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ABSTRACT
Objective: Side effects to antidepressant medication can affect the efficacy 
of treatment, but few predictors foretell who experiences side effects and 
which side effects they experience. This secondary data analysis examined 
whether depressed patients with comorbid panic disorder were more 
likely to experience side effects than those without panic disorder. The 
study also examined whether greater burden of side effects predicted 
a poorer treatment course for patients with panic disorder than those 
without panic disorder. To examine the specificity of these effects, analyses 
also examined 2 other anxiety disorders—social phobia and generalized 
anxiety disorder (GAD).

Methods: Between 2002 and 2006, a large sample (N = 808) of chronically 
depressed individuals (assessed using the Structured Clinical Interview for 
DSM-IV-TR Axis I Disorders [SCID-IV]) received antidepressants according 
to a predetermined algorithm for 12 weeks. Every 2 weeks, depressive 
symptoms (per the Hamilton Depression Rating Scale) and side effects 
(specific side effects as well as several indicators of side effect burden) 
were assessed.

Results: Lifetime diagnosis of panic disorder (assessed using the SCID-
IV) at baseline was associated with higher likelihood of gastrointestinal 
(OR = 1.6 [95% CI, 1.0–2.6]), cardiac (OR = 1.8 [95% CI, 1.1–3.1]), neurologic 
(OR = 2.6 [95% CI, 1.6–4.2]), and genitourinary side effects (OR = 3.0 [95% 
CI, 1.7–5.3]) during treatment. Increases in side effect frequency, intensity, 
and impairment over time were more strongly associated with increases in 
depressive symptoms for patients with panic disorder compared to those 
without panic disorder. Neither social phobia nor GAD was associated with 
these effects.

Conclusions: Potentially due to heightened interoceptive awareness 
of changes in their body, chronically depressed individuals with panic 
disorder may be at greater risk than those without panic disorder for 
antidepressant side effects and to experience a worsening of depressive 
symptoms as a result of these side effects over time.
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A lthough antidepressant treatments have 
advanced considerably over the last several 

decades, treatment response varies greatly, both 
between individuals and within individuals across 
time.1,2 Contributing to this varied response may be 
the experience of medication side effects. Although 
antidepressant side effect profiles vary with the 
particular pharmacologic agent, across most 
antidepressants, side effects have been shown to lead 
to treatment discontinuation and secondary adverse 
events3,4 (though see Warden et al5). It is therefore 
important to identify pretreatment variables that 
may predict side effects in depressed individuals, as 
clinicians may want to target (or at least be aware of) 
these pretreatment variables.

One predictor of side effects is the presence of a 
comorbid anxiety disorder—a class of disorders that 
frequently co-occur with depression6,7 and predict 
a poorer course of depression.8–10 Indeed, several 
studies have shown that depressed patients with 
comorbid anxiety disorder or anxiety symptoms are 
more likely to experience side effects in response to a 
broad range of antidepressants.11–13

Anxiety disorders, however, are heterogeneous. 
Hence, an examination of “any comorbid anxiety 
disorder” (or administration of a nonspecific anxiety 
symptom scale) may mask critical associations with 
particular side effect profiles. One particular comorbid 
anxiety disorder often associated with antidepressant 
side effects is panic disorder. Numerous studies14,15 
have shown that because individuals with panic 
disorder exhibit heightened interoceptive awareness 
(ie, sensing internal bodily changes), they may 
experience greater attunement to physiologic changes 
during an antidepressant trial. Thus, heightened 
interoceptive awareness may render depressed 
individuals with panic disorder more likely to report 
antidepressant medication side effects. Supporting this 
hypothesis, Rollman et al16 found that a small sample 
(n = 22) of patients with depression and comorbid 
panic disorder exhibited more physical symptom 
side effects during antidepressant treatment than 
those without comorbid panic disorder. This older 
study, however, examined the side effects of tricyclic 
antidepressants and not selective serotonin reuptake 
inhibitor (SSRI) or serotonin-norepinephrine 
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reuptake inhibitor (SNRI) medications, which are the first-
line treatments recommended today.17 Thus, the first aim of 
the present study is to examine whether a lifetime diagnosis 
of a comorbid panic disorder predicts more antidepressant 
side effects among depressed patients.

As a second aim, this study examined the role of side 
effects on antidepressant response in patients with comorbid 
panic disorder. If depressed patients with comorbid panic 
disorder report more side effects, those side effects might 
well compromise their treatment response. Thus, greater 
intercurrent treatment side effects should be associated 
with worse depressive symptoms for those with comorbid 
panic disorder compared to those without comorbid panic 
disorder.

To examine the specificity of comorbid panic disorder, 
this study examined the impact of 2 other anxiety disorders 
on side effects: generalized anxiety disorder (GAD) and 
social phobia. These are good comparison disorders for panic 
disorder for several reasons. First, individuals with GAD and 
social phobia often experience panic attacks and, like those 
with panic disorder, experience a chronic and debilitating 
course.18–20 Second, many GAD symptoms overlap with 
panic disorder (most notably hyperarousal symptoms), but 
GAD has a weaker association with interoceptive awareness 
than does panic disorder.21

Antidepressant side effects are notably heterogeneous. 
Thus, rather than examining the impact of comorbid panic 
disorder, GAD, and social phobia on the presence of any 
side effect, this study examined side effects in discrete 
organ systems, eg, gastrointestinal, sexual functioning. 
The side effect classes selected for the present study were 
those examined in the Sequenced Treatment Alternatives 
to Relieve Depression (STAR*D) study22 and represent 
the major classes of side effects experienced during 
antidepressant trials.23

Last, the present study focused on patients with chronic 
depression. Chronic depression is associated with greater 
anxiety comorbidity, higher rates of suicidality, higher 
likelihood of relapse, and worse treatment response 
compared to nonchronic depression.24–26 Thus, examining 
side effects as predictors in this particularly difficult to treat 
subtype has high clinical importance.

In summary, we hypothesized that (1) patients with 
chronic depression and comorbid panic disorder would be 
more likely to report antidepressant medication side effects 
than those without comorbid panic disorder and (2) as 
antidepressant side effects should interfere with treatment 

response more for patients with comorbid panic disorder, 
changes in side effect burden over time in these patients 
would covary with changes in depressive symptoms over 
time (ie, as side effects worsen, depression should worsen).

To examine the specificity of these associations with panic 
disorder, the study also assessed the effects of comorbid 
social phobia and GAD.

METHODS

Design
The present study’s data derived from the Research 

Evaluating the Value of Augmenting Medication with 
Psychotherapy (REVAMP) trial (ClinicalTrials.gov identifier: 
NCT00057551).27 REVAMP took place at 8 academic centers 
between 2002 and 2006 and comprised 2 phases. The present 
study used data only from phase 1. In phase 1, participants 
meeting criteria for a chronic form of major depression were 
openly assigned to an antidepressant medication according 
to a pharmacotherapy algorithm (see later in the Methods 
section) for 12 weeks. Phase 2 tested whether the addition 
of psychotherapy improved treatment response beyond 
changing the phase 1 medication (see Kocsis et al27 for 
details regarding phase 2). The present study examined the 
associations between comorbid anxiety disorders (assessed 
with the Structured Clinical Interview for DSM-IV-TR Axis 
I Disorders [SCID-IV]) and participant report of side effects 
only in phase 1, as this phase had the largest number of 
patients and did not confound antidepressant medication 
with psychotherapy.

