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Objective: Quality-of-life indices have
been used in medical practice to esti-
mate the impact of different diseases on
functioning and well-being and to com-
pare outcomes between different treat-
ment modalities. An integrated view of
the issue of quality of life in patients with
anxiety disorders can provide important
information regarding the nature and ex-
tent of the burden associated with these
disorders and may be useful in the devel-
opment of strategies to deal with it.

Method: A review of epidemiological
and clinical studies that have investi-
gated quality of life (broadly conceptual-
ized) in patients with panic disorder,
social phobia, posttraumatic stress disor-
der, generalized anxiety disorder, and
obsessive-compulsive disorder was con-
ducted by searching MEDLINE and Psyc-
LIT citations from 1984 to 1999. A sum-
mary of the key articles published in this

Results: The studies reviewed portray
an almost uniform picture of anxiety dis-
orders as illnesses that markedly com-
promise quality of life and psychosocial
functioning. Significant impairment can
also be found in individuals with sub-
threshold forms of anxiety disorders. Ef-
fective pharmacological or psychothera-
peutic treatment has been shown to
improve the quality of life for patients
with panic disorder, social phobia, and
posttraumatic stress disorder. Limita-
tions in current knowledge in this area
are identified, and suggestions for
needed future research are provided.

Conclusions: It is expected that a more
thorough understanding of the impact
on quality of life will lead to increased
public awareness of anxiety disorders as
serious mental disorders worthy of fur-
ther investment in research, prevention,

area is presented.

and treatment.

(Am J Psychiatry 2000; 157:669-682)

Anxiety disorders were described as early as the
fourth century B.C. in the writings of Hippocrates (1), but
their importance was not fully appreciated until less than
30 years ago. For complex historical reasons the first spe-
cialists in psychiatry, the alienists of the early nineteenth
century, were mainly concerned with the description and
classification of psychotic disorders. As a result, the devel-
opment of the field of anxiety disorders (as well as the do-
mains of somatization and conversion disorders) was left
to specialists in internal medicine and neurology such as
da Silva, Briquet, Beard, Charcot, and Freud (2). The inter-
est of mainstream psychiatry in anxiety disorders would
remain limited throughout the first half of the twentieth
century because of the prevailing belief that neurotic dis-
orders were benign conditions with nonorganic causes
and that their treatment should necessarily be based on
some form of psychotherapy (3).

The realization that anxiety disorders could be success-
fully treated by pharmacological means (4), the develop-
ment of reliable diagnostic criteria (5), and the advent of
modern psychiatric nosology set the stage for a critical re-
appraisal of the magnitude of the problem of anxiety dis-
orders. Using the DSM-III criteria, the National Institute of
Mental Health (NIMH) Epidemiologic Catchment Area
(ECA) study showed that anxiety disorders had the highest
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overall prevalence rate among the mental disorders, with a
6-month rate of 8.9% and a lifetime rate of 14.6% (1), and
affected 26.9 million individuals in the United States at
some point in their lives. The costs associated with anxiety
disorders in 1990 were a staggering $46.6 billion, account-
ing for 31.5% of total expenditures in that year for mental
health (6).

Quality of Life: The Concept

It is often said that the cost of human suffering cannot
be measured. This truism may no longer be accurate.
Many aspects of human suffering (or its absence) can be
reliably measured. One of the approaches to this difficult
yet invaluable task makes use of the concept of “quality of
life.” This concept, developed in the social sciences, was
first applied in medical practice to determine if available
cancer treatments could not only increase the survival
time of patients but also improve their sense of well-being
(7). The concept of quality of life was later applied to com-
pare several antihypertensive medications in terms of
functioning, well-being, and life satisfaction (8).

According to Patrick and Erickson (9), life has two di-
mensions: quantity and quality. Quantity of life is ex-
pressed in terms of “hard” biomedical data, such as mor-
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tality rates or life expectancy. Quality of life refers to
complex aspects of life that cannot be expressed by using
only quantifiable indicators; it describes an ultimately
subjective evaluation of life in general. It encompasses,
though, not only the subjective sense of well-being but
also objective indicators such as health status and external
life situations (10). Data about quality of life can be used to
estimate the impact of different diseases on functioning
and well-being, to compare outcomes between different
treatment modalities (such as medication and surgery),
and, as in the examples mentioned, to differentiate be-
tween two therapies with marginal differences in mortal-
ity and/or morbidity (11).

