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Abstract

Objective—To assess gender differences in the epidemiology, comorbidity and treatment-

seeking patterns of DSM-IV Generalized Anxiety Disorder (GAD) in the United States.

Method—Data were derived from the 2001–2002 National Epidemiologic Survey on Alcohol 

and Related Conditions (NESARC), a large cross-sectional survey of a representative sample 

(N=43,093) of the U.S. population.

Results—The lifetime and twelve-month male:female prevalence ratios of DSM-IV GAD were 

1:1.9 and 1:2.2, respectively. Men with GAD had significantly higher rates of comorbid alcohol 

and drug use disorders, nicotine dependence, and antisocial personality disorder. Women with 

GAD had significantly higher rates of comorbid mood disorders (except bipolar disorder) and 

anxiety disorders (except social anxiety disorder). Men with GAD reported greater use of alcohol 

and non-prescription medications to help relieve GAD symptoms. GAD in women was associated 

with higher family history of depression. Disability associated with GAD was greater in women 

than in men. Rates of treatment-seeking for DSM-IV GAD were low for both genders, but 

particularly low among men.

Conclusion—There are significant gender differences in the prevalence, comorbidity pattern, 

sociodemographic and clinical correlates, course, and treatment-seeking rates of persons with 

DSM-IV GAD. Increased recognition and treatment of GAD, particularly among men, could lead 

to a substantial reductions in the societal and personal burden and improve the quality of life of 

those afflicted with this disorder.
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INTRODUCTION

In anticipation of the publication of the Diagnostic and Statistical Manual of Mental 

Disorders, 5th edition (DSM-V), the American Psychiatric Association has called attention 

to the need to examine gender similarities and differences in the anxiety disorders.1 

Generalized anxiety disorder (GAD) is a highly prevalent,2–4 chronic,5–9 disabling 

condition,2, 10, 11 often associated with other psychiatric disorders,2, 12 and with significant 

personal, societal and economic burden.13–15

Research in other anxiety disorders, including panic disorder, obsessive-compulsive 

disorder16 (OCD) and social anxiety disorder,17 has documented gender differences in 

prevalence, patterns of comorbidity, and rates of treatment-seeking. From the clinical point 

of view, gender-specific demographic characteristics, comorbidity, symptom presentation, 

and severity can help alert clinicians about the different presentations of the disorder, 

influence selection of target behaviors and the sequence of interventions, and address 

gender-specific issues related to the delivery of mental health services. From the 

epidemiological point of view, a better understanding of gender differences in GAD is also 

important because features of GAD that are invariant across genders are likely to be more 

central to the disorder. Gender differences in the phenomenology of GAD may be the result 

of core etiological mechanisms (e.g., genetic factors) that are expressed differently due 

environmental, cultural, sex-role orientation, or biological differences. Alternatively, they 

may be due to the presence of specific etiological factors (e.g., hormones) with differential 

influence across genders. Therefore, examination of gender differences in GAD may provide 

clues regarding similarities and differences in its etiology between men and women.

Data from epidemiological studies indicate that women have two to three times higher 

lifetime risk for GAD than men;1, 18 however, none of these studies has directly examined 

differences in the epidemiology of GAD by gender. Research in GAD has documented 

gender differences in clinical presentation, course, comorbidity, and pharmacologic 

treatment response.6, 7, 19–21 These data, derived from clinical samples, suggest that women 

with GAD have an earlier age of onset,6, 7, 20 report more somatic symptoms,20 tend to have 

lower rates of remission and relapse,6, 22 and exhibit higher rates of psychiatric 

comorbidity, 20 and poorer response to antidepressant treatment21 than men with GAD. 

Overall, female gender has been associated with having worse outcome of GAD.23 Those 

studies, however, were limited by their small sample sizes,20, 21 failure to use DSM-IV 

criteria,6, 7 and reliance on treatment-seeking samples.20, 21

Because much current knowledge about GAD is derived from clinical samples, it may not 

generalize to individuals with GAD in the community. Furthermore, these studies did not 

examine gender differences in risk factors, pattern of psychiatric and physical comorbidity, 

symptoms, disability, and treatment-seeking behaviors among persons with GAD.

In view of the limitations of prior research, we sought to assess for the first time data on 

gender differences in GAD in a nationally representative sample in the United States from 

the National Institute on Alcohol Abuse and Alcoholism’s (NIAAA) 2001–2002 National 

Epidemiologic Survey on Alcohol and Related Conditions (NESARC).24 The specific goals 
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of this study were: (1) to provide information on national prevalence estimates and 

sociodemographic characteristics of DSM-IV GAD stratified by gender; (2) to compare men 

and women with DSM-IV GAD with respect to rates of other psychopathology; and, (3) to 

investigate gender differences in the clinical presentation, course, associated disability, and 

treatment-seeking patterns of persons with DSM-IV GAD.

METHOD

NESARC Sample

The 2001–2002 NESARC surveyed a representative sample of the United States 

population.24 The target population was individuals age 18 years and older in the civilian 

noninstitutional population residing in households and group living quarters. The survey 

included residents of the continental United States, District of Columbia, Alaska and 

Hawaii. Face-to-face personal interviews were conducted with 43,093 respondents. The 

survey response rate was 81%. Blacks, Hispanics, and young adults (ages 18–24) were 

oversampled. The research protocol, including informed consent procedures, received full 

ethical review and approval from the U.S. Census Bureau and the U.S. Office of 

Management and Budget.

Interviewer Training

Interviews were conducted by approximately 1,800 professional interviewers from the US 

Census Bureau. On average, the interviewers had 5 years of experience working on census 

and other health-related national surveys. Training was standardized under the direction of 

the NIAAA. All interviewers completed in-person training at one of the US Census 

Bureau’s regional offices.

Assessment

Sociodemographic Measures—Sociodemographic measures included age, race-

ethnicity, nativity, marital status, urbanicity, and region of the country. Socioeconomic 

measures included education, personal and family income measured as categorical variables, 

and type of health insurance.

DSM-IV Diagnostic Interview—The diagnostic interview was the NIAAA Alcohol Use 

Disorder and Associated Disability Interview Schedule - DSM-IV version (AUDADIS-

IV).25 This diagnostic interview, designed for lay interviewers, was developed to advance 

measurement of substance use and mental disorders in large-scale surveys. The test-test 

reliability and validity of AUDADIS-IV measures of DSM-IV disorders have been reported 

elsewhere.26, 27

DSM-IV GAD—DSM-IV GAD was diagnosed when excessive anxiety and worry about a 

number of events or activities were present more days than not for at least 6 months, 

accompanied by difficulty controlling the worry and at least three of the six DSM-IV GAD 

somatic symptoms. Lifetime GAD was defined as having at least one episode of GAD over 

the life course. Respondents with an episode of GAD in the year preceding the interview 

were classified as having 12-month GAD. To be consistent with previous analyses of GAD 

Vesga-López et al. Page 3

J Clin Psychiatry. Author manuscript; available in PMC 2016 February 24.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



in the NESARC, 2 we included all cases of GAD regardless of temporal overlap with mood 

disorders. Diagnoses of GAD also required that the DSM-IV clinical significance criterion 

be met, that is, symptoms of the disorder must have caused clinically significant distress or 

impairment.

Other Psychiatric Disorders—Like GAD, other anxiety (panic disorder with and 

without agoraphobia, social anxiety disorder, and specific phobia) and mood (major 

depressive disorder [MDD], dysthymia, bipolar I, bipolar II) diagnoses in this report are 

DSM-IV primary diagnoses. Consistent with the way DSM-IV defines primary disorders, 

AUDADIS-IV “primary” diagnoses include mental disorders that are not due to the direct 

psychological effect of a substance (e.g. drug or medication) or a general medical condition. 

Primary does not imply that one disorder was more prominent, more distressing or had an 

earlier onset than a comorbid psychiatric disorder. All mood and other anxiety disorders 

satisfied the DSM-IV clinical significance criterion and MDD diagnoses also ruled out 

bereavement.

Consistent with DSM-IV, AUDADIS-IV diagnoses of alcohol abuse required a respondent 

to meet at least one of the four criteria defined for abuse in the 12-month period preceding 

the interview or previouslyand not meet criteria for dependence. Alcohol dependence 

diagnoses required at least three of the seven DSM-IV criteria for dependence during the 

past year or prior. For prior diagnoses of alcohol dependence, at least three criteria must 

have occurred within a 1-year period. Drug use disorder and nicotine dependence diagnoses 

used the same algorithms.

AUDADIS-IV assessments of DSM-IV personality disorders (PDs) have been described in 

detail previously.25 These include avoidant, dependent, obsessive-compulsive, paranoid, 

schizoid, histrionic and antisocial personality disorders. DSM-IV PD diagnoses require 

evaluating long-term patterns of functioning. AUDADIS-IV PD diagnoses were made 

accordingly. Respondents needed to endorse the required number of DSM-IV symptom 

items for the specific PD, with at least one symptom causing distress or social/occupational 

dysfunction.

Other Measures—Age of onset, number of episodes, duration of only or longest (if 

applicable) episode, and use of alcohol and/or drugs to help relieve symptoms of GAD were 

assessed among respondents with lifetime GAD. To examine the total number of lifetime 

episodes, respondents were asked how many separate times lasting at least 6 months they 

experienced the symptoms constituting the criteria for GAD. Respondents were additionally 

told that these periods had to be separated by at least 2 months without any GAD symptom 

to be considered separate.

Consistent with previous research,28 this study included variables that addressed the 

etiological complexity of internalizing disorders and are known risk factors for anxiety. The 

risk constructs specified were as follows: (1) predisposing genetic influences, here 

operationalized as family history of depression; (2) exposure to an adverse family 

environment, here operationalized as parental absence or separation from a biological parent 

before age 18; (3) parental loss due to death before age 18; (4) early-onset anxiety, here 
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operationalized as onset of any anxiety disorder before age 18; and (5) conduct disorder, 

here operationalized as childhood conduct problems. We also examined two adult risk 

measures that have featured prominently in the literature on anxiety29, 30: (1) stressful life 

events, here measured with 12 items from the Social Readjustment Rating Scale (e.g, fired 

from a job, forced to move)31 and (2) history of trauma and victimization in the past 12 

months, here assessed by self-report of having personally been the victim of a crime or 

attempted crime, such as: being beat up, mugged or attacked by a stranger or someone the 

person knew, being hit, threatened, or forced to have sex.

