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Abstract

Objective—To estimate the crude prevalence of minor depressive disorder (MinD) in a clinic-

based population of adults with type 2 diabetes.

Methods—We screened a clinical sample of 702 adults with type 2 diabetes for depressive 

symptoms using the Patient Health Questionnaire-2 and performed a structured diagnostic 

psychiatric interview on 52 screen-positive and a convenience sample of 51 screen-negative 

individuals. Depressive disorder diagnoses were made using Diagnostic and Statistical Manual of 

Mental Disorders IV (DSM-IV) Text Revised criteria and categorized as MinD, major depressive 

disorder (MDD), or no depressive disorder. We estimated prevalence of MinD and MDD and 

derived 95% CIs.

Results—The crude prevalence of current, past, and current or past MinD was 4.3% (95% CI: 

0.9–9.2%), 9.6% (95% CI: 3.9–15.9%), and 13.9% (95% CI: 7.7–21.2%), respectively. The crude 

prevalence of current, past, and current or past MDD was slightly higher—5.0% (95% CI: 1.9–

9.4%), 12.0% (95% CI: 6.1–19.5%), and 17.0% (95% CI: 10.1–24.8%), respectively. There was a 

high prevalence of coexisting anxiety disorders in individuals with MinD (42.2%) and MDD 

(8.1%). Hemoglobin A1c levels were not significantly different in individuals with MinD or MDD 

compared to those without a depressive disorder.

Conclusions—MinD is comparably prevalent to MDD in patients with type 2 diabetes; both 

disorders are associated with concomitant anxiety disorders. MinD is not included in the DSM-5; 

however, our data support continuing to examine patients with chronic medical conditions for 

MinD.
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It is estimated that worldwide 43 million people with diabetes have symptoms of depression.
1 Major depressive disorder (MDD) is associated with higher risk of type 2 diabetes 

(T2DM), as well as with an increased risk of microvascular and macrovascular 

complications, worse metabolic control, and all-cause mortality. There is less evidence 

supporting similar associations between minor depression (MinD) and T2DM or its 

secondary complications. In adults with diabetes, the prevalence of MDD is estimated at 

11.4%.2 However, the prevalence of “elevated depressive symptoms” based on self-reported 

questionnaires is much higher at 31%,2 suggesting that a large number of patients with 

diabetes have a milder depressive disorder. Prior studies assessing depression in T2DM 

using self-report questionnaires are unable to distinguish MDD from MinD and may 

conflate individuals with depressive and anxiety disorders. MinD is defined in the 

Diagnostic and Statistical Manual of Mental Disorders IV-Text Revision (DSM-IV-TR) as a 

distinct syndrome that does not meet criteria for MDD or other depressive disorders (i.e., 

depressive disorder not otherwise specified, adjustment disorder with depressed mood).3

Few studies have examined the prevalence of non–MDD depressive disorders in T2DM. One 

study found the prevalence of dysthymia in adults with diabetes to be 3.5% in the United 

States.4 In that study, however, the prevalence of MinD as defined by DSM-IV-TR was not 

reported, diabetes was assessed by self-report, and it is unclear whether participants had type 

1 diabetes or T2DM or both. The low prevalence of dysthymia in this study suggests that 

most individuals with diabetes and depressive symptoms have MinD. Although 8% of 

individuals with diabetes were estimated to have MinD in the Pathways Study based on 

Patient Health Questionnaire-9 (PHQ-9) criteria, to our knowledge, the prevalence of MinD 

has not been estimated using DSM-IV-TR diagnostic criteria based on a structured 

psychiatric interview.5,6 In this study, we sought to estimate the specific, crude prevalence of 

MinD using a diagnostic interview in a population of adults with T2DM, and to compare it 

to the prevalence of MDD and other psychiatric disorders.

MATERIAL AND METHODS

Study Population and Depression Screening

Participants with physician-confirmed T2DM who were 18 years of age or older were 

recruited from the Diabetes Center clinics at Johns Hopkins Hospital, where 5 physicians, 3 

nurse practitioners, and a nutritionist see patients daily. As part of routine practice, patients 

were screened for depressive symptoms using the PHQ-2. The PHQ-2 asks the following 2 

questions, which were scored between “0” (not at all) and “3” (nearly every day): “Over the 

past 2 weeks how often have you been bothered by any of the following problems?”

