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This  investigation a b e d  a t  calculating the  extent  of 
comorbidity of DSM-111-R anxiety and depressive disorders in 
psychiatric outpatients. - I t  hypothesized that routine outpatient 
psychiatric practice tends to overlook anxiety d isorders  in 
favour of depressive conditions. Comorbidity was studied by 
comparing the diagnostic pattern of outpatient clinicians with 
the joint diagnoses formulated by two clinicians applying the 
St ructured Clinical Interview for Diagnosis according to 
DSM-111-R. SCID (Spitzer et al., 1990). The presence of anxiety 
and/or depression was fur ther  confirmed by t h e  Hamilton 
Anxiety, and Hamilton Depression Rating Scales respectively. 
I n  SO sub jec t s  presenting with anxiety o r  depress ion 
comorbidity of criteria based diagnoses was estimated a t  72%. 
Pure forms of depression were found in 20% of cases, and pure 
anxiety in only 8%. The clinic psychiatrist gave more than one 
diagnosis in  24% of cases. This confirms o u r  original 
prediction. In the majority of cases, the additional diagnosis 
was more frequently an  anxiety disorder o r  major depression. 
When studied retrospectively, it was more common to find cases 
of anxiety evolving into depression (42%) rather than the other 
w;*y round (19%). The overall conclusion derived from the study 
is that  cases with concurrent anxiety and depressive disorders 
a re  more common in a cohort of psychiatric out-patients than 
cases with a single diagnosis. Assessment of these  cases 
necessitates awareness of the possibility of comorbidity. The 
extent of the  association supports the  not ion t h a t  the  
relationship between anxiety and depression is more than just 
coincidental presence of two prevalent conditions . 

(Egypt.J. Psychiat.,1995,18: 61- 69). 
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Introduction 
The term cornorbidity has varying 

connotations in different settings. 

In epidemiology it indicates that the 
presence of one disorder increases or de- 
creases the risk of having another disor- 
der. In aetiological terms comorbidity 
covers disorders that increase the likeli- 
hood of certain complications (Kaplan 
and Feinstein, 1974). In clinical usage it 
has come to indicate that more than one 
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disorder can be diagnosed in the same in- 
dividual. In such circumstances, CO- Oc- 
currence rather than comorbidity seems 
to be the more appropriate term. Lastly. 
comorbidity may point to a group of 
symptoms shared by more than one dis- 
order. 

Comorbidity is increasingly recog- 
nized as one of the main features of psy- 
chiatric disorder. 

It is encouraged by the diagnostic 
rules of descriptive nosological systems 
e.g. DSM- IV (APA, 1994) that tend to 
avoid inferences about aetiology. The in- 
creasing number of diagnostic categories 
will create "cases" who meet the criteria 
for more than one disorder (Frances et al, 
1990) .The nosologic scatter of single 
clinical entities that we now live through 
threatens to blur even the most obvious 
clinical interrelationships. Anxiety disor- 
ders and depressive dimdm rm. k dkg- 
nosed in the organic mental disorder, 
substance use disorder, and adjustment 
disorder sections, even though the symp- 
toms may be the same. The purpose of 
this study is to state that comorbidity in 
case of anxiety and depressive disorder 
recognized by the ICD - 10 does not give 
adequate credence to the association be- 
tween anxiety and depression . It is a re- 
sidual category that necessitates that the 
clinical picture does not satisfy and diag- 
nostic criteria of either depression or anx- 
iety. The patient has some symptoms of 
anxiety and depression, not to the extent 
of forming a complete disorder in either 
direction. 

