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Objective: The authors provide a de-
tailed perspective on the correlates of co-
morbid anxiety in a large, well-character-
ized sample of bipolar disorder patients.

Method: Anxiety and its correlates were
examined in a cross-sectional sample
from the first 500 patients with bipolar I or
bipolar II disorder enrolled in the System-
atic Treatment Enhancement Program for
Bipolar Disorder, a multicenter project
funded by the National Institute of Mental
Health designed to evaluate the longitu-
dinal outcome of patients with bipolar
disorder.

Results: Lifetime comorbid anxiety dis-
orders were common, occurring in over
one-half of the sample, and were associ-
ated with younger age at onset, decreased
likelihood of recovery, poorer role func-
tioning and quality of life, less time eu-
thymic, and greater likelihood of suicide

attempts. Although substance abuse dis-
orders were particularly prevalent among
patients with anxiety disorders, comorbid
anxiety appeared to exert an independent,
deleterious effect on functioning, includ-
ing history of suicide attempts (odds ra-
tio=2.45, 95% CI=1.4–4.2).

Conclusions: An independent associa-
tion of comorbid anxiety with greater se-
verity and impairment in bipolar disorder
patients was demonstrated, highlighting
the need for greater clinical attention to
anxiety in this population, particularly for
enhanced clinical monitoring of suicidal-
ity. In addition, it is important to deter-
mine whether effective treatment of anx-
iety symptoms can lessen bipolar disorder
severity, improve response to treatment
of manic or depressive symptoms, or re-
duce suicidality.

(Am J Psychiatry 2004; 161:2222–2229)

Data from both epidemiologic and clinical samples
indicate elevated rates of anxiety disorders among pa-
tients with bipolar disorder (1–7). Comorbid anxiety disor-
ders have been reported at rates of 10.6%–62.5% for panic
disorder, 7.8%–47.2% for social anxiety disorder, 3.2%–
35% for obsessive-compulsive disorder (OCD), 7%–38.8%
for posttraumatic stress disorder (PTSD), and 7%–32% for
generalized anxiety disorder. The clinical significance of
comorbid anxiety has been less well delineated, though
greater severity and dysfunction are suggested. High levels
of anxiety symptoms have been associated with greater
suicidality, substance abuse, and lower lithium responsiv-
ity (5, 8). Emerging data support a detrimental role for
panic attacks, anxiety, and panic spectrum symptoms on
bipolar disorder outcome (9, 10).

In this article, we provide a comprehensive perspective
on the correlates of comorbid anxiety in the largest well-
characterized sample of bipolar disorder patients pub-
lished to date. We extend previous findings by examining
specific current and lifetime anxiety disorders and their
link to measures of bipolar severity, suicide attempts, and
functional impairment in 475 patients. We also examine

bipolar I and bipolar II subtypes, delineate the impact of
anxiety from substance use disorders, and separately ex-
amine the impact of comorbid anxiety in different phases
of bipolar disorder. We hypothesized that comorbid anxi-
ety would be associated with markers of greater bipolar
disorder severity and that the correlates of comorbid anx-
iety would exist independently from those of substance
use disorders.

Method

Study Overview

The Systematic Treatment Enhancement Program for Bipolar
Disorder (STEP-BD) is a multicenter project funded by the Na-
tional Institute of Mental Health designed to evaluate the longitu-
dinal outcome of patients with bipolar disorder. The overall study
combines a large prospective naturalistic study and a series of
randomized controlled trials (11). To enter the STEP-BD, patients
are required to be at least 15 years of age and meet DSM-IV crite-
ria for bipolar I disorder, bipolar II disorder, cyclothymia, bipolar
disorder not otherwise specified, or schizoaffective manic or bi-
polar subtypes (12). Exclusion criteria are limited to unwilling-
ness or inability to comply with study assessments or to give in-
formed consent. After description of the study, written informed
consent was obtained. For the present report, participants were
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the first 500 patients entered into the STEP-BD who met lifetime
criteria for bipolar I or II disorder and who had completed base-
line diagnostic assessments of comorbid anxiety.