1. Little interest or pleasure in doing things.

2. Feeling down, depressed, or hopeless.

Individuals were considered screen positive with a score of ≥3 (summing answers from both 

questions), which reflects a 75% probability of having any depressive disorder.7 We also 

asked participants if they had been told that they have MDD or were being treated with 

antidepressants or psychotherapy, to capture individuals with MDD not detected by the 

PHQ-2 because their symptoms were adequately controlled. We included these individuals 
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among those who screened positive on the PHQ-2 to avoid misclassification and 

underestimation of the prevalence of MDD. Otherwise, individuals scoring <3 on the PHQ-2 

were considered not to have clinically significant depressive symptoms.

Participant Recruitment for Psychiatric Diagnostic Interview

Between February 1, 2011 and June 30, 2013, all patients with T2DM seen in the clinic 

underwent PHQ-2 screening as a routine clinical practice and had psychiatric history 

obtained, providing the sample prevalence of those screening positive and negative for 

depression for our T2DM clinic population. Individuals who screened positive for depressive 

symptoms on the PHQ-2 (score ≥3), who carried a diagnosis of MDD, or who were taking 

antidepressant medications (collectively referred to as “screen positive” henceforth) were 

asked about their willingness to participate in our study. Patients with positive screening for 

depressive symptoms who provided written informed consent were enrolled, completed 

questionnaires, underwent a formal indepth structured diagnostic interview to further 

characterize their depressive disorder and to detect past, as well as current, depressive 

symptomology. At the time of study enrollment in 2011, we excluded individuals taking 

antipsychotic medications, as these individuals were likely to have a major mental illness 

such as bipolar disorder. We do acknowledge, however, that current practice incorporates 

antipsychotic use as augmentation strategies for MDD.8 We also excluded individuals using 

glucocorticoids because glucocorticoids can induce mood disorders including depression. 

Our goal was to identify 100 patients who screened positive for depressive symptoms or who 

had other evidence of depression. In a prior study, 13.6% of patients with diabetes and 

congestive heart failure were identified as depressed using the PHQ-2,9 so we anticipated a 
priori needing to screen approximately 750 individuals to identify 100 patients who screened 

positive and were eligible to be further evaluated with a structured diagnostic interview. This 

subsample of patients undergoing the structured diagnostic interview provided depression 

prevalence estimates within patients who screened positive for depressive symptoms.

To address the potential for screening bias of the PHQ-2, namely false negatives, we also 

invited a convenience sample of 50 consecutive individuals who screened negative (defined 

as PHQ-2 score <3 without self-reported MDD) and agreed to be contacted and consented 

for the structured diagnostic interview. This subsample of patients undergoing Structured 

Clinical Interview for DSM-IV (SCID) provided depression prevalence estimates for 

patients who were screened negative for depressive symptoms. Patients who were willing to 

participate provided written informed consent. This study was approved by a Johns Hopkins 

University School of Medicine Institutional Review Board.

SCID Axis I Disorders, Nonpatient Edition (SCID-I/NP)

Participants who screened positive and a sample of those who screened negative and agreed 

to be contacted underwent a diagnostic interview using the SCID-I/NP research version 

within 30–60 days of their clinic visit. The SCID is deemed a gold standard, structured 

interview for the diagnosis of mental health disorders.10,11 The SCID-I/NP is designed for 

use in studies in which the participants are not identified as psychiatric patients.10 The 

SCID-I/NP was administered by a physician research coordinator (M. N.) trained and 

supervised by a study psychiatrist with expertise in depressive disorders (J. P.). He 
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administered the modules outlined in Table 1, which enabled us to specifically characterize 

depressive disorders and distinguish them from other Axis I disorders. Module J included 

diagnostic criteria for MinD. The SCID-I/NP was scored according to the User’s Guide.11 

The interview questions on the SCID each represent criteria needed to make the diagnosis of 

specific disorders (i.e., MDD and MinD) and distinguish them from other disorders, as 

outlined in Table 1. Presence or absence of each criterion was determined by the rules 

provided for each criterion. The lifetime presence of a disorder was first determined 

followed by assessment of whether the criteria for the disorder were currently met.10

Statistical Analyses

Given that the SCID-I/NP was performed in 2 sub-samples, 1 from the clinic sample who 

screened positive and the other from those who screened negative, the prevalence of MinD, 

Pr(MinD) was estimated by the following formula:

where the following estimates were used:

1. Pr(MinD|Screen+): prevalence of MinD according to SCID-I/NP results from the 

subsample taken among those who screened positive in the T2DM clinic sample,

2. Pr(Screen+): prevalence of positive screening in the T2DM clinic sample,

3. Pr( MinD|Screen−): prevalence of MinD according to SCID-I/NP results from 

the subsample taken among those who screened negative in the T2DM clinic 

sample, and

4. Pr(Screen−): prevalence of negative screening in the T2DM clinic sample.

The prevalence of MDD was estimated in a similar fashion using the following formula:

By assuming that the SCID completed subsamples were representative of their 

corresponding screening samples, we derived 95% CIs for the estimated prevalence of MinD 

and MDD in the T2DM clinic population through bootstrapping. The representativeness 

assumption and the bootstrapping approach are needed because we only performed SCID-

I/NP evaluations on subsamples of those who screened negative or positive in our clinic 

sample.

