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Objective: Anxiety disorders are com-
mon in adults with depressive disorders,
but several studies have suggested a
relatively low prevalence of anxiety
disorders in older individuals with de-
pression. This cross-sectional study mea-
sured current and lifetime rates and as-
sociated clinical features of anxiety
disorders in depressed elderly patients.

Method: History of anxiety disorders
was assessed by using a structured diag-
nostic instrument in 182 depressed sub-
jects aged 60 and older seen in primary
care and psychiatric settings. Associa-
tions between comorbid anxiety disor-
ders and baseline characteristics were
measured. The modified structured in-
strument allowed detection of symp-
toms that met inclusion criteria for gen-
eralized anxiety disorder in a depressive
episode.

Results: Thirty-five percent of older sub-
jects with depressive disorders had at
least one lifetime anxiety disorder diag-

nosis, and 23% had a current diagnosis.
The most common current comorbid
anxiety disorders were panic disorder
(9.3%), specific phobias (8.8%), and so-
cial phobia (6.6%). Symptoms that met
inclusion criteria for generalized anxiety
disorder, measured separately, were
present in 27.5% of depressed subjects.
Presence of a comorbid anxiety disorder
was associated with poorer social func-
tion and a higher level of somatic symp-
toms. Symptoms of generalized anxiety
disorder were associated with a higher
level of suicidality.

Conclusions: Contrary to previous re-
ports, the present study found a rela-
tively high rate of current and lifetime
anxiety disorders in elderly depressed in-
dividuals. Comorbid anxiety disorders
and symptoms of generalized anxiety
disorder were associated with a more se-
vere presentation of depressive illness in
elderly subjects.

(Am J Psychiatry 2000; 157:722–728)

Anxiety is commonly found in adults with depressive
disorders, both as a symptom and as a comorbid disorder
such as generalized anxiety disorder, panic disorder, ob-
sessive-compulsive disorder (OCD), or a phobia. An esti-
mated 85% of adults with depression experience signifi-
cant symptoms of anxiety (1), and 58% have a diagnosable
anxiety disorder during their lifetime (2). The National Co-
morbidity Survey (2) found elevated rates of comorbid
current social phobia (27.1%), simple phobia (24.3%), gen-
eralized anxiety disorder (17.2%), and panic disorder
(9.9%) in adults with major depression in the community.
Reported rates of comorbidity are even higher in clinical
samples seen in primary care (3, 4) and psychiatric set-
tings (5). The prevalence of comorbid anxiety disorders in
depression is much higher than predicted by chance. In
particular, symptoms of generalized anxiety disorder are
very prevalent in major depression, but the diagnosis of
generalized anxiety disorder is much less prevalent be-
cause of the DSM hierarchical exclusion rule that prevents
this diagnosis if symptoms occur only during depressive
episodes. In younger adults, comorbid anxiety disorders
have important prognostic value, predicting greater chro-

nicity and severity of depressive illness (6, 7), lower rates of
treatment response (8, 9), and higher suicide risk (10, 11).

Geriatric anxiety disorders have received less attention,
perhaps because of existing opinion that anxiety becomes
rarer with older age (12). Epidemiologic data support this
view, finding lower rates of anxiety disorders in commu-
nity-dwelling elderly populations than in similar younger-
aged populations (13). Some studies have found especially
low rates of panic disorder and social phobia in elderly
subjects (12, 14). Comorbid anxiety disorders may be far
more prevalent in the depressed elderly, but the absence
of large-scale epidemiological studies addressing psychi-
atric comorbidity in the elderly leaves this possibility un-
confirmed. Two small community studies (15, 16) found
lower rates of comorbid generalized anxiety disorder, pho-
bic anxiety, and especially panic attacks in depressed eld-
erly subjects than were found in similar studies involving
younger adults (5, 17). Three prior studies in clinical set-
tings assessed the rate of comorbid anxiety in depressed
elderly patients. One study found that 38% of 45 elderly
outpatients with major depression also met DSM-III-R
criteria for an anxiety disorder (18). In a study of elderly
nursing home residents, 65% of those with major depres-
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sion also displayed concurrent symptoms of anxiety, but
very low rates of panic attacks were seen (19). The study
report did not state how many patients met full criteria for
an anxiety disorder diagnosis. In a retrospective study by
our group involving 336 elderly psychiatric inpatients and
outpatients with major depression, one-third to one-half
had severe anxiety symptoms, but only 8% had diagnos-
able anxiety disorders (20). In this study, only panic disor-
der, OCD, and phobias were considered; generalized anxi-
ety disorder was not included. The results of these three
studies conducted in treatment settings suggest that co-
morbid anxiety disorders are less common in elderly pa-
tients with major depression than in their younger adult
counterparts.