The relationship between anxiety and 
depression has been described in various 
ways (Frances et, al, 1992). The dimen- 
sional spectrum suggests a single unity 
of experience with pure anxiety and pure 
depression existing at two poles, with 
the majority of cases falling in between 
and having differing proportions of either 
disorder. The causal hypothesis assumes 

that anxiety and depression are two syn- 
dromes that are causally interconnected. 
The presence of one predisposes and 
leads to the other. The common stem 
hypothesis indicates that both disorders 
originate from one basic disturbance; a 
general neurotic propensity, a core of 
psychopathology, an undifferentiated 
mood disorder, that may evolve in either 
or both directions at the same time 
(Boulenger and Lavallce, 1993). The 
artefact of improper diagnosis. A patient 
may have anxiety or depression not 
both. 

The distinction between primary and 
secondary comorbid conditions is anoth- 
er issue that is difficult to resolve. The 
concept assumes that in one way occur- 
rence of the secondary disorder would not 
have taken place if the primary disorder 
was not there. The primary disorder has 
been variously characterized as the one 
that started first; or the one whose 
symptoms predominate in the clinical 
picture (Klerman, 1990). In some diag- 
nostic systems e.g. DSM-III (APA, 
1980) a hierarchical conception is adopt- 
ed so that when two particular disorders 
coexist a particular one must be primary 
and the other secondary e.g. dementia 
and depression. 

This study aims at stating that the 
co- occurrence of anxiety and depressive 
disorders is sufficiently frequent to point 
to more than the chance co- occurrence 
of two prevalent disorders i.e. they are 
comorbid rather than co- occurring . It 
started out of a simple observation that 
anxiety disorders are much less common 
diagnostic entities than depressive disor- 
ders at the psychiatric outpatient clinic 
of Kasr El - Aini Hospitals. We hypo- 
thesized that comorbidity may be the 
reason when depressive symptoms are 
present, the clinician tends to ignore or 
overlook anxiety symptoms. 
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Subjects and Method 
To study the relative frequency of 

anxiety and depressive disorder diagnoses, 
clinicians undergoing patient assessment 
were instructed to refer any case with a 
dagnosis of anxiety and /or depressive 
disorder. Clinicians who were either resi- 
dents or senior lecturers knew the pur- 
pose of the study. On each Sunday over a 
period of 3 mont'ns, the t"ut thee such 
cases who consent to be interviewed were 
included in the study. The outpatient cli- 
nician would carry out a regular diagnos- 
tic interview, keep the diagnosis, and 
then refer the patient for further evalua- 
tion. The second interview was camed 
out by a team of two researchers after 
cs!!ccdng necessq O e r n ~ ~ ~ p : i c  i&i- 
mation. The structured clinical interview 
for diagnosis according to DSM- III - R 
(SCID) (patient version) Spitzer et a]., 
1990) was applied. The latter is a struc- 
tured interview with the sections for anx- 
iety cad depression covered by approxi- 
mately 136 statements or probes directly 
based upon the diagnostic criteria of 
DSM-II-R (APA. 1987). These sections 
were translated by the researchers and re- 
vised for feasibility. At the end of the 
SCID interview a joint diagnosis or di- 
agnoses were formulated diagnosis that 
includes evaluation of psychosocial 
stressor jaxisi'v') and highest level of 
adaptive functioning during the last year 
(axis V). Routine physical and neuro- 
logical examination was undertaken. 
Hamilton Rating scale for depression 
(Hamilton, 1960) and the Hamilton 
Anxiety Ratng Scale (1959) WeiC t k i i  
completed . The purpose of applying 
these scales was to provide measures of 
symptom severity in pure cases of anx- 
iety and depression versus mixed cases. 

The total number of subjects includ- 
ed in the study is fifty. Their demo- 
graphic characteristics are illustrated in 
Table I. It shows that the majnrity w r e  

females, younger adults and mostly with 
few years of education .The majority of 
the sample were married and among fe- 
males most of them were housewives. 