No single definition of quality of life is universally ac-
cepted (12). There is, however, a degree of consensus re-
garding the minimal requirements for an operational defi-
nition of quality of life for employment in health status
assessment and research. First, most experts agree that the
scope of the concept of quality of life should be centered
on the individual’s subjective perception of the quality of
his or her own life. This consensus stems from the findings
of several sociological studies that have demonstrated that
objective conditions of life such as education and income
are only marginally related to the subjective experience of
a higher quality oflife (13, 14). Second, most authors agree
that given the difficulties in assessing the relative impact of
the complex experiences that ultimately determine one’s
perception of quality of life, quality of life is better ap-
proached as a multidimensional construct, covering a cer-
tain number of conventionally defined domains (15). Fi-
nally, it is recommended that we avoid the vagaries of
abstract and philosophical concepts and concentrate on
aspects of personal experience that are related to health
and health care (health-related quality of life) (16).

An example of a subjective multidimensional definition
of health-related quality of life was proposed by Patrick
and Erickson (17): “the value assigned to the duration of
life as modified by the social opportunities, perceptions,
functional states, and impairments that are influenced by
disease, injuries, treatments, or policies” (p. 6). Aaronson
et al. (18) suggested that the assessment of quality of
life should comprise at least the following four domains:
1) physical functional status, 2) disease- and treatment-re-
lated physical symptoms, 3) psychological functioning,
and 4) social functioning. Additional domains that are of
particular relevance to specific demographic, cultural, or
clinical populations (such as sexual function, body image,
or sleep) may sometimes need to be included in the as-
sessment to increase the breadth of coverage (19).

Approaches to Studying Quality of Life

in Individuals With Anxiety Disorders

Data regarding quality of life in mental disorders in gen-
eral, and in anxiety disorders in particular, derive from two
types of sources. The first source is represented by epide-
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miological studies such as the ECA and the National Co-
morbidity Survey. Although these studies were not specifi-
cally designed to study the association between quality of
life and mental disorders in the community, they provide a
number of indicators from which quality of life can be in-
ferred. These indicators include a subjective assessment
of physical and emotional health, psychosocial function-
ing, and financial dependency (1, 20, 21).

Clinical studies made by using specifically designed in-
struments represent the second major source of data con-
cerning quality of life. These instruments may be generic
(i.e., attempting to measure multiple important aspects of
quality of life) or specific (i.e., focusing on aspects of
health status that are specific to the area of primary inter-
est). The latter may be specific to a disease (e.g., panic dis-
order), to a population (e.g., elderly patients), to a function
(e.g., sleep), or to a problem (e.g., pain) (22). The main ad-
vantage of generic measures is that they permit compari-
sons across conditions and populations. In contrast, spe-
cific measures are intended to detect small, meaningful
changes in specific conditions to which generic measures
may be insensitive.

Although quality-of-life data can be collected in inter-
views or through patient diaries, most studies now employ
self-report questionnaires, the most cost-effective method
for obtaining patient-related information (19). For this re-
port, a review of epidemiological and clinical studies that
have investigated quality of life (broadly conceptualized)
in patients with panic disorder, social phobia, posttrau-
matic stress disorder (PTSD), generalized anxiety disorder,
and obsessive-compulsive disorder (OCD) was conducted
by searching MEDLINE and PsycLIT from Jan. 1984 to Oct.
1999. The key words employed were “quality of life,” “im-
pairment,” and “disability.” With few exceptions (to be
discussed later), only clinical studies utilizing self-report
instruments based on subjective, multidimensional con-
cepts of health-related quality of life that were properly
validated were considered. (Table 1 briefly summarizes
the psychometric properties of these instruments.)

Quality of Life in Individuals
With Panic Disorder

Studies in Community Samples

The ECA study is an important source of data regarding
the epidemiology of panic disorder and the impact of
panic disorder on quality of life. This study found a life-
time prevalence for panic disorder of 1.5% (21). The do-
mains of quality of life assessed were the subjective re-
porting of health, psychosocial functioning, and financial
dependency. Quality-of-life measures in persons with life-
time panic disorder were compared with those of persons
with lifetime major depression—a condition whose social
morbidity is well documented (41, 42)—and subjects with
neither disorder (21, 43).
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TABLE 1. Psychometric Properties of Instruments Used in an Assessment of Quality of Life in Anxiety Disorders

