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Background: Depressive and anxiety disorders are highly prevalent in the primary care
setting. There is evidence that patients with depression and comorbid anxiety are more severely
impaired than patients with depression alone and
require aggressive mental health treatment. The
goal of this study was to assess the impact of comorbid anxiety in a primary care population of
depressed patients.
Method: 342 subjects diagnosed with a
DSM-IV–defined major depressive episode,
dysthymia, or both were asked 2 questions about
the presence of comorbid anxiety symptoms (history of panic attacks and/or flashbacks). Patient
groups included depression only (N = 119), depression and panic attacks (N = 51), depression
and flashbacks (N = 97), and depression and both
panic attacks and flashbacks (N = 75). Groups
were compared on demographics, mental health
histories, and health-related quality-of-life variables. Data were gathered from January 1998 to
March 1999.
Results: Those patients with depression,
panic attacks, and flashback symptoms as compared with those with depression alone were more
likely to be younger, unmarried, and female. The
group with depression, panic attacks, and flashbacks was also more likely to have more depressive symptoms, more impaired health status,
worse disability, and a more complicated and
persistent history of mental illness. Regression
analysis revealed that the greatest impact on disability, presence of depressive symptoms, and
mental health outcomes was associated with
panic attacks.
Conclusion: By asking 2 questions about
comorbid anxiety symptoms, primary care providers evaluating depressed patients may be able
to identify a group of significantly impaired patients at high risk of anxiety disorders who might
benefit from collaboration with or referral to a
mental health specialist.
(Primary Care Companion J Clin Psychiatry 2003;5:104–110)
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M

ajor depression and anxiety disorders frequently
occur in the primary care setting. The prevalence
of major depression has been reported to range between
5% and 10% in the primary care setting.1 Commonly occurring anxiety disorders in the primary care setting include panic disorder and posttraumatic stress disorder
(PTSD). The prevalence of panic disorder in this setting
has been reported to range between 6.7% and 8.3%.2 Posttraumatic stress disorder, once thought to be common
only in Department of Veterans Affairs (VA) populations,
has now been reported to be common in the non-VA primary care setting with a reported prevalence of 11.8%.3
Treatment approaches for major depression, panic disorder, and PTSD have been developed for the primary care
setting.4–6
Given the high prevalence of these disorders in primary care populations, it is not surprising to find them
frequently occurring as comorbid disorders. The prevalence of panic disorder in patients with depression has
been reported to be approximately 10%.7 Whereas the
prevalence of PTSD in patients with depression is not
clearly known, the prevalence of depression in patients
with PTSD has been reported to be as high as 60%.3
Patients with depression and comorbid anxiety disorders have been shown to have significantly worse morbidity than those without comorbid anxiety disorders,
including worse symptom severity, greater functional impairment, fewer social contacts, greater use of health care
resources, and higher rates of suicide attempts.8–17 Studies
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have also shown that subsyndromal anxiety and depression are highly prevalent in the primary care setting and
that patients with subsyndromal anxiety and depression
suffer significant impairment.18–20 These findings have led
to the suggestion that primary care providers should
routinely screen for anxiety disorders in their depressed
patients because early diagnosis and treatment of these
comorbid disorders may lead to a better treatment response.15,20 However, the primary care provider is already
overburdened and under time pressure and may not feel
adequately skilled to assess for a wide range of mental
health disorders.
We were interested in finding out if a subpopulation of
depressed primary care patients with comorbid anxiety
symptoms and substantial functional impairment could be
identified. To address this question, we planned to look at
the role of comorbid anxiety symptoms in a population of
patients enrolled in a trial evaluating treatment of depression in a primary care setting.21 Prior to this depression
treatment trial, comorbid anxiety was considered to be one
of the factors that could influence the effectiveness of
treatment for depressed patients in a primary care setting.
We hypothesized that patients diagnosed with major depression who answered yes to a question about panic attacks and/or a question about flashbacks would have
higher depression severity, worse course of depression,
and more functional impairment than depressed patients
without these anxiety symptoms.
METHOD
Setting
The patients evaluated for this study were part of the
Effectiveness of Team Treatment of Depression in VA
Primary Care trial, a randomized trial of the effectiveness
of the collaborative care model to treat depression in the
primary care setting.21 Human Subjects Committee approval was obtained for this study and all work that used
data from this study, and all subjects provided written informed consent to participate. At the VA Puget Sound
Health Care System (Seattle, Wash.), primary care is provided in the General Internal Medicine Clinic (GIMC).
The GIMC is organized into firms to which primary care
providers and their patient panels are assigned in an unbiased manner. For the Effectiveness of Team Treatment
trial, these firms were randomly assigned to collaborative
care or usual care study arms. Data were gathered from
January 1998 to March 1999.
Sample
Patients referred to the Effectiveness of Team Treatment trial had screened positive for clinically significant
depressive symptoms. After initial screening, each prospective subject was administered a computer-assisted
structured interview assessing depression severity, current

