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Objective: The authors investigated frequencies and clinical correlates of multiple asso-
ciations of panic disorder, obsessive-compulsive disorder (OCD), and social phobia in pa-
tients with severe mood disorders. Method: Subjects were 77 consecutively hospitalized
adults with psychotic symptoms and with a diagnosis of bipolar | disorder, major depres-
sion, or schizoaffective disorder, bipolar type. Principal diagnosis and comorbidity were as-
sessed by the Structured Clinical Interview for DSM-III-R—Patient Version. Results: Of the
entire cohort, 33.8% had a single anxiety disorder and 14.3% had two or three comorbid
diagnoses. Patients with multiple comorbidity had significantly higher scores on the Brief
Psychiatric Rating Scale and SCL-90 and abused stimulants more frequently than did
those without anxiety disorders. Conclusions: Multiple associations of panic disorder,
OCD, and social phobia are not rare among patients with affective psychoses and are likely
to be associated with more severe psychopathology than is found in patients without anxi-

ety disorders.
(Am J Psychiatry 1999; 156:474-476)

The relatively few studies conducted to date on the
prevalence of panic disorder, obsessive-compulsive dis-
order (OCD), and social phobia in patients with affec-
tive psychoses have reported prevalence rates ranging
from 4.9% to 42.6% (1-5). Psychotic patients with
such comorbidities may have more severe symptoms,
longer hospitalizations, lower rate of recovery at dis-
charge, and worse response to somatic treatment than
those without comorbidity (1-3, 6, 7).

There is some evidence that more than one comorbid
diagnosis may occur in these subjects. For example,
Strakowsky et al. (1) found that 22% of a cohort of
manic patients at first hospitalization had multiple co-
morbidity. The rate of comorbid disorders reached
37.7% when patients with unipolar depression and
schizophrenia were included (2). However, these stud-
ies did not specify whether such multiple associations
were entirely accounted for by anxiety diagnoses.

The present study aimed to explore patterns and
clinical correlates of multiple association of panic dis-
order, OCD, and social phobia in a cohort of consecu-
tively hospitalized patients with affective psychoses.
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METHOD

The method of this study has been described in detail elsewhere
(7). For the purpose of this study, 77 consecutively hospitalized psy-
chotic patients were selected on the basis of the following criteria: 1)
age over 16 years, 2) presence of psychotic symptoms (i.e., formal
thought disorders, delusions, hallucinations, grossly disorganized
behavior), and 3) provision of written informed consent. Exclusion
criteria were psychotic symptoms secondary to acute intoxication,
withdrawal from psychotropic substances, or severe medical condi-
tions. The inclusion diagnosis of affective psychosis was made by a
senior psychiatrist not directly involved in the study. Subjects were
interviewed to confirm inclusion diagnosis and to assess axis I co-
morbidity the week before their discharge; the Structured Clinical
Interview for DSM-III-R—Patient Version (SCID-P) (8) was used.
For the assessment of comorbidity, the SCID-P hierarchy was main-
tained for the psychotic disorder diagnosis; therefore, patients who
met the criteria for schizophrenia or delusional disorder were ex-
cluded from the analyses. After previous training in the use of the in-
strument, three resident physicians interviewed patients with the
SCID-P. To complete the SCID-P, information was obtained from
any source available in addition to the patient interview, including
medical records, first-degree relatives, and treating clinicians. Syn-
dromes clearly secondary to the principal psychotic illness were not
rated as comorbid disorders by interviewers.

Psychopathology was assessed with the 18-item Brief Psychiatric
Rating Scale (BPRS) (9), the SCL-90 (10), and the Schedule for the
Assessment of Negative Symptoms (SANS) (11). Insight was evalu-
ated by the Scale to Assess Unawareness of Mental Disorders (12).

Interrater reliability for the SCID-P, BPRS, SANS, and Scale to As-
sess Unawareness of Mental Disorders was assessed in a small study
(N=8) on the basis of joint records for both principal and comorbid
diagnoses. Good reliability established from joint ratings was ob-
tained for both principal and comorbid diagnoses (kappa=0.87 and
0.82, respectively).
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TABLE 1. Clinical Characteristics of Patients (N=77) With Affective Psychoses Without, With a Single, and With Multiple Anxiety

Disorder2 Comorbidity

Number of Comorbid Anxiety Disorders

0 1 2 or More One-Way ANOVA
(group 1) (group 2) (group 3) Tukey Pair-
(N=40) (N=26) (N=11) wise Group
Characteristic Mean  SD Mean SD Mean  SD F df Comparisons
Age at onset of mood disorder (years) 24.4 5.8 26.0 9.9 18.3 1.3 1.87 2,75 n.s.
Duration of last hospitalization (days) 34.0 23.9 40.6 287 53.8 10.7 1.23 2,76 n.s.
Number of previous hospitalizations 2.4 1.6 2.2 14 25 2.0 0.14 2,76 n.s.
DSM-III-R axis V score (global functioning) 44.0 7.7 44.5 8.0 49.0 126 1.15 2,76 n.s.
BPRS score
Total 365 10.2 38.2 7.7 377 150 0.22 2,76 n.s.
Anxiety/depression 21 11 29 1.1 3.2 1.9 4.64* 2,76 1<3
Anergia 1.9 11 2.1 1.0 2.0 14 0.23 2,76 n.s.
Thought disturbances 2.4 11 1.8 0.7 1.8 0.6 4.68* 2,76 2<1
Activation 1.6 0.6 17 0.6 13 0.4 145 2,76 n.s.
Hostility/suspiciousness 1.9 0.9 2.0 1.0 1.8 0.8 0.13 2,76 n.s.
SCL-90
Total 955 52.6 123.2 58.8 162.4 63.9 6.47** 2,75 1<3
Anger-hostility 0.8 0.8 0.9 0.9 15 15 3.36* 2,75 1<3
Somatization 0.9 0.6 11 0.7 1.6 0.7 5.32** 2,75 1<3
Obsessiveness 1.2 0.8 1.8 1.0 2.0 0.7 5.71** 2,75 1<2, 1<3
Interpersonal sensitivity 1.0 0.7 1.4 0.9 2.0 0.9 7.56*** 2,75 1<2, 1<3
Depression 1.2 0.7 17 0.8 1.9 0.8 4.36* 2,75 1<3
Anxiety 1.2 0.8 15 0.8 1.9 0.9 3.49* 2,75 1<3
Phobic anxiety 0.7 0.6 1.0 0.9 1.4 0.8 3.94* 2,75 1<3
Paranoid ideation 11 0.6 14 0.8 21 1.2 7.92%+* 2,75 1<3
Psychoticism 11 0.7 1.3 0.7 1.7 0.7 3.53* 2,75 1<3