The study reported here was conducted to further inves-
tigate the rate of comorbid anxiety disorders in elderly pa-
tients with depressive disorders. Because variability in the
results of previous studies may have been due to charac-
teristics of the specific settings where subjects were re-
cruited, the study reported here recruited patients from a
variety of clinical settings. The aim was to provide a heter-
ogeneous study group who could be compared to subjects
in other studies conducted in a range of clinical settings.

Method

Subjects were recruited by the Intervention Research Center
for Late-Life Mood Disorders at the University of Pittsburgh. They
were participants in either of two studies. The first study, a ran-
domized comparison of nortriptyline and paroxetine, included 80
subjects over age 60 (21). Subjects met criteria for a nonpsychotic
unipolar major depressive episode and were recruited from the
inpatient geriatric psychiatry units and the outpatient late-life
depression clinic of Western Psychiatric Institute and Clinic, a
teaching hospital and referral center for an urban catchment
area. The second study, which examined depression in primary
care, included 102 subjects age 60 years and older (22). They were
recruited from two ambulatory internal medicine centers and
had significant depressive symptoms as defined by a score of 11
or greater on the Center for Epidemiologic Studies Depression
Scale (CES-D Scale) (23). Of these, 36 subjects met criteria for a
nonpsychotic unipolar major depressive episode. The remaining
66 subjects with significant depressive symptoms did not meet
criteria for a major depressive episode.

In both studies, all subjects were evaluated by trained, mas-
ter’s-level clinicians, supervised by a psychiatrist, who used the
Structured Clinical Interview for DSM-IV Axis I Disorders (SCID)
(24). Patients with alcohol or substance abuse or dependency in
the past year or with dementia were excluded. All subjects gave
written informed consent before participating in the studies. The
following instruments were used to evaluate subjects’ baseline
characteristics: the 17-item Hamilton Depression Rating Scale
(25), the Global Assessment Scale (GAS) (26), the Medical Out-
comes Study 36-item Short-Form Health Survey (27), and the Cu-
mulative Illness Rating Scale—Geriatrics (28). In addition, to as-
sess somatic symptoms, the UKU Side Effect Rating Scale (29) was
given at baseline.

Data from the evaluations were analyzed to determine the life-
time and current rates of the following DSM-IV anxiety disorders
in the two groups: panic disorder (with or without agoraphobia),
agoraphobia without panic disorder, OCD, specific phobias, so-
cial phobia, and posttraumatic stress disorder (PTSD). The SCID

excludes the possibility of making a diagnosis of generalized anx-
iety disorder in subjects with a major depressive episode, even if
the symptoms of generalized anxiety disorder exist outside of de-
pressive episodes. However, in this study, the SCID was modified
by removing this exclusion; individuals meeting inclusion criteria
for generalized anxiety disorder are described in this study as
having symptoms of generalized anxiety disorder. The rate of cur-
rent symptoms of generalized anxiety disorder was determined in
this manner.