Instrument Description

Reliability

Validity

Comments

Medical Outcomes
Study 36-item
Short-Form Health
Survey (23-27)

Self-report, generic ques-
tionnaire; includes eight
scales measuring differ-
ent concepts of health;
physical and mental
health scores can also be
derived

IlIness Intrusiveness
Ratings Scale
(28-33)

Developed to measure ill-
ness- and treatment-in-
duced objective or per-
ceived interference with
13 life domains consid-
ered important to quality
of life; ratings are made
along a 7-point Likert
scale, ranging from 1 (not
very much) to 7 (very
much)

Quality of Life Enjoy-
ment and Satisfac-
tion Questionnaire
34)

Self-report, generic ques-
tionnaire containing 93
items measuring the de-
gree of enjoyment and
satisfaction experienced
by subjects in eight areas
of daily functioning

Self-report, generic ques-
tionnaire containing 42
questions covering role
performance in six areas
of role functioning: work,
social/leisure activities,
relationships with ex-
tended family, roles as
spouse, parent, and
member of the family
unit

Social Adjustment
Scale—Self Report
(unpublished
handbook by
Weissman et al.,
35-36)

Sheehan Disability
Scale (37-39)

Unweighted composite of
three self-rated items re-
garding family, work, and
social impairment result-
ing from emotional
symptoms

Disability Profile (40) Clinician-rated instrument
with items assessing cur-
rent and most severe life-
time impairment due to
social phobia in eight do-
mains: school, work, fam-
ily, marriage/dating,
friendships, other inter-
ests, activities of daily liv-
ing, and suicidal behavior

Alpha coefficients ranged
from 0.68 to 0.96; total
item correlations lie in
the mid-0.70s; 2-week
test-retest correlations
ranged from 0.60 to 0.80,
and 6-month test-retest
correlations ranged from
0.43 t0 0.90

Alpha coefficients ranged
from 0.80 to 0.95;
9-month test-retest corre-
lations ranged from 0.80
to 0.85 in several groups
of patients with chronic
diseases

Alpha coefficients ranged
from 0.90 to 0.96; test-
retest correlations ranged
from 0.73 to 0.82

Reported to have an alpha
internal consistency coef-
ficient of 0.74 and a test-
retest correlation of 0.80

Alpha coefficients ranging
from 0.56 to 0.86 were re-
ported in untreated and
treated patients with
panic disorder

Alpha coefficients were
0.87 for current rating
and 0.90 for lifetime rat-
ing; adjusted item versus
total score correlations
were r=0.53-0.81 for
current ratings and r=
0.45-0.88 for lifetime
ratings

Principal components analysis
identified two dimensions
(physical and mental health);
scores differentiate types and
levels of medical and psychiat-
ric conditions; correlation co-
efficients with other health
status measures ranged from
0.51 to 0.85

Principal components analysis
after varimax rotation led to
the extraction of two factors
(negative and positive mood)
accounting for 59.2% of the
variance; scores differ signifi-
cantly across individuals re-
ceiving different modes of re-
nal replacement therapy;
daytime sleepiness in sleep
apnea and other sleep disor-
ders was found to correlate
significantly with patients’ re-
ports of increase in illness in-
trusiveness

Summary scale scores correlate
with Clinical Global Impres-
sion severity of illness (-0.34
to —0.68) and Hamilton de-
pression scale (-0.29 to -0.72)
ratings; scores were also sensi-
tive to changes in clinical state

Discriminates between re-
sponses of community resi-
dents and depressed, alco-
holic, and schizophrenic
patients; sensitive to clinical
improvement in depressed
patients; showed statistically
significant correlations with
ratings for depression (Hamil-
ton depression scale: 0.36—
0.72) and for general psycho-
pathology (SCL-90: 0.59-0.84)

A one-factor model was suffi-
cient to account for the covari-
ance structure among scale
items; found capable of dis-
criminating between subjects
who had had panic attacks
during the preceding 2 weeks
and those who had not; also
showed sensitivity to change
in treated and untreated pa-
tients with panic disorder

Scores were significantly higher
for social phobia patients than
for normal comparison sub-
jects on all items except
“school—current” and “sui-
cidal behavior—current”;
mean total scores for current

and most severe lifetime im-

pairment were significantly
higher for patients than com-
parison subjects; significantly
positive correlations were
found, ranging from 0.56 to