To compare selected participant characteristics by depression diagnosis (no depression, 

MinD [current or past or both], and MDD [current or pastor both]), we used generalized 

linear models to compare least square means, Kruskal-Wallis test to compare medians, and 

Chi-square tests to compare frequency distributions of categorical variables. For comparison 

of categorical variables with small observed or expected cell sizes, Fisher exact test was 

used. We used multivariable linear regression to determine the mean difference in HbA1c 

between individuals with MinD vs no depressive disorder, or between individuals with MDD 
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vs no depressive disorder, adjusting for age, sex, race, and diabetes duration. A 2-sided p 
value of < 0.05 was used as the cutoff for statistical significance. Analyses were conducted 

using SAS version 9.4.

RESULTS

Screening

Between February 1, 2011 and June 30, 2013, 702 patients with T2DM completed the 

PHQ-2 as part of routine clinical care in our Diabetes Center, of whom 161 (23%) screened 

positive and 541 (77%) screened negative for depressive symptoms (Figure 1). Among the 

screen-positive patients, 112 (70%) agreed to be contacted to undergo informed consent for 

the SCID-I/NP interview. We were unable to determine the reasons why individuals who 

screened positive for depressive symptoms did not agree to be contacted for consent to 

undergo the SCID-I/NP. Of those who agreed to be contacted, 62 (55%) provided written 

informed consents, and 52 (46%) ultimately completed the SCID-I/NP interview. Among 

screen-negative patients, 237 (44%) agreed to be contacted for a SCID-I/NP interview, and 

from those we selected a convenience sample of 51 who provided written informed consents 

and completed the SCID-I/NP interview.

Prevalence of Minor and Major Depression and Associated Characteristics

The number of screen-positive and screen-negative patients who met diagnostic criteria for 

current or past or both MDD, MinD, and other nonmood disorders (i.e., anxiety disorders) 

based on the SCID-I/NP are in the Figure 1. The estimated crude prevalence of current, past, 

and current or past MinD in this population are in Table 2, as are estimates of crude 

prevalence for MDD, which are slightly higher.

Table 3 summarizes characteristics of the patients based on their SCID-I/NP diagnosis, 

irrespective of their original depression screening status. Among the SCID-I/NP examined 

patients, those with MinD were younger compared to those without a depressive disorder, 

whereas those with MDD had a shorter duration of diabetes (Table 3). In our multivariable 

linear regression model adjusted for age, sex, race, and diabetes duration, there was no 

significant difference in HbA1c between individuals with MDD vs those without a 

depressive disorder, or between individuals with MinD vs those without a depressive 

disorder.

Prevalence of Coexisting Anxiety Disorders

During the SCID-I/NP interviews, we found that a significant number of participants (26%; 

n = 27) had anxiety disorders, which were most frequent among those with MDD and MinD 

(62.5% and 42.2%, respectively) compared to those with no depressive disorder (8.1%; 

Table 4). Participants with MDD were significantly more likely to also have generalized 

anxiety disorder and posttraumatic stress disorder compared to those with MinD or no 

depressive disorder. Those with MinD were significantly more likely to also have phobias 

compared to those with MDD or no depressive disorder (Table 4).
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DISCUSSION

In this clinic-based population of individuals with T2DM, we estimated a lifetime MinD 

prevalence of 13.9% and a lifetime MDD prevalence of 17.0% based on the SCID-I/NP. The 

prevalence of coexisting anxiety disorders was high among individuals with MinD and 

MDD, with phobias being most common among those with MinD and generalized anxiety 

and posttraumatic stress disorders being most common among those with MDD.