The percentage of subjects with at least one anxiety disorder,
current or lifetime, as well as the percentage with two or more
anxiety disorders, was determined. Rates were calculated for the
entire group and for four subgroups: primary care patients with
significant depressive symptoms, primary care patients with ma-
jor depression, psychiatric outpatients with major depression,
and psychiatric inpatients with major depression. Chi-square
analysis tested for significant differences between the subgroups.
To control for multiple observations, we used a significance level
of p<0.003. Because symptoms of generalized anxiety disorder
did not represent an anxiety disorder diagnosis, they were not in-
cluded in the overall rates. For subjects with major depression in
primary care and psychiatric settings, the percentage of subjects
with recurrent major depression was determined. Recurrent ma-
jor depression was defined as at least two major depressive epi-
sodes separated by at least 2 months of remission. A chi-square
analysis was performed to determine whether the presence of a
lifetime anxiety disorder was associated with different rates of
single versus recurrent major depression. For subjects in the psy-
chiatric settings only, age at onset of the first depressive episode
and duration of the current episode were elicited, and t tests were
performed to compare groups on these variables. Also, an analy-
sis of variance, controlling for group, was performed to detect
whether the presence of a lifetime anxiety disorder was associ-
ated with duration of the current depressive episode (with a natu-
ral log transformation to normalize distribution) or with age at
onset of the first depressive episode.

For purposes of further analysis, all subjects were divided into
two groups: those with no current SCID anxiety diagnosis and
those with one or more anxiety diagnoses (again excluding symp-
toms of generalized anxiety disorder as a diagnosis). A t test was
performed to compare the current severity of depression in the
two groups, measured as total Hamilton depression scale score
minus scores for the scale’s two questions about anxiety (item 10,
on psychological anxiety, and item 11, on somatic anxiety). An
analysis of covariance (ANCOVA) was performed to test the ef-
fects of comorbid anxiety disorders on baseline characteristics,
with severity of depression as a covariate. The baseline character-
istics measured were the GAS score, scores on the physical and
social function scales of the Short-Form Health Survey, the Cu-
mulative Illness Rating Scale—Geriatrics score, level of suicidality
as measured by the score on the suicide item of the Hamilton de-
pression scale, and somatic symptoms as measured by scores on
the somatic subscales of the UKU Side Effect Rating Scale (neuro-
logic, autonomic, and other). To test whether symptoms of gener-
alized anxiety disorder independently affected these characteris-
tics, the ANCOVAs were repeated with generalized anxiety
disorder symptoms as an additional covariate.

Results

The demographic and clinical characteristics of the 182
elderly subjects with major depression or significant de-
pressive symptoms are shown in Table 1. The four sub-
groups represented a range of patients in terms of age,
race, and severity of depressive symptoms. Of the 182 sub-
jects, 70 were taking at least one psychotropic medication
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at the time of the SCID: benzodiazepines (37 subjects) at
an average lorazepam equivalency dose of 0.9 mg/day, tri-
cyclics (22 subjects) at an average imipramine equivalency
dose of 93 mg/day, fluoxetine (five subjects) at an average
dose of 22 mg/day, sertraline (seven subjects) at an aver-
age dose of 54 mg/day, fluvoxamine (one subject) at 300
mg/day, paroxetine (21 subjects) at an average dose of 21
mg/day, trazodone (five subjects) at an average dose of

122 mg/day, nefazodone (one subject) at 300 mg/day, bus-
pirone (one subject) at 15 mg/day, and fluphenazine (one
subject) at 3 mg/day.

Table 2 shows the lifetime and current rates (concurrent
to the index depressive episode) of anxiety disorders in the
entire patient group. Symptoms of generalized anxiety dis-
order are not included in the combined rate of anxiety dis-
orders. Table 2 also shows the lifetime and current rates of

TABLE 1. Demographic and Clinical Characteristics of Elderly Patients With Depressive Symptoms or Major Depressive Dis-
order in Primary Care and Psychiatric Settings

Primary Care Settings Psychiatric Settings

Characteristic
All Patients 

(N=182)

Patients With
Depressive Symptoms

(N=66)

Patients With Major 
Depressive Disorder 

(N=36)

Outpatients With 
Major Depressive 
Disorder (N=40)

Inpatients With 
Major Depressive
Disorder (N=40)

N % N % N % N % N %

Male gender 42 23.1 13 19.7 8 22.2 12 30.0 9 22.5
White race 113 62.1 28 42.4 14 38.9 35 87.5 35 87.5
Recurrent major depressiona 95 52.2 17 47.2 23 57.5 20 50.0