Results 
The diagnostic distribution of the 

sample according to the research inter- 
view is illustrated in table 2. The majo- 
riy (72%) are cases that have more than 
one disorder. a combination of an anxie- 
ty and depressive disorder. Only 4 cases 
were diagnosed by the research team as 
cases of pure anxiety (a%), and 10 cases 
were diagnosed as suffering from a pure 
depressive disorder (20%) . The concept 
of comorbidity adoptred in this study is 
defined as the presence of more than one 
disorder that satisfy the diagnostic crite- 
ria of these disorders independently in 
DSM- In-R. It is not based upon the 
ICD- 10 concept of mixed anxiety de- 
pressive disorders that contain incom- 
plete symptoms of either disorder. 

Tne duration of each disorder was ex- 
plored retrospectively in cases with mul- 

'Ihble l 
Sample Characteristics (n=50) 

Sex 

male 16(32%) 

Mean Age 30.3& 6.88) years. 
Education 

Illiterate 2 1(42%) 

primary and preparatory 16(32%) 

Employment 

Professionals 3(6%) 

Manual and technical 17(34%) 
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tiple diagnosis (table 3). Conditions 
starting earlier were considered primary 
and those starting later were considered 
secondary. Twice as many cases (42%) 
start with anxiety, than those that start 
with depression (19%). When the diagno- 
sis of SCID interview is compared with 
the clinic diagnosis interesting figures 
appear. The extent of comorbidity de- 
scribed in routine clinical interviews is 
much less (24%) compared to the re- 
search, SCID, interview (72%). The dif- 
ferences is highly significant (P<0.001) 
(table 4) .Total disagreement between cli- 
nicians and researchers occurred in only 
one case (2%), and total diagnostic agree- 
ment occurred in 14%. The majority of 
disagreement occurred within the same 
syndrome i.e. anxiety or depression (28 
cases, 56%) and was mainly due to the 
additional diagnosis of the research team 
(33 cases, 66%). 

The relative proportions of each disor- 
der according to clinicians and researchers 
(table 5) show a significant displacement 
in favour of major depression, at the ex- 
pense of dysthymia in the research team. 
The research interview revealed more than 
double the number of cases of generalized 
anxiety states compared to clinicians . 
OCD and panic disorder show a consider- 
able degree of agreement. 

Application of the Hamilton depres- 
sion, and Hamilton anxiety scales in this 
study aimed at validating the results of 
the SCID interview. The Hamilton De- 
pression Scale shows an excess iri scores 
above 17 in the depressed and mixed cas- 
es (table 6). The difference is not signifi- 
cant. According to the Hamilton Anxiety 
Scale, anxiety and mixed cases have sig- 
nificantly higher scores. These findings 
are in the same direction of the clinical 
interview . 

-. 
Table 2 

Diagnosis & SClD interview 

Anxiety Disorder 4 8% 

Depressive Disorda 10 20% 

Anxiety & DepressiveDisorders 36 72% 

Table 3 
Primary1 Secondary Distinction in 

Cases with Multiple Diagnoses ( ~ 3 6 )  

Primary Anxiety 15 424 

Primary Depression 7 19% 

Simultaneous Onset 14 39% 

Table 4 
Extent of Co- occurrence of Anxiety and Depression 

Table 5 
hagnosbc Breakdown 

Clinical Research 

Diagnosis Diagnosis 

Dysthymia 23(46%) 14(28%) 

Major Depression !9(18%) 29(58%) 

Adjustment Disorder with 
Depression 7(14%) 2(4%) 

cieneralized hw 9(l8%) 22(44%) 
OCD 10(20%) 9(18%) 
Panic D i e r  

5(10%) 6(12%) 

The number of anxiety cases is small. Phobic Disorders 
1(2% 4(8% 

Comparisons between mixed cases and Post Traumatic Stms Disorder 
purely depressed patients did not show 1(2%) 
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Table 6 
Clinical Characteristics of Pure and Mixed Forms of Anxiety and Depression 

- -- 
Anx.  Dep. Anx. & Dep P 

Family history 

-ve I(=%) 3(3096) 25(69.4%)' <0.05,0.025 
Duration of disorder in 

months (median) 4 3 13.5 t= O.75.n.s. 
Psychosocial stressors Xh2.48 ,  
mild or none 375%) 3(309h) 14(38.9%) PcO. 27 
moderate & severe I(=%) 700%) 22(61. 1 96) n.s. 
GAF 68k10.3 67~9.7 65k6.4 X2= 0.59. 