or past use of medication or therapy, health status, current
and past alcohol use, PTSD symptoms, history of mental
illness, and barriers to care. Depression and anxiety symptom assessment was based on the Primary Care Evaluation
of Mental Disorders22 with additional questions taken
from the Structured Clinical Interview for DSM-IV.23
Alcohol use was assessed with the CAGE, a quantityfrequency index, and questions about the patient’s perception of substance use.24 The interview was administered by
a skilled psychology technician in person or by telephone.
Previous studies have found high concordance between inperson and telephone structured depression assessment.25
For the Effectiveness of Team Treatment trial, eligible
patients were required to meet Diagnostic and Statistical
Manual of Mental Disorders, Fourth Edition, (DSM-IV)
criteria for a current major depressive episode, dysthymia,
or both.26 Exclusion criteria were as limited as possible to
increase generalizability of results across the primary care
population. Patients with recent mental health specialty
visits and a scheduled future appointment were excluded,
as we did not want to interfere in ongoing intensive mental
health treatment. Patients who were judged to require
treatment for substance abuse prior to initiating depression
treatment were excluded and referred to a specialty clinic
(N = 43). Patients with well-known primary PTSD were
excluded prior to initiating treatment for depression and
were referred to a specialty clinic (N = 11). Eleven other
patients were excluded because of acute suicidality, psychosis, or other conditions requiring immediate treatment.
We enrolled 168 patients in the collaborative care arm and
186 patients in the usual care arm for a total of 354 patients. For our analysis, we analyzed 342 patients. Twelve
patients had to be dropped from the original sample due to
missing data.
Subjects for this depression and comorbid anxiety
study were selected from both arms of the Effectiveness of
Team Treatment trial. This group of depressed patients
was divided into groups based on the presence or absence
of comorbid anxiety symptoms. We chose clinically significant anxiety symptoms that are consistent with panic
disorder and PTSD. These symptoms were chosen because
panic disorder and PTSD have been shown to be prevalent
in the primary care setting and are associated with significant morbidity. We chose 1 symptom to represent each of
these anxiety disorders. For panic disorder, we chose
“Have you had anxiety or panic attacks in the last month?”
For PTSD, we chose a question that is suggestive of flashbacks: “Have you been bothered by images in the last
month?” We are unaware of any data on the specificity or
sensitivity of these 2 items as screening questions. We
chose these 2 questions in an attempt to probe for subjects
who may be suffering from comorbid anxiety symptoms
or disorders. It should be clear that these 2 questions were
asked by the psychology technician as part of a total package of questions and were not asked as a 2-question screen
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Table 1. Demographic Variables by Group in 342 Patients With Depression
Depression
Depression
Depression
Depression, Panic
p Value
Only
and Panic Attacks
and Flashbacks
Attacks, and Flashbacks
(comparing
Variable
(N = 119)
(N = 51)
(N = 97)
(N = 75)
across groups)
Age, mean ± SD, ya
59.7 ± 13.1b
57.9 ± 12.7
57.4 ± 15.3
52.0 ± 12.4b
.00
Male, %a
98.3b
100.0c
95.9
89.3b,c
.01
d
e
e
Married/living as married, %
50.8
27.5
37.1
45.9
.02
White, %
84.7
78.4
80.4
70.3
.11 (NS)
Live alone, %
23.7
35.3
38.1
24.3
.07 (NS)
3.8 ± 3.3
4.0 ± 3.2
3.0 ± 2.9
3.4 ± 3.0
.16 (NS)
CDS,31,32 mean ± SD
a
Significantly different across groups at the p < .01 level using the chi-square test (proportions) or ANOVA (means) as appropriate.
b
Pairwise comparison between the depression only and depression + panic + flashback groups was significantly different at the p < .05 level using
Scheffe’s test.
c
Pairwise comparison between the depression + panic and depression + panic + flashback groups was significantly different at the p < .05 level using
Scheffe’s test.
d
Significantly different across groups at the p < .05 level using the chi-square test (proportions) or ANOVA (means) as appropriate.
e
Pairwise comparison between the depression only and depression + panic groups was significantly different at the p <. 05 level using Scheffe’s test.
Abbreviations: ANOVA = analysis of variance, CDS = Chronic Disease Score, NS = nonsignificant.