2 Panic disorder, obsessive-compulsive disorder, and social phobia.

*p<0.05. *#p<0.01. #40<0.001.

The chi-square test was adopted to analyze categorical variables.
One-way analysis of variance (ANOVA) was used to analyze con-
tinuous variables. Statistical significance was set at p<0.05. The
likelihood of the association of panic disorder with each of the
other two anxiety disorders was analyzed by means of two logistic
regression models with, respectively, social phobia and OCD as de-
pendent variables and age, sex, and mood disorder diagnosis as in-
dependent variables.

RESULTS

Of the 77 patients, 48 had a bipolar I disorder, 18
had unipolar depression, and 11 had schizoaffective
disorder, bipolar type. The mean age was 33.5 years
(§SD=10.3), 57.1% were women, and 48.1% were in
their first hospitalization; there were no significant dif-
ferences among the three diagnostic subgroups. The
level of awareness of illness was similar in the three di-
agnostic subgroups. Overall, frequencies of panic dis-
order, OCD, and social phobia were 24.7% (N=19),
23.4% (N=18), and 18.2% (N=14), respectively. Only
social phobia was more frequent in unipolar (38.9%)
than in bipolar (10.4%) patients (x*=7.13, df=1,
p<0.03).

A single comorbid anxiety disorder was found in
33.8% (N=26) of the cohort; 14.3% (N=11) had two
or three anxiety diagnoses. The logistic regression
analysis showed that panic disorder was significantly
associated with OCD (odds ratio=3.68, 95% CI=1.05-
12.81); this association was stronger in women than in
men (odds ratio=4.33, 95% CI=1.02-18.25). Panic
disorder was also significantly associated with social
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phobia (odds ratio=5.37, 95% CI=1.23-23.27); no
cases of comorbid social phobia plus OCD were found
without panic disorder as well. Patients with social
phobia were younger than those without social phobia
(mean=28.0 years, SD=5.9, versus mean=34.8, SD=
10.7) (t=2.28, df=75, p<0.03).

Patients with multiple anxiety comorbidity had sig-
nificantly higher scores than those without anxiety co-
morbidity on all SCL-90 subscales, except for obses-
siveness and interpersonal sensitivity, and on the BPRS
anxiety/depression subscale. Conversely, patients with-
out anxiety comorbidity had higher scores on the
BPRS thought disorders subscale than patients with a
single anxiety diagnosis (table 1).

On the SANS scale, patients with social phobia had
higher scores on alogia (t=-2.62, df=75, p<0.01) and
anhedonia/asociality (t=—1.76, df=75, p<0.08) than
patients without social phobia.

As for substance abuse, we found a significantly
higher frequency of stimulant abuse among patients
with multiple anxiety comorbidity (18.2%) than
among those with a single anxiety disorder (0%) and
those without comorbidity (2.5%) (x2=7.26, df=2,
p<0.03).

DISCUSSION

Two limitations of this preliminary study must be ac-
knowledged. Because of the small group size, analyses
of comorbidity in bipolar and schizoaffective subjects
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were carried out without discriminating between those
with prevalent manic episodes and those with predom-
inantly depressive episodes, which may differ from
each other on several phenomenological characteris-
tics. Moreover, we were not able to separately analyze
generalized and specific social phobia.

Despite these limitations, our data indicate that
panic disorder, OCD, and social phobia are common,
occurring either singly or in mutual association in pa-
tients with mood spectrum disorders with psychotic
features. The three anxiety disorders appeared to be
more common in the present cohort than in the general
population. In the Epidemiologic Catchment Area
(ECA) study (13), lifetime prevalences were 1.6% for
panic disorder, 2.5% for OCD, and 2.8% for social
phobia. The rates of panic disorder and OCD in our
bipolar patients were higher than those found in the
ECA database (respectively, 27.1% versus 20.8% and
22.2% versus 21%) (4, 5). On the contrary, the fre-
quency of social phobia among our bipolar subjects
was much lower than that found in bipolar I subjects
in the National Comorbidity Survey (10.4% versus
47.2%) (14).

We did not find subjects with OCD plus social pho-
bia without panic disorder. This finding is difficult to
interpret. Further studies in larger populations of sub-
jects should clarify whether this finding is due to
chance or whether panic disorder may increase the
likelihood of having additional anxiety disorders.

Our patients with multiple anxiety disorders were
likely to have more severe psychopathology and to
abuse stimulants more frequently than patients with-
out comorbidity. These results support the importance
of detecting specific multiple associations of anxiety
disorder comorbidity in patients with severe mood
spectrum disorders. If these associations are unrecog-
nized, they may negatively affect the phenomenology
of mood disorder or may induce the patient to turn to
substances for self-medication, to the detriment of an
adequate treatment (3, 6, 15).
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