0.79

Administration takes 3-5
minutes; validated in sev-
eral clinical and normal
populations; U.S. general
population norms are
available; validated trans-
lations for several lan-
guages are also available

Has been administered to
several chronically ill pop-
ulations, including those
with end-stage renal dis-
ease, multiple sclerosis,
rheumatoid arthritis, head
and neck cancer, and
sleep disorders; in the
mental health area the
scale was tested only in
euthymic patients with
bipolar disorder

Originally conceived as an
outcome measure; avail-
able data support its use
for this goal

Takes 15-20 minutes to
complete; originally de-
signed as an outcome
measurement to evaluate
drug treatment and psy-
chotherapy for depressed
patients; has since been
used in a broad range of
clinical situations

Covers only three quality-of-
life-related domains

Instrument is specific for so-
cial phobia; some aspects
of the validation process
have not yet been under-
taken, such as the estab-
lishment of test-retest and
interrater reliability
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TABLE 1. Psychometric Properties of Instruments Used in an Assessment of Quality of Life in Anxiety Disorders

Instrument

Description

Reliability

Validity

Comments

Liebowitz Self-Rated
Disability Scale (40)

Quality of Life
Inventory (34)

Patient-rated instrument
with items assessing cur-

rent and most severe life-

time impairment due to
social phobia; domains
are the same as for the
Disability Profile, with the

addition of items on alco-

hol abuse, drug abuse,
and mood dysregulation

Based on a model of life
satisfaction that assumes
that an individual’s over-
all life satisfaction con-
sists of the sum of satis-
factions in 17 areas of life
deemed important; con-
sists of 17 items to be

Alpha coefficients were

0.92 for current and life-
time ratings; adjusted
item versus total score
correlations were r=0.51—
0.84 for current ratings
and r=0.39-0.81 for life-
time ratings

Alpha coefficients ranged

from 0.77 to 0.89 across
three clinical and three
nonclinical study groups;
total item correlations
ranged from 0.27t0 0.78;
test-retest correlations
ranged from 0.80 to 0.91

Scores were significantly higher

for social phobia patients than
for normal comparison sub-
jects on all items except “de-
sire to live—current” and
“abstinence from drugs—cur-
rent”; mean total scores for
current and most severe life-
time impairment were signifi-
cantly higher for patients than
for comparison subjects; sig-
nificantly positive correlations
were found, ranging from 0.56
t0 0.73

Had significantly positive corre-
lations with several related
measures of subjective well-
being (Campbell et al. Index:
—0.57; Fordyce Index: 0.55; and
Satisfaction With Life Scale:
0.41) and with measures of
general psychopathology (SCL-

Like the Disability Profile,

this is a specific instru-
ment for assessing social
phobia; some aspects of
the validation process
have not yet been under-
taken, such as the estab-
lishment of test-retest reli-
ability

Takes 10 minutes to com-

plete; several of the do-
mains are not health re-
lated

rated by respondents,
from =3 (very dissatisfied)
to 3 (very satisfied)

90-R Global Severity Index:
—0.45) and depression (Beck
Depression Inventory: —0.44)

Among persons with panic disorder in the community,
35% felt they were in fair or poor physical health, and
38% felt they were in poor emotional health (21). Individ-
uals with major depression showed similar rates (29%
and 39%, respectively), whereas those with neither disor-
der had significantly lower levels of negative perceptions
of their physical and mental health (24% and 16%). A to-
tal of 27% of the persons with panic disorder were receiv-
ing welfare or some form of disability compensation, a
significantly higher proportion than that found among
persons with major depression (16%) and with neither
disorder (12%).

Infrequent Panic Attacks and Quality of Life

Persons with panic attacks that did not meet the full
DSM-III criteria for panic disorder because of insufficient
frequency of attacks or symptoms (“infrequent” panic at-
tacks: lifetime prevalence=3.6%) also showed substantial
impairment in perceived physical and emotional health,
occupational functioning, and financial independence.
Klerman and colleagues (44) noted that on almost any
measure, subjects with panic attacks were intermediate
in severity between those who met the full criteria for
panic disorder and those with no disorder. These findings
were consistent with Gelder’s observation (45) that the
difference between subjects with panic disorder and with
panic attacks is more quantitative than qualitative. Since
the lifetime prevalence of panic attacks in the general
population is more than twice as high as that of panic dis-
order (7.3% and 3.5%, respectively, in the National Co-
morbidity Survey [46]), panic attacks are more likely to be
associated with a higher population-attributable risk of
decrements in social and vocational function than panic
disorder itself (47).
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Studies in Clinical Samples