To examine the association between GAD and physical health status by gender, additional 

questions queried: (1) the presence of cardiovascular, gastrointestinal and rheumatoid 

medical disorders in the last 12 months, ascertained by asking the respondent if a doctor or 

another health professional had made the diagnosis of any of the aforementioned disorders, 

and (2) overall health status, assessed by self-report (e.g. in general, would you say your 

health is excellent, very good, fair or poor?). Twelve-month disability was assessed using 

the Social Functioning, Role Emotional Functioning, and Mental Health scores of the Short 

Form-12v2, a reliable and valid measure of impairment often used in population surveys.32

Finally, treatment seeking-rates and age at first treatment were ascertained among 

respondents with lifetime GAD. Respondents with pure lifetime GAD and GAD comorbid 

with other anxiety, mood and substance use disorders were classified as receiving treatment 

for their disorder if they ever: (1) visited a counselor, therapist, physician, or psychologist; 

(2) were a patient in a hospital for at least one night; (3) visited an emergency room; or (4) 

were prescribed psychotropic medication for a mental disorder.

Statistical Analysis

Weighted percentages and means were computed to derive prevalences, sociodemographic 

correlates and clinical characteristics of respondents with DSM-IV GAD. Logistic 

regression analyses yielded odds ratios (ORs), indicating measures of association between: 

(1) 12-month and lifetime GAD and sociodemographic correlates; (2) 12-month and lifetime 

GAD and other disorders, adjusted for sociodemographic characteristics; (3) lifetime GAD 

and other clinical correlates; and (4) lifetime GAD and mental health service utilization. 

Standard errors for all analyses were estimated using SUDAAN,33 a software package that 

adjusts for design characteristics of the survey.

To examine potential mediators of gender differences in disability associated with GAD, we 

further reanalyzed our data controlling for use of alcohol or drugs to relieve symptoms of 

GAD. To examine of gender differences in treatment-seeking, we conducted additional 

analyses controlling for psychiatric comorbidity, severity of GAD, and level of disability. 

All additional analyses are available upon request.

RESULTS

Prevalence and Sociodemographic Correlates

The lifetime prevalence rates of DSM-IV GAD were 2.8% for men and 5.3% for women, 

whereas the 12-month rates of GAD were 1.2% for men, and 2.7% for women. 
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Demographic characteristics of DSM-IV GAD stratified by gender are shown in Table 1. 

Among respondents with lifetime GAD and the subgroup with 12-month GAD, men were 

significantly less likely to be black, widowed, or older than age 65, and more likely than 

women with lifetime and 12-month GAD to fall within the higher personal income 

categories. Among respondents with 12-month GAD, men were significantly more likely 

than women to be US-born, and men with lifetime GAD were significantly more likely to 

have an annual family income between $35,000–69,000 and less likely to be from the South 

than women with lifetime GAD.

Comorbidity

Men with 12-month and lifetime GAD were significantly more likely than women to have 

any substance use disorder, any alcohol use disorder, drug dependence, and antisocial 

personality disorder, and less likely to have specific phobia. In addition, men with lifetime 

GAD were more likely to have nicotine dependence and drug abuse and significantly less 

likely to have panic disorder and any mood disorder, except bipolar disorder, than women 

with lifetime GAD (Table 2).

Course and Clinical Presentation

Mean age at onset of GAD was 32 in men and women. Men with lifetime GAD did not 

differ significantly from women with lifetime GAD in mean number of episodes or median 

duration of their longest episode (Table 3).

The clinical presentation of DSM-IV GAD differed significantly by gender. Among 

individuals with lifetime GAD, men reported use of alcohol, medication, and drugs 

significantly more often than women to help relieve GAD symptoms, and men were also 

more likely to report arguments or friction with relatives or friends as a result of the 

excessive worry. Women were significantly more likely to endorse a higher total number of 

criteria and more frequently reported being easily fatigued, irritable, and having muscle 

tension. Women also reported more autonomic, cardiovascular, respiratory and 

gastrointestinal symptoms than men.

Other Clinical and Health Correlates

Table 4 presents other clinical and physical health correlates, as well as associated measures 

of disability among respondents with lifetime GAD. Women were significantly more likely 

than men to report first-degree family history of depression and early onset anxiety. 

Moreover, lifetime GAD in women was significantly associated with lower mental health 

scores on the SF-12v2. There were no other significant differences.

Treatment Seeking

Mean ages at first treatment contact were 34.3 for men and 34.8 for women and were not 

significantly different. Overall, rates of treatment-seeking were very low and differed 

significantly by gender. Men were significantly less likely than women to seek any lifetime 

treatment, any outpatient treatment, or to use medication for GAD. Men with GAD and 

comorbid substance use disorders were more likely than women with GAD and comorbid 

substance use disorders to seek treatment for substance use disorder. Women with GAD and 
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comorbid anxiety and mood disorders were more likely than men with these comorbid 

disorders, to seek treatment for their comorbid disorders (Table 5).

Additional Analyses (available upon request)

To test whether gender differences in disability associated with GAD were mediated by 

differences in the presence of psychiatric comorbidity, we reanalyzed our disability data 

controlling for comorbid Axis I psychiatric disorders, which were significantly different 

between genders. Gender differences in social and emotional functioning, became non-

significant after adjusting for mood and anxiety disorders that differed in prevalence 

between men and women (i.e., MDD, dysthymia, and panic disorder). Additional 

adjustments for substance use disorders, and use of alcohol or drugs to help relieve 

symptoms of GAD did not result in any further changes in gender differences in disability 

associated with GAD.

To examine potential mediators of differences in treatment-seeking between men and 

women with GAD, we conducted analyses adjusting for the presence or absence of 

psychiatric comorbidity and severity of the disorder, operationalized as total number of 

criteria, and level of disability. Adjusting for comorbidity did not lead to changes in 

differences in rates of any lifetime treatment-seeking between men and women with GAD. 

Similarly, controlling for symptom severity and level of disability failed to reduce 

differences in treatment-seeking rates across genders.

DISCUSSION

This is the largest epidemiological study to date to collect data from a nationally 

representative sample of the general population on gender differences in DSM-IV GAD. 

Consistent with previous community surveys, the prevalence of GAD was significantly 

higher in women than in men. We emphasize three major results: (1) associations of GAD 

with other psychiatric disorders differed by gender, with men presenting with higher rates of 

substance use disorders, and women with higher rates of mood and other anxiety disorders; 

(2) men with GAD reported higher rates of use of alcohol and non-prescribed medications to 

help relieve symptoms of GAD, whereas women reported a higher number of criteria and 

related physical symptoms (i.e. autonomic, cardiovascular, respiratory, and gastrointestinal) 

and greater disability; and (3) treatment rates were low for both genders, but particularly 

among men.

Consistent with previous epidemiological 1 and clinical studies 6, 7 we found that that the 

prevalence of DSM-IV GAD was higher in women than men. Three complementary 

reasons, genetic factors, hormonal influences, and vulnerability to environmental stressors, 

are likely to contribute to this differential prevalence. First, twin studies indicate that the 

proportion of variance in risk for GAD explained by genetic factors is similar across 

genders.34–36 In conjunction with the overall higher prevalence of GAD (i.e., absolute risk) 

in women than men found in this and previous studies, the results from twin studies suggest 

that the absolute contribution of genetic factors to the risk for GAD is larger in women than 

in men. The higher frequency of individual and family history of depression (a disorder with 

close genetic links to GAD) among women than men with GAD documented in the present 
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study are also consistent with a larger absolute contribution of genetic factors to GAD in 

women. Second, other biological mechanisms such as abnormalities in the regulation of the 

hypothalamic-pituitary adrenal axis and the sympatho-adrenomedullar system, as well as 

female reproductive hormone cycle events, appear to have a significant influence on risk for, 

onset, and course of anxiety disorders throughout a woman's life and probably contribute to 

the differential risk of GAD across genders.37, 38 Third, previous studies have shown that 

women are more likely to suffer childhood sexual and physical abuse than men and might be 

more vulnerable to the development of psychopathology following these traumatic 

experiences.39, 40 Thus, the greater rates of these environmental factors in women might also 

contribute to a higher prevalence of GAD in women than in men. Overall, available data 

suggest that, although their prevalence and impact seem to be greater for women than men, 

the environmental risk factors for GAD are qualitatively similar across genders, providing 

some indirect indication of the validity of this disorder.

Consistent with studies of epidemiological samples,12 mood disorders and other anxiety 

disorders co-occurred more frequently in women than in men with lifetime GAD. Our study 

extends previous findings by documenting that men with lifetime and 12-month GAD were 

more likely than women to have comorbid substance use disorders and antisocial personality 

disorder. The prevalence of Axis I and II disorders differed among men and women with 

GAD. However, the patterns and strengths of associations were similar to those in the 

general population.41 This indicates that all gender-specific risk factors for GAD exert their 

effect through gender-specific increases in the prevalence of GAD, but their effect does not 

carry over to other psychiatric disorders. As a result, the presence of GAD does not amplify 

or buffer gender effects on the structure of psychiatric disorders in the community.35 As the 

process of formulating DSM-V progresses, it will important to continue to examine the 

robustness of such structure to gender effects (and the effects of other covariates, such as 

ethnicity) in other psychiatric disorders.

Contrasting with earlier clinical data6, 7, 20, 22 showing gender differences in the course of 

GAD, the NESARC found that men and women do not differ in age at onset, duration of 

longest episode or total number of GAD episodes during their lifetime. 22, 23, 42 Also in 

contrast with previous surveys43 and clinical studies6, 7, 44 suggesting that GAD episodes 

commonly persist for a decade or longer, we found GAD is better characterized by an 

intermittent course with several episodes (3.4 on average) of less than one year duration 

each. GAD may have a more continuous course among patients in primary care settings22 or 

specialized psychiatric care6 than in individuals with GAD in the community, who may have 

on average lower levels of severity and rates of comoribidity. Some differences across 

studies may also be attributable to different operationalizations of remission.