by primary care providers. We realized that we would be
unable to accurately identify panic disorder or PTSD with
these 2 questions. We then grouped the patients into those
with depression alone (N = 119), those with depression
and the panic attack symptom (N = 51), those with depression and the PTSD symptom (N = 97), and those with
depression and both the panic and PTSD symptoms
(N = 75).
Measures
Measures used were those administered at baseline
(within 1 week of study enrollment) of the Effectiveness
of Team Treatment trial. The Hopkins Symptom Checklist
depression scale (SCL-20) measured depressive symptomatology. The SCL-20 includes the 20 depression items
from the Symptom Checklist-90.27 Health status was measured with the Veterans Short Form 36 (SF-36) Health
Status Questionnaire.28,29 This assessment can be scored
as 8 subscales and 2 summary scores: a physical component scale (PCS) and a mental component scale (MCS).
The Sheehan Disability Scale30 was also used. This 3-item
questionnaire examines how diminished health status
interferes with work/school, family life, and social life
and activities on a 0-to-10 Likert scale. We used the VA
version of the Chronic Disease Score (CDS),31,32 a measure of chronic medical illness based on medication data,
to describe overall disease burden at enrollment. This
measure has been found to have a high correlation with
physician ratings of severity of illness and to predict hospitalization and mortality in the year following assessment after controlling for age, sex, and health care visits.32
Data Analysis
To assess the independent predictive capacity of
the panic and flashback symptoms, we fit multivariate
linear regression models using (separately) PCS, MCS,
Sheehan, or SCL-20, measured at baseline, as the response variable. In adjusted analysis, we controlled for
the demographic variables listed in Table 1. For each out106

come, we fit both an additive regression model that assumed a constant effect of both the panic and flashback
symptoms and a saturated model that included the interaction between the panic and flashback symptoms. The
model with interaction allowed a different effect of panic
based on whether a subject reported the flashback symptom (and similarly a different effect of flashback depending on whether a subject reported panic). We formally tested whether the interaction between panic and
the flashback symptom was statistically significant using
a standard t test of the interaction regression coefficient.
When the interaction was not statistically significant, we
could report a separate panic and flashback effect on the
mean response.
RESULTS
Demographic information about patients in each of the
4 groups is presented in Table 1. Analysis of variance
showed that patients in the 4 groups were not significantly
different with respect to ethnic backgrounds, whether
they lived alone or with others, or CDS. Groups differed
from one another with respect to age, gender, and marital
status. The group with depression and the panic attack and
flashback symptoms was significantly younger than the
depression alone group. The group with depression and
the panic and flashback symptoms was significantly more
likely to be female compared with the depression alone
group and the depression plus panic attack symptom
group. The group with depression alone was significantly
more likely to be married compared with the depression
plus panic attack symptom group.
Comparisons across groups on health status using the
SF-36 (Table 2) found that the group with depression,
panic attacks, and flashbacks had significantly lower
scores (p < .05) than the depression alone group on all
subscales of the SF-36 except for physical functioning,
the general health subscales, and the PCS. These unadjusted differences were considered clinically significant
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Table 2. Health-Related Quality-of-Life Measures at Baseline by Group in Patients With Depression (mean ± SD)
Depression
Only
(N = 119)

