
Two-Year Course of Generalized Anxiety Disorder, Social 
Anxiety Disorder and Panic Disorder with Agoraphobia in a 
Sample of Latino Adults

Andri S. Bjornsson1, Nicholas J. Sibrava2, Courtney Beard3, Ethan Moitra2, Risa B. 
Weisberg2, Carlos I. Pérez Benítez4, and Martin B. Keller2

1Department of Psychology, University of Iceland 2Department of Psychiatry and Human 
Behavior, Warren Alpert Medical School of Brown University 3Harvard Medical School/McLean 
Hospital 4Department of Educational and Psychological Studies at the University of Miami

Abstract

Objective—It is imperative to study the clinical course of anxiety disorders among Latinos, 

given the implications for culturally-sensitive treatment in this population. The current study is the 

first prospective, observational, longitudinal study of anxiety disorders among Latinos.

Method—Data are reported on 139 adult Latinos (mean age 34.65, SD =10.98, 70.5% female) 

diagnosed with social anxiety disorder (SAD, n = 86), generalized anxiety disorder (GAD, n = 90) 

or panic disorder with agoraphobia (PDA, n = 62). The participants were interviewed with 

standardized clinical interviews at intake and annually over two years of follow-up. Probabilities 

of recovery were calculated using standard survival analysis methods.

Results—The two-year recovery rates in this study were 0.07 for SAD, 0.14 for GAD, 0.03 for 

PDA, and 0.50 for major depressive disorder (MDD). Overall functioning, social adjustment and 

life satisfaction in this sample were poor.

Conclusions—The recovery rates for anxiety disorders in this Latino sample were markedly 

low. Although caution must be used in comparing these data with prior longitudinal studies, these 

recovery rates seem to be much lower than in non-Latino White samples. However, the clinical 

course of MDD in this sample was similar to its course among non-Latino Whites, invoking the 

pressing question of whether there is something about the experience of anxiety disorders (but not 

MDD) among Latinos that makes them more impairing and persistent. The answer to that question 

should inform future treatment development for this population.
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Little is known about the clinical course of anxiety disorders among Latinos. In the only 

attempt to estimate the development of these disorders over time, Breslau et al. (2005) found 

that mood disorders, but not anxiety disorders, were more persistent in Latinos compared to 

Whites. However, that finding was based on a one-time assessment in which participants 

were asked to retrospectively report duration of illness. The Harvard/Brown Anxiety 

Research Project (HARP) was the first prospective, observational longitudinal study of 

anxiety disorders with the index disorders of generalized anxiety disorder (GAD), panic 

disorder with and without agoraphobia (PD/PDA) and social anxiety disorder (SAD). Prior 

to HARP, most longitudinal studies had either brief follow-up periods or long intervals 

between assessments, and they were often characterized by lack of systematic recovery and 

recurrence definitions. HARP extended previous studies by assessing clinical course with 

structured interviews, at relatively short intervals (12 months between assessments) for 

every week of the follow-up period (by using a change point method to anchor participant 

reports of symptom levels to relevant life events such as birthdays and holidays), with 

careful definitions of recovery and recurrence. Recovery was defined as having minimal or 

no symptoms for eight consecutive weeks, and recurrence was defined as meeting diagnostic 

criteria for at least two consecutive weeks following recovery (Bruce et al., 2005). The 

probability of recovery over a period of 2 years was 0.20 for SAD, 0.25 for GAD, and 0.23 

for PDA (Bruce et al., 2005). In the Primary Care Anxiety Project (PCAP), a longitudinal 

study of anxiety disorders in primary care patients, which was modeled on HARP-I 

methodology, there was a 0.31 probability of recovery for SAD, a 0.39 probability of 

recovery from GAD, and a 0.16 probability of recovery for PDA over a period of two years 

(Beard, Moitra, Weisberg, & Keller, 2010; Francis et al., 2007; Rodriquez et al., 2006).

In summary, anxiety disorders are chronic. However, there was almost no minority 

representation in HARP (97% were white; Bruce et al., 2005) and PCAP (88% were White; 

Francis et al., 2007). It is imperative to study the experience of anxiety in Latino samples, 

since cultural variables such as acculturative stress (Hovey & Magaña, 2002), perceived 

discrimination (Flores, Tschann, Dimas, Pasch, & de Groat, 2010) and immigration status 

(Familiar, Borges, Orozco, & Medina-Mora, 2011) may contribute to worsening the course 

of illness in Latinos. The current report is the first prospective study of the clinical course of 

anxiety disorders among Latinos. Data are obtained from the second wave of the Harvard/

Brown Anxiety Project (HARP-II) (Weisberg, Beard, Dyck, & Keller, 2012). HARP-II was 

designed to address the glaring lack of research available on minority populations. In the 

current study we report on demographic and clinical characteristics of a large sample of 

Latino individuals with anxiety disorders, and on the course of PDA, SAD, GAD and major 

depressive disorder (MDD; in order to evaluate whether mood disorders are more persistent 

than anxiety disorders among Latinos) in this population, and examine potential predictors 

of course.