The NESARC found that women tended to endorse a higher number of criteria, to endorse 

some criteria preferentially, and to be more disabled than men. Men endorsed fewer of the 

the current diagnostic symptoms of GAD, and they more frequently reported having 

arguments or friction with family, friends or people at work, and use of alcohol or drugs to 

help relieve symptoms of GAD. Women with GAD more frequently reported being easily 

fatigued and experiencing muscle tension, irritability, and somatic symptoms, such as 

autonomic, respiratory and gastrointestinal disturbances. Two factors may partially account 

Vesga-López et al. Page 8

J Clin Psychiatry. Author manuscript; available in PMC 2016 February 24.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



for this differential pattern across genders: (1) diagnostic criteria are equally valid for men 

and women, but differences in symptom frequency arise from gender-specific patterns in the 

reporting of symptoms; or 2) current diagnostic criteria do not adequately embody the 

symptoms of men with GAD.

Data from previous studies suggest that increased symptom reporting in women is a generic 

phenomenon, rather than one restricted to certain symptoms, and is independent of 

psychiatric comorbidity.45, 46 However, no consistent gender-specific recall patterns have 

been reported that could lead to an artefactual female preponderance in the reporting of 

psychiatric symptoms. Differences in the number and type of criteria endorsed may also 

partly derive from patterns of socialization and gender role orientation.47 Girls and boys are 

socialized to develop gender-specific behaviors, traits, and skills. The expression of fear and 

anxiety may be more socially acceptable in women than men, which may lead to the 

endorsement of more criteria and more associated physical symptoms in women.47, 48 

Whereas these cultural factors encourage less stoicism and greater expressiveness among 

women, externalizing behaviors may be more acceptable in men, explaining the higher rates 

of self-medication symptoms and the reporting of more frequent arguments with relatives 

and friends. 49

An alternative explanation for the differential symptom pattern across genders may be that 

the current diagnostic criteria do not adequately characterize the symptoms of men with 

GAD. Our data indicate that men with GAD tend to have higher rates of substance use 

disorders and endorse more frequently arguments with family and friends, as well as use of 

substances to relieve their anxiety, all of which are externalizing behaviors. It is possible 

that other externalizing behavior, which have been described in some depressed 

individuals, 50, 51 such as reacting with anger to stress or minor annoyances, becoming 

easily angry or enraged with other people, being verbally abusive, and feeling out of control, 

may sometimes represent symptoms of anxiety in men. Field trials for DSM-V that include a 

broader array of symptoms may help determine whether those additional symptoms better 

capture the symptoms experienced by men. Item response theory analyses could help 

determine whether men and women with GAD have differential probabilities of endorsing 

particular symptoms, and their influence on prevalence estimates. Subsequently, factor 

analytic studies could help determine whether the latent structure of GAD is the same for 

men and women. These analyses would provide additional validation for DSM-IV GAD or 

suggest the need for modifications in DSM-V.

We also found that, despite their higher comorbidity with substance use disorders, men with 

GAD exhibited less mental health disability than women. Gender differences in disability 

and impairment related to GAD may be partially explained by mediating factors that help 

decrease its severity in men, or in turn contribute to greater severity in women. In this study, 

men with GAD were observed to have greater rates of use of alcohol or drugs to help relieve 

symptoms of anxiety. It is possible that self-medication could have been successful in 

reducing the otherwise greater disability associated with GAD, resulting in significant 

difference across genders. However, reanalyses of our disability data, first controlling for 

use of alcohol or drugs to help relieve symptoms of GAD, and then for comorbid substance 

use disorders, failed to find any significant changes in the observed differential pattern of 
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disability across genders. Because individuals with mood disorders, particularly MDD are 

more disabled than those with pure GAD, 10, 52, 53 we examined whether the greater 

disability in women with GAD could be explained by the significantly higher rate of 

comorbid mood disorders. Confirming previous studies, our results suggest that greater rates 

of comorbid mood disorders in women with GAD partially account for the greater 

impairment observed in this group. It is also possible that the SF-12 mental health score may 

assesses areas (e.g. social, emotional, and mental functioning) more highly valued by 

women than men, and whose impairment represents a more significant loss for women.54

The NESARC indicated a lack of treatment for individuals with GAD. At the time of 

interview, fewer than half of the individuals with GAD had sought treatment and, among 

those, the mean time to treatment-seeking was about two years, consistent with data from 

previous studies.55, 56 Consistent with findings in the general population 56–58 and clinical 

samples of individuals with anxiety disorders,59, 60 men were half as likely as women to 

make any mental health contact for the treatment of GAD and comorbid disorders. Several 

explanations could account for these differences. First, there may be gender-based reporting 

biases. However, previous studies have found that women are about twice as likely as men 

to make an outpatient mental health visit whether in self-reported58, 61 or record-based 62 

investigations. Second, previous studies have found that specific psychiatric disorders, and 

mental health-related disability are all strong independent and additive predictors of mental 

health services use in the United States.19, 58, 63 Therefore, gender differences in treatment-

seeking rates could be due to differential comorbidity in men and women. However, our 

reanalyses of treatment-seeking data adjusting for comorbidity failed to find any significant 

changes in the differences in rates of lifetime treatment-seeking. Alternatively, differences in 

treatment-seeking could be due to variations in level of need across genders, as measured by 

the number of criteria endorsed or level of disability. However, reexamination of our 

treatment data controlling for symptom severity and level of disability also failed to find any 

reduction in differences in treatment-seeking rates across genders.

Finally, attitudinal differences could lead to differences in treatment-seeking.63–65 The 

NESARC did not assess attitudes towards treatment of anxiety disorders. However, 

unpublished data from the NESARC suggest that men are more likely than women to report 

blood-injection-injury fears (all additional analyses available upon request). To the extent 

that some men may associate these situations with health care or may generalize those 

attitudes towards other aspects of treatment, those fears may contribute to delays in 

treatment-seeking. Some men may also see their symptoms and treatment-seeking as a form 

of weakness, which may further contribute to lower treatment rates. The overall higher 

contact of women with the health care system related to their reproductive health66 may also 

positively model women’s treatment-seeking attitudes and behavior, and those attitudes may 

extend to mental health care. At issue is the question of whether the remaining gender 

difference in use represents an unmet need for care for men and/or inappropriate use for 

women. Although the magnitude of the difference is not large, the absolute number of 

individuals affected is large, given the distribution of men and women in the population. 

From the perspective of allocating resources relative to need, these questions merit further 

study in different settings and for different providers.
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Our study has the limitations common to most large-scale surveys. First, because the 

NESARC sample only included civilian households and group quarters populations 18 years 

and older, information was unavailable on adolescents or individuals in prison. Second, the 

cross-sectional design does not permit elucidation of the impact of the risk of chronicity and 

disability in GAD conferred by gender and comorbid conditions. Similarly, this cross-

sectional design limits the examination of the close relation between GAD and MDD. More 

prospective longitudinal research about cumulative and sequential comorbidity has been 

called for to fill the void of developmental information in the DSM-IV.

Despite these limitations, the NESARC constitutes the largest nationally representative 

survey to date to examine information on gender differences in individuals with GAD. Our 

study indicates that women have a higher lifetime risk than men of developing GAD, have 

greater associated disability, have distinct symptomatic and comorbidity patterns, and are 

more likely to seek treatment. Overall, our findings suggest that men might tend to express 

their anxiety more often than women through externalizing behaviors. Additional items 

assessing externalizing behaviors could be considered to better characterize symptoms of 

GAD in men, and validated using psychometric techniques as well as the criteria proposed 

by Robbins and Guze.67 GAD may represent a continuum of symptoms whose distribution 

varies by gender and has been incompletely evaluated to date. In turn, a new 

characterization of GAD may lead to a reconsideration of its place in the broader spectrum 

of psychopathology, which could possibly differ for men and women. Finally, health care 

initiatives geared towards increasing recognition and treatment of individuals with GAD, 

particularly among men, could lead to a substantial reductions in the societal and personal 

burden of GAD and improve the quality of life of those afflicted with this disorder.

Acknowledgments

Financial Support

Supported by NIH grants DA019606, DA020783, DA023200 and MH076051 (Dr. Blanco), DA019606-01A2S1 
(Mr. Wang) and AA014223 (Dr. Hasin), a grant from the American Foundation for Suicide Prevention (Dr. 
Blanco), and the New York State Psychiatric Institute (Drs. Blanco, Hasin and Schneier). The NESARC was 
funded by the National Institute on Alcohol Abuse and Alcoholism (NIAAA) with supplemental support from the 
National Institute on Drug Abuse (NIDA), Baltimore, Md.

REFERENCES

1. Grant, BF.; Weissman, MM. Gender and the prevalence of psychiatric disorders. In: Narrow, W.; 
First, M.; Sirovatka, M., et al., editors. Age and Gender Considerations in Psychiatric Diagnosis. 
Arlington, VA: American Psychiatric Association; 2007. p. 31-45.