0.67,n.s. 
Hamilton Depression 2(50%) 6(60%) 30(83%) x2= 3.95. 
Scalez 17 2.5n.s. 
Hamilton Anxiety Scale t=2.9 

Mean* S.D. 19.3+2.95 13.8& 4.5 19.826 Pc0.01 

significant differences in the duration of 
disorder, severity of psychosocial stres- 
sors, severity of psychosocial stressors, 
and global assessment of functioning. 
Family history of similar of psychoso- 
cia1 stressors , and global assessment of 
functioning. Family history of similar 
illness was significantly more positive 
in cases with pure disorder compared to 
mixed cases. 

Discussion 
The study deals with the extent to 

which anxiety disodcrs, and depressive 
disorders coexist. Before applying the 
SCID (Spitzer et, al, 1990) comorbidity 
is 24% and after applying it, comorbidity 
rises to 72%. More cases (41%) started 
with an anxiety disorder and later in the 
course of the illness develop an addition- 
al depressive disorder. The opposite pat- 
tern occurs less frequently (19%). Disa- 
greements between diagnoses based upon 
an open clinical interview and those 
based upon a structured standard inter- 
view were mostly minor i.e. within the 
main diagnostic category. They were 
largely due to an additional diagnosis 
proposed by the research team. 

Certain factors may act to decrease 

sensitivity to comorbidity in outpatient 
clinics. In comparing between the refer- 
ring doctor diagnosis and the researcher 
diagnosis, diagnosing anxiety disorder 
was missing in 38% of referred patients. 
This may be due to the existence of 
symptoms common to both depressive 
and anxiety disorders, unawareness of the 
high comorbidity rate and absence of a 
separate "Mixed Anxiety and depressive" 
syndrome in disciplines such as DMP- I 
(Egyptian Psychiatric Association, 
1979) and the DSM-111- R (American 
Psychiatric Association, 1987). There is 
a possibility that psychiatrists "tend" to 
consider depression on a higher diagnos- 
tic hierarchy than anxiety. Anxiety 
symptoms in a depressed patient do not 
justify changing the diagnosis or even 
adding a second diagnosis. All these rea- 
sons may make the referring doctor sat- 
isfied once they reached a single diagno- 
sis that.was usually depression. 

On the other hand, there are other 
factors that may act to decrease specifici- 
ty i.e. lead to overdetection of comorbid- 
ity, when the SCID is applied. The 
SCID is a structured interview that de- 
pends to a considerable extent on direct 
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questioning and direct feed back from the 
patient. According to Spitzer and collea- 
guest (1992) the SCID encourages fol- 
low- up questions based on clininal 
judgement. Still it allows less room for 
the clinician to add his own cues to un- 
derstanding symptom and syndrome. The 
latter opportunity is an advantageous as- 
pect of iess structured interviews e.g. 
Present State Examination (Wing et al., 
1974: WHO, 1992). Being a & i t  trans- 
lation of DSM- IIIR criteria, makes the 
questions of the SCID even more diffi- 
cult to contradict. The wording may have 
been semewha? r~q!ira?ed fnt the !PSS 

educated Egyptian patient included in our 
study especially when there is an attempt 
to describe intimate inner experience. 
When it is difficult to differentiate exper- 
ience, patients may answer affiatively 
rather than negatively in order to impress 
interviewers with their illness. 

For all these reason, it may be neces- 
sary to revise up the extent of comorbidi- 
ty dexcribed by clinic psychiatrists, and 
revise down the extent of comorbidity de- 
tected by the SCID. The latter possibiii- 
ty is aided by the relative ease with 
which the criteria of DSM- XII R allow a 
diagnosis of major depression. 