Method

Data were obtained from a subset of HARP-II comprising Latino participants diagnosed 

with DSM-IV anxiety disorders (American Psychiatric Association, 2000).1 Participants 

1Weisberg et al. (2012) describe the methods for HARP-II in more detail.
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were recruited from referrals from site collaborators and affiliated treatment providers, or 

were self-referred from postings in newspapers and on the Internet. The institutional review 

board of Brown University approved HARP-II, and participants provided written informed 

consent prior to enrollment in the study.

Participants and Procedure

Participants were 139 Latinos (age 18 or older) enrolled in HARP–II. Inclusion criteria for 

this study included being diagnosed with one or more of the following anxiety disorders, as 

assessed by the Structured Clinical Interview for DSM-IV (SCID-IV; First, Spitzer, Gibbon, 

& Williams, 1996): SAD, PD, PDA and GAD. Furthermore, participants needed to be at 

least 18 years of age and English speaking. Participants were excluded from the study if they 

were diagnosed with schizophrenia, suffering from active psychosis, or had an organic 

mental disorder, in order to increase the likelihood that participants would be able to 

complete the study interviews. Participants completed in-person assessments at baseline and 

in-person or telephone follow-up interviews at 6 months, 1 year, and 2 years post-intake, 

using the Longitudinal Interval Follow-Up Evaluation (LIFE; Keller et al., 1987). The 

current study presents data from 139 Latinos: 90 diagnosed with GAD, 86 with SAD, and 62 

with PDA.

Measures

Structured Clinical Interview for DSM-IV Axis-I Disorders (SCID-IV; First et al., 
1996)—The SCID is a semi-structured, clinician administered diagnostic interview 

employed at intake to assess current and lifetime history of Axis-I disorders. The interrater 

reliability of the SCID has been found to be excellent (Cohen’s kappa = .85) with very good 

diagnostic accuracy (Ventura, Liberman, Green, Shaner, & Mintz, 1998). The SCID has 

been evaluated in a Latino sample, with acceptable concordance rates with other diagnostic 

interviews (Alegria et al., 2009).

Longitudinal Interval Follow-Up Evaluation (LIFE; Keller et al., 1987)—The LIFE 

is an interviewer-administered assessment that collects detailed information on anxiety 

disorder symptoms during the follow-up period, psychosocial functioning, and treatment 

status, and is used at follow-up interviews to assess disorder course. The LIFE uses a 6-point 

psychiatric status rating (PSR) scale to indicate the severity of psychiatric symptoms, in 

which PSR of 1 indicates that the patient is asymptomatic, a PSR of 2 indicates that the 

patient has some mild symptoms, a PSR of 3 or 4 indicates that the participant does not meet 

full DSM-IV criteria for the disorder but still exhibits notable symptoms and impairment to 

a mild or moderate degree, respectively. A PSR of 5 or 6 indicates that the patient meets full 

DSM-IV criteria for the disorder with either moderate or severe functional impairment, 

respectively. The LIFE employs a change point method to anchor participant reports of 

symptom levels to relevant life events such as holidays and birthdays, resulting in weekly 

ratings of psychiatric symptom severity. Recovery in the present study was defined as at 

least a period of eight consecutive weeks at a PSR of 1 or 2. Recurrence was defined as 

meeting diagnostic criteria (PSR of 5 or 6) for at least two consecutive weeks (for GAD, for 

6 consecutive months) following recovery. Interrater reliability and long-term test-retest 

reliability for the LIFE PSR ratings have been found to be good to excellent for all anxiety 
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disorders and MDD (Warshaw, Keller, & Stout, 1994) in HARP-I. Interrater agreement on 

PSR values in HARP-II was found to be 65% for PD, 88% for GAD, 97% for SAD and 87% 

for MDD. The LIFE is also used to collect monthly information on functioning in a variety 

of areas including life satisfaction, global social adjustment, and global assessment of 

functioning (GAF), with good interrater reliability for these items with intraclass correlation 

coefficients ranging from .59 to .91 (Keller et al., 1987).

Demographics Questionnaire—This measure is used to obtain information on the 

participant’s self-reported race and ethnicity and variables such as age and employment.

Treatment History Questionnaire—This measure is used to assess participants’ 

psychiatric treatment history, including frequency and type of treatments received, and 

shows high interrater reliability (Keller et al., 1987). Reliability coefficients ranged from .91 

to 1.00 for all treatment modalities except atypical antidepressants, which had kappas in the .

66 to .86 range.