Mean SD Range Mean SD Range Mean SD Range Mean SD Range Mean SD Range

Age (years) 71.4 7.6 60–92 70.8 7.0 60–93 67.4 7.1 60–88 71.7 6.3 61–85 76.0 7.9 63–89
17-item Hamilton Depression 

Rating Scale score 17.4 6.2 11.3 3.2 16.5 3.3 22.2 4.9 23.2 3.1
GAS score 57.7 14.1 69.3 7.4 64.3 8.0 52.5 6.1 38.4 7.7
Cumulative Illness Rating 

Scale—Geriatrics score 9.7 3.8 10.0 3.7 10.0 3.8 8.6 3.2 10.2 4.2
a Recurrent major depression was defined as at least two major depressive episodes separated by at least 2 months of remission. Data on fre-

quency of recurrent major depression were not collected from primary care patients with depressive symptoms.

TABLE 2. Lifetime and Current Comorbid Anxiety Disorders in Elderly Patients With Depressive Symptoms or Major Depres-
sive Disorder in Primary Care and Psychiatric Settings

Primary Care Settings Psychiatric Settings

All Patients
(N=182)

Patients With
Depressive 
Symptoms

(N=66)

Patients With
Major

Depressive
Disorder
(N=36)

Outpatients
With Major
Depressive
Disorder
(N=40)

Inpatients 
With Major 
Depressive 
Disorder 
(N=40) Analysis

Diagnosis N % N % N % N % N % χ2 (df=3) pa

One or more anxiety disorders
Lifetime 64 35.2 26 39.4 16 44.5 5 12.5 17 42.5 11.83 0.008
Current 42 23.1 12 18.2 11 30.6 3 7.5 16 40.0 13.95 0.003

Two or more anxiety disorders
Lifetime 13 7.1 5 7.6 6 16.7 2 5.0 0 0.0 8.30 0.04
Current 8 4.4 1 1.5 5 13.9 2 5.0 0 0.0 10.90 0.01

Panic disorder
Lifetime 30 16.5 9 13.6 6 16.7 4 10.0 11 27.5 4.99 0.17
Current 17 9.3 2 3.0 4 11.1 1 2.5 10 25.0 17.03 0.001

Social phobia
Lifetime 14 7.7 6 9.1 5 13.9 3 7.5 0 0.0 5.46 0.14
Current 12 6.6 4 6.1 5 13.9 3 7.5 0 0.0 6.02 0.11

Specific phobia
Lifetime 26 14.3 14 21.2 8 22.2 1 2.5 4 10.0 9.24 0.03
Current 16 8.8 6 9.1 5 13.9 1 2.5 4 10.0 3.22 0.36

Agoraphobiab

Lifetime 5 2.8 2 3.0 1 2.8 0 0.0 2 5.0 1.91 0.59
Current 4 2.2 1 1.5 1 2.8 0 0.0 2 5.0 2.53 0.46

Obsessive-compulsive disorder
Lifetime 4 2.2 0 0.0 1 2.8 2 5.0 1 2.5 3.01 0.39
Current 3 1.7 0 0.0 1 2.8 2 5.0 0 0.0 4.79 0.19

Post-traumatic stress disorder
Lifetime 3 1.7 1 1.5 2 5.6 0 0.0 0 0.0 4.70 0.20
Current 1 0.6 0 0.0 1 2.8 0 0.0 0 0.0 4.05 0.26

a To correct for multiple observations, a significance level of p<0.003 was used.
b Without panic disorder.
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anxiety disorders of the four subgroups and chi-square
analysis of differences between subgroups.

The rate of symptoms meeting inclusion criteria for cur-
rent generalized anxiety disorder in the whole group was
27.5%. In the primary care subgroups of those with signif-
icant depressive symptoms and those with major depres-
sion, the rates were 13.6% and 30.6%, respectively. In the
outpatient and inpatient psychiatric subgroups, the rates
were 30.0% and 45.0%, respectively. Chi-square analysis
showed a significant difference between subgroups in the
rate of generalized anxiety disorder symptoms (χ2=12.81,
df=3, p=0.005).