Depression and
Panic Attacks
(N = 51)

Depression
and Flashbacks
(N = 97)

Depression, Panic
Attacks, and Flashbacks
(N = 75)

p Value
(comparing
across groups)

Measure
SF-3628,29
Physical functioning
45.8 ± 27.0
37.4 ± 23.6
40.1 ± 27.0
40.6 ± 26.2
.19 (NS)
Role-physicala
50.6 ± 29.3b
42.0 ± 29.5
41.1 ± 30.3
39.7 ± 27.4b
.03
42.6 ± 27.0b
37.2 ± 22.7
33.7 ± 23.4
31.9 ± 23.5b
.01
Bodily paina
General health
41.2 ± 21.7
34.6 ± 21.2
34.6 ± 22.6
35.6 ± 24.2
.12 (NS)
Energy/vitalityc
30.2 ± 20.7b
21.4 ± 16.8
26.5 ± 19.6
21.2 ± 14.8b
.00
Social functioningc
46.6 ± 26.9b,d
34.1 ± 26.0d
39.1 ± 26.8
30.3 ± 24.3b
.00
Role-emotionalc
64.7 ± 29.6b,d
50.5 ± 27.4d
55.9 ± 27.7
48.1 ± 26.4b
.00
Mental healthc
50.4 ± 21.4b,d
38.7 ± 19.2d
44.1 ± 18.6
36.1 ± 17.6b
.00
PCS28,29
34.4 ± 12.1
32.7 ± 10.2
32.0 ± 11.8
33.0 ± 12.3
.49 (NS)
28,29c
b,d
d
b
MCS
38.6 ± 12.4
31.8 ± 10.4
35.0 ± 10.3
30.0 ± 9.9
.00
Sheehan Disability Scale
4.88 ± 2.60b
5.98 ± 2.29
5.46 ± 2.33
6.23 ± 2.18b
.00
(baseline)c
Activities at homea
4.85 ± 2.75b
5.90 ± 2.54
5.53 ± 2.61
5.97 ± 2.30b
.01
Family lifea
4.45 ± 3.38b
5.73 ± 3.02
5.01 ± 3.00
5.81 ± 2.86b
.01
Social lifec
5.35 ± 3.18b
6.58 ± 2.60
5.82 ± 3.29
6.90 ± 2.62b
.00
SCL-2027 scorec
1.63 ± 0.67b
2.05 ± 0.69
1.83 ± 0.59e
2.23 ± 0.61b,e
.00
a
Significantly different across groups at the p < .05 level using ANOVA.
b
Pairwise comparison between the depression only and depression + panic + flashback groups was significantly different at the p < .05 level using
Scheffe’s test.
c
Significantly different across groups at the p < .01 level using ANOVA.
d
Pairwise comparison between the depression only and depression + panic groups was significantly different at the p < .05 level using Scheffe’s test.
e
Pairwise comparison between the depression + flashback and depression + flashback + panic groups was significantly different at the p < .05 level
using Scheffe’s test.
Abbreviations: ANOVA = analysis of variance, MCS = mental component scale, NS = nonsignificant, PCS = physical component scale,
SCL-20 = Hopkins Symptom Checklist, SF-36 = Veterans Short Form 36 Health Status Questionnaire.