Procedures

Diagnoses were obtained by semistructured interview utiliz-
ing the Mini International Neuropsychiatric Interview (MINI
Plus Version 5.0 [13]), adapted to additionally assess lifetime
anxiety and eating disorders. On the basis of presence or ab-
sence of DSM-IV-based criteria, one of eight operationally de-
fined clinical states was assigned as the current clinical status.
Four clinical states corresponded to the DSM-IV definitions for
major depression, mania, hypomania, or mixed episodes. Pa-
tients achieving relative euthymia (two or fewer moderate
symptoms) for at least a week were assigned a status of recover-
ing or recovered, depending on whether this status had been
sustained for at least 8 weeks. Two subsyndromal states (three or
more moderate symptoms but not full criteria for a mood epi-
sode) categorized patients as either continued symptomatic (a
subsyndromal state following an acute episode without an in-
tervening full recovery) or roughening (a subsyndromal state
occurring after recovery from the last full mood episode). These
bipolar state categories and interrater reliability training are fur-
ther discussed by Sachs et al. (11).

For the present study, data from all instruments were col-
lected cross-sectionally at study initiation, regardless of treat-
ment or clinical status. Information on the course and severity
of bipolar symptoms, including age at onset, history of suicide
attempts, and the longest euthymic period (“mood has been
consistently normal”) in the preceding 2 years was elicited as
part of the baseline semistructured interview (see Sachs et al.
[11]). Quality of life and functional impairment were assessed
with two patient-rated scales, the short form of the Quality of
Life and Enjoyment Scale (14) and the Range of Impaired Func-
tioning Tool (14, 15).

Within the class of anxiety disorders, we separately examined
panic disorder with or without agoraphobia, agoraphobia with-
out panic disorder, social anxiety disorder, OCD, PTSD, and gen-

eralized anxiety disorder. We defined “any anxiety disorder” as
having met DSM-IV criteria for at least one of these six disorders.

Statistical Analyses

For all binary comparisons, Fisher’s exact test was used. Two-
sided, two-sample t tests were performed for continuous vari-
ables. In the case of unequal variance, a conservative Satther-
waite correction was applied. The ordered categories of edu-
cation were examined with a Cochran-Armitage Test for Trend.
Because of the large number of tests, we conservatively set the
level of significance at p<0.01 and report results that approached
significance if they met a threshold of p<0.05. In addition, we ex-
amined whether the prediction afforded by comorbid anxiety was
redundant with other variables by conducting a number of fol-
low-up, stepwise, linear, and logistic regression equations.

Results

Patient characteristics are presented in Table 1. Twenty-
five patients of the original 500 were excluded because of
missing diagnostic or clinical status data at baseline.

Comorbid Anxiety and Bipolar Disorder Type

The prevalence of any lifetime anxiety disorder for the
entire sample was 51.2% and was 30.5% for any current
anxiety disorder. Greater overall anxiety comorbidity was
seen among patients with bipolar I disorder relative to bi-
polar II disorder (Table 2), reaching significance only for
the presence of at least one current anxiety disorder, cur-
rent PTSD, and lifetime agoraphobia without panic. The
lifetime prevalence of each individual anxiety disorder in
the STEP-BD participants was compared with each re-
spective anxiety disorder’s general population prevalence
rate from the National Comorbidity Study (3, 17), with the
exception of OCD, for which only an Epidemiologic Catch-
ment Area study prevalence rate is available (16). The

TABLE 1. Demographic and Clinical Characteristics of 475 Patients With Bipolar I or Bipolar II Disorder Enrolled in the
Systematic Treatment Enhancement Program for Bipolar Disorder (STEP-BD)

Characteristic Mean SD N %a

Age (years) 41.7 12.8
Age at onset of bipolar disorder (years) 17.5 8.3
Female 279 59.4
Never married 164 35.0
Employment

Professional 145 31.0
Managers and administrators 51 10.9
Craftsmen and kindred workers 61 13.1
Clerical and sales workers 106 22.7
Laborers/operatives/kindred workers 35 7.5

Bipolar type
Bipolar I disorder 360 75.8
Bipolar II disorder 115 24.2

Education
Partial high school or less 18 3.8
High school diploma or General Equivalency Diploma 58 12.4
Technical school/Associates degree/some college (at least 1 year) 168 35.9
College diploma 132 28.2
Graduate or professional degree 92 19.7

Clinical status
Depression 118 24.9
Hypomania, mania, or mixed 57 12.0
Recovery or recovered 244 51.5
Other (roughening, continued symptomatic) 55 11.6

a Total N on which percentages are based varies because of missing data for some subjects on some of the variables. 
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STEP-BD participants uniformly demonstrated signifi-
cantly higher lifetime prevalence rates for each individual
anxiety disorder than the general population (one-sample
test of proportions: all p<0.005) (Table 2).