In subjects with major depression (N=116), the presence
of a lifetime anxiety disorder was not associated with
greater likelihood of recurrent episodes rather than a sin-
gle episode of depression (χ2=0.04, df=1, p=0.84). In the
psychiatric subjects with major depression (N=80), the
mean age of onset of major depression was 57.1 years
(SD=18.4), and the mean duration of the current depres-
sive episode was 80.3 weeks (SD=165.4). The outpatients
had a younger age at onset than the inpatients (mean=52.7
years, SD=19.6, versus mean=61.4 years, SD=16.1; t=–2.16,
df=78, p=0.03) and a longer duration of the current de-
pressive episode (mean=107.9 weeks, SD=217.8, versus
mean=52.8 weeks, SD=80.2; t=2.15, df=78, p=0.04). Con-
trolling for group, the presence of a lifetime anxiety disor-
der was not associated with duration of the current de-
pressive episode (F=0.42, df=1, 77, p=0.52), but there was a
trend toward a significant association between presence
of a lifetime anxiety disorder and earlier age at onset of
first depressive episode (F=3.74, df=1, 77, p=0.057).

There was no significant difference in severity of depres-
sive symptoms between patients with a current comorbid
anxiety disorder and patients without the comorbid disor-
der (Hamilton depression scale score minus scores for the
two anxiety items, mean=14.5, SD=5.1, versus mean=13.6,
SD=5.5; t=–0.94, df=178, p=0.35). ANCOVAs were used to
test the effects of comorbid anxiety disorder (not includ-
ing symptoms of generalized anxiety disorder), control-
ling for severity of depressive symptoms. Comorbid anxi-
ety disorders were associated with a lower mean social
function score on the Short-Form Health Survey (F=6.8,
df=1, 168, p=0.01) and greater severity of symptoms (such
as sweating, nausea, and palpitations) on the autonomic
somatic subscale of the UKU Side Effect Rating Scale (F=
5.39, df=1, 174, p=0.02). There was a trend toward a signif-
icantly lower mean GAS score in patients with comorbid
anxiety disorders (F=3.51, df=1, 175, p=0.06). There was no
significant association between comorbid anxiety disor-
ders and physical function as measured by the Short-Form
Health Survey (F=0.13, df=1, 169, p=0.72), the Cumulative
Illness Rating Scale—Geriatrics score (F=0.0, df=1, 142, p=
0.99), and scores on the neurologic somatic subscale (F=
1.29, df=1, 173, p=0.26) and other somatic symptoms sub-
scale (F=0.94, df=1, 171, p=0.33) of the UKU Side Effect
Rating Scale. Comorbid anxiety disorders were not associ-

ated with greater likelihood of suicidal ideation (F=0.05,
df=1, 177, p=0.82). Depressive severity was a significant
covariate for all variables at the p<0.001 level (GAS: F=
341.66, df=1, 175; social function: F=52.14, df=1, 168; UKU
Side Effect Rating Scale neurologic somatic subscale: F=
45.20, df=1, 173; autonomic somatic subscale: F=52.66, df=
1, 174; other somatic symptoms subscale: F=28.84, df=1,
171; and suicidal ideation: F=75.05, df=1, 177) except
physical function (F=0.04, df=1, 169, p=0.85) and the Cu-
mulative Illness Rating Scale—Geriatrics score (F=0.82,
df=1, 142, p=0.37).

The ANCOVAs were repeated to include symptoms of
generalized anxiety disorder; they were significantly asso-
ciated with greater severity of depressive symptoms (F=
12.73, df=1, 177, p<0.001). In addition, after controlling for
depressive severity and comorbid anxiety disorders,
symptoms of generalized anxiety disorder were associated
with greater likelihood of suicidal ideation (F=12.45, df=1,
176, p<0.001). They were not significantly associated with
GAS score (F=2.87, df=1, 174, p=0.09), physical function
(F=0.03, df=1, 168, p=0.87), social function (F=0.06, df=1,
167, p=0.80), Cumulative Illness Rating Scale—Geriatrics
score (F=0.05, df=1, 141, p=0.82), or UKU Side Effect Rat-
ing Scale score (F=1.47, df=1, 163, p=0.23).