The primary objective of this study was to estimate the prevalence of MinD in patients with 

T2DM. In general, rates of depressive disorders, assessed by psychiatric interview protocols, 

have ranged from 8–15% in adults with type 1 diabetes and T2DM.2,12 Only a few studies 

have specifically estimated the prevalence of MinD in patients with T2DM. In the Pathways 

Study of adults with T2DM enrolled in a health maintenance organization in western 

Washington State, the prevalence of MinD, based on PHQ-9 score approximating DSM-IV 

criteria for MinD, was 8.4%.13–15 The prevalence of MinD was similar (8.7%) when 

estimated using the PHQ-9 score in a Canadian population–based study of individuals with 

diabetes.16 Our study is the first to our knowledge to estimate MinD prevalence using a 

diagnostic interview. In our study, using the SCID-I/NP, we estimated a lifetime prevalence 

of MinD at 13.9%, similar to the prior questionnaire-based estimate. This suggests that 

MinD may be as prevalent as MDD in individuals with T2DM.

As seen in prior studies, we found both types of depression disorders to be more common 

among women. Although prior studies have shown glycemic control to be worse among 

those with MDD compared to no depression,17 in this clinic-based population, HbA1c was 

not higher in those with MDD or MinD. This may reflect the fact that compared to 

individuals with MinD, those with MDD have more frequent contact with the medical 

system and more opportunities for management of diabetes and other medical conditions. In 

the Pathways Study, HbA1c was highest in those with MDD, followed by MinD, then no 

depression.14 Depressive disorders are hypothesized to have a negative effect on glycemic 

control in those with diabetes by adversely affecting diabetes self-management behaviors or 

activating neuroendocrine and inflammatory pathways that induce insulin resistance and 

hyperglycemia.18 We also found that individuals with MDD had the shortest duration of 

diabetes. This is in contrast to other studies, which showed that MDD was not associated 

with diabetes duration13,19–23 or that it was associated with a longer diabetes duration.24–27 

A recent study in elderly men with diabetes found a J-shaped association between self-

reported diabetes duration and late-life depression, assessed by the Geriatric Depression 

Scale—the odds of depression was significantly higher in those with diabetes duration less 

than 10 years and greater than 20 and 30 years.28 This study supports 2 hypotheses 

regarding the association of both short and long diabetes duration with depression. First, 

depression may be associated with shorter duration of T2DM (<10 years) because patients 

may develop depression following their diagnosis due to the increased demand associated 

with disease management, as is seen in type 1 diabetes.29 Patients with depression being 

seen by a physician may be more likely to be screened for and diagnosed with T2DM. 

Second, depression may be associated with longer T2DM duration (>20 years) due to an 

increased likelihood of complications, which are known to be associated with diabetes,30,31 

or due to adverse effects of hyperglycemia on brain regions that control mood.32
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We found a high prevalence of coexisting anxiety disorders in individuals with MinD and 

MDD. Studies using questionnaires found a high prevalence of both depression and anxiety 

symptoms among individuals with T2DM.33–35 In a study of patients with type 1 diabetes 

and T2DM who underwent the Mini International Neuropsychiatric Interview, there was a 

high prevalence of both anxiety and depressive disorders,36 similar to this study. Our 

findings suggest that it may be beneficial to use evidence-based treatments for both MDD 

and anxiety disorders (e.g., SSRIs and psychotherapy) in individuals with T2DM.

In our study, 11.8% of individuals with MinD were taking SSRIs; however, studies have 

shown that antidepressant drugs are largely ineffective in improving symptoms in those with 

subthreshold and mild depression compared to placebo.37–40 Consequently, the National 

Institutes of Health Clinical Excellence (NICE) guidelines do not recommend routine use of 

antidepressants to treat subthreshold and mild depressive symptoms and instead recommend 

psychoeducation and low-intensive psychosocial interventions as first-line treatment.41 A 

meta-analysis of randomized trials examining the effects of psychologic treatments (e.g., 

cognitive behavior therapy, problem solving therapy, and psychoeducation) for subthreshold 

depression compared to placebo demonstrated short-term improvement in depressive 

symptoms with a trend toward reduced long-term incidence of MDD.42 None of these 

studies focused specifically on individuals with T2DM.

Our study has several strengths. This is the first published study that estimates the 

prevalence of MinD among individuals with T2DM based on a diagnostic interview. Prior 

studies have used the PHQ-9 or other symptom questionnaire that may not accurately 

identify individuals with MinD. Because we used a diagnostic interview, we were able to 

distinguish MinD from MDD and other non-MDD depressive disorders (i.e., dysthymia, 

adjustment disorder with depressed mood, and depressive disorder not otherwise specified) 

and estimate its crude prevalence in a clinical population of adults with T2DM.