For the present study, it was not possible to isolate the 
effects of specific medications for several reasons. First, there 
was no washout period prior to a medication switching, 
making it impossible to determine whether the side effect 
was related to the old medication, the new medication, 
or some combination. Second, given the large number of 
different medication regimens, the study did not have the 
power to examine the effects of anxiety disorders on specific 
medications. Given these reasons, the analyses examined the 
sample as a whole.

Patients
All REVAMP patients met criteria for current major 

depressive disorder (MDD) assessed with the SCID-IV28 for 
at least 4 weeks, with unremitting depressive symptoms for at 
least 2 years. Participants ranged in age from 18 to 75 years 
and scored at least 20 on the 24-item Hamilton Depression 
Rating Scale (HDRS)29 at study entry.

REVAMP exclusion criteria included pregnancy; current 
psychosis; history of mania; current primary diagnosis of 
posttraumatic stress disorder, anorexia nervosa, bulimia 
nervosa, or obsessive-compulsive disorder; current 
antisocial, schizotypal, or borderline personality disorder; 
current dementia; and current, severe alcohol or other 
substance dependence. Individuals previously treated with 
Cognitive Behavioral Analysis System of Psychotherapy, 
having previously failed to respond to > 4 medications in 
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s ■■ Patients with major depression often present with 

comorbid anxiety disorders, but little is known about 
the relationship between these anxiety disorders and 
antidepressant treatment.

■■ It is important to assess for comorbid panic disorder when 
treating patients’ major depression because panic disorder 
is associated with greater experience of side effects and 
worse treatment response in depressed patients.
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the pharmacotherapy algorithm, unwilling to stop other 
psychotropic regimens, and with serious physical illness 
were excluded as well.27

The present study included all 808 phase 1 patient 
enrollees (see Table 1). The study sample contained more 
women than men and significantly more white individuals 
than individuals of other ethnicities.

Materials
Side effects. Every 2 weeks, antidepressant side effects 

were assessed using 2 measures—the Patient-Rated 
Inventory of Side Effects (PRISE)22 and the Frequency, 
Intensity, and Burden of Side Effects Rating (FIBSER).22 The 
PRISE checklist assesses 26 separate side effects in 8 different 
biological systems: gastrointestinal (diarrhea, constipation, 
dry mouth, nausea/vomiting), cardiovascular (heart 
palpitations, dizziness on standing, chest pain), dermatologic 
(rash, increased perspiration, itching, dry skin), neurologic 
(headache, tremors, poor concentration, dizziness), eye/ear 
(blurred vision, ringing in ears), genitourinary (difficulty 
urinating, painful urination, frequent urination, menstrual 
irregularity), sleep (difficulty sleeping, sleeping too much), 
and sexual functioning (loss of sexual desire, trouble 
achieving orgasm, trouble with erections). Participants 
were instructed to indicate whether they experienced the 
side effect during the past 7 days. Within the 8 categories, 
participants rated whether their worst side effect was 
distressing or tolerable. In this study, a side effect category 
was considered present only if a patient deemed it distressing 
and not if it was tolerable.

Subjective ratings of side effect burden were collected 
with the FIBSER, developed by Rush et al22 for the STAR*D 
study. The questionnaire comprises 3 questions asking 
patients to rate the frequency, intensity, and impairment 
caused by their overall side effects on a 7-point Likert scale 
ranging from 0 to 6. The FIBSER has demonstrated strong 
reliability and validity.23

Depressive symptoms. The 24-question HDRS is a 
clinician-administered scale assessing the frequency and  

intensity of and impairment caused by depressive symptoms 
in the past 7 days. It has adequate internal consistency and 
interrater reliability.30 The HDRS was administered every 2 
weeks at the same time as the PRISE and FIBSER. Each site 
has previously demonstrated strong interrater reliability for 
both the SCID and the HDRS in prior studies.

Pharmacotherapy Algorithm and Study Procedure
The algorithm for antidepressant medication 

assignment was based on empirically supported and 
derived algorithms and closely paralleled the STAR*D 
algorithm.31 The sequence contained 2 SSRIs, sertraline 
and escitalopram; bupropion (either sustained or extended 
release); venlafaxine; mirtazapine; and lithium carbonate. 
Initial medication assignment reflected patients’ prior 
antidepressant treatment histories. Patients without a 
history of SSRI nonresponse began with sertraline; those 
with a history of sertraline nonresponse but no history of 
escitalopram nonresponse received escitalopram; those with 
a history of nonresponse to 2 SSRIs received bupropion; 
those who had not benefited from 2 SSRIs and bupropion 
were started on venlafaxine; and patients nonresponsive 
to all of the preceding began with mirtazapine or lithium 
carbonate.

All study procedures were approved by each study site’s 
institutional review board. Study participants provided 
informed consent before enrolling in the study. Patients 
were evaluated for medication efficacy, intolerance, and 
side effects every 2 weeks during the 12-week trial. If 
medication-intolerant after 4 weeks, patients were switched 
to the next step in the algorithm. During the first 6 weeks, 
patients who only partially responded were switched to the 
next-level medication in the sequence. During the 12-week 
trial, 375 participants (46.4%) remained within the first 2 
steps in the described medication sequence.

Data Analysis Plan
This study was conducted using data collected for 

the original REVAMP study. To test whether comorbid 
anxiety disorders are associated with elevated self-reported 
medication side effects, a series of 8 logistic regression 
analyses were conducted. Age (at baseline), gender, and 
baseline depressive symptom severity (total HDRS scores) 
were included as covariates. Lifetime comorbid diagnoses 
of panic disorder, GAD, and social phobia were separate 
independent variables. The presence of each somatic side 
effect category was examined as a dependent variable in 8 
separate models.

To test the second aim of whether a worsening of side 
effects was associated with a worsening of depressive 
symptoms more so for patients with a comorbid anxiety 
diagnosis (panic disorder, GAD, or social phobia) than 
those without, we examined whether changes in side effect 
burden (frequency, severity, and impairment from side 
effects) covaried with changes in depressive symptoms over 
time and, importantly, whether this relation was moderated 
by comorbid panic disorder, GAD, or social phobia. 