2. Grant BF, Hasin DS, Stinson FS, et al. Prevalence, correlates, co-morbidity, and comparative 
disability of DSM-IV generalized anxiety disorder in the USA: Results from the National 
Epidemiologic Survey on Alcohol and Related Conditions. Psychol Med. 2005; 35:1747–1759. 
[PubMed: 16202187] 

3. Kessler RC, McGonagle KA, Zhao S, et al. Lifetime and 12-month prevalence of DSM-III-R 
psychiatric disorders in the United States: Results from the National Comorbidity Survey. Arch Gen 
Psychiatry. 1994; 51:8–19. [PubMed: 8279933] 

4. Kessler RC, Chiu WT, Demler O, et al. Prevalence, severity, and comorbidity of 12-month DSM-IV 
disorders in the National Comorbidity Survey Replication. Arch Gen Psychiatry. 2005; 62:617–627. 
[PubMed: 15939839] 

Vesga-López et al. Page 11

J Clin Psychiatry. Author manuscript; available in PMC 2016 February 24.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



5. Wittchen HU, Hoyer J. Generalized anxiety disorder: nature and course. J Clin Psychiatry. 2001; 
62(11, suppl):15–19. [PubMed: 11414546] 

6. Yonkers KA, Bruce SE, Dyck IR, et al. Chronicity, relapse, and illness course of panic disorder, 
social phobia, and generalized anxiety disorder: findings in men and women from 8 years of follow-
up. Depress Anxiety. 2003; 17:173–179. [PubMed: 12768651] 

7. Yonkers KA, Warshaw MG, Massion AO, et al. Phenomenology and course of generalized anxiety 
disorder. Br J Psychiatry. 1996; 168:308–313. [PubMed: 8833684] 

8. Woodman CL, Noyes R, Black DW, et al. A 5-year follow-up study of generalized anxiety disorder 
and panic disorder. J Nerv Ment Dis. 1999; 187:3–9. [PubMed: 9952247] 

9. Bruce SE, Yonkers KA, Otto MW, et al. Influence of psychiatric comorbidity on recovery and 
recurrence in generalized anxiety disorder, social phobia, and panic disorder: a 12-year prospective 
study. Am J Psychiatry. 2005; 162:1179–1187. [PubMed: 15930067] 

10. Wittchen HU, Carter RM, Pfister H, et al. Disabilities and quality of life in pure and comorbid 
generalized anxiety disorder and major depression in a national survey. Int Clin Psychopharmacol. 
2000; 15:319–328. [PubMed: 11110007] 

11. Kessler RC, Keller MB, Wittchen HU. The epidemiology of generalized anxiety disorder. 
Psychiatr Clin North Am. 2001; 24:19–39. [PubMed: 11225507] 

12. Wittchen HU, Zhao S, Kessler RC, et al. DSM-III-R generalized anxiety disorder in the National 
Comorbidity Survey. Arch Gen Psychiatry. 1994; 51:355–364. [PubMed: 8179459] 

13. Wittchen HU. Generalized anxiety disorder: prevalence, burden, and cost to society. Depress 
Anxiety. 2002; 16:162–171. [PubMed: 12497648] 

14. Lepine JP. The epidemiology of anxiety disorders: prevalence and societal costs. J Clin Psychiatry. 
2002; 63(14, suppl):4–8. [PubMed: 12562112] 

15. Moffitt TE, Harrington H, Caspi A, et al. Depression and generalized anxiety disorder: cumulative 
and sequential comorbidity in a birth cohort followed prospectively to age 32 years. Arch Gen 
Psychiatry. 2007; 64:651–660. [PubMed: 17548747] 

16. Bogetto F, Venturello S, Albert U, et al. Gender-related clinical differences in obsessive-
compulsive disorder. Eur Psychiatry. 1999; 14:434–441. [PubMed: 10683629] 

17. Turk CL, Heimberg RG, Orsillo SM, et al. An investigation of gender differences in social phobia. 
J Anxiety Disord. 1998; 12:209–223. [PubMed: 9653680] 

18. Hunt C, Issakidis C, Andrews G. DSM-IV generalized anxiety disorder in the Australian National 
Survey of Mental Health and Well-Being. Psychol Med. 2002; 32:649–659. [PubMed: 12102379] 

19. Bland RC, Newman SC, Orn H. Help-seeking for psychiatric disorders. Can J Psychiatry. 1997; 
42:935–942. [PubMed: 9429063] 

20. Steiner M, Allgulander C, Ravindran A, et al. Gender differences in clinical presentation and 
response to sertraline treatment of generalized anxiety disorder. Hum Psychopharmacol. 2005; 
20:3–13. [PubMed: 15551351] 

21. Simon NM, Zalta AK, Worthington JJ 3rd, et al. Preliminary support for gender differences in 
response to fluoxetine for generalized anxiety disorder. Depress Anxiety. 2006; 23:373–376. 
[PubMed: 17068858] 

22. Rodriguez BF, Weisberg RB, Pagano ME, et al. Characteristics and predictors of full and partial 
recovery from generalized anxiety disorder in primary care patients. J Nerv Ment Dis. 2006; 
194:91–97. [PubMed: 16477186] 

23. Rubio G, Lopez-Ibor JJ. Generalized anxiety disorder: a 40-year follow-up study. Acta Psychiatr 
Scand. 2007; 115:372–379. [PubMed: 17430415] 

24. Grant, B.; Moore, T.; Shepard, J., et al. [Accessed May 26, 2007] Source and Accuracy Statement: 
Wave1 National Epidemiolgyc Survey on Alcohol and Related Conditions (NESARC). http://
niaaa.census.gov/pdfs/source_and_accuracy_statement.pdf.

25. Grant, BF.; Dawson, DA.; Hasin, DS. The Alcohol Use Disorder and Associated Disabilites 
Schedule-DSM-IV Version. Bethesda, Md: National Institute on Alcohol Abuse and Alcoholism; 
2001. 

26. Grant BF, Dawson DA, Stinson FS, et al. The Alcohol Use Disorder and Associated Disabilities 
Interview Schedule-IV (AUDADIS-IV): reliability of alcohol consumption, tobacco use, family 

Vesga-López et al. Page 12

J Clin Psychiatry. Author manuscript; available in PMC 2016 February 24.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

http://niaaa.census.gov/pdfs/source_and_accuracy_statement.pdf
http://niaaa.census.gov/pdfs/source_and_accuracy_statement.pdf


history of depression and psychiatric diagnostic modules in a general population sample. Drug 
Alcohol Depend. 2003; 71:7–16. [PubMed: 12821201] 

27. Ruan WJ, Goldstein RB, Chou SP, et al. The Alcohol Use Disorder and Associated Disabilities 
Interview Schedule-IV (AUDADIS-IV): Reliability of new psychiatric diagnostic modules and 
risk factors in a general population sample. Drug Alcohol Depend. 2008; 92:27–36. [PubMed: 
17706375] 

28. Moffitt TE, Caspi A, Harrington H, et al. Generalized anxiety disorder and depression: childhood 
risk factors in a birth cohort followed to age 32. Psychol Med. 2007; 37:441–452. [PubMed: 
17201999] 

29. Kendler KS, Hettema JM, Butera F, et al. Life event dimensions of loss, humiliation, entrapment, 
and danger in the prediction of onsets of major depression and generalized anxiety. Arch Gen 
Psychiatry. 2003; 60:789–796. [PubMed: 12912762] 

30. Finlay-Jones R, Brown GW. types of stressful life event and the onset of anxiety and depressive 
disorders. Psychol Med. 1981; 11:803–815. [PubMed: 7323236] 

31. Holmes TH, Rahe RH. The Social Readjustment Rating Scale. J Psychosom Res. 1967; 11:213–
218. [PubMed: 6059863] 

32. Ware, J.; Kosinski, M.; Turner-Bowker, D. How to score Version 2 of the SF-12 Health Survey. 
Lincoln, RI: Quality Metric; 2002. 

33. Research Triangle Institute. Software for Survey Data Analysis (SUDAAN) Version 9.0. Research 
Triangle Park, NC: Research Triangle Institute; 2004. 

34. Hettema JM, Prescott CA, Kendler KS. A population-based twin study of generalized anxiety 
disorder in men and women. J Nerv Ment Dis. 2001; 189:413–420. [PubMed: 11504317] 

35. Kendler KS, Prescott CA, Myers J, et al. The structure of genetic and environmental risk factors 
for common psychiatric and substance use disorders in men and women. Arch Gen Psychiatry. 
2003; 60:929–937. [PubMed: 12963675] 

36. Kendler KS, Neale MC, Kessler RC, et al. Generalized anxiety disorder in women. A population-
based twin study. Arch Gen Psychiatry. 1992; 49:267–272. [PubMed: 1558460] 

37. Seeman MV. Psychopathology in women and men: focus on female hormones. Am J Psychiatry. 
1997; 154:1641–1647. [PubMed: 9396940] 

38. Altemus M. Sex differences in depression and anxiety disorders: potential biological determinants. 
Horm Behav. 2006; 50:534–538. [PubMed: 16920114] 

39. Mancini C, Van Ameringen M, MacMillan H. Relationship of childhood sexual and physical abuse 
to anxiety disorders. J Nerv Ment Dis. 1995; 183:309–314. [PubMed: 7745385] 

40. Stein MB, Walker JR, Anderson G, et al. Childhood physical and sexual abuse in patients with 
anxiety disorders and in a community sample. Am J Psychiatry. 1996; 153:275–277. [PubMed: 
8561213] 

41. Conway KP, Compton W, Stinson FS, et al. Lifetime comorbidity of DSM-IV mood and anxiety 
disorders and specific drug use disorders: results from the National Epidemiologic Survey on 
Alcohol and Related Conditions. J Clin Psychiatry. 2006; 67:247–257. [PubMed: 16566620] 

42. Wetherell JL, Thorp SR, Patterson TL, et al. Quality of life in geriatric generalized anxiety 
disorder: a preliminary investigation. J Psychiatr Res. 2004; 38:305–312. [PubMed: 15003436] 

43. Blazer, D.; Hughes, D.; George, L., et al. Generalized Anxiety Disorder. In: Robins, L.; Regier, D., 
editors. Psychiatric Disorders in America: The Epidemiologic Catchment Area Study. New York, 
NY: The Free Press; 1991. 

44. Mancuso DM, Townsend MH, Mercante DE. Long-term follow-up of generalized anxiety disorder. 
Compr Psychiatry. 1993; 34:441–446. [PubMed: 8131391] 

45. Kroenke K, Spitzer RL. Gender differences in the reporting of physical and somatoform 
symptoms. Psychosom Med. 1998; 60:150–155. [PubMed: 9560862] 

46. Leach LS, Christensen H, Mackinnon AJ. Gender differences in the endorsement of symptoms for 
depression and anxiety: are gender-biased items responsible? J Nerv Ment Dis. 2008; 196:128–
135. [PubMed: 18277221] 

47. Muris P, Meesters C, Knoops M. The relation between gender role orientation and fear and anxiety 
in nonclinic-referred children. J Clin Child Adolesc Psychol. 2005; 34:326–332. [PubMed: 
15901233] 

Vesga-López et al. Page 13

J Clin Psychiatry. Author manuscript; available in PMC 2016 February 24.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



48. Silverstein B, Lynch A. Gender differences in depression: The role played by paternal attitudes of 
male superiority and maternal modeling of gender-related limitations. Sex roles. 1998; 38:539–
555.

