anxiety disorders (Saarni et al., 2007). It is also possible that
the failure to find a significant effect here was due to the low number of participants in this
sample reporting a substance use disorder.

Other comorbid conditions did predict worse HR-QoL. For example, comorbid OCD predicted
worse physical functioning, although this relationship fell to a trend level in the multivariate
model. A recent study also revealed impaired HR-QoL in OCD, but in the domains of work,
social life, and family life (Huppert, Simpson, Nissenson, Liebowitz, & Foa, 2009). That study
did not examine physical functioning. OCD has received considerably less attention in studies
of HR-QoL, and the current results suggest that future research should include this disorder in
their examinations. However, it is important to recall that OCD was not an index anxiety
disorder in this study. Thus, similar caution applies to interpretation of our OCD findings, as
does to the findings discussed earlier, regarding comorbid MDD. Specifically, results only
detail the increase in impairment that individuals, already suffering from an anxiety disorder,
experience when they also have a diagnosis of OCD.

The finding that PTSD predicted worse physical functioning, whereas comorbid MDD did not,
converges with previous studies that found a unique association between anxiety and physical
disorders (Sareen, Cox, Clara, & Asmundson, 2005) and a stronger association with pain
compared to depression (McWilliams, Cox, & Enns, 2003). Additionally, presence of a
comorbid medical condition predicted worse HR-QoL. Together, these results highlight the
need for researchers and clinicians to attend to physical functioning and medical conditions in
individuals with anxiety disorders, as well as mechanisms underlying this relationship.

Strengths of the current study include use of a multi-modal assessment of HR-QoL in a large
sample of primary care patients with a range of anxiety and comorbid disorders. The current
study also has several limitations. First, we did not include a reference group (e.g., primary
care patients without any Axis I disorder). Although we compared our means with general
population norms, our results only speak to the relative differences in HR-QoL among the
anxiety disorders. Additionally, some comorbid conditions, such as OCD and SUD, had
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relatively smaller samples sizes compared to the PCAP index disorders. Thus, findings
regarding these disorders should be interpreted tentatively until replication with larger samples
occurs.

Finally, the current study is not an epidemiological study, as we did not systematically
interview all members of the available population. Our results are specific to primary care
patients from the New England region who are mostly female, Caucasian, and already receiving
care for medical conditions and may not generalize to all primary care populations, the general
population, or more diverse samples. The most common anxiety disorder in the PCAP sample
was PTSD, which does not parallel previous studies. Relatively higher rates of PTSD and lower
rates of GAD may be due to the careful assessment of GAD that involved stringent enforcement
of exclusion criteria (e.g., cannot occur during PTSD or MDD) and inclusion criteria (e.g.,
worry needed to be excessive). However, despite differences in sample composition, findings
obtained from the PCAP sample do parallel those obtained from general population and clinical
samples.

The current study cannot determine the causal direction of the relationship between anxiety
disorders and impaired HR-QoL. Participants were only eligible for the study if they met
criteria for an anxiety disorder at intake. Thus, we do not know if onset of an anxiety disorder
preceded the impairment or vice versa. Finally, the current study did not examine clinical
correlates of HR-QoL other than the presence of a disorder. Future studies might extend the
current findings by identifying specific symptoms that impact HR-QoL (e.g., sleep difficulty
in GAD). A related suggestion is for future studies to examine disorder effects on more specific
domains of HR-QoL (e.g., pain, social relationships).

5. Conclusions
Most of the anxiety disorders predicted at least one domain of HR-QoL. However, after
controlling for demographic variables and presence of other disorders only PTSD and comorbid
MDD predicted indices of HR-QoL. Our results may alert researchers and clinicians to the
importance of assessing impairment in multiple domains of HR-QoL in all of the anxiety
disorders. Current findings support continued efforts directed toward identification and
treatment of anxiety disorders, particularly in the primary care setting.
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Figure 1.
Physical Component Score
Note: Due to comorbidity, the disorder categories are NOT mutually exclusive. For example,
ALL participants in the MDD group also had at least one anxiety disorder.
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Figure 2.
Mental Component Score
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Table 1

Sociodemographic Characteristics

Characteristic N %

Sex

  Female 412 76.4

  Male 127 23.6

Age in years (M, SD) 39 11.6

Race/ethnicity

  White 447 82.9

  Black 41 7.6

  Asian 7 1.3

  Hispanic 19 3.5

  Native American 9 1.7

  Other 16 3.0

Marital Status

  Never Married 147 27.3

  Marrieda 267 49.5

  Divorced/separated/widowed 104 23.2

Education

  < High school graduate 52 9.7

  High school graduate 134 24.9

  Some college 229 42.5

  College graduate 124 23.0

Income ($ per year)