Table 1. Sample Characteristics at Baseline (Total N = 808)
Variable Value
Age, mean (SD), y 44.16 (12.41)
Female, % (n) 55.9 (452)
Ethnicity, n (%)a

African American 66 (8.2)
American Indian/Native American 20 (2.5)
Asian 29 (3.6)
White 711 (88)
Hawaiian/Pacific Islander 12 (1.5)
Latino 61 (7.5)

Baseline Hamilton Depression Rating Scale score, mean (SD) 28.51 (5.87)
Medication, n (%)

Sertaline only 361 (44.7)
Sertraline, switching to bupropion 123 (15.2)
Sertraline, switching to escitalopram 83 (10.3)
Bupropion only 37 (4.6)
Other 152 (18.8)

aParticipants were permitted to select multiple ethnicities. As such, the sum 
of the ethnic group members is greater than the participant total.
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To conduct these analyses, we used a series of 2-level mixed-
growth models examining the slope of HDRS total scores at 
each assessment within individuals. Mixed-growth modeling 
suits this aim as it allows continuous modeling of time, 
accounts for variability in between-observation durations, 
and handles missing data by weighting slope estimates by 
number of observations.32 Time was coded as number of 
days elapsed since baseline assessment (assessment 1 = time 
0). Baseline age and gender were included as covariates. Self-
reported side effect frequency, severity, and impairment were 
separate (level 1) independent variables; panic disorder, GAD, 
and social phobia were separate (fixed) moderators (level 
2); and HDRS score at each assessment was the dependent 
variable. These models allowed for examination of whether 
anxiety disorder diagnosis moderated the association 
between changes in side effects and depression over time. 
Age, side effect frequency, side effect severity, and side effect 
impairment were grand-mean centered. Gender, panic 
disorder, GAD, and social phobia were effects coded (−0.5 
and 0.5). Significant interactions were followed up using a 
standard simple slopes approach.33,34 Specifically, lifetime 
diagnosis (yes/no) was recoded as 2 separate conditional 
moderators representing the group variable for those with 
and without the disorder. Separate post hoc mixed-growth 
models were run incorporating the recoded conditional 
moderators. This approach for following up interactions is 
superior to selecting patients in a particular group (eg, just 
those with panic disorder), as the whole sample remains in 
the analyses, thus increasing power.

RESULTS

Descriptive Characteristics
Of the 808 patients in the study, 85 (10.5%) had lifetime 

diagnosis of panic disorder, 123 (15.2%) had lifetime 
diagnosis of social phobia, and 85 (10.5%) had lifetime 
diagnosis of GAD. Thirty-nine individuals had more than 
1 of these anxiety disorders. Chi-square tests suggested that 
patients with and without each of the 3 anxiety disorders 
did not differ in medication(s) taken during the trial. Seven 
hundred eleven patients (88%) reported at least 1 medication 
side effect during the 12-week trial. All 808 participants were 
included in the analyses reported in the following sections, 
but, as reported in the article by Kocsis et al,27 176 (21.8%) 
dropped out before the end of the 12-week trial. The average 
frequency, intensity, and impairment of side effects were each 
associated with likelihood of dropout (P values < .001), but 
neither comorbid panic disorder, social phobia, nor GAD 
was associated with dropout.

Association of Comorbid Anxiety Disorder With 
Medication Side Effects

Patients with a diagnosis of comorbid panic disorder 
were more likely to report at least 1 of the 8 side effects than 
those without panic disorder (95.3% vs 86.3%, OR = 1.79 
[95% CI, 1.08–3.00]). To follow up this analysis, we 
examined each of the 8 classes separately. Over and above 
age, gender, and baseline depression severity, diagnosis of 
comorbid panic disorder was positively associated with 

Table 2. Logistic Regression ORs (and 95% CIs) for Each Side Effect Category 
by Comorbid Anxiety Disorder Diagnosis

Model
Side Effect Category Panic Disorder Social Phobia GAD
Gastrointestinal

OR (95% CI) 1.6 (1.0–2.6)* 1.0 (0.6–1.5) 1.5 (0.9–2.5)
With vs without anxiety disordera 47.1% vs 31.8% 34.4% vs 33.3% 42.2% vs 32.4%

Cardiac
OR (95% CI) 1.8 (1.1–3.1)* 0.7 (0.4–1.2) 1.0 (0.5–1.8)
With vs without anxiety disordera 25.9% vs 14.2% 12.3% vs 16.1% 15.7% vs 15.3%

Dermatologic
OR (95% CI) 0.9 (0.5–1.7) 0.9 (0.5–1.5) 0.9 (0.5–1.7)
With vs without anxiety disordera 20.0% vs 17.9% 17.2% vs 18.3% 16.9% vs 18.3%

Neurologic
OR (95% CI) 2.6 (1.6–4.2)* 0.8 (0.5–1.2) 1.5 (0.9–2.4)
With vs without anxiety disordera 58.8% vs 32.7% 33.6% vs 35.8% 43.4% vs 34.4%

Eyes/ears
OR (95% CI) 0.7 (0.3–1.7) 0.5 (0.2–1.3) 1.2 (0.5–2.7)
With vs without anxiety disordera 7.1% vs 8.1% 4.9% vs 8.5% 9.6% vs 7.8%

Sexual functioning
OR (95% CI) 1.3 (0.8–2.0) 0.8 (0.6–1.2) 1.4 (0.8–2.2)
With vs without anxiety disordera 48.2% vs 41.1% 39.3% vs 42.3% 51.8% vs 40.7%

Genitourinary
OR (95% CI) 3.0 (1.7–5.3)* 1.3 (0.7–2.3) 1.7 (0.9–3.5)
With vs without anxiety disordera 23.5% vs 8.4% 12.3% vs 9.6% 14.5% vs 9.5%

Sleep
OR (95% CI) 1.1 (0.6–1.9) 0.8 (0.5–1.3) 1.0 (0.6–1.7)
With vs without anxiety disordera 76.5% vs 69.8% 70.5% vs 70.5% 72.3% vs 70.4%

aPercentages are those with versus those without the anxiety disorder who experienced the 
side effect during the trial. Covariates in each model were age, gender, and baseline Hamilton 
Depression Rating Scale score.

*P < .05. 
Abbreviations: CI = confidence interval, GAD = generalized anxiety disorder, OR = odds ratio.
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self-reported gastrointestinal, cardiovascular, neurologic, 
and genitourinary medication side effects. Panic disorder was 
not associated with eyes/ears, dermatologic, sleep, or sexual 
functioning side effects. Unlike panic disorder, GAD and 
social phobia were not associated with any medication side 
effect categories. Being female and having greater baseline 
depression severity each significantly predicted presence of 
multiple side effects. Table 2 presents all odds ratios from the 
logistic regressions.

Association Between Course of Side Effect Burden  
and Course of Depressive Symptoms

Next, analyses examined the association between change 
in side effect burden and depressive symptoms during the 
12 trial weeks. Results indicated that greater side effect 
frequency, severity, and impairment were associated with less 
improvement in depressive symptoms over time. There were 
significant main effects of age, baseline HDRS scores, and 
time in each model, with greater average side effect burden 
reported by older patients, patients with more severe baseline 
depression, and patients earlier in the 12-week trial (Table 3).