49. Levin, Y.; Sanacora, G. Grant, J.; Potenza, M. Textbook of Men's Mental Health. Washington, DC: 
American Psychiatric Publishing, Inc.; 2007. Depression; p. 93-117.

50. Gould RA, Ball S, Kaspi SP, et al. Prevalence and correlates of anger attacks: a two site study. J 
Affect Disord. 1996; 39:31–38. [PubMed: 8835651] 

51. Fava M, Rosenbaum JF. Anger attacks in depression. Depress Anxiety. 1998; 8(1, suppl):59–63. 
[PubMed: 9809215] 

52. Kessler RC. The epidemiology of pure and comorbid generalized anxiety disorder: a review and 
evaluation of recent research. Acta Psychiatr Scand Suppl. 2000:7–13. [PubMed: 11131470] 

53. Kessler RC, Berglund PA, Dewit DJ, et al. Distinguishing generalized anxiety disorder from major 
depression: prevalence and impairment from current pure and comorbid disorders in the US and 
Ontario. Int J Methods Psychiatr Res. 2002; 11:99–111. [PubMed: 12459823] 

54. Frostholm L, Oernboel E, Christensen KS, et al. Do illness perceptions predict health outcomes in 
primary care patients? A 2-year follow-up study. J Psychosom Res. 2007; 62:129–138. [PubMed: 
17270570] 

55. Bruffaerts R, Bonnewyn A, Demyttenaere K. Delays in seeking treatment for mental disorders in 
the Belgian general population. Soc Psychiatry Psychiatr Epidemiol. 2007; 42:937–944. [PubMed: 
17676251] 

56. Wang PS, Berglund P, Olfson M, et al. Failure and delay in initial treatment contact after first 
onset of mental disorders in the National Comorbidity Survey Replication. Arch Gen Psychiatry. 
2005; 62:603–613. [PubMed: 15939838] 

57. Wang PS, Lane M, Olfson M, et al. Twelve-month use of mental health services in the United 
States: results from the National Comorbidity Survey Replication. Arch Gen Psychiatry. 2005; 
62:629–640. [PubMed: 15939840] 

58. Katz SJ, Kessler RC, Frank RG, et al. The use of outpatient mental health services in the United 
States and Ontario: the impact of mental morbidity and perceived need for care. Am J Public 
Health. 1997; 87:1136–1143. [PubMed: 9240103] 

59. Rhodes AE, Goering PN, To T, et al. Gender and outpatient mental health service use. Soc Sci 
Med. 2002; 54:1–10. [PubMed: 11820673] 

60. Rhodes AE, Lin E, Mustard CA. Self-reported use of mental health services versus administrative 
records: should we care? Int J Methods Psychiatr Res. 2002; 11:125–133. [PubMed: 12459825] 

61. Leaf PJ, Livingston MM, Tischler GL, et al. Contact with health professionals for the treatment of 
psychiatric and emotional problems. Med Care. 1985; 23:1322–1337. [PubMed: 4087948] 

62. Wallen J, Roddy P, Meyers SM. Male-female differences in mental health visits under cost-
sharing. Health Serv Res. 1986; 21:341–350. [PubMed: 3721876] 

63. Leaf PJ, Bruce ML. Gender differences in the use of mental health-related services: a re-
examination. J Health Soc Behav. 1987; 28:171–183. [PubMed: 3611703] 

64. Leaf PJ, Bruce ML, Tischler GL, et al. The relationship between demographic factors and attitudes 
toward mental health services. J Community Psychol. 1987; 15:275–284. [PubMed: 10281769] 

65. Cleary PD, Mechanic D, Greenley JR. Sex differences in medical care utilization: an empirical 
investigation. J Health Soc Behav. 1982; 23:106–119. [PubMed: 7108177] 

66. Machlin, SR.; Rhode, F. [Accessed November 5, 2007] Health care expenses for uncomplicated 
pregnancies. http://www.meps.ahrq.gov/mepsweb/data_files/publications/rf27/rf27.pdf.

67. Robins E, Guze SB. Establishment of diagnostic validity in psychiatric illness: its application to 
schizophrenia. Am J Psychiatry. 1970; 126:983–987. [PubMed: 5409569] 

Vesga-López et al. Page 14

J Clin Psychiatry. Author manuscript; available in PMC 2016 February 24.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

http://www.meps.ahrq.gov/mepsweb/data_files/publications/rf27/rf27.pdf


A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Vesga-López et al. Page 15

T
ab

le
 1

Pr
ev

al
en

ce
 a

nd
 s

oc
io

de
m

og
ra

ph
ic

 c
ha

ra
ct

er
is

tic
s 

of
 1

2-
m

on
th

 a
nd

 li
fe

tim
e 

D
SM

-I
V

 G
en

er
al

iz
ed

 A
nx

ie
ty

 D
is

or
de

r 
by

 g
en

de
r.

12
-M

on
th

 G
A

D
 (

n=
89

4)
L

if
et

im
e 

G
A

D
 (

n=
1,

75
7)

M
al

e 
(n

=2
32

)
F

em
al

e 
(n

=6
62

)
O

R
95

%
C

I
M

al
e 

(n
=5

02
)

F
em

al
e 

(n
=1

,2
55

)
O

R
95

%
C

I
%

95
%

C
I

%
95

%
C

I
%

95
%

C
I

%
95

%
C

I

R
ac

e/
E

th
ni

ci
ty

W
hi

te
78

.5
71

.4
84

.3
74

.0
69

.0
78

.5
1.

0
1.

0
1.

0
81

.0
76

.2
85

.0
78

.0
74

.2
81

.3
1.

0
1.

0
1.

0

B
la

ck
5.

8
3.

5
9.

4
11

.9
9.

2
15

.3
0.

5
0.

3
0.

8
4.

9
3.

3
7.

1
9.

7
7.

9
11

.8
0.

5
0.

3
0.

8

A
si

an
 &

 N
at

iv
e 

A
m

er
ic

an
5.

5
2.

9
10

.3
4.

9
3.

0
7.

9
1.

1
0.

5
2.

5
6.

5
4.

3
9.

9
4.

6
3.

2
6.

6
1.

4
0.

8
2.

4

H
is

pa
ni

c
10

.1
5.

9
16

.9
9.

1
6.

4
12

.9
1.

0
0.

5
2.

1
7.

6
4.

9
11

.6
7.

7
5.

7
10

.5
1.

0
0.

6
1.

6

U
S 

B
or

n

Y
es

96
.1

92
.9

97
.9

90
.1

86
.2

93
.0

2.
7

1.
3

5.
4

93
.4

89
.9

95
.7

91
.5

88
.6

93
.7

1.
3

0.
8

2.
2

N
o

3.
9

2.
1

7.
1

9.
9

7.
0

13
.8

1.
0

1.
0

1.
0

6.
6

4.
3

10
.1

8.
5

6.
3

11
.4

1.
0

1.
0

1.
0

A
ge

18
–2

9
26

.4
20

.3
33

.7
19

.8
16

.4
23

.6
1.

0
1.

0
1.

0
17

.8
13

.6
23

.0
16

.3
14

.0
18

.9
1.

0
1.

0
1.

0

30
–4

4
36

.5
29

.2
44

.5
38

.5
34

.0
43

.3
0.

7
0.

4
1.

1
33

.5
28

.3
39

.1
34

.4
31

.3
37

.7
0.

9
0.

6
1.

3

45
–6

4
32

.6
26

.3
39

.8
32

.2
27

.9
36

.9
0.

8
0.

5
1.

2
41

.8
36

.2
47

.6
37

.6
34

.4
40

.9
1.

0
0.

7
1.

5

65
+

4.
3

2.
5

7.
7

9.
5

7.
3

12
.3

0.
4

0.
2

0.
7

6.
9

4.
8

9.
8

11
.7

10
.0

13
.8

0.
5

0.
3

0.
9

E
du

ca
ti

on

<
 H

ig
h 

Sc
ho

ol
21

.6
14

.9
30

.5
15

.4
12

.4
18

.9
1.

7
1.

0
3.

0
15

.5
11

.7
20

.2
13

.3
11

.1
15

.7
1.

2
0.

8
1.

8

H
ig

h 
Sc

ho
ol

34
.6

27
.4

42
.7

31
.9

27
.4

36
.7

1.
3

0.
9

2.
0

28
.5

23
.7

33
.7

31
.3

28
.0

34
.7

0.
9

0.
7

1.
2

C
ol

le
ge

43
.6

35
.8

51
.9

52
.8

48
.0

57
.6

1.
0

1.
0

1.
0

56
.1

50
.5

61
.5

55
.5

51
.6

59
.3

1.
0

1.
0

1.
0

In
di

vi
du

al

$0
–$

19
99

9
45

.2
37

.3
53

.4
66

.3
61

.6
70

.7
1.

0
1.

0
1.

0
35

.9
30

.6
41

.6
60

.3
56

.6
63

.8
1.

0
1.

0
1.

0

$2
00

00
–$

34
99

9
24

.4
17

.9
32

.4
18

.7
15

.1
23

.0
1.

9
1.

2
3.

2
22

.8
18

.7
27

.5
20

.5
18

.0
23

.3
1.

9
1.

3
2.

6

$3
50

00
-$

69
99

9
23

.3
17

.6
30

.4
12

.5
9.

7
15

.9
2.

8
1.

7
4.

4
30

.5
25

.7
35

.7
15

.9
13

.4
18

.9
3.

2
2.

3
4.

5

$7
00

00
+

6.
9

3.
9

12
.1

2.
5

1.
3

4.
8

4.
1

1.
6

10
.7

10
.8

7.
9

14
.7

3.
3

2.
2

4.
8

5.
6

3.
2

9.
5

F
am

ily
 I

nc
om

e

$0
–$

19
99

9
29

.7
22

.6
38

.0
34

.6
30

.4
39

.0
1.