Comorbid Anxiety and Bipolar Disorder Severity 

Age at onset of bipolar disorder was significantly lower
for patients with any lifetime anxiety disorder (mean=
15.6 years, SD=7.9) than in patients without an anxiety
disorder (mean=19.4 years, SD=8.3) (t=5.03, df=471,
p<0.0001) and in the presence of each single anxiety dis-
order except agoraphobia without panic and OCD. Pa-
tients with a lifetime anxiety disorder diagnosis had com-
pleted less education (Cochran-Armitage Test for Trend
z=3.40, p<0.001).

There was wide variability across the sample in the re-
ports of the maximum number of continuous euthymic
days in the 2 years before study entry (mean=218, SD=
290). Nonetheless, the presence of at least one or any indi-
vidual current anxiety disorder was associated with a dra-
matically shorter time euthymic; the longest number of
euthymic days was reduced to less than half in the pres-
ence of almost all individual anxiety disorders (Figure 1).
This effect was also present, but to a lesser degree, for par-
ticipants with a lifetime history of any anxiety disorder.
When both a history of anxiety disorders and current (per-
sisting) anxiety were entered as predictors in a multiple re-
gression equation, only current anxiety offered significant
prediction. Furthermore, at baseline evaluation, 59.3% of
participants with no current anxiety disorder were recov-
ering or recovered, compared with only 33.8% with at least
one anxiety disorder, (p<0.0001, Fisher’s exact test). The
proportion of participants currently recovering or recov-
ered was significantly lower in the presence of most indi-

vidual current anxiety disorders (p<0.01, Fisher’s exact
test) with the exception of OCD and panic. For example,
only 21% of those with PTSD and 33% of those with gener-
alized anxiety disorder were recovering or recovered.

Rates of lifetime suicide attempts were significantly ele-
vated for patients with at least one lifetime anxiety disor-
der and for each individual anxiety disorder, with the ex-
ception of OCD (Figure 2).

Alcohol and Substance Abuse and Anxiety

Although lifetime alcohol and substance use disorders
were prevalent for the entire sample (37.8% with alcohol
abuse or dependence, 26% with substance abuse or de-
pendence), prevalence rates were significantly elevated
for those with a current or lifetime anxiety disorder (Table
3). For example, the presence of at least one current anxi-
ety disorder was associated with a doubling of the rate of
lifetime alcohol dependence, with 40%–50% of patients
with lifetime panic disorder, agoraphobia, social anxiety
disorder (all p<0.001) and PTSD (p<0.01) affected (data not
shown).

Quality of Life and Function

Anxiety disorder comorbidity was also significantly as-
sociated with diminished quality of life and role function-
ing. The presence of each current anxiety disorder (with
the exception of OCD) was associated with poorer func-
tioning (as measured by the Range of Impaired Function-
ing Tool) and poorer quality of life (as measured by the
Quality of Life and Enjoyment Scale) (data not shown). For
both of these variables, a lifetime history of comorbid anx-
iety disorder offered only redundant prediction to the
presence of a current anxiety disorder. When the impact of
at least one current anxiety disorder on these measures

TABLE 2. Current and Lifetime Anxiety Disorder Comorbidity in Bipolar Disorder Patients Enrolled in the Systematic Treat-
ment Enhancement Program for Bipolar Disorder (STEP-BD) by Bipolar Subtype and Relative to the General Population

Anxiety Disorder 
Diagnosis

Current Lifetime Lifetime 
Prevalence, 

General 
Population 

(%)a

Bipolar I Disorder
(N=360)

Bipolar II Disorder
(N=115)

Full Sample
(N=475)

Bipolar I Disorder 
(N=360)

Bipolar II Disorder
(N=115)

Full Sample
(N=475)

N % N % N % N % N % N %
Any anxiety disorder 123 34.2 22 19.1b 145 30.5 190 52.8 53 46.1 243 51.2 —c

Panic disorder
(with or without 
agoraphobia) 33 9.2 5 4.4 38 8.0 66 18.3 16 13.9 82 17.3d 3.5