using the standard assessment of a clinically significant
difference as being 5 points or more.28,29 The depression
and panic attack group scored statistically and clinically
lower than the depression group on social functioning,
role-emotional, mental health, and the MCS.
Scores from the composite scale and all subscales of
the Sheehan Disability Scale showed that the group with
the least disability was the depression group. The other
groups with comorbid anxiety symptoms all had worse
scores on these disability scales. Analysis of variance
across these groups revealed a significant difference
across groups (p < .05). Pairwise comparisons (Scheffe’s
test) revealed that the group with depression, panic attacks, and flashbacks had significantly worse scores for
the composite scale and all subscales as compared with
the depression group (p < .01).
Depression symptom severity was assessed by comparing SCL-20 scores for the groups. Values greater than
1.72 reflect clinically significant depressive severity.33
The group with depression, panic attacks, and flashbacks
had the greatest depressive symptom severity with a mean
score of 2.23. The depression and panic attack group
mean score was 2.05, the depression and flashback group
mean score was 1.83, and the depression group mean
score was 1.63. The differences across groups were significant (p < .01). Pairwise comparisons revealed that the
depression, panic attack, and flashback group had significantly worse depressive symptomatology compared with
the depression group and the depression and flashback
group (p < .05).

Table 3 shows the illness history by groups. The
groups with comorbid anxiety symptoms tended to have
more evidence of a chronic or recurrent history of mental
illness. Analysis of variance across these groups showed
significant differences for the percentage ever seen by a
mental health provider (p < .01), the percentage ever admitted to a psychiatric hospital (p < .05), the percentage
who had used antidepressants in the past (p < .05), the
percentage who had attempted suicide in the past
(p < .01), and the percentage found positive for dysthymia (p < .01). The differences approached significance
for the percentage of those with recent suicidal ideation
(p = .08), length of current depressive episode (p = .07),
and number of previous depressive episodes (p = .09).
Within these groups, the depression group had the lowest
percentage and the depression, panic attack, and flashback group had the highest percentage of subjects with a
clinically significant mental health history. The depression and panic attack and the depression and flashback
groups had an intermediate percentage of subjects with
significant mental health histories. Alcohol use as measured by the CAGE was not significantly different across
these groups (data not shown).
Regression Analysis
Multivariate linear regression models were used to
assess the independent predictive capacity of the panic
attack and flashback symptoms on health status and depressive symptoms. For the SF-36 PCS, the interaction
between those reporting the panic attack symptom and
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Table 3. Illness History at Baseline by Group in Patients With Depression
Depression
Only
(N = 119)

Depression and
Panic Attacks
(N = 51)

Depression
and Flashbacks
(N = 97)

Depression, Panic
Attacks, and Flashbacks
(N = 75)

p Value
(comparing
across groups)

Variable
Mental health provider
Saw mental health provider
14.3
13.7
11.3
22.7
.21 (NS)
regularly over last 6 months
or do currently, %
42.0
49.0
45.4
66.7
.01
Ever saw mental health provider, %a
Ever admitted to
19.3
23.5
20.6
37.3
.03
b
psychiatric hospital, %
Medication use
Currently use antidepressant
47.8
39.2
33.7
47.8
.15 (NS)
medications, %
Used antidepressants
41.9
56.0
46.8
64.0
.02
in the past, %b
Had adverse reaction to
26.6
33.3
23.5
44.2
.10 (NS)
medications, %c
Illness logistics
Recent suicidal ideation
21.0
35.3
23.7
34.7
.08 (NS)
(past month), %
Attempted suicide (of those
8.0
17.6
26.1
53.8
.00
with recent suicidal ideation), %a
Positive for dysthymia, %a
56.3
70.6
67.0
81.3
.00
No. of previous depressive
3.6 ± 3.6
3.1 ± 3.6
3.6 ± 3.6
4.8 ± 3.5
.09 (NS)
episodes, mean ± SDd
Length of current depression,
40.4 ± 37.8
45.0 ± 39.1
45.9 ± 37.3
58.6 ± 40.3
.07 (NS)
mean ± SD, mod
Family history of depression, %
52.1
57.1
53.1
65.3
.29 (NS)
a
Significantly different across groups at the p < .01 level using the chi-square test.
b
Significantly different across groups at the p < .05 level using the chi-square test.
c
Subset Ns for adverse reaction to medications were as follows: depression only, 17/64; depression + panic, 11/33; depression + flashbacks, 12/51;
depression + panic + flashbacks, 23/52.
d
Groups were not significantly different from one another with respect to number of previous depressive episodes or length of current depression
using the Kruskal-Wallis test (p > .05).
Abbreviation: NS = nonsignificant.