The panic disorder models showed a main effect for panic 
disorder due to patients with comorbid panic disorder who 
reported greater depressive symptoms on average than those 
without panic disorder across the trial. As hypothesized, 
panic disorder significantly moderated the association 
between course of both frequency and severity of side 
effects and the course of depressive symptoms (see Table 
3). Panic disorder also moderated the association between 
impairments due to side effects and depression, but at the 
trend level (P = .06). Follow-up analyses indicated that, 
regardless of panic disorder status, changes in both side 
effect frequency and severity were associated with changes in 
depressive symptoms. However, these associations were more 
robust for patients with panic disorder (frequency: b = 0.88, 
t3,369.6 = 4.56, P < .01; severity: b = 1.27, t3,334.7 = 5.70, P < .01) 
than without panic disorder (frequency: b = 0.31, t2,525.8 = 2.85, 
P < .01; severity: b = 0.67, t2,702.8 = 5.28, P < .01). Although the 
impairment × panic disorder interaction was only a trend, we 

followed up on this interaction and found that, consistent 
with the other 2 indicators of side effect burden, increases in 
side effect impairment were more strongly associated with 
relative increases in depressive symptoms for patients with 
panic disorder (b = 1.34, t3,352.6 = 5.06, P < .01) than for those 
without (b = 0.87, t2,665.7 = 5.52, P < .01).* Unlike the panic 
disorder models, the models with GAD and social phobia 
yielded no main effects for GAD or social phobia, and GAD 
or social phobia did not interact with any of the FIBSER 
measures to predict depressive symptoms.†

DISCUSSION

There were 2 notable findings in the present study. 
First, patients with chronic depression and comorbid 
panic disorder had a higher likelihood of gastrointestinal, 
cardiac, neurologic, and genitourinary side effects. Second, 
increases in side effect burden (frequency, intensity, and 
impairment) over time were more strongly associated with 
relative increases in depressive symptoms (ie, less symptom 
reduction) for patients with panic disorder compared to 
those without panic disorder.

*Panic disorder did not predict average side effect burden (frequency, 
severity, or impairment) across the trial, whether baseline HDRS or any 
of the other covariates were in the model or not (all P values > .18). Along 
with analyses for the second aim of the study, this lack of prediction 
suggests that chronically depressed patients with panic disorder do not 
simply report greater burden from their side effects – rather, it is that 
their depressive symptoms vary over time as a function of their side 
effects.
†To further examine the specificity of the effects to panic, we also 
examined the predictive effects of an anxiety symptom dimension 
(Mood and Anxiety Symptom Questionnaire [MASQ] arousal and 
general distress anxiety [D. Watson, L. A. Clark, Mood and Anxiety 
Symptom Questionnaire, unpublished, University of Iowa, Department 
of Psychology, Iowa City, 1991]) instead of the DSM disorder categories. 
Overall, the MASQ yielded similar, although weaker, effects than panic 
disorder. Interestingly, when MASQ anxiety was a covariate in the 
models that tested the second aim, panic disorder continued to moderate 
the association between side effect burden and depressive symptoms, 
suggesting the effects were specific to panic disorder and not a broad 
anxiety dimension.

Table 3. Mixed-Growth Models Examining Main and Interactive Effects of 
Side Effect Frequency, Severity, Impairment, and Panic Disorder on Course of 
Depressive Symptoms Over Time

Frequency Severity Impairment
Variable b t b t b t
Time −0.09 −11.78* −0.09 −11.88* −0.09 −12.47*
Covariate

Age 0.05 2.25* 0.05 2.26* 0.04 2.27*
Gender 0.15 0.59 0.09 0.34 0.16 0.62
Baseline HDRS score −4.72 −9.89* −4.71 −9.78* −4.69 −9.99*

Main effect
Panic disorder 1.05 2.22* 1.09 2.28* 1.11 2.37*
Side effect indicator 

(ie, frequency, severity, or impairment)
0.97 6.65* 0.60 4.74* 1.10 6.21*

Interaction terms
Side effect indicator × panic disorder 0.30 2.81* 0.29 3.05* 0.24 1.88†
Side effect indicator × time < 0.00 −0.08 < 0.00 1.15 < 0.00 1.25
Time × panic disorder < 0.00 0.10 8.14 0.01 < 0.00 −0.14

*P < .05.  †P < .10.
Abbreviation: HDRS = Hamilton Depression Rating Scale.
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The observations of higher likelihood of specific side 
effects in depressed patients with comorbid panic disorder 
were made after adjusting for baseline depression severity, 
suggesting that these side effects were not simply due to 
greater depression severity in patients with comorbid panic 
disorder. These results corroborate several prior studies11,13,35 
that have shown greater side effects in patients with comorbid 
anxiety and depression relative to patients without comorbid 
anxiety (although see Boulenger et al36). However, this study is 
one of few (eg, Rollman et al16) to examine panic disorder, and 
the only one to compare the effects of panic disorder to those 
of other anxiety disorders. The present study expands this 
literature by reporting which classes of side effects had greater 
association with comorbid panic disorder. These results have 
clinical importance, as side effects vary in their tolerability, 
need for clinical management, and effects on attrition and 
outcome.3,37–39 Thus, ability to predict which side effects 
will more likely occur matters for adequate pharmacologic 
management.

Importantly, side effects were associated only with 
comorbid panic disorder and not with comorbid GAD or social 
phobia. As discussed, anxiety disorders are heterogeneous,40 
and previous studies36 that examined only the moderating 
effect of an anxiety symptom scale (eg, the Hamilton Anxiety 
Rating Scale41) may have lacked sensitivity to detect important 
differences among different comorbid anxiety disorders. 
These findings are also consistent with the possibility that a 
different diathesis contributes to the development of comorbid 
MDD with panic disorder compared with the development 
of comorbid MDD with GAD and MDD with social phobia. 
For example, 1 study42 found that GAD and social phobia are 
more likely to precede MDD, whereas panic disorder is more 
likely to emerge after MDD has already developed.

Panic disorder predicted occurrence of gastrointestinal, 
cardiac, neurologic, and genitourinary side effects but not 
dermatologic, eyes/ears, or sexual functioning side effects. 
This pattern of results may reflect panic disorder’s robust 
association with greater interoceptive awareness.15 That is, 
those with panic disorder may have been more attuned to these 
particular changes in their body that occurred during their 
antidepressant treatment. For example, cardiac symptoms 
(eg, palpitation, chest pain) may have been particularly 
salient for depressed patients with comorbid panic disorder, 
as several studies15,21,43 have shown that individuals with 
panic disorder have greater cardiac awareness (eg, detecting 
one’s own heartbeat) than controls and individuals with other 
anxiety disorders. The side effect class with the largest (by 
odds ratio) association with panic disorder was genitourinary 
side effects, noteworthy in light of the growing literature 
associating panic disorder and urological difficulties.44,45 
Another possible explanation for the present findings may 
be that individuals with panic disorder in the sample had 
higher anxiety sensitivity, which may have contributed to their 
greater endorsement of side effects. Whereas interoceptive 
awareness is a heightened awareness of internal body cues, 
anxiety sensitivity is the tendency to fear anxiety-related 
sensations.46 Importantly, not only is anxiety sensitivity 

elevated in people with panic disorder,47 but it has also been 
associated with treatment dropout in an MDD treatment 
study.48 Thus, it is possible that greater anxiety sensitivity may 
be contributing, either independently or in conjunction with 
elevated interoceptive awareness, to the experience of side 
effects in patients with comorbid panic disorder.