Agoraphobia no 
panic disorder 20 5.6 1 0.9e 21 4.4 37 10.3 3 2.6b 40 8.5f 5.3

Social anxiety 
disorder 50 14.0 10 8.7 60 12.7 83 23.2 21 18.3 104 22.0d 13.3

Obsessive-compulsive
disorder 24 6.7 3 2.6 27 5.7 39 10.9 8 7.0 47 9.9d 2.5

Posttraumatic stress 
disorder 23 6.4 1 0.9b 24 5.1 67 18.8 14 12.2 81 17.2d 7.8

Generalized anxiety 
disorder 46 12.9 12 10.4 58 2.3 68 19.1 19 16.5 87 18.4d 5.1

a From the National Comorbidity Survey (3, 17). Data on OCD from the Epidemiologic Catchment Area study (16).
b Significantly different than rate for bipolar I subtype (p<0.01, Fisher’s exact test).
c Not available for any anxiety disorder as defined.
d Significantly different than rate for general population (p<0.001, Fisher’s exact test).
e Difference from rate for bipolar I subtype approached significance (p<0.05, Fisher’s exact test).
f Significantly different than rate for general population (p<0.005, Fisher’s exact test).
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was examined on the basis of current bipolar status, this
effect was significant for the Range of Impaired Function-
ing Tool only for recovered or recovering patients (t=–5.8,
df=235, p<0.0001). However, quality of life was worse as
determined by the Quality of Life and Enjoyment Scale re-
gardless of bipolar state (t=6.9, df=344, p<0.0001).

Independent Association of Anxiety Disorders 
With Bipolar Disorder Severity

Because the presence of nonrecovered/recovering bi-
polar state and alcohol or substance use disorders were
common in patients with anxiety disorders, we examined
the independent association of anxiety comorbidity with
measures of illness severity. We examined three regres-
sion models with the Quality of Life and Enjoyment Scale,
the Range of Impaired Functioning Tool, and longest eu-
thymic period within the preceding 2 years serving as
separate outcome variables. For each model, we exam-
ined the impact of at least one current comorbid anxiety
disorder after lifetime alcohol or substance abuse/depen-
dence and current bipolar clinical state (e.g., depressed,
manic/hypomanic/mixed, euthymic) were controlled. A
current anxiety disorder was associated with a robust and
consistent detrimental impact on quality of life (t=4.67,
p<0.0001), role functioning (t=4.09, p<0.0001), and num-
ber of days euthymic (t=3.41, p<0.001), even after current
clinical state and the presence of lifetime substance use
disorders were controlled. For example, anxiety comor-
bidity was associated with reduction in length of eu-
thymia from 262 to 113 days. Further, for all three regres-
sion models, there was no interaction of anxiety with

substance use, suggesting that the detrimental effect as-
sociated with anxiety occurs independent of lifetime drug
or alcohol abuse or dependence.

Similarly, even when each of the aforementioned cova-
riates was controlled, the presence of a lifetime anxiety
disorder was associated with an odds ratio for suicide at-
tempt of 2.45 (95% confidence interval [CI]=1.4–4.2; Wald
χ2=11.07, p<0.001) relative to patients without comorbid
anxiety, with a similar tendency (odds ratio=1.9, 95% CI=
1.09–3.4; Wald χ2=5.19, p<0.05) for those with a current
anxiety disorder. Finally, to ensure that differences in
functioning and suicide history among patients with anxi-
ety disorders were not dependent on the duration of the
bipolar disorder, we examined this variable as a covariate
in multiple regression analyses. In the multiple regression
analyses including duration of bipolar illness, the pres-
ence of comorbid anxiety disorders continued to predict
each of the four indices of poorer functioning: less time
euthymic, poorer quality of life, greater functional impair-
ment, and an elevated risk for suicide attempts.

Multiple Anxiety Comorbidity

We evaluated the additive influence of multiple anxiety
comorbidity by examining the association of number of
anxiety disorders (i.e., none, one, two, or more than two)
with measures of quality of life, functional impairment,
and period of time euthymic, after controlling for current
clinical status and substance use in regression models.
The presence of multiple anxiety comorbidity was inde-
pendently associated with added impairment in quality of

FIGURE 1. Longest Euthymic Period Within the Preceding 2 Years of 469 Bipolar Disorder Patients Enrolled in the System-
atic Treatment Enhancement Program for Bipolar Disorder (STEP-BD), by Comorbid Anxiety Diagnosisa

a Analyses of difference are for each diagnosis versus no anxiety disorder diagnosis.
*p<0.05. **p<0.01. ***p<0.001. †p<0.0001.
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life (t=2.87, p<0.01) and functioning (t=3.01, p<0.01) and
tended to be associated with longest period euthymic (t=
2.12, p<0.05).