those reporting the flashback symptom was not statistically significant (p = .24). The additive regression model
estimates that subjects reporting panic attacks scored
a mean of 0.027 points lower on the PCS than subjects
who did not report panic attacks. Subjects reporting the
flashback symptom scored a statistically significant 2.47
points lower (p < .05) than subjects who did not report the
flashback symptom. Therefore, after adjusting for demographic characteristics and chronic disease score, the reporting of the flashback symptom was predictive of a
lower PCS while reporting of panic attacks was not
associated with PCS.
For the SF-36 MCS, the interaction between reporting
the panic symptom and reporting the flashback symptom
was found not to be significant (p = .30). The additive regression model estimates that subjects reporting panic attacks scored a mean of 5.36 points lower on the MCS than
subjects who did not report panic (p < .01) and subjects
reporting the flashback symptom scored 2.04 points lower
than subjects who did not report the flashback symptom
(p > .05). Therefore, we found a clinically and statistically
significant association between self-reported panic attacks
and MCS score; although we found that those subjects reporting the flashback symptom also tended to score lower
on the MCS than those without the flashback symptoms,
108

the difference was not statistically significant. This nonsignificant finding may be related to the fact that the flashback symptom is a weaker probe for significant anxiety.
Regression analysis results for Sheehan and SCL-20
parallel the results found for MCS. For both Sheehan and
SCL-20, the interaction between self-reported panic and
flashbacks was not statistically significant. In additive
models, we found that subjects who reported panic scored
0.823 points higher on Sheehan (p < .01) and 0.347 points
higher on SCL-20 (p < .01) than subjects who did not
report panic. Although subjects who reported flashbacks
tended to have higher Sheehan and SCL-20 scores than
subjects who did not, the differences were not statistically
significant. Thus, after adjustment for baseline demographic characteristics and CDS, self-reported panic was
independently predictive of impairment on the Sheehan
and severity of depression on the SCL-20 while the reporting of flashbacks was not significantly associated with
either outcome.
The results of the regression analysis were consistent.
Among the self-reported symptoms, the largest impact on
mental health outcomes was associated with the panic
attack symptom. The contribution of the flashback symptom to the outcomes was present but minimal. The combination of the 2 symptoms was additive and explained the
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deficit found in the depression, panic attack, and flashback group. In other words, having both symptoms did
not create a level of dysfunction different from that which
can be explained by each symptom individually.
DISCUSSION
In a population of VA primary care patients, we found
that those with depression, panic attacks, and flashbacks
as compared with those that suffered from depression
alone were more likely to be younger, unmarried, and
female. The groups with these comorbid symptoms also
had significantly more severe depressive symptoms, significantly more impaired health status, worse disability,
and a more complicated and persistent history of mental
illness. Regression analysis revealed that the greatest impact on these outcomes was associated with panic attacks.
Though the impact associated with flashbacks was minimal, it was additive to that caused by panic attacks. The
minimal contribution made by flashbacks may be due to
the fact that the flashback question is a weaker probe for
significant anxiety. We believe this study is one of the first
to report that a potentially more severely depressed, disabled subpopulation of depressed primary care patients
can be identified by inquiring about an additional 2 comorbid anxiety symptoms.
Our findings are similar to those of other studies that
have evaluated depressed patients with comorbid anxiety
disorders. Those studies differ in that they employed more
intensive patient evaluations.7,10,12,14,15,18,20 For example,
using the Diagnostic Interview Schedule, Gaynes et al.15
found that primary care patients diagnosed with a depressive disorder and a comorbid anxiety disorder had more
persistent severe depression with a greater degree of disability and health service utilization. We also found that
patients with depression, panic attacks, and flashbacks
were more likely to have previously seen a mental health
provider, been admitted to a psychiatric hospital, met criteria for dysthymic disorder, and used antidepressant
medication than those patients with depression alone.
Our results are also consistent with those of other
authors who have reported that, in depressed primary care
patients, a comorbid anxiety disorder has a negative impact on the course of depression.14,16,19,34 In our study, the
higher rate of suicide attempts identified in patients with
depression, panic attacks, and flashbacks is also consistent with other reports that those with depression and a
comorbid anxiety disorder have higher rates of suicide attempts.10,20,35 We also found that the group of patients with
depression without comorbid anxiety symptoms had significantly better health status as measured by the Sheehan
functional status measure and the mental health subscale
of the SF-36.
Due to design limitations, we were not able to determine if patients with panic attacks and/or flashbacks met