Rater Training and Supervision

Interviews were conducted by clinical interviewers with a bachelor’s or master’s degree in 

psychology or a related field. Interviewers complete a rigorous training program, which 

begins with studying instruments and watching training tapes. Interviewers then participate 

in a 1-2 day didactic session and review videotapes of interviews conducted by experienced 

interviewers. New interviewers then directly observe experienced interviewers and are 

themselves later directly observed by training supervisors. These interviews are also audio 

or video-recorded, for close review by training supervisors. Only after conducting at least 

three observed interviews, and being judged by training supervisors as competent, are new 

interviewers certified to collect data independently. After certification, all clinical 

interviewers remain closely supervised. HARP-II clinical staff review each diagnosis for 

each case enrolled in the study at a weekly meeting. The training supervisor monitors the 

ratings from each interviewer and provides feedback from periodic audio or video 

recordings.

Statistical Analyses

Data were analyzed using SPSS Version 16.0. Means, standard deviations, and frequencies 

were calculated. Standard survival analysis techniques and Kaplan-Meier life tables were 

used. Statistical comparisons of survival rates were conducted for each disorder examining 

the potential role of employment, education, income, receiving treatment at intake, being 

born in the U.S., and first language. Data for participants who were lost to follow-up were 

censored.

Results

Demographic Characteristics

Information on country of origin for the sample is presented in Table 1. The age range of the 

sample was 18-63 years (M = 34.65, SD = 10.98; see Table 2), with the majority female 

(70.5%) and about half single (52.5%). This was a relatively educated sample with most 
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participants reporting at least some college education (63.3%). However, over half of them 

were unemployed (51.3%) and income in this sample was extremely low with 49.6% 

reporting an annual income of less than $20,000.

Clinical Characteristics

Mean age of onset was 12.92 (SD = 5.51) for SAD, 20.52 (SD = 9.77) for GAD and 24.63 

(SD = 12.23) for PDA (see Table 3). A high percentage of participants reported a history of 

trauma (41.7%). Comorbidity was high in this sample (mean number of current Axis-I 

disorders was 3.47, SD = 1.67), especially with anxiety and mood disorders. Overall 

functioning of this sample was low, with a mean GAF score of 52.09 (SD = 6.86) and 

overall social adjustment (mean GSA score of 3.87, SD = 0.84 on a scale of 1-5) and life 

satisfaction (M = 3.15, SD = 0.69, on a scale of 1-5) were poor. History of suicide attempts 

and suicidal gestures in this sample was alarmingly high (38.1%). Only 46% of the sample 

was undergoing individual therapy, and 53.2% were taking medications at the time of 

intake.

Clinical Course of Anxiety Disorders and MDD

Mean self-reported duration of SAD in the sample was 21.00 years (SD = 12.96) prior to 

intake, with 97.7% reporting that their first episode remained current (N = 84). Participants 

with SAD (N = 48 at two-year follow-up) had a 0.07 probability of achieving full recovery 

over two years of follow-up (N = 3). Of the 3 participants who experienced a recovery, none 

had a recurrence by the end of the follow-up period. No significant differences in survival 

rates were found for employment (employed at intake vs. not); χ2 (1) = 0.18, p = .67, 

education (at least high school vs. greater than high school); χ2 (1) = 0.05, p = .83, income 

(<$20,000 per year vs >$20,000 per year); χ2 (1) = 0.43, p = .51, receiving any treatment at 

intake; χ2 (1) = 0.004, p = .95, being born in the U.S. (vs. foreign born); χ2 (1) = 0.04, p = .

84, or first language (English, Spanish or Bilingual); χ2 (2) = 0.93, p = .62.

Mean self-reported duration of GAD was 13.88 years (SD = 11.31) prior to intake. 93.3% (N 

= 84) reported that their first episode of GAD remained current to the time of intake. 

Participants with GAD (N = 56 at two-year follow-up) had a 0.14 probability of achieving 

full recovery over two years of follow-up (N = 8). Of the 8 participants who experienced 

recovery, 2 (25.0%) experienced a recurrence by the end of the follow-up period. No 

significant differences in survival rates were found for employment; χ2 (1) = 0.13, p = .72, 

education; χ2 (1) = 3.19, p = .07, income; χ2 (1) = 3.16, p = .08, receiving treatment at 

intake; χ2 (1) = 0.04, p = .85, being born in the U.S.; χ2 (1) = 1.13, p = .29, or first language; 

χ2 (2) = 2.13, p = .34.

Mean self-reported duration of PDA was 12.26 years (SD = 12.55) prior to intake, with 

93.5% (N = 58) reporting that their first episode remained current to the time of intake. 