We must acknowledge that presence of side effects depended 
upon patient self-report. The results could therefore reflect a 
bias in reporting side effects (particularly cardiac symptoms) 
rather than a true experience of side effects. A related, crucial 
point is that specific side effects may not have been necessarily 
due to the medication. That is, the presence of side effects, 
occurring as they did during an antidepressant medication 
trial, does not necessarily mean that the antidepressants 
caused them in these anxious, inwardly focused, chronically 
depressed patients. It is also possible that the depressed 
patients with panic disorder were more likely to experience 
nocebo effects. Nocebo effects are nonspecific, distressing 
physical symptoms that may not be due to the pharmacologic 
action of the drug, but due to patients’ anticipation of negative 
effects from medication (an anticipation that may have arisen 
from the lengthy list of possible side effects that was provided 
in the consent forms).49–51 Nocebo effects to medications 
might be particularly likely in patients with panic disorder 
given their tendency to catastrophize, greater interoceptive 
awareness, and/or anxiety sensitivity. However, regardless 
of their validity, the patients’ side effect reports bore clinical 
importance, as greater side effect frequency, severity, and 
impairment predicted worse symptoms during the trial, a 
finding consistent with other studies.4,5

That side effects and depressive symptoms were more 
strongly correlated for patients with panic disorder than for 
those without has important clinical implications. Clinicians 
treating chronically depressed individuals should pay 
particular attention to gastrointestinal, cardiac, neurologic, 
and genitourinary side effects reported by patients with 
comorbid panic disorder and perhaps adjust the treatment 
accordingly. Additionally, clinicians may want to consider 
treating these patients’ panic disorder (or at least heightened 
interoceptive awareness52) concurrent with the antidepressant 
treatment.

The study has several noteworthy limitations. First, 
patients received different medications, and these regimens 
changed during the trial period (although a large percentage 
either took sertraline throughout or switched from sertraline 
to bupropion or escitalopram—see Table 1). As medication 
side effect profiles differ,3,17 different medications may 
have interacted with comorbid panic disorder to produce 
the reported side effects. Thus, the results may generalize 
only to medications patients took in this study. Relatedly, 
there is evidence showing that antidepressant medication, 
particularly bupropion, may lead to an increase in panic 
symptoms,53 which could explain why outcomes were 
worse for those with panic disorder. Panic attacks were, 
unfortunately, not measured during the trial, and the lack 
of a washout period between medications during treatment 
makes it impossible to know what side effects were associated 
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with which medications. A second limitation is that, to 
reduce the number of comparisons, this study examined 
only those side effects within the 8 broad PRISE checklist 
domains. Side effects within these domains vary (eg, 
frequent urination and menstrual irregularity were collapsed 
within the “genitourinary” domain), possibly influencing 
the results. Third, the longitudinal analyses examined the 
contemporaneous association between side effect burden 
and depressive symptoms—thus, we are unable to determine 
the causal relation between the two.

In summary, the study results suggest that chronically 
depressed patients with comorbid panic disorder, but not 

comorbid GAD or social phobia, have greater likelihood 
of reporting gastrointestinal, cardiac, neurologic, and 
genitourinary difficulties during antidepressant treatment. 
The burden of these side effects (in frequency, severity, and 
[at a trend level] impairment) were associated with worse 
depressive symptoms during treatment in patients with 
comorbid panic disorder than in those without comorbid 
panic disorder, and these effects were not observed for GAD 
or social phobia. Clinicians working with these difficult-to-
treat patients should perform a detailed assessment of side 
effect profiles to maximize the efficacy of their antidepressant 
treatment.

Submitted: September 4, 2015; accepted February 
11, 2016.
Online first: January 3, 2017.
Drug names: bupropion (Wellbutrin and others), 
escitalopram (Lexapro and others), mirtazapine 
(Remeron and others), sertraline (Zoloft and 
others).
Potential conflicts of interest: Dr Markowitz 
receives royalties from American Psychiatric 
Press, Basic Books, and Oxford University Press 
and receives an editorial stipend from Elsevier 
Press. Dr Kocsis has received research grants 
and contracts from QNRF, Pritzger consortium, 
and the Rockefeller Foundation. Dr Rothbaum 
has received funding from Wounded Warrior 
Project, Department of Defense, National Institute 
of Mental Health, Brain and Behavior Research 
Foundation (NARSAD), and McCormick Foundation 
and recent previous support from Transcept 
Pharmaceuticals; owns equity in and is a consultant 
for Virtually Better, Inc, which develops products 
related to virtual reality; receives royalties from 
Oxford University Press, Guilford, APPI, and Emory 
University; and received one advisory board 
payment from Genentech. Dr Schatzberg is a 
stock shareholder in Amnestix, Cervel, Corcept 
(co-founder), Delpor, Merck, Neurocrine, Synosia, 
Titan, and Xhale; has been a consultant for Forum 
(EnVivo), Lundbeck/Takeda, McKinsey, Myriad, 
Naurex, Neuronetics, One Carbon, Pfizer, and 
Sunovion; received honoraria from Pfizer and 
grants from Janssen; and is a named inventor on 
pharmacogenetic and antiglucocorticoid use 
patents on prediction of antidepressant response. 
Dr Trivedi is or has been an advisor/consultant for 
and received fees from Alkermes, AstraZeneca, 
Cerecor, Eli Lilly, Lundbeck, Naurex, Neuronetics, 
Otsuka Pharmaceuticals, Pamlab, Pfizer, Shire 
Development, and Takeda; has received grants/
research support from Agency for Healthcare 
Research and Quality (AHRQ), Cyberonics, Janssen 
Global Services, National Alliance for Research 
in Schizophrenia and Depression, National 
Institute of Mental Health (NIMH), and National 
Institute on Drug Abuse. Dr Thase is an advisory/
consultant for Alkermes, Allergan, AstraZeneca, 
Bristol-Myers Squibb Company, Cerecor, Inc, Eli 
Lilly, Forest Laboratories, Gerson Lehrman Group, 
Fabre-Kramer Pharmaceuticals, GlaxoSmithKline, 
Guidepoint Global, H. Lundbeck, MedAvante, 
Merck and Co. (formerly Schering Plough and 
Organon), Moksha8, Naurex, Neuronetics, Novartis, 
Ortho-McNeil Pharmaceuticals (Johnson & 
Johnson; Janssen), Otsuka Pamlab (Nestle), Pfizer 
(formerly Wyeth-Ayerst Pharmaceuticals), Shire US, 
Sunovion Pharmaceuticals, Trius Therapeutical, and 
Takeda; has received grant support from Agency 
for Healthcare Research and Quality, Alkermes, 
AssureRx, Avanir, Forest Pharmaceuticals, Janssen, 
NIMH, and Otsuka Pharmaceuticals; has equity 