full criteria for comorbid panic disorder or PTSD. Though
these diagnoses may be important for treatment purposes,
the first important step is to recognize patients who might
be significantly impaired and require more intensive
evaluation and treatment. A patient may not need to meet
full criteria for these comorbid anxiety disorders to be
significantly impaired. Previous work on subsyndromal
depressive and anxiety disorders in primary care has
shown that patients with subsyndromal disorders can be
quite impaired.17,18,36 For example, there are reports that
panic attacks alone that do not meet full criteria for panic
disorder can cause significant impairment similar to our
findings. Olfson et al.18 reported that in a population of
primary care patients, those with subsyndromal depressive symptoms and to a lesser extent those with panic
attacks were more disabled than those without psychiatric
symptoms. Coryell et al.20 reported that a sample of depressed patients with comorbid obsessions and compulsions were more impaired compared with those with
depression alone. Katon et al.37 studied a large primary
care population with regards to panic disorder and panic
attacks. They found that a large subgroup of patients who
did not meet full criteria for panic disorder but did suffer
from panic attacks had worse scores on psychological
tests, more simple phobias, and a higher lifetime risk of
affective illness compared with those who did not report
panic attacks.37
Our results are consistent with the results of those who
have studied depressed patients with comorbid anxiety
disorders and those who have reported on impairment associated with subsyndromal disorders. We believe that
our findings can be useful to the busy primary care provider. By asking patients with depression these 2 questions about comorbid anxiety, the primary care provider
maybe able to better identify the significant comorbid
anxiety disorders in patients with depression.
There are several limitations to this study. This population of patients was from a single VA primary care clinic,
and the results may not generalize to other patient populations. The 2 questions used to identify subjects with comorbid anxiety were not validated as a formal screening
tool for anxiety disorders. These 2 questions were asked
as part of a larger questionnaire used to assess depression,
and as screening questions, they may not work as well if
used alone. These 2 questions are nonspecific for any
unique type of anxiety disorder. Subjects who answered
yes to these questions may have been suffering from other
mental health conditions such as those with psychotic features. However, subjects who were acutely suicidal or
whose PTSD required primary treatment were excluded
from the Effectiveness of Team Treatment of Depression
in VA Primary Care trial.21 Subjects who answered yes
when asked if they had flashbacks or panic attacks were
not subsequently evaluated for PTSD or panic disorder.
As a result, we were unable to make conclusions about the
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best treatment approaches or likelihood of responding to
treatment for these patients with depression and comorbid
anxiety symptoms.
CONCLUSION
We found that when 2 questions about comorbid anxiety symptoms were used as part of a larger questionnaire
for depression, we could identify a subpopulation of primary care patients with depression and comorbid anxiety
symptoms who were significantly more impaired than a
subpopulation of patients with depression but without
comorbid anxiety symptoms. This population of patients
with depression and comorbid anxiety symptoms had
significantly worse depressive symptoms, mental health
histories, disability, and health status than those patients
with depression alone. By asking about these 2 symptoms, primary care providers evaluating depressed patients may be able to identify a group of patients who
might benefit from vigorous monitoring, more aggressive
therapy, and possibly collaboration with or referral to a
mental health specialist.
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