Discussion

In the largest clinical sample of patients with bipolar I
and bipolar II disorder reported to date, we found high
levels of anxiety comorbidity, consistent with the growing
literature from epidemiologic and outcome studies. We
found elevated anxiety comorbidity in bipolar I disorder
as did McElroy and colleagues (1), in contrast to reports of
an anxiety association specific to bipolar II disorder de-
rived primarily from primary anxiety disorder samples,
not primary bipolar cohorts (18, 19).

Our findings of a worse course and poorer functioning
among patients with a comorbid lifetime anxiety disorder
are consistent with previous observations (1, 5, 9, 10), al-
though our study extends these findings by examining the
independent influence of substance abuse and anxiety co-
morbidity.

In our study, the degree of overlap between anxiety dis-
orders and substance use disorders was striking. None-
theless, in regression analyses examining the indepen-
dent prediction afforded by each comorbidity, anxiety
comorbidity continued to be significantly associated with
poorer outcome (less time euthymic, poorer quality of
life, greater functional impairment, and elevated risk for
suicide attempts).

In particular, there was a dramatic and significant pre-
diction of past suicide attempts by the presence of a life-

time anxiety disorder, with an odds ratio of 2.45, even af-
ter controlling for potential confounding by alcohol and
substance disorder comorbidity and clinical bipolar state.
Thus, lifetime anxiety comorbidity appears to be a sig-
nificant marker of risk for a reported history of suicide
attempts.

Our finding of a significantly younger age at onset of bi-
polar disorder in those with lifetime anxiety comorbidity
is consistent with epidemiologic data suggesting that the
presence of anxiety disorders may predict the onset of bi-
polar disorder (4), and research work by the Stanley Foun-
dation group (1). Similarly, panic disorder with onset prior
to age 21 has been reported to have a significantly higher
association with bipolar disorder than later-onset panic
disorder (20). Further, a 10-year prospective study of 717
adolescents found that, after controlling for adolescent
mania, the presence of a childhood anxiety disorder pre-
dicted onset of bipolar disorder in young adulthood (21).
However, the precise nature of the relationship between
anxiety and bipolar illness remains unclear. Early anxiety
may represent a prodromal symptom of bipolar disorder,
or alternately, anxiety and bipolar disorders may share an
associated biology or genetic risk. For example, recent ge-
netic and family studies have supported a specific panic
disorder-bipolar disorder connection, with evidence for a
comorbid subtype with shared genetic transmission in
some families (22, 23). Moreover, we found that the link be-
tween comorbid anxiety disorders and greater disability in
bipolar disorder patients was independent of the duration
of the bipolar disorder. In addition, anxiety symptoms may,
in some cases, represent an inherent component of a more

FIGURE 2. History of Suicide Attempts in 469 Bipolar Disorder Patients Enrolled in the Systematic Treatment Enhancement
Program for Bipolar Disorder (STEP-BD), by Comorbid Anxiety Diagnosisa

a Analyses of difference are for each diagnosis versus no anxiety disorder diagnosis.
*p<0.05. **p<0.01. ***p<0.001. †p<0.0001.
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severe bipolar disorder subtype, perhaps attributable to
dysphoric stimulation rather than a distinct disorder.

Although there is a growing awareness of the need to
treat comorbid disorders such as panic and PTSD (24),
anxiety interventions have not been highlighted as critical
for high-risk bipolar patients nor for integration into sui-
cide prevention strategies. In our study, anxiety disorders
were consistently associated with poorer functioning.
More than a decade ago, Fawcett and colleagues suggested
anxiety symptoms may be a modifiable risk factor for sui-
cide in individuals with mood disorders (25), but the field
has been slow to develop specific anxiety-targeted inter-
ventions for patients with bipolar disorder and anxiety co-
morbidity. Although Frank, Cyranowski, and Shear are de-
veloping a modification of interpersonal psychotherapy
for patients with unipolar depression and panic comorbid-
ity (MH-49115, E. Frank, principal investigator), there are
currently no data examining the efficacy of any anxiety
treatment for the prevention of suicide attempts or im-
provement of clinical course specifically for patients with
bipolar disorder. Furthermore, little is known about the
precise mechanism by which anxiety elevates suicidality,
and study of this issue may need to precede the develop-
ment of interventions specifically aimed at suicide preven-
tion in this population. Patients with acute anxiety may be
less capable of tolerating uncomfortable affects and utiliz-
ing other resources, such as social supports or cognitive
strategies, to reduce suicidality. Psychosocial interventions
to prevent suicide should focus in part on problem-solving
skills and improved tolerability of distress (26).