Our study, however, has several limitations that should be considered in interpreting our 

findings. First, we did not administer all the SCID-I/NP modules (e.g., psychoses). As our 

study focused on distinguishing MinD from MDD and other disorders subsumed under 

“elevated depressive symptoms” (i.e., anxiety, adjustment, and mixed anxiety/depressive 

disorders), we chose the mood, anxiety, and adjustment disorder modules, as well as the 

module that included the diagnostic algorithm for MinD to make these distinctions without 

additional participant burden. We also excluded individuals treated with antipsychotic 

medications to reduce the likelihood of including individuals with psychoses or psychotic 

depression; however, current psychiatric practice use antipsychotics as augmentation agents 

for MDD treatment. Thus, our results are not generalizable to patients with MDD treated 

with antipsychotics, and we may have underestimated the prevalence of MDD. However, our 

prevalence estimates were similar to those previously reported for patients with T2DM. 

Second, while a population-based study would have been optimal, it would have been very 

costly to recruit a nonclinic-based cohort for this study where our financial resources were 

finite. The following were the advantages of a clinic-based sample: (1) a large volume 

diabetes clinical practice from which to accrue participants and (2) a mechanism in place as 

part of routine practice in this setting to screen for depressive symptoms. However, our 

findings are only generalizable to clinic-based and not population-based individuals with 
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T2DM and we may have over-estimated the prevalence of depressive disorders. Third, we 

did not have resources clinically to perform the SCID-I/NP on all PHQ-2 screen-negative 

individuals. The screen-negative individuals that we interviewed were a convenience sample 

and may have been more likely to have depressive symptoms not identified by the PHQ-2, 

which may explain why the weighted prevalence of MinDD was higher in the screen-

negative than the screen-positive group. However, because we interviewed a sample of 

individuals who screened negative on the PHQ-2, we were able to adjust for these screening 

biases in the PHQ-2 in our prevalence estimate. Future studies should interview a larger, 

more representative sample of screen-negative individuals to confirm our findings. Fourth, 

based on a priori sample size calculations, we estimated that we would need to screen 750 

patients to identify 100 who screened positive for depression. We did in fact reach our target 

identifying 161 patients who were screened positive for depression and 112 who agreed to 

be consented. However, while we identified elevated depressive symptoms in nearly 23% of 

this clinic population, only about one-third were ultimately interviewed, reflecting the 

challenges in recruiting depressed individuals. The prevalence estimate relied on the 

assumption that the interviewed subsample was representative of the screening sample, and 

might thus be subject to selection bias. However, sex distributions were not different 

between the interviewed and not-interviewed subsamples, stratified by the screening results. 

Furthermore, mean PHQ-2 scores were identical among screen-positive individuals who 

were SCID-interviewed (4.2 ± 1.3) and those who were not SCID-interviewed (4.2 ± 1.1). 

Similarly, among screen-negative individuals, the mean PHQ-2 scores were very similar for 

those who were interviewed (0.6 ± 0.8) and those who were not (0.5 ± 0.8). Finally, while it 

appeared that Black patients were more likely to have MinD than White patients, the 

difference was not statistically significant. Thus, owing to our small sample size, we may 

have been underpowered to detect additional significant group differences in Table 3.

CONCLUSIONS

Despite its limitations, to our knowledge, this study provides a first estimate of the 

prevalence of MinD among adults with T2DM using a psychiatric interview. Given that the 

MDD prevalence estimates are similar to other studies of individuals with T2DM, it is likely 

that the MinD estimate may be generalizable as well to clinic-based settings. Like MDD, 

MinD is similarly prevalent in patients with T2DM, and both depressive disorders are also 

frequently associated with concomitant anxiety disorders in the clinical setting. Currently 

MinD is not included in the DSM-5; however, our data support continuing to examine 

patients with chronic medical conditions for MinD. Finally, our findings point to the 

importance of identifying effective psychotherapeutic interventions in individuals with 

diabetes and MinD in the clinical setting.
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FIGURE 1. 
Participant Flow Diagram. †We selected a sample of patients from the 237 who agreed to be 

contacted to be consented for the SCID-I/NP until we had interviewed a minimum of 50 

screen-negative patients. *Some participants had more than one SCID Diagnosis (e.g., a 

mood disorder and an anxiety disorder).
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TABLE 1

Diagnostic Coverage of Selected Structured Clinical Interview for Diagnostic and Statistical Manual (SCID) 

Axis I Disorders Modules

SCID module Disorders identified

Module A: mood episodes Major depressive episode (current/past)
Manic episode (current/past)
Hypomanic episode (current/past)
Dysthymic disorder (current only)
Mood disorder due to a general medical condition
Substance-induced mood disorder