Discussion

This study examined the current and lifetime rates of
anxiety disorders in depressed subjects seen in a variety of
clinical settings—psychiatric inpatients, psychiatric out-
patients, and primary care patients. We found a high rate
of lifetime (35%) and current (23%) comorbid anxiety dis-
orders, mainly panic disorder and phobias. We found a
low rate of OCD and PTSD. The 23% rate of current comor-
bid anxiety disorders in this study is similar to the 38% rate
reported for a small group of elderly psychiatric patients
with major depression (18). It is also similar to the preva-
lence of 41% in a large-scale study of adults with major de-
pression or dysthymia in primary care (3).

The rate of comorbid anxiety disorders in this study is
four- to seven-fold higher than in studies of elderly per-
sons in the community (13). In particular, the frequency of
panic disorder (9.3%) is almost two orders of magnitude
greater than the 0.1%–0.3% prevalence previously re-
ported in community elderly (12, 13). This finding is con-
sistent with findings in younger adults that anxiety disor-
ders are much more common in depressed individuals (2),
especially those seen in clinical settings (3, 5). It is also
consistent with previously published smaller-scale reports
(18, 19) on comorbid anxiety in depressed elderly in clini-
cal settings. It should also be noted that the rates of cur-
rent anxiety disorder in this report are higher than rates we
previously found in a retrospective analysis of a different
group of older depressed patients (20). Because of these
previous findings, the present study was designed pro-
spectively, in collaboration with an anxiety disorders spe-
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cialist (M.K.S.). This increased attention to comorbidity
has likely improved the group’s sensitivity to the presenta-
tion of anxiety disorders, allowing more comorbid anxiety
disorders to be detected despite the use of the same struc-
tured instrument. This should serve as an object lesson to
clinicians and clinical researchers, regarding the need to
focus on comorbid disorders in order to have adequate
sensitivity to find them.

The relatively high rates of comorbidity in clinical set-
tings has been attributed to the fact that depressed eld-
erly with anxiety may be more likely to seek treatment, as
suggested in younger adults (30). This increased treat-
ment seeking could be due to greater physical illness or
greater psychological distress, both of which are associ-
ated with geriatric depression and anxiety disorders. It is
especially pertinent for clinicians to know that comorbid-
ity can be much greater in clinical settings than in com-
munity studies.

Our study found differences in rates of several anxiety
disorders between the various settings. Corrected for mul-
tiple observations, the two significant findings were lower
rates of one or more current anxiety disorder and of cur-
rent panic disorder in the outpatient psychiatric setting,
suggesting that some findings were site-specific. It should
not be surprising that inpatients with more severe depres-
sion had a greater likelihood of comorbidity. The higher
rate in primary care settings, on the other hand, may be
due to differences in methods of recruiting subjects; for
example, subjects in the primary care study were recruited
by a cutoff score on the CES-D Scale, an instrument that
may screen for nonspecific mental distress in addition to
specifically screening for depression (31). Alternately, it
may be that subjects in psychiatric settings were more fo-
cused on their depression, leading them to underreport
symptoms they did not consider relevant, such as specific
phobias. Subject bias based on clinical state has been re-
ported in other settings as well (32). Overall the group dif-
ferences between primary care and psychiatric popula-
tions reiterate the need to recruit subjects from multiple
clinical sites to achieve generalizable findings.

This study found that the presence of a lifetime comor-
bid anxiety disorder was not associated with recurrence or
chronicity of major depressive episodes. There was a trend
toward an earlier age of onset of depression in subjects
with comorbid anxiety. It was not possible in this study to
determine the temporal sequence of anxiety and depres-
sion in subjects. Future studies may assess whether de-
pression preceded by an anxiety disorder has a different
course and outcome from depression with a subsequent
anxiety disorder in late life.