Conclusions drawn from the present study are limited
by the cross-sectional nature of the assessments. Specifi-
cally, we are unable to address issues of causality and
whether anxiety disorders predispose individuals with bi-
polar disorder to a worse course, or whether it is the char-
acteristics of the bipolar disorder itself that determine
anxiety onset. However, inclusion of patients at all levels of
symptom severity, treatment, and phase of illness allows
for broad generalizability. Nonetheless, conclusions based
on some of our subsample analyses with less prevalent
anxiety disorders or affective states (e.g., manic/hypo-
manic/mixed) are limited by relatively low power. In addi-
tion, the performance of multiple statistical comparisons
may have increased the risk of false positive findings (type

I error), although this is tempered to some degree by the
use of a significance level of 0.01.

We do not know the extent to which comorbid anxiety
motivates patients to seek care. Hence, our clinical sample
may overrepresent this comorbidity relative to non-treat-
ment-seeking populations (i.e., Berkson’s bias) (27) and
may contribute to our finding of elevated anxiety preva-
lence compared with rates from epidemiologic samples.
However, our results concur with the high levels of overall
comorbidity (59.3%) found for bipolar I disorder in the ep-
idemiologically derived National Comorbidity Survey
sample (4). In contrast, our rates of substance abuse may
be low, given that patients with substance use disorders
may be more likely to present at or be referred to primary
substance abuse treatment programs than general psychi-
atric settings. Finally, our reliance on retrospective self-re-
port for lifetime disorders and severity of illness at this
cross-sectional assessment does not protect from the pos-
sible bias that patients with greater severity of illness may
have been more likely to acknowledge a history of anxiety
in a structured interview.

Of note, our results do not address the impact of differ-
ential anxiety severity nor subsyndromal anxiety features.
Anxiety symptoms below the threshold to meet criteria
for diagnosis may still exert a pernicious effect on the
course of bipolar disorder. For example, lifetime panic
spectrum symptoms and traits, regardless of formal panic
disorder diagnosis, are associated with greater bipolar se-
verity and longer time to remission with treatment (10).
Similarly, poorer treatment outcome has been reported
for patients with panic or anxiety symptoms and bipolar I
disorder (9). Further research to address these issues is
currently ongoing.

In conclusion, anxiety disorder comorbidity is prevalent
and appears to be an independent marker of greater sever-
ity of bipolar illness and suicide attempts. The presence of
anxiety comorbidity should signal a need for enhanced
clinical monitoring of suicidality, and a greater under-
standing of this connection is critical. Little is known about
whether effective treatment of anxiety symptoms can
lessen bipolar severity, improve response to treatment of
manic or depressive symptoms, or reduce suicidality. Fur-
ther research examining the impact of anxiety on treat-
ment response and course in bipolar disorder is ongoing as

TABLE 3. Lifetime Prevalence of Substance Use Disorders in 475 Bipolar Disorder Patients Enrolled in the Systematic Treat-
ment Enhancement Program for Bipolar Disorder (STEP-BD), by Current and Lifetime Anxiety Disorder Comorbidity

Substance Use Disorder

Current Anxiety Disorder Diagnosis Lifetime Anxiety Disorder Diagnosis

No (N=330) Yes (N=145) No (N=232) Yes (N=243)

N % N % N % N %
Alcohol dependence 68 20.6 58 40.0a 41 17.7 85 35.0b

Alcohol abuse 82 24.8 58 40.0a 48 20.7 92 37.9b

Drug dependence 42 12.7 39 26.9a 32 13.8 49 20.2
Drug abuse 53 16.1 45 31.0a 37 15.9 61 25.1c

a Significantly different than rate for subjects with no diagnosis (p<0.001, two-tailed Fisher’s exact test).
b Significantly different than rate for subjects with no diagnosis (p<0.0001, two-tailed Fisher’s exact test).
c Difference from rate of subjects with no diagnosis approached significance (p<0.05, two-tailed Fisher’s exact test).
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part of the STEP-BD study. These efforts may further eluci-
date the impact of anxiety on bipolar disorder and the need
for additional or alternate intervention for patients with bi-
polar disorder and anxiety comorbidity.
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