0
1.

0
1.

0
22

.4
18

.0
27

.3
30

.0
27

.0
33

.2
1.

0
1.

0
1.

0

$2
00

00
–$

34
99

9
21

.8
15

.7
29

.6
21

.7
18

.0
26

.0
1.

2
0.

7
2.

0
20

.0
15

.9
24

.9
19

.9
17

.5
22

.6
1.

4
0.

9
2.

0

J Clin Psychiatry. Author manuscript; available in PMC 2016 February 24.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Vesga-López et al. Page 16

12
-M

on
th

 G
A

D
 (

n=
89

4)
L

if
et

im
e 

G
A

D
 (

n=
1,

75
7)

M
al

e 
(n

=2
32

)
F

em
al

e 
(n

=6
62

)
O

R
95

%
C

I
M

al
e 

(n
=5

02
)

F
em

al
e 

(n
=1

,2
55

)
O

R
95

%
C

I
%

95
%

C
I

%
95

%
C

I
%

95
%

C
I

%
95

%
C

I

$3
50

00
–$

69
99

9
34

.8
26

.9
43

.8
27

.2
23

.1
31

.6
1.

5
0.

9
2.

4
33

.4
31

.0
42

.2
29

.8
26

.8
33

.0
1.

6
1.

2
2.

3

$7
00

00
+

13
.5

9.
2

19
.4

16
.6

13
.1

20
.7

1.
0

0.
5

1.
7

21
.2

17
.1

26
.1

20
.3

16
.8

24
.3

1.
4

0.
9

2.
2

M
ar

it
al

 S
ta

tu
s

M
ar

ri
ed

57
.2

49
.0

65
.2

49
.2

44
.6

53
.9

1.
0

1.
0

1.
0

60
.8

55
.6

65
.7

52
.1

48
.7

55
.4

1.
0

1.
0

1.
0

W
id

ow
ed

18
.0

13
.4

23
.7

31
.9

28
.0

35
.9

0.
5

0.
3

0.
8

19
.2

15
.9

23
.1

33
.0

30
.3

35
.9

0.
5

0.
4

0.
7

N
ev

er
 M

ar
ri

ed
24

.7
18

.2
32

.7
18

.9
15

.7
22

.6
1.

1
0.

7
1.

8
20

.0
16

.0
24

.8
14

.9
12

.7
17

.4
1.

2
0.

8
1.

6

U
rb

an
ic

it
y

U
rb

an
72

.7
63

.3
80

.5
79

.3
73

.8
83

.8
1.

0
1.

0
1.

0
75

.4
68

.7
81

.0
79

.7
75

.4
83

.4
1.

0
1.

0
1.

0

R
ur

al
27

.3
19

.5
36

.7
20

.8
16

.2
26

.2
1.

4
0.

9
2.

3
24

.6
19

.0
31

.3
20

.3
16

.6
24

.6
1.

3
0.

9
1.

8

R
eg

io
n

N
or

th
ea

st
16

.4
10

.9
23

.8
17

.0
11

.4
24

.7
0.

7
0.

4
1.

3
15

.7
10

.8
22

.2
17

.2
11

.6
24

.7
0.

7
0.

5
1.

1

M
id

w
es

t
28

.8
20

.3
39

.0
26

.9
20

.9
33

.8
0.

8
0.

5
1.

4
29

.1
21

.9
37

.5
27

.5
21

.6
34

.3
0.

8
0.

6
1.

2

So
ut

h
27

.9
20

.1
37

.3
36

.1
29

.2
43

.6
0.

6
0.

3
1.

0
26

.8
20

.5
34

.2
33

.5
27

.6
40

.0
0.

6
0.

4
0.

9

W
es

t
27

.0
18

.1
38

.3
20

.1
13

.8
28

.3
1.

0
1.

0
1.

0
28

.5
20

.6
37

.9
21

.8
16

.0
29

.1
1.

0
1.

0
1.

0

In
su

ra
nc

e

Pu
bl

ic
20

.7
13

.8
29

.9
20

.0
16

.7
23

.7
1.

1
0.

7
2.

0
14

.8
11

.2
19

.5
18

.2
15

.7
20

.9
0.

8
0.

6
1.

2

Pr
iv

at
e

54
.6

46
.2

62
.8

60
.4

55
.7

64
.9

1.
0

1.
0

1.
0

63
.7

58
.4

68
.8

64
.2

60
.6

67
.7

1.
0

1.
0

1.
0

N
o 

In
su

ra
nc

e
24

.7
17

.9
33

.0
19

.7
16

.1
23

.8
1.

4
0.

9
2.

2
21

.4
17

.2
26

.4
17

.6
14

.9
20

.7
1.

2
0.

9
1.

7

J Clin Psychiatry. Author manuscript; available in PMC 2016 February 24.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Vesga-López et al. Page 17

T
ab

le
 2

L
if

et
im

e 
an

d 
T

w
el

ve
-m

on
th

 p
re

va
le

nc
e 

an
d 

ad
ju

st
ed

 r
is

k 
of

 D
SM

-I
V

 G
en

er
al

iz
ed

 A
nx

ie
ty

 D
is

or
de

r 
an

d 
ot

he
r 

ps
yc

hi
at

ri
c 

di
so

rd
er

s 
by

 g
en

de
r.

12
-M

on
th

 G
A

D
 (

n=
89

4)
L

if
et

im
e 

G
A

D
 (

n=
1,

75
7)

M
al

e 
(n

=2
32

)
F

em
al

e 
(n

=6
62

)
O

R
M

al
e 

(n
=5

02
)

F
em

al
e 

(n
=1

,2
55

)
O

R

%
(C

I)
%

(C
I)

(C
I)

%
(C

I)
%

(C
I)

(C
I)

A
ny

 P
sy

ch
ia

tr
ic

 D
is

or
de

ra
89

.8
82

.1
94

.5
89

.7
86

.4
92

.3
1.

0
0.

5
2.

1
96

.1
93

.1
97

.8
94

.4
92

.7
95

.6
1.

5
0.

8
2.

8

A
ny

 A
xi

s 
I 

D
is

or
de

r
80

.6
72

.9
86

.5
83

.3
79

.6
86

.5
0.

8
0.

5
1.

4
93

.9
90

.4
96

.2
92

.1
90

.3
93

.6
1.

3
0.

8
2.

3

A
ny

 S
ub

st
an

ce
 U

se
 D

is
or

de
r

30
.8

23
.9

38
.6

14
.2

11
.3

17
.8

2.
7

1.
7

4.
1

74
.2

69
.3

78
.5

51
.3

47
.9

54
.7

2.
7

2.
1

3.
6

A
lc

oh
ol

 U
se

 D
is

or
de

r
24

.5
18

.1
32

.2
10

.8
8.

2
14

.2
2.

7
1.

7
4.

3
65

.4
59

.9
70

.5
36

.1
32

.8
39

.6
3.

3
2.

6
4.

4

A
lc

oh
ol

 A
bu

se
8.

3
4.

7
14

.0
2.

7
1.

5
4.

8
3.

3
1.

4
7.

9
25

.4
21

.4
29

.9
15

.9
13

.7
18

.4
1.

8
1.

4
2.

4

A
lc

oh
ol

 D
ep

en
de

nc
e

16
.2

11
.0

23
.4

8.
2

5.
8

11
.3

2.
2

1.
2

4.
0

40
.0

34
.7

45
.5

20
.2

17
.7

23
.0

2.
6

2.
0

3.
5

A
ny

 D
ru

g 
U

se
 D

is
or

de
r

13
.9

8.
6

21
.6

5.
6

3.
9

8.
1

2.
7

1.
4

5.
2

33
.6

28
.2

39
.6

17
.8

15
.5

20
.4

2.
3

1.
8

3.
1

D
ru

g 
A

bu
se

5.
9

3.
3

10
.4

3.
2

2.
0

5.
3

1.
9

0.
8

4.
3

17
.9

14
.3

22
.2

9.
0

7.
2

11
.2

2.
2

1.
5

3.
2

D
ru

g 
D

ep
en

de
nc

e
10

.2
5.

5
18

.1
3.

2
2.

0
5.

0
3.

4
1.

6
7.

4
15

.7
11

.4
21

.4
8.

8
7.

0
11

.0
1.

9
1.

3
2.

9

N
ic

ot
in

e 
D

ep
en

de
nc

e
35

.1
27

.9
43

.1
31

.7
27

.4
36

.3
1.

2
0.

8
1.

7
41

.7
35

.9
47

.8
33

.4
30

.0
37

.0
1.

4
1.

1
1.

9

A
ny

 M
oo

d 
D

is
or

de
r

45
.3

37
.8

53
.1

53
.2

48
.5

57
.9

0.
7

0.
5

1.
1

66
.6

60
.9

71
.8

75
.4

72
.9

77
.8

0.
7

0.
5

0.
9

M
aj

or
 D

ep
re

ss
iv

e 
D

is
or

de
r

31
.2

24
.4

38
.9

36
.7

32
.0

41
.6

0.
8

0.
5

1.
2

40
.9

35
.7

46
.4

51
.3

48
.0

54
.6

0.
7

0.
5

0.
9

B
ip

ol
ar

 I
10

.7
6.

7
16

.5
11

.9
9.

1
15

.4
0.

9
0.

5
1.

6
19

.0
14

.9
23

.8
16

.7
14

.4
19

.4
1.

2
0.

8
1.

6

B
ip

ol
ar

 I
I

0.
4

0.
1

1.
8

1.
8

1.
0

3.
5

0.
2

0.
1

1.
0

4.
7

2.
8

7.
7

5.
2

3.
9

6.
9

0.
9

0.
5

1.
5

D
ys

th
ym

ia
13

.6
9.

2
19

.7
15

.6
12

.4
19

.5
0.

9
0.

5
1.

5
14

.6
11

.3
18

.6
21

.3
18

.5
24

.3
0.

6
0.

5
0.