Participants with PDA (N = 48 at two-year follow-up) had a 0.03 probability of achieving 

full recovery over two years of follow-up (N = 1). The one participant who experienced a 

recovery did not have a recurrence by the end of the follow-up period. No significant 

differences in survival rates were found for employment; χ2 (1) = 1.84, p = .18, education; 

χ2 (1) = 2.49, p = .12, income; χ2 (1) = 0.02, p = .89, receiving any treatment at intake; χ2 
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(1) = 0.56, p = .46, being born in the U.S.; χ2 (1) = 0.06, p = .80, or first language; χ2 (2) = 

1.75, p = .42.

At intake, 65 participants (46.1%) were also diagnosed with current MDD. Participants with 

MDD (N = 38 at two-year follow-up) had a 0.50 probability of achieving full recovery 

during the two years of follow-up (N = 18). Of the individuals that recovered, 4 participants 

(22.2%) had a recurrence by the end of the follow-up period. No significant differences in 

survival rates were found for employment; χ2 (1) = 0.04, p = .84, education; χ2 (1) = 0.56, p 

= .46, income; χ2 (1) = 1.73, p = .19, receiving any treatment at intake; χ2 (1) = 0.01, p = .

92, being born in the U.S.; χ2 (1) = 0.25, p = .62, or first language; :χ2 (2) = 1.34, p = .51.

Discussion

HARP-II is the first prospective, observational study of the course of anxiety disorders 

among Latinos. This study revealed markedly low recovery rates for anxiety disorders in 

this sample. HARP-II was modeled on the same methodology as HARP-I and PCAP, which 

provide comparison data in mostly non-Latino White samples. Although such comparisons 

must be done with caution in light of different recruitment methods, cohort effects, and 

differences in measures, it is noteworthy that the two-year recovery rates for anxiety 

disorders is much lower in HARP-II compared to the HARP-I and PCAP samples (see Table 

4). However, the recovery rates for major depressive disorder (MDD) over two years were 

similar in HARP-I and HARP-II (0.50 in HARP-II compared to approximately 0.48 in 

HARP-I for MDD; Bruce et al., 2005). These findings are the opposite of the pattern of 

results Breslau and colleagues (2005) reported, in which mood disorders (but not anxiety 

disorders) were found to be more persistent in Latinos than non-Latino Whites. However, as 

already noted, the validity of the Breslau finding is unclear due to it being based on a one-

time retrospective assessment of the duration of illness. The current study invokes the 

pressing question of whether there is something about the experience of anxiety disorders 

(but not MDD) among Latinos that makes them more insidious.

The importance of this question is further revealed as other variables in this study are 

considered. This sample was fairly well educated, and yet levels of employment and poverty 

were extremely high. Severity of illness and comorbidity was high, and functioning and 

social adjustment markedly poor, and yet treatment was underutilized. It may be argued that 

these survival rates are a function of socio-economic variables, such as poverty, or variables 

such as receiving therapy, being born in the U.S. and whether English was the participants′ 

first language. However, the lack of significant differences in survival rates as a function of 

these variables points to a different direction. Cultural factors (such as acculturative stress, 

perceived discrimination and immigration status) that are well-known from research on 

mental health in Latinos may be a part of the explanation. In addition, although being in 

treatment at intake did not predict course, it is possible that the quality of the treatment 

received may have been less, in general, compared to non-Latino Whites. Future research 

should aim at teasing apart these causal mechanisms and important mediators and 

moderators of clinical course.
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There are several strengths and weaknesses to this study. The observational design of this 

study precluded us being able to manipulate variables (e.g., treatment) which may contribute 

to the course of these disorders. On the other hand, HARP-II provides a view of what is 

taking place in the real world with respect to Latinos with anxiety disorders.This is not, 

however, an epidemiological study. This study uses a convenience sample of English-

speaking Latinos and the results may not generalize to all Latinos, especially when 

considering levels of English proficiency and poverty. It is important to emphasize this 

point, since the experience of psychiatric disorders in various subgroups of the Latino 

population may be different (Alegría et al., 2007). Strengths of this study include the 

prospective design, careful training of assessors, comprehensive clinical interviews with 

excellent psychometric properties and widely acknowledged definitions of concepts such as 

recovery.

In summary, this first prospective, observational study of anxiety disorders among Latinos 

indicates that the course of anxiety disorders (but not MDD) may be more persistent and 

impairing among Latinos than non-Latino Whites. Furthermore, the experience of anxiety 

disorders in this sample was marked by severe symptoms, low levels of functioning, and 

high levels of comorbidity. Future studies should identify the mechanisms underlying the 

chronicity of anxiety disorders in this population, which will be critical in treatment 

development efforts for anxiety disorders among Latinos.
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Figure 1. 
Cumulative Probability of Recovery in Latino-American Patients with GAD, SAD, PDA, 

and Comorbid MDD Over Two Years of Prospective Follow-up.
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