holdings with MedAvante; and receives royalties 
from American Psychiatric Foundation, Guilford 
Publications, Herald House, and W.W. Norton & 
Company; and his spouse is employed by Peloton 
Advantage, which does business with Pfizer. Drs 
Shankman, Klein, Arnow, Manber, and Keller and 
Mss Gorka and Katz report no potential conflicts of 
interest relevant to to the subject of this article. 
Funding/support: The study was supported by 
National Institute of Mental Health Grants U01 
MH62475 (PI: Dr Kocsis), U01 MH61587 (PI: Dr 
Thase), U01 MH62546 (PI: Dr Klein), U01 MH61562 
(PI: Dr Trivedi), U01 MH63481 (PI: Dr Rothbaum), 
U01 MH62465 (PI: A. J. Gelenberg), U01 MH61590 
(PI: Dr Keller), U01 MH61504 (PI: Dr Schatzberg), and 
U01 MH62491 (PI: J. P. McCullough).
Role of the sponsor: The funding agency did not 
play a role in this publication.

REFERENCES

  1.	 Fournier JC, DeRubeis RJ, Hollon SD, et al. 
Antidepressant drug effects and depression 
severity: a patient-level meta-analysis. JAMA. 
2010;303(1):47–53. PubMed doi:10.1001/jama.2009.1943

  2.	 Thase ME. The small specific effects of 
antidepressants in clinical trials: what do they 
mean to psychiatrists? Curr Psychiatry Rep. 
2011;13(6):476–482. PubMed doi:10.1007/s11920-011-0235-x

  3.	 Crawford AA, Lewis S, Nutt D, et al. Adverse 
effects from antidepressant treatment: 
randomised controlled trial of 601 depressed 
individuals. Psychopharmacology (Berl). 
2014;231(15):2921–2931. PubMed doi:10.1007/s00213-014-3467-8

  4.	 Woolley SB, Fredman L, Goethe JW, et al. 
Hospital patients’ perceptions during 
treatment and early discontinuation of 
serotonin selective reuptake inhibitor 
antidepressants. J Clin Psychopharmacol. 
2010;30(6):716–719. PubMed doi:10.1097/JCP.0b013e3181fc343b

  5.	 Warden D, Trivedi MH, Wisniewski SR, et al. 
Early adverse events and attrition in selective 
serotonin reuptake inhibitor treatment: a 
suicide assessment methodology study report. 
J Clin Psychopharmacol. 2010;30(3):259–266. PubMed doi:10.1097/JCP.0b013e3181dbfd04

  6.	 Shankman SA, Klein DN. The relation between 
depression and anxiety: an evaluation of the 
tripartite, approach-withdrawal and valence-
arousal models. Clin Psychol Rev. 
2003;23(4):605–637. PubMed doi:10.1016/S0272-7358(03)00038-2

  7.	 Wiersma JE, van Oppen P, van Schaik DJ, et al. 
Psychological characteristics of chronic 
depression: a longitudinal cohort study. J Clin 
Psychiatry. 2011;72(3):288–294. PubMed doi:10.4088/JCP.09m05735blu

  8.	 Klein DN, Shankman SA, Rose S. Dysthymic 
disorder and double depression: prediction of 
10-year course trajectories and outcomes. 
J Psychiatr Res. 2008;42(5):408–415. PubMed doi:10.1016/j.jpsychires.2007.01.009

  9.	 Penninx BW, Nolen WA, Lamers F, et al. Two-
year course of depressive and anxiety 
disorders: results from the Netherlands Study 

of Depression and Anxiety (NESDA). J Affect 
Disord. 2011;133(1–2):76–85. PubMed doi:10.1016/j.jad.2011.03.027

10.	 Shankman SA, Klein DN. The impact of 
comorbid anxiety disorders on the course of 
dysthymic disorder: a 5-year prospective 
longitudinal study. J Affect Disord. 
2002;70(2):211–217. PubMed doi:10.1016/S0165-0327(01)00302-0

11.	 Fava M, Rush AJ, Alpert JE, et al. Difference in 
treatment outcome in outpatients with anxious 
versus nonanxious depression: a STAR*D 
report. Am J Psychiatry. 2008;165(3):342–351. PubMed doi:10.1176/appi.ajp.2007.06111868

12.	 Lenze EJ, Mulsant BH, Shear MK, et al. 
Comorbid anxiety disorders in depressed 
elderly patients. Am J Psychiatry. 
2000;157(5):722–728. PubMed doi:10.1176/appi.ajp.157.5.722

13.	 Ionescu DF, Niciu MJ, Richards EM, et al. 
Pharmacologic treatment of dimensional 
anxious depression: a review. Prim Care 
Companion CNS Disord. 2014;16(3):doi:10.4088/
PCC.13r01621. PubMed

14.	 Bouton ME, Mineka S, Barlow DH. A modern 
learning theory perspective on the etiology of 
panic disorder. Psychol Rev. 2001;108(1):4–32. PubMed doi:10.1037/0033-295X.108.1.4

15.	 Domschke K, Stevens S, Pfleiderer B, et al. 
Interoceptive sensitivity in anxiety and anxiety 
disorders: an overview and integration of 
neurobiological findings. Clin Psychol Rev. 
2010;30(1):1–11. PubMed doi:10.1016/j.cpr.2009.08.008

16.	 Rollman BL, Block MR, Schulberg HC. 
Symptoms of major depression and tricyclic 
side effects in primary care patients. J Gen 
Intern Med. 1997;12(5):284–291. PubMed doi:10.1007/s11606-006-5064-y

17.	 Gelenberg AJ, Freeman MP, Markowitz JC, et al; 
Work Group on Major Depressive Disorder. 
Practice Guideline for the Treatment of Patients 
With Major Depressive Disorder. 3rd ed. 
Arlington, VA: American Psychiatric 
Association; 2010.