Module D: mood disorders Bipolar I disorder
Bipolar II disorder
Other bipolar disorders (cyclothymic
disorder, bipolar disorder not otherwise
specified [NOS])
Major depressive disorder
Depressive disorder NOS

Module F: anxiety disorders Panic disorder with and without agoraphobia
Agoraphobia without history of panic disorder
Phobia (social and specific)
Obsessive-compulsive disorder
Posttraumatic stress disorder
Generalized anxiety disorder (current only)
Anxiety disorder due to a general medical condition
Substance-induced anxiety disorder
Anxiety disorder NOS

Module I: adjustment disorder Adjustment disorder (current only)

Module J: optional module Acute stress disorder
Minor depressive disorder
Mixed anxiety depressive disorder

Depression diagnoses sought from various modules are bolded.
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TABLE 3

Selected Characteristics of Patients With Type 2 Diabetes by SCID Diagnosis

Characteristic disorder
n = 62

MinD (current or past)
n = 17

MDD (current or past)
n = 24

p Value

Age in years, mean ± SD 61.5 ± 12.1 55.4 ± 11.4 57.1 ± 10.2 0.08

Sex (%) 0.04

 Female 50.0 64.7 79.2

Race/ethnicity (%) 0.67*

 White 35.5 23.5 33.3

 Black 56.4 76.5 58.3

 Other 8.1 0 8.3

SSRI antidepressant medication use (%) 9.7 11.8 16.7 0.63*

Diabetes duration (years), median (first, third quartile) 13.5 (5, 20) 10 (6.5, 14) 8 (4, 13) 0.047†

Diabetes treatment (%)

 Oral agents only 27.4 23.5 33.3 0.77

 Noninsulin injectables 4.8 0 0 0.74*

 Insulin 64.5 64.7 54.2 0.65

HbA1c (%), median (First, third quartile) 8.1 (6.9, 9.5) 8.4 (7.2, 9.6) 7.7 (6.5, 8.7) 0.34

HbA1c (mmol/mol) 65 (52, 80) 68 (55, 81) 61 (48, 72)

HbA1c =hemoglobin A1c; MDD =major depressive disorder; SCID =Selected Structured Clinical Interview for DSM; SD =standard deviation; 
SSRI = selective serotonin reuptake inhibitor.

Note: χ2 tests were used to compare categorical variables (unless noted otherwise); linear models were used to compare least square means; and 
the Kruskal-Wallis test was used to compare medians.

*
Fisher exact test was used for group comparisons with small cell sizes.

†
Statistically significant difference between patients with no disorder vs those with MDD.
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TABLE 4

Prevalence of Coexisting Anxiety Diagnoses by SCID in Patients With Type 2 Diabetes by Depression 

Diagnosis

Anxiety diagnosis No disorder
n = 62

MinD (current or past)
n = 17

MDD (current or past)
n = 24

p Value

Any anxiety disorder 8.1% (n = 5) 42.2% (n = 7) 62.5% (n = 15)* <0.0001

Generalized anxiety disorder 0% (n = 0) 0% (n = 0) 20.8% (n = 5) 0.0002

Posttraumatic stress disorder 0% (n = 0) 5.9% (n = 1) 37.5% (n = 9) <0.0001

Phobias 3.2% (n = 2) 23.5% (n = 4) 8.3% (n = 2) 0.02

Panic disorder 3.2% (n = 2) 11.8% (n = 2) 12.5% (n = 3) 0.21

Other anxiety disorder 0.97% (n = 1) 0% (n = 0) 0% (n = 0) 0.72

*
Totally 4 participants with MDD had 2 anxiety diagnoses, where the total individuals with any anxiety diagnosis is n = 15 instead of n = 19 for 

number of anxiety diagnoses.

Psychosomatics. Author manuscript; available in PMC 2018 February 08.


	Abstract
	MATERIAL AND METHODS
	Study Population and Depression Screening
	Participant Recruitment for Psychiatric Diagnostic Interview
	SCID Axis I Disorders, Nonpatient Edition (SCID-I/NP)
	Statistical Analyses

	RESULTS
	Screening
	Prevalence of Minor and Major Depression and Associated Characteristics
	Prevalence of Coexisting Anxiety Disorders

	DISCUSSION
	CONCLUSIONS
	References
	FIGURE 1
	TABLE 1
	TABLE 2
	TABLE 3
	TABLE 4