The association of poorer social function with comorbid
anxiety disorders in our study is consistent with prior re-
ports that panic attacks and phobias are associated with
poorer social function in younger adults (33). On the other
hand, physical function was not worse in comorbid anxi-
ety disorders, nor was amount of chronic medical illness

as measured by the Cumulative Illness Rating Scale—Geri-
atrics. This finding was unexpected, given the association
of late-life anxiety disorders with medical illness (34), as
well as the findings of a prior study in a mixed-age cohort
that showed an interactive effect of increasing age and
panic disorder on physical function (35). Our study’s neg-
ative finding may be due to the fact that depression is also
associated with poorer physical function in the elderly
(36). Thus comorbid anxiety disorders may not predict ad-
ditional physical disability beyond that already associated
with depression in the elderly.

We found that comorbid anxiety disorders were asso-
ciated with increased autonomic symptoms as measured
by the UKU Side Effect Rating Scale. This scale measures
baseline somatization when used prior to initiation
of treatment. Elderly persons may be more likely than
younger adults to have somatic symptoms associated
with anxiety disorders (34). This finding has clinical im-
portance, because high levels of somatic symptoms dur-
ing treatment may be misidentified by the patient or cli-
nician as side effects to medication, which could lead to
poorer compliance or premature discontinuation of
treatment (37). Similarly, in depressed younger adults,
those with a comorbid anxiety disorder have also been
found to be more likely to have somatic symptoms during
treatment and to drop out prematurely (38).

Subjects with comorbid anxiety disorders (other than
generalized anxiety disorder) did not have more suicidal
ideation. This finding was unexpected, given that prior
studies in adults and elderly subjects have found a greater
suicide risk in individuals with comorbid panic and de-
pression than in those with either disorder alone (10, 11,
17). The association of comorbidity with greater suicidal-
ity should be addressed in longitudinal studies that can
examine not only suicidal ideation but also suicide at-
tempts and completed suicides.

A limitation of our study is that a rate for diagnosis of
generalized anxiety disorder was not available; instead,
the rate for symptoms of generalized anxiety disorder was
assessed. More than a third of the subjects with major
depressive episode also met symptomatic or inclusion cri-
teria for current generalized anxiety disorder. Given the
overlap of symptom criteria between major depression
and generalized anxiety disorder, this finding could be ex-
pected. It has been argued that, because many depressed
individuals meet criteria for generalized anxiety disorder,
often only during the depressive episodes, the presence of
generalized anxiety disorder in a major depressive episode
does not warrant a separate diagnosis (6, 39, 40). Rather, it
could be viewed as a severity marker (8). Supporting this
view, our study found a significant association between
severity of depressive symptoms and presence of symp-
toms of generalized anxiety disorder. In addition, however,
symptoms of generalized anxiety disorder were indepen-
dently associated with greater suicidality, even after con-
trolling for severity of depressive symptoms. This finding
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suggests that symptoms of generalized anxiety disorder
have predictive value for patients presenting with depres-
sive disorders. Another clinical study that assessed the
presence of symptomatic generalized anxiety disorder in
the elderly (41) also found high comorbidity with major
depression. In that study, individuals with comorbid
symptoms of generalized anxiety disorder had greater
functional impairment longitudinally than those with ma-
jor depression alone, findings that also suggest that symp-
toms of generalized anxiety disorder predict greater sever-
ity in depressed elderly patients.

In conclusion, the study reported here found a high rate
of comorbid anxiety disorders in clinical samples of de-
pressed patients. Comorbid anxiety disorders other than
generalized anxiety disorder were associated with poorer
social function and a higher level of somatic symptoms,
while symptoms of generalized anxiety disorder during
the depressive episode were associated with greater sever-
ity of depressive symptoms, including suicidal ideation.
Strengths of the study include the relatively large sample
size and the broad representation from multiple clinical
settings. A limitation is that the present study is cross-sec-
tional and cannot address the effects of comorbid anxiety
disorders on outcomes of depression. Existing longitudi-
nal studies in the depressed elderly (20, 42) suggest that
comorbid anxiety is associated with a delayed response to
antidepressant medication, a finding also seen in younger
adults (43). The question of whether comorbid anxiety
disorders predict a different long-term course in the de-
pressed elderly is unresolved (44). Future comorbidity
studies in the elderly should address longitudinal out-
comes and their implications for treatment, as existing lit-
erature suggests a differential course and outcome for
these patients.
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