9

A
ny

 A
nx

ie
ty

 D
is

or
de

r
42

.8
35

.2
50

.8
55

.9
50

.7
61

.0
0.

6
0.

4
0.

6
50

.2
44

.6
55

.8
61

.2
57

.8
64

.5
0.

6
0.

5
0.

8

Pa
ni

c 
D

is
or

de
r

20
.3

15
.3

26
.6

24
.6

20
.6

29
.0

0.
8

0.
5

1.
2

23
.7

19
.6

28
.3

31
.5

28
.4

34
.8

0.
7

0.
5

0.
9

So
ci

al
 P

ho
bi

a
18

.4
13

.5
24

.6
25

.2
20

.9
29

.9
0.

7
0.

4
1.

0
27

.4
23

.2
32

.1
28

.2
24

.9
31

.8
1.

0
0.

7
1.

3

Sp
ec

if
ic

 P
ho

bi
a

26
.7

20
.0

34
.7

37
.0

32
.6

41
.6

0.
6

0.
4

1.
0

27
.9

23
.1

33
.3

39
.6

36
.3

43
.1

0.
6

0.
4

0.
8

C
on

du
ct

 D
is

or
de

r
1.

9
0.

7
5.

4
0.

7
0.

3
1.

7
2.

9
0.

7
12

.3
2.

3
1.

2
4.

1
1.

2
0.

6
2.

5
1.

8
0.

7
4.

7

P
at

ho
lo

gi
ca

l G
am

bl
in

g
0.

1
0.

0
0.

4
1.

1
0.

3
3.

5
0.

1
0.

0
0.

5
1.

2
0.

6
2.

2
1.

1
0.

6
2.

3
1.

1
0.

4
2.

8

P
sy

ch
ot

ic
 D

is
or

de
r

3.
6

1.
9

6.
5

3.
0

1.
8

5.
0

1.
2

0.
5

2.
8

2.
0

1.
1

3.
4

1.
5

0.
8

2.
5

1.
4

0.
6

3.
1

A
ny

 P
er

so
na

lit
y 

D
is

or
de

r
64

.9
56

.9
72

.2
58

.8
54

.2
63

.3
1.

3
0.

9
1.

9
56

.1
49

.9
62

.0
50

.4
47

.0
53

.8
1.

3
1.

0
1.

6

A
vo

id
an

t
25

.5
18

.0
34

.7
20

.5
16

.5
25

.1
1.

3
0.

8
2.

2
19

.0
13

.9
25

.3
16

.2
13

.6
19

.2
1.

2
0.

8
1.

9

J Clin Psychiatry. Author manuscript; available in PMC 2016 February 24.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Vesga-López et al. Page 18

12
-M

on
th

 G
A

D
 (

n=
89

4)
L

if
et

im
e 

G
A

D
 (

n=
1,

75
7)

M
al

e 
(n

=2
32

)
F

em
al

e 
(n

=6
62

)
O

R
M

al
e 

(n
=5

02
)

F
em

al
e 

(n
=1

,2
55

)
O

R

%
(C

I)
%

(C
I)

(C
I)

%
(C

I)
%

(C
I)

(C
I)

D
ep

en
de

nt
5.

9
2.

2
14

.7
6.

7
4.

5
9.

6
0.

9
0.

3
2.

7
3.

9
1.

5
9.

8
4.

8
3.

5
6.

6
0.

8
0.

3
2.

3

O
bs

es
si

ve
-C

om
pu

ls
iv

e
37

.9
30

.1
46

.4
31

.7
27

.2
36

.6
1.

3
0.

9
2.

0
31

.6
26

.8
36

.8
28

.0
24

.8
31

.5
1.

2
0.

9
1.

5

Pa
ra

no
id

29
.9

22
.7

38
.3

30
.7

26
.1

35
.7

1.
0

0.
6

1.
5

23
.4

19
.1

28
.3

25
.2

22
.3

28
.4

0.
9

0.
7

1.
2

Sc
hi

zo
id

19
.2

12
.4

28
.4

19
.0

15
.6

22
.9

1.
0

0.
6

1.
8

16
.3

12
.5

21
.1

15
.4

13
.0

18
.2

1.
1

0.
7

1.
6

H
is

tr
io

ni
c

13
.1

7.
9

20
.9

9.
0

6.
7

12
.1

1.
5

0.
8

2.
8

10
.0

6.
6

14
.8

7.
7

6.
2

9.
6

1.
3

0.
8

2.
2

A
nt

is
oc

ia
l

24
.4

17
.5

33
.0

9.
1

6.
8

12
.1

3.
2

1.
9

5.
6

19
.1

15
.0

24
.1

7.
2

5.
8

9.
0

3.
0

2.
1

4.
4

a A
xi

s 
II

 d
is

or
de

rs
 a

re
 li

fe
tim

e 
di

ag
no

se
s

J Clin Psychiatry. Author manuscript; available in PMC 2016 February 24.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Vesga-López et al. Page 19

T
ab

le
 3

Pr
ev

al
en

ce
 o

f 
D

SM
-I

V
 G

en
er

al
iz

ed
 A

nx
ie

ty
 D

is
or

de
r 

sy
m

pt
om

s 
an

d 
co

ur
se

 a
m

on
g 

in
di

vi
du

al
s 

w
ith

 li
fe

tim
e 

G
A

D
 b

y 
ge

nd
er

.

L
if

et
im

e 
G

A
D

 (
n=

1,
75

7)

M
al

e
(n

=5
02

)
F

em
al

e
(n

=1
,2

55
)

T
-t

es
t

M
ea

n
95

%
C

I
M

ea
n

95
%

C
I

T
-s

co
re

p-
va

lu
e

A
ge

 a
t o

ns
et

 (
m

ea
n)

32
.1

30
.5

33
.7

32
.9

31
.9

34
.0

−
0.

96
0.

34
23

N
um

be
r 

of
 e

pi
so

de
s 

m
ea

n)
3.

4
2.

3
4.

5
3.

4
2.

8
4.

0
−

0.
07

0.
94

36

T
ot

al
 N

um
be

r 
of

 C
ri

te
ri

a 
(m

ea
n)

4.
6

4.
5

4.
8

5.
1

5.
0

5.
2

−
6.

19
<

0.
00

01

D
ur

at
io

n 
of

 lo
ng

es
t e

pi
so

de
, m

on
th

s 
(m

ed
ia

n)
11

.5
11

.9
11

.9
11

.7
11

.9
11

.9

%
95

%
C

I
%

95
%

C
I

O
R

95
%

C
I

U
se

 o
f 

al
co

ho
l t

o 
he

lp
 r

el
ie

ve
 s

ym
pt

om
s

25
.5

21
.2

30
.4

15
.9

13
.5

18
.6

1.
8

1.
3

2.
4

Se
lf

-m
ed

ic
at

io
n 

to
 h

el
p 

re
lie

ve
 s

ym
pt

om
s

10
.7

7.
8

14
.5

5.
4

4.
1

7.
2

2.
1

1.
3

3.
2

C
ri

te
ri

a

R
es

tle
ss

ne
ss

 o
r 

fe
el

in
g 

ke
ye

d 
up

 o
r 

on
 e

dg
e

91
.6

88
.4

94
.1

92
.8

90
.7

94
.4

0.
8

0.
5

1.
3

B
ei

ng
 e

as
ily

 f
at

ig
ue

d
74

.8
70

.1
78

.9
86

.3
83

.9
88

.4
0.

4
0.

3
0.

6

D
if

fi
cu

lty
 c

on
ce

nt
ra

tin
g 

or
 m

in
d 

go
in

g 
bl

an
k

89
.3

85
.6

92
.1

92
.7

90
.7

94
.3

0.
6

0.
4

1.
0

Ir
ri

ta
bi

lit
y

81
.4

76
.3

85
.6

86
.9

84
.3

89
.1

0.
6

0.
4

0.
9

M
us

cl
e 

te
ns

io
n

49
.0

43
.7

54
.2

69
.4

65
.9

72
.6

0.
4

0.
3

0.
5

Sl
ee

p 
di

st
ur

ba
nc

e
79

.1
73

.8
83

.6
80

.1
77

.2
82

.8
0.

9
0.

6
1.

3

Sy
m

pt
om

s

A
ss

oc
ia

te
d 

A
ut

on
om

ic
 s

ym
pt

om
s

63
.9

58
.4

69
.1

72
.0

68
.6

75
.1

0.
7

0.
5

0.
9

A
ss

oc
ia

te
d 

ca
rd

io
va

sc
ul

ar
 s

ym
pt

om
s

39
.8

34
.3

45
.5

47
.9

44
.3

51
.4

0.
7

0.
5

1.
0

A
ss

oc
ia

te
d 

R
es

pi
ra

to
ry

 S
ym

pt
om

s
36

.5
31

.6
41

.7
46

.0
42

.5
49

.5
0.

7
0.

5
0.

9

A
ss

oc
ia

te
d 

ga
st

ro
in

te
st

in
al

 s
ym

pt
om

s
44

.0
38

.3
49

.8
60

.7
57

.2
64

.1
0.

5
0.

4
0.

7

U
ri

na
ry

 s
ym

pt
om

s
27

.5
22

.5
33

.1
31

.7
28

.5
35

.0
0.

8
0.

6
1.

1

A
rg

um
en

ts
 o

r 
fr

ic
tio

n 
w

ith
 r

el
at

iv
es

 o
r 

fr
ie

nd
s

66
.2

60
.0

71
.9

58
.7

55
.5

61
.7

1.
4

1.
0

1.
8

D
if

fi
cu

lty
 o

r 
in

ab
ili

ty
 to

 c
om

pl
et

e 
da

ily
 ta

sk
s

78
.0

73
.1

82
.3

75
.5

72
.5

78
.2

1.
2

0.
9

1.
6

R
es

tr
ic

t u
su

al
 a

ct
iv

iti
es

57
.2

51
.5

62
.7

54
.3

50
.8

57
.7

1.
1

0.
9

1.
5

J Clin Psychiatry. Author manuscript; available in PMC 2016 February 24.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Vesga-López et al. Page 20

T
ab

le
 4

O
th

er
 c

lin
ic

al
 a

nd
 p

hy
si

ca
l h

ea
lth

 c
or

re
la

te
s 

an
d 

di
sa

bi
lit

y 
of

 D
SM

-I
V

 G
en

er
al

iz
ed

 A
nx

ie
ty

 D
is

or
de

r 
am

on
g 

in
di

vi
du

al
s 

w
ith

 li
fe

tim
e 

G
A

D
 b

y 
ge

nd
er

.