18.	 Brown TA, Chorpita BF, Barlow DH. Structural 
relationships among dimensions of the DSM-IV 
anxiety and mood disorders and dimensions of 
negative affect, positive affect, and autonomic 
arousal. J Abnorm Psychol. 1998;107(2):179–192. PubMed doi:10.1037/0021-843X.107.2.179

19.	 Kessler RC, Chiu WT, Jin R, et al. The 
epidemiology of panic attacks, panic disorder, 
and agoraphobia in the National Comorbidity 
Survey Replication. Arch Gen Psychiatry. 
2006;63(4):415–424. PubMed doi:10.1001/archpsyc.63.4.415

20.	 Krueger RF, Caspi A, Moffitt TE, et al. The 
structure and stability of common mental 
disorders (DSM-III-R): a longitudinal-
epidemiological study. J Abnorm Psychol. 
1998;107(2):216–227. PubMed doi:10.1037/0021-843X.107.2.216

21.	 Hoehn-Saric R, McLeod DR, Funderburk F, et al. 
Somatic symptoms and physiologic responses 
in generalized anxiety disorder and panic 
disorder: an ambulatory monitor study. Arch 
Gen Psychiatry. 2004;61(9):913–921. PubMed doi:10.1001/archpsyc.61.9.913

22.	 Rush AJ, Fava M, Wisniewski SR, et al; STAR*D 
Investigators Group. Sequenced treatment 
alternatives to relieve depression (STAR*D): 

http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=20051569&dopt=Abstract
http://dx.doi.org/10.1001/jama.2009.1943
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21964929&dopt=Abstract
http://dx.doi.org/10.1007/s11920-011-0235-x
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24525810&dopt=Abstract
http://dx.doi.org/10.1007/s00213-014-3467-8
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21105288&dopt=Abstract
http://dx.doi.org/10.1097/JCP.0b013e3181fc343b
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=20473060&dopt=Abstract
http://dx.doi.org/10.1097/JCP.0b013e3181dbfd04
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=12788112&dopt=Abstract
http://dx.doi.org/10.1016/S0272-7358(03)00038-2
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21450151&dopt=Abstract
http://dx.doi.org/10.4088/JCP.09m05735blu
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=17466334&dopt=Abstract
http://dx.doi.org/10.1016/j.jpsychires.2007.01.009
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21496929&dopt=Abstract
http://dx.doi.org/10.1016/j.jad.2011.03.027
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=12117634&dopt=Abstract
http://dx.doi.org/10.1016/S0165-0327(01)00302-0
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=18172020&dopt=Abstract
http://dx.doi.org/10.1176/appi.ajp.2007.06111868
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=10784464&dopt=Abstract
http://dx.doi.org/10.1176/appi.ajp.157.5.722
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25317369&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=11212632&dopt=Abstract
http://dx.doi.org/10.1037/0033-295X.108.1.4
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19751958&dopt=Abstract
http://dx.doi.org/10.1016/j.cpr.2009.08.008
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=9159697&dopt=Abstract
http://dx.doi.org/10.1007/s11606-006-5064-y
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=9604548&dopt=Abstract
http://dx.doi.org/10.1037/0021-843X.107.2.179
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=16585471&dopt=Abstract
http://dx.doi.org/10.1001/archpsyc.63.4.415
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=9604551&dopt=Abstract
http://dx.doi.org/10.1037/0021-843X.107.2.216
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15351770&dopt=Abstract
http://dx.doi.org/10.1001/archpsyc.61.9.913


It
 is

 il
le

ga
l t

o 
po

st
 th

is
 c

op
yr

ig
ht

ed
 P

D
F 

on
 a

ny
 w

eb
si

te
.

For reprints or permissions, contact permissions@psychiatrist.com. ♦ © 2017 Copyright Physicians Postgraduate Press, Inc.

It is illegal to post this copyrighted PDF on any website.

440     J Clin Psychiatry 78:4, April 2017

Shankman et al	

rationale and design. Control Clin Trials. 
2004;25(1):119–142. PubMed doi:10.1016/S0197-2456(03)00112-0

23.	 Wisniewski SR, Rush AJ, Balasubramani GK, et al; 
STARD Investigators. Self-rated global measure 
of the frequency, intensity, and burden of side 
effects. J Psychiatr Pract. 2006;12(2):71–79. PubMed doi:10.1097/00131746-200603000-00002

24.	 Kocsis JH, Zisook S, Davidson J, et al. Double-
blind comparison of sertraline, imipramine, and 
placebo in the treatment of dysthymia: 
psychosocial outcomes. Am J Psychiatry. 
1997;154(3):390–395. PubMed doi:10.1176/ajp.154.3.390

25.	 McCullough JP Jr, Klein DN, Borian FE, et al. 
Group comparisons of DSM-IV subtypes of 
chronic depression: validity of the distinctions, 
part 2. J Abnorm Psychol. 2003;112(4):614–622. PubMed doi:10.1037/0021-843X.112.4.614

26.	 Thase ME, Fava M, Halbreich U, et al. A placebo-
controlled, randomized clinical trial comparing 
sertraline and imipramine for the treatment of 
dysthymia. Arch Gen Psychiatry. 
1996;53(9):777–784. PubMed doi:10.1001/archpsyc.1996.01830090023004

27.	 Kocsis JH, Gelenberg AJ, Rothbaum BO, et al; 
REVAMP Investigators. Cognitive behavioral 
analysis system of psychotherapy and brief 
supportive psychotherapy for augmentation of 
antidepressant nonresponse in chronic 
depression: the REVAMP Trial. Arch Gen 
Psychiatry. 2009;66(11):1178–1188. PubMed doi:10.1001/archgenpsychiatry.2009.144

28.	 First MB, Spitzer RL, Gibbon M, et al. Structured 
Clinical Interview for DSM-IV-TR Axis I Disorders, 
Research Version, Patient Edition (SCID-I/P). New 
York, NY: Biometrics Research, New York State 
Psychiatric Institute; 2002.

29.	 Hamilton M. Development of a rating scale for 
primary depressive illness. Br J Soc Clin Psychol. 
1967;6(4):278–296. PubMed doi:10.1111/j.2044-8260.1967.tb00530.x

30.	 Bagby RM, Ryder AG, Schuller DR, et al. The 
Hamilton Depression Rating Scale: has the gold 
standard become a lead weight? Am J 
Psychiatry. 2004;161(12):2163–2177. PubMed doi:10.1176/appi.ajp.161.12.2163

31.	 Fava M, Rush AJ, Trivedi MH, et al. Background 

and rationale for the sequenced treatment 
alternatives to relieve depression (STAR*D) 
study. Psychiatr Clin North Am. 
2003;26(2):457–494, x. PubMed doi:10.1016/S0193-953X(02)00107-7

32.	 Goldstein H. Multilevel Statistical Models. West 
Sussex, UK: John Wiley & Sons; 2011.

33.	 Aiken LS, West SG. Multiple Regression: Testing 
and Interpreting Interactions. Newbury Park, CA: 
SAGE Publications; 1991.