  < 5,000 95 18.5

  5,000 – 19,999 196 38.1

  20,000 – 34,999 104 20.2

  35,000 – 49,999 67 13.0

  > 50,000 53 10.3

Fulltime Employment

  No 330 61.2

  Yes 209 38.8

Health Insurance b

  None 48 9.1

  Medicare or public assistance 173 32.6

  Private 330 62.3

  Military 7 1.3

a
Includes persons living with someone as though married.

b
Percentages do not add up to 100 due to some patients having multiple types of insurance.
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Table 2

Current Disorders and HR-QoL Measures

DSM-IV Mental Disorder N %

PCAP Index Anxiety Disorders

  Posttraumatic Stress Disorder 199 36.9

  Social Phobia 182 33.8

  Panic Disorder 85 15.8

  Panic Disorder with Agoraphobia 150 27.8

  Generalized Anxiety Disorder 135 25.1

Comorbid Disorders

  Obsessive-compulsive Disorder 39 7.2

  Specific Phobia 92 17.1

  Major Depressive Disorder 220 40.8

  Alcohol/Substance Use Disorder 55 10.2

  Current Medical Condition 269 49.9

M SD

Total Number of Index Disorders at Intake 1.5 0.73

SF-36 Physical Component Score 43.7 12.34

SF-36 Mental Component Score 36.9 12.14

Global Social Adjustment Scale 3.2 0.93
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Table 3

Multivariate Regression Model Predicting PCS scores

Predictor (N = 516) β SE t p

Age −.2518 .0506 −4.98 <.0001

Female −.2381 1.1599 −.21 .8375

Caucasian 2.1837 1.3460 1.62 .1054

Marital status

 Never married .8344 1.3059 .64 .5231

 Separated, Divorced, Widowed 1.6496 1.2560 1.31 .1897

Education

 Never graduated HS −9.6385 1.904 −5.02 <.0001

 Never attended college (HS degree) −6.1761 1.4329 −4.31 <.0001

 Never graduated from a 4-year college −5.4775 1.2856 −4.26 <.0001

Any comorbid medical conditions −5.9598 1.0251 −5.81 <.0001

Number of disorders −.2150 .4592 −.47 .6398

Post Traumatic Stress Disorder −2.8026 1.0753 −2.61 .0094

Obsessive Compulsive Disorder −3.3688 1.9573 −1.72 .0858
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Table 4

Multivariate Regression Model Predicting MCS scores

Predictor (N = 516) β SE t p

Age .1098 .0453 2.43 .0156

Female −.6212 1.0933 −.57 .5701

Caucasian −.6396 1.2492 −.51 .6089

Marital status

 Never married −1.1726 1.2364 −.95 .3434

 Separated, Divorced, Widowed −4.0674 1.1614 −3.50 .0005

Education

 Never graduated HS −.2740 1.7913 −.15 .8785

 Never attended college (HS degree) −.3976 1.3264 −.30 .7645

 Never graduated from a 4 year college 1.8554 1.1967 1.55 .1217

Number of disorders .2595 .5400 .48 .6310

Social Phobia −2.6702 1.0693 −2.50 .0128

Generalized Anxiety Disorder −2.5887 1.1078 −2.34 .0198

Major Depressive Disorder −12.6141 1.1046 −11.42 <.0001

Substance Use Disorders −3.1388 1.6497 −1.90 .0577
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Table 5

Multivariate Regression Model Predicting GSA scores

Predictor (N = 539) β SE t p

Age .0065 .0035 1.87 .0617

Female .1176 .0801 1.47 .1430

Caucasian −.2401 .0929 −2.58 .0101

Marital status

 Never married .3522 .0900 3.91 .0001

 Separated, Divorced, Widowed .2308 .0881 2.62 .0091

Education

 Never graduated HS .2668 .1349 1.98 .0484

 Never attended college (HS degree) .2444 .1004 2.43 .0152

 Never graduated from a 4 year college .0749 .0895 0.84 .4030

Post Traumatic Stress Disorder .2629 .0779 3.37 .0008

Social Phobia .1546 .0786 1.97 .0497

Panic Disorder with Agoraphobia .2309 .0844 2.74 .0064

Major Depressive Disorder .7236 .0854 8.47 <.0001

Any Comorbid Medical Conditions .0529 .0712 0.74 .4582

Number of disorders .0202 .0424 0.48 .6337
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