The fact still remains that when two 
ciinicians interview a patient jointiy and 
search for symtoms in an orderly and de- 
tailed fashion, comorbidity of anxiety 
and depressive disorders will be excep- 
tionally high. In this study comorbidity 
of anxiety and depression is at the upper 
limit of the range described in a series nf 
similar studies. The comorbidity rate has 
been described to be as low as 8% for an 
association between dysthymid and anx- 
iety disorders (Brawman Mintzer etal., 
1993) to a high of 75% when symtoms 
of anxiety are not allocated to specific 
disorders (Angst et a]., 1984; Murphy, 
1986). In large scale studies, comorbidity 
ranges between 40% - 60% (Wetzler and 
Katz, 1989; Schatzberg et al., 1990). 

The higher estimate in this study may 
be party explained by the inclusion of 
all forms of anxiety disorders including 
OCD, and phobias in the calculation of 
comorbidity. The latter, in particular, 
has been found to be particularly preval- 
ent in large community surveys (Regier 
et al, 1990). 

Use of the Hamilton Anxiety (HAS), 
and Hamilton Depression Rating 
(HDRS) Scales was not particularly 
helpful in this study. They are not very 
specific because the HAS contains en- 
quiries about depressive symptoms, 
nmeiy depressed mood, insomnia, and 
decreased concenaation. The HDRS con- 
tains symptoms, of anxiety like paychic 
and somatic anxiety. Indeed scores of pa- 
tients with mixed anxiety and depressive 
disoders were higher on both scales than 
pwe cases with a single disorder (table 
6). From a different perspective, these 
findings may be explained by the fact 
that the presence of anxiety might aggra- 
vate symptoms of depression (Monroe, 
1990)or make clinicians see more de- 
pressive symptoms. The pattern of scor- 
ing indicates that mixed cases are not 
mild cases, in fact they seem to incur 
higher degrees of morbidity. 

This study demonstrated a higher 
proportion of cases with secondary onset 
depression compared to secondary onset 
anxiety (30% and 14% of the whole 
samle respectively ).Kendell (1974) 
found that 24% of individuals who had 
first received an anxiety diagnosis, were 
rediagnnsed severd yeas 1-r ES E as- 
pressive disorder. Neurochemical, psy- 
chodynamic and behavioural postulates 
support this line of evolution of depres- 
sion from anxiety (e.g. Less 1982; Paul, 
1988; Alloy, et a]., 1990). 

Conclusion 
There is a high rate of co- occurrence 

between anxiety and depressive dim- 
dm. 
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Anxiety disorders are less cornmmon- 
ly found in isolated forms. 

Depressive disorders frequently fol- 
low anxiety disorders rather than the oth- 
er way round. 

Comorbidity is likely to be missed 
in routine clinical interviews. Anxiey 
disorders may be overlooked when a de- 
pressive condition is present . 

Mixed anxiety depressive disorders 
seem to incur higher levels of symptom 
severity than isolated syndromes. 
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La cornorbidit6 des troubles anxieux et dcpressif chez 
des consultants en psychiatrie 

Cette etude a tent6 d'evaluer la frequence de la comorbidite 
des troubles anxieux et depressif selon le D.S.M.111-R chez 
des consultants en psychiatrie. Nous pensons que dans la 
pratique des consultations extra-hospitalilres les troubles 
anxieux passent inaperps au profit des troubles depressifs. 
Nous avons conclus que les patients souffrant de troubles 
dCpressif et anxieux concornmittant sont plus frCquant dans un 
khantillon de consultant psychiatrique que les cas souffrant 
d'un seul trouble. La prise en consideraton de la possibilite 
de la cornorbidit6 et nicessaire afin qu'une evaluation adequate 
soit faite. L'etendu de l'association soutien 1'idCe que la 
relation entre la depression et I'anxiCtd est plus qu'une 
coincidence entre deux conditions prevalentes. 
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