34.	 Holmbeck GN. Post-hoc probing of significant 
moderational and mediational effects in 
studies of pediatric populations. J Pediatr 
Psychol. 2002;27(1):87–96. PubMed doi:10.1093/jpepsy/27.1.87

35.	 Wu Z, Chen J, Yuan C, et al. Difference in 
remission in a Chinese population with anxious 
versus nonanxious treatment-resistant 
depression: a report of OPERATION study. 
J Affect Disord. 2013;150(3):834–839. PubMed doi:10.1016/j.jad.2013.03.012

36.	 Boulenger JP, Hermes A, Huusom AK, et al. 
Baseline anxiety effect on outcome of SSRI 
treatment in patients with severe depression: 
escitalopram vs paroxetine. Curr Med Res Opin. 
2010;26(3):605–614. PubMed doi:10.1185/03007990903482467

37.	 Cassano P, Fava M. Tolerability issues during 
long-term treatment with antidepressants. Ann 
Clin Psychiatry. 2004;16(1):15–25. PubMed doi:10.1080/10401230490281618

38.	 Ferguson JM. SSRI antidepressant medications: 
adverse effects and tolerability. Prim Care 
Companion J Clin Psychiatry. 2001;3(1):22–27. PubMed doi:10.4088/PCC.v03n0105

39.	 Hung CI, Wang SJ, Liu CY, et al. Comorbidities 
and factors related to discontinuation of 
pharmacotherapy among outpatients with 
major depressive disorder. Compr Psychiatry. 
2011;52(4):370–377. PubMed doi:10.1016/j.comppsych.2010.08.005

40.	 Craske MG, Rauch SL, Ursano R, et al. What is an 
anxiety disorder? Depress Anxiety. 
2009;26(12):1066–1085. PubMed doi:10.1002/da.20633

41.	 Hamilton M. The assessment of anxiety states 
by rating. Br J Med Psychol. 1959;32(1):50–55. PubMed doi:10.1111/j.2044-8341.1959.tb00467.x

42.	 Fava M, Rankin MA, Wright EC, et al. Anxiety 

disorders in major depression. Compr Psychiatry. 
2000;41(2):97–102. PubMed doi:10.1016/S0010-440X(00)90140-8

43.	 Ehlers A, Breuer P. Increased cardiac awareness 
in panic disorder. J Abnorm Psychol. 
1992;101(3):371–382. PubMed doi:10.1037/0021-843X.101.3.371

44.	 Melville JL, Walker E, Katon W, et al. Prevalence 
of comorbid psychiatric illness and its impact on 
symptom perception, quality of life, and 
functional status in women with urinary 
incontinence. Am J Obstet Gynecol. 
2002;187(1):80–87. PubMed doi:10.1067/mob.2002.124839

45.	 Talati A, Ponniah K, Strug LJ, et al. Panic disorder, 
social anxiety disorder, and a possible medical 
syndrome previously linked to chromosome 13. 
Biol Psychiatry. 2008;63(6):594–601. PubMed doi:10.1016/j.biopsych.2007.07.021

46.	 Stewart SH, Taylor S, Baker JM. Gender 
differences in dimensions of anxiety sensitivity. 
J Anxiety Disord. 1997;11(2):179–200. PubMed doi:10.1016/S0887-6185(97)00005-4

47.	 Taylor S, Koch WJ, McNally RJ. How does anxiety 
sensitivity vary across the anxiety disorders? J 
Anxiety Disord. 1992;6(3):249–259. doi:10.1016/0887-6185(92)90037-8

48.	 Tedlow JR, Fava M, Uebelacker LA, et al. Are 
study dropouts different from completers? Biol 
Psychiatry. 1996;40(7):668–670. PubMed doi:10.1016/0006-3223(96)00204-1

49.	 Hahn RA. The nocebo phenomenon: concept, 
evidence, and implications for public health. 
Prev Med. 1997;26(5 pt 1):607–611. PubMed doi:10.1006/pmed.1996.0124

50.	 Barsky AJ, Saintfort R, Rogers MP, et al. 
Nonspecific medication side effects and the 
nocebo phenomenon. JAMA. 
2002;287(5):622–627. PubMed doi:10.1001/jama.287.5.622

51.	 Kaptchuk TJ, Miller FG. Placebo effects in 
medicine. N Engl J Med. 2015;373(1):8–9. PubMed doi:10.1056/NEJMp1504023

52.	 Barlow DH, Craske MG, Cerny JA, et al. 
Behavioral treatment of panic disorder. Behav 
Ther. 1989;20(2):261–282. doi:10.1016/S0005-7894(89)80073-5

53.	 Sinclair LI, Christmas DM, Hood SD, et al. 
Antidepressant-induced jitteriness/anxiety 
syndrome: systematic review. Br J Psychiatry. 
2009;194(6):483–490. PubMed doi:10.1192/bjp.bp.107.048371

 

http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15061154&dopt=Abstract
http://dx.doi.org/10.1016/S0197-2456(03)00112-0
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=16728903&dopt=Abstract
http://dx.doi.org/10.1097/00131746-200603000-00002
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=9054788&dopt=Abstract
http://dx.doi.org/10.1176/ajp.154.3.390
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=14674873&dopt=Abstract
http://dx.doi.org/10.1037/0021-843X.112.4.614
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=8792754&dopt=Abstract
http://dx.doi.org/10.1001/archpsyc.1996.01830090023004
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19884606&dopt=Abstract
http://dx.doi.org/10.1001/archgenpsychiatry.2009.144
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=6080235&dopt=Abstract
http://dx.doi.org/10.1111/j.2044-8260.1967.tb00530.x
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15569884&dopt=Abstract
http://dx.doi.org/10.1176/appi.ajp.161.12.2163
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=12778843&dopt=Abstract
http://dx.doi.org/10.1016/S0193-953X(02)00107-7
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=11726683&dopt=Abstract
http://dx.doi.org/10.1093/jpepsy/27.1.87
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23570952&dopt=Abstract
http://dx.doi.org/10.1016/j.jad.2013.03.012
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=20067433&dopt=Abstract
http://dx.doi.org/10.1185/03007990903482467
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15147109&dopt=Abstract
http://dx.doi.org/10.1080/10401230490281618
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15014625&dopt=Abstract
http://dx.doi.org/10.4088/PCC.v03n0105
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21683174&dopt=Abstract
http://dx.doi.org/10.1016/j.comppsych.2010.08.005
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19957279&dopt=Abstract
http://dx.doi.org/10.1002/da.20633
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=13638508&dopt=Abstract
http://dx.doi.org/10.1111/j.2044-8341.1959.tb00467.x
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=10741886&dopt=Abstract
http://dx.doi.org/10.1016/S0010-440X(00)90140-8
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=1500594&dopt=Abstract
http://dx.doi.org/10.1037/0021-843X.101.3.371
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=12114892&dopt=Abstract
http://dx.doi.org/10.1067/mob.2002.124839
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=17920564&dopt=Abstract
http://dx.doi.org/10.1016/j.biopsych.2007.07.021
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=9168341&dopt=Abstract
http://dx.doi.org/10.1016/S0887-6185(97)00005-4
http://dx.doi.org/10.1016/0887-6185(92)90037-8
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=8886303&dopt=Abstract
http://dx.doi.org/10.1016/0006-3223(96)00204-1
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=9327466&dopt=Abstract
http://dx.doi.org/10.1006/pmed.1996.0124
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=11829702&dopt=Abstract
http://dx.doi.org/10.1001/jama.287.5.622
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26132938&dopt=Abstract
http://dx.doi.org/10.1056/NEJMp1504023
http://dx.doi.org/10.1016/S0005-7894(89)80073-5
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19478285&dopt=Abstract
http://dx.doi.org/10.1192/bjp.bp.107.048371