L
if

et
im

e 
G

A
D

 (
n=

1,
75

7)
O

R

95
%

C
I

M
al

e 
(n

=5
02

)
F

em
al

e 
(n

=1
,2

55
)

%
95

%
C

I
%

95
%

C
I

C
or

re
la

te
s

V
ul

ne
ra

bl
e 

fa
m

ily
 e

nv
ir

on
m

en
td

29
.3

24
.4

34
.7

33
.7

30
.1

37
.5

0.
8

0.
6

1.
1

Pa
re

nt
al

 L
os

s 
be

fo
re

 a
ge

 1
8

12
.2

8.
8

16
.6

10
.1

8.
4

12
.1

1.
2

0.
8

1.
9

Fa
m

ily
 h

is
to

ry
 o

f 
de

pr
es

si
on

63
.3

58
.0

68
.4

72
.3

69
.2

75
.1

0.
7

0.
5

0.
9

E
ar

ly
 o

ns
et

 a
nx

ie
ty

e
57

.4
52

.2
62

.5
66

.2
62

.8
69

.4
0.

7
0.

5
0.

9

C
on

du
ct

 D
is

or
de

r
2.

3
1.

2
4.

1
1.

2
0.

6
2.

5
1.

8
0.

7
4.

7

N
um

be
r 

of
 s

tr
es

sf
ul

 li
fe

 e
ve

nt
s 

in
 th

e 
la

st
 1

2 
m

on
th

s
2.

7 
a

2.
5

2.
9

2.
7 

a
2.

5
2.

9
−

0.
05

 b
0.

96
13

 c

H
is

to
ry

 o
f 

tr
au

m
a 

or
 v

ic
tim

iz
at

io
n

0.
1 

a
0.

05
0.

2
0.

1 
a

0.
1

0.
2

−
0.

88
 b

0.
38

29
 c

12
-m

on
th

 M
ed

ic
al

 C
on

di
ti

on
s

C
ar

di
ov

as
cu

la
r 

D
is

ea
se

43
.4

37
.9

49
.2

42
.7

39
.1

46
.5

1.
0

0.
8

1.
3

G
as

tr
oi

nt
es

tin
al

 D
is

ea
se

21
.5

17
.6

25
.9

21
.6

19
.1

24
.3

0.
9

0.
7

1.
3

A
rt

hr
iti

s
31

.1
26

.4
36

.2
37

.7
34

.1
41

.4
0.

7
0.

6
0.

9

L
if

et
im

e 
O

ve
ra

ll 
H

ea
lt

h

Ph
ys

ic
al

 H
ea

lth
 g

oo
d 

to
 e

xc
el

le
nt

64
.3

58
.3

69
.9

58
.8

54
.8

62
.7

1.
3

0.
9

1.
7

Ph
ys

ic
al

 h
ea

lth
 p

oo
r

35
.7

30
.1

41
.7

41
.2

37
.3

45
.1

1.
0

1.
0

1.
0

M
ea

n
95

%
C

I
M

ea
n

95
%

C
I

T
-s

co
re

p-
va

lu
e

Ph
ys

ic
al

 C
om

po
ne

nt
 S

um
m

ar
y 

Sc
or

ef
48

.6
47

.2
50

.0
47

.3
46

.4
48

.2
1.

6
0.

10
22

M
en

ta
l C

om
po

ne
nt

 S
um

m
ar

y 
Sc

or
e 

f
44

.7
43

.5
45

.9
41

.8
40

.9
42

.7
3.

7
0.

00
04

So
ci

al
 F

un
ct

io
ni

ng
 S

ca
le

 S
co

re
 f

45
.5

44
.2

46
.8

43
.6

42
.6

44
.6

2.
3

0.
02

66

R
ol

e 
of

 E
m

ot
io

na
l F

un
ct

io
ni

ng
 S

ca
le

 S
co

re
 f

44
.7

43
.1

46
.3

42
.4

41
.5

43
.3

2.
5

0.
01

53

M
en

ta
l H

ea
lth

 S
ca

le
 S

co
re

 f
44

.7
43

.5
45

.9
41

.3
40

.4
42

.2
4.

3
0.

00
01

a M
ea

n.

b T
-t

es
t: 

T
- 

sc
or

e.

J Clin Psychiatry. Author manuscript; available in PMC 2016 February 24.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Vesga-López et al. Page 21
c p-

va
lu

e.

d H
is

to
ry

 o
f 

se
pa

ra
tio

n 
fr

om
 a

 b
io

lo
gi

ca
l p

ar
en

t.

e O
ns

et
 o

f 
an

y 
an

xi
et

y 
di

so
rd

er
 b

ef
or

e 
ag

e 
18

.

f Sh
or

t F
or

m
-1

2,
 v

er
si

on
 2

 (
SF

-1
2-

v2
).

J Clin Psychiatry. Author manuscript; available in PMC 2016 February 24.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Vesga-López et al. Page 22

T
ab

le
 5

T
re

at
m

en
t s

ee
ki

ng
 a

m
on

g 
re

sp
on

de
nt

s 
w

ith
 p

ur
e 

lif
et

im
e 

G
en

er
al

iz
ed

 A
nx

ie
ty

 D
is

or
de

r 
an

d 
co

m
or

bi
d 

D
SM

-I
V

 A
xi

s 
I 

di
so

rd
er

s 
by

 g
en

de
r.

L
if

et
im

e 
G

A
D

 (
n=

1,
75

7)

M
al

e 
(n

=5
02

)
F

em
al

e 
(n

=1
,2

55
)

O
R

95
%

C
I

A
dj

us
te

d
O

R
a

95
%

C
I

%
95

%
C

I
%

95
%

C
I

A
ny

 L
if

et
im

e 
T

re
at

m
en

t
40

.3
35

.0
45

.9
52

.8
49

.7
55

.9
0.

6
0.

5
0.

8
0.

6
0.

5
0.

8

L
if

et
im

e 
O

ut
pa

tie
nt

 tr
ea

tm
en

t s
ee

ki
ng

32
.0

27
.1

37
.4

44
.2

41
.1

47
.4

0.
6

0.
5

0.
8

0.
6

0.
4

0.
7

L
if

et
im

e 
E

m
er

ge
nc

y 
R

oo
m

/H
os

pi
ta

l
5.

7
3.

7
8.

8
7.

2
5.

5
9.

4
0.

8
0.

4
1.

4
0.

9
0.

5
1.

6

L
if

et
im

e 
us

e 
of

 m
ed

ic
at

io
n

28
.9

23
.9

34
.6

39
.6

36
.1

43
.2

0.
6

0.
5

0.
8

0.
6

0.
5

0.
8

T
re

at
m

en
t s

ee
ki

ng
 in

 th
e 

pa
st

 1
2 

m
on

th
s

20
.9

16
.7

25
.8

26
.2

23
.3

29
.3

0.
7

0.
5

1.
0

0.
8

0.
6

1.
0

A
ny

 li
fe

tim
e 

tr
ea

tm
en

t f
or

 C
om

or
bi

d 
M

oo
d 

D
is

or
de

rs
65

.9
59

.9
71

.5
78

.0
74

.6
81

.1
0.

5
0.

4
0.

7
0.

5
0.

4
0.

8

A
ny

 li
fe

tim
e 

tr
ea

tm
en

t f
or

 C
om

or
bi

d 
A

nx
ie

ty
 D

is
or

de
rb

57
.6

49
.7

65
.1

70
.5

66
.5

74
.2

0.
6

0.
4

0.
8

0.
5

0.
4

0.
7

A
ny

 li
fe

tim
e 

tr
ea

tm
en

t f
or

 C
om

or
bi

d 
Su

bs
ta

nc
e 

U
se

 D
is

or
de

rc
26

.7
21

.4
32

.7
22

.4
18

.3
27

.2
1.

3
0.

8
1.

8
1.

6
1.

0
2.

5

M
ea

n
95

%
C

I
M

ea
n

95
%

C
I

T
-t

es
t

M
ul

ti
pl

e 
re

gr
es

si
on

T
-s

co
re

p-
va

lu
e

W
al

d-
F

p-
va

lu
e

A
ge

 w
he

n 
fi

rs
t 

so
ug

ht
 t

re
at

m
en

t
34

.3
31

.9
36

.6
34

.8
33

.6
36

.0
−

0.
41

0.
6

0.
36

0.
54

81

T
im

e 
to

 T
re

at
m

en
t 

Se
ek

in
g 

(y
ea

rs
)d

1.
8

1.
08

2.
5

2.
5

1.
9

3.
1

−
1.

49
0.

1
1.

83
0.

18
13

a O
dd

s 
ra

tio
s 

ad
ju

st
ed

 f
or

 r
ac

e,
 a

ge
, i

nd
iv

id
ua

l i
nc

om
e,

 f
am

ily
 in

co
m

e,
 m

ar
ita

l s
ta

tu
s,

 r
eg

io
n,

 a
nd

 in
su

ra
nc

e.

b A
nx

ie
ty

 D
is

or
de

rs
 in

cl
ud

e 
pa

ni
c 

di
so

rd
er

 , 
so

ci
al

 a
nx

ie
ty

 d
is

or
de

r,
 a

nd
 s

pe
ci

fi
c 

ph
ob

ia
.

c Su
bs

ta
nc

e 
U

se
 D

is
or

de
rs

 in
cl

ud
e 

al
co

ho
l u

se
 d

is
or

de
rs

 a
nd

 d
ru

g 
us

e 
di

so
rd

er
s.

d A
m

on
g 

th
os

e 
w

ho
 s

ou
gh

t t
re

at
m

en
t

J Clin Psychiatry. Author manuscript; available in PMC 2016 February 24.