The most widely used instrument currently employed to
measure quality of life is the Medical Outcomes Study 36-
item Short-Form Health Survey (23). It assesses two broad
dimensions—mental health and physical health—each
consisting of four specific domains (i.e., eight total): phys-
ical functioning, role limitations due to physical health
problems, bodily pain, social functioning, general mental
health (covering psychological distress and well-being),
role limitations due to emotional problems, vitality, and
general health perceptions. Norms are available for the
general U.S. population as well as for several medical
conditions (48).

Sherbourne and colleagues (49) used the Short-Form
Health Survey to compare the quality of life of patients
with current panic disorder to that of patients with depres-
sion or chronic medical conditions such as hypertension,
diabetes (type I or II), heart disease, arthritis, and chronic
lung disease. In this study panic disorder emerged as asso-
ciated with high psychological distress and limitations in
role functioning but with relatively preserved physical
functioning. In contrast, patients with depression showed
limitations in all domains of functioning that were as great
as or greater than the limitations associated with most
chronic medical diseases.

The findings of Sherbourne and colleagues (49) are con-
sistent with those of several other studies using the Short-
Form Health Survey. Numerous investigators (47, 50-54)
clearly documented a decreased quality of life in patients
with panic disorder compared to normal subjects. Four
studies (47, 50, 51, 54) found significant impairment in
scores on the physical functioning subscales of the Short-
Form Health Survey, as well as in scores on the mental
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health functioning subscales for patients with panic disor-
der. Schonfeld and colleagues (51) also found that major
depression had a far greater impact on scores for sub-
scales of the Short-Form Health Survey than any anxiety
disorder, including panic disorder. These findings, like the
epidemiologic findings cited previously, place the quality
of life in patients with panic disorder as better than that of
patients with major depression but still markedly lower
than that of otherwise healthy individuals.

The publication of numerous validation studies, avail-
ability of general population norms, and ease of adminis-
tration make the Short-Form Health Survey a very attrac-
tive option for the measurement of quality of life in
persons with anxiety disorders. Nonetheless, it should be
noted that making statistical comparisons by using the
Short-Form Health Survey may not be straightforward
(55). Six of the eight scales of the Short-Form Health Sur-
vey have continuous variables, with scores ranging from 0
to 100. Scores on these measures in the general popula-
tion, however, tend to be skewed to the left, with a major-
ity of individuals showing a relatively high quality of life.
The two remaining scales—role limitations due to physi-
cal health problems and role limitations due to emotional
problems—are categorical. Thus, comparisons of scores
on the Short-Form Health Survey in patient groups with
population norms may be methodologically complicated,
requiring the use of nonparametric tests or logarithmic or
z transformations to obtain a more normal distribution.
These procedures, however, have been seldom reported in
the literature concerning anxiety disorders to date.

Impact of Treatment on Quality of Life
in Patients With Panic Disorder

A growing number of clinical trials have incorporated
quality-of-life assessment as an outcome measure in the
treatment of panic disorder. The measurement of quality
of life in clinical trials represents a special situation, im-
posing specific requirements on the instruments to be
employed. For evaluative purposes it is essential to dem-
onstrate that the instrument is capable of measuring the
magnitude of the longitudinal changes on the dimension
of interest in an individual or group exposed to a specific
intervention. This property is called sensitivity to change,
or responsiveness. For measures that are to be adminis-
tered repeatedly, it is important that the instrument have
very good reliability. Characteristics such as reliability and
responsiveness may be difficult to reconcile in a single in-
strument, particularly in generic instruments intended to
cover extensive domains. As shown in the descriptions of
studies to follow, the Short-Form Health Survey seems to
perform admirably in these respects. The sensitivity to
change of the Sheehan Disability Scale (37), Social Adjust-
ment Scale (unpublished handbook by Weissman et al.),
and Quality of Life Enjoyment and Satisfaction Question-
naire (34) have been demonstrated, which supports their
use in clinical trials.
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Another important characteristic of an instrument is its
interpretability. For evaluative purposes, one should be
able to interpret changes in the instrument’s scores in
terms of their relevance (or lack thereof) for the health sta-
tus of a patient. Although clinicians can easily interpret
the implications of a change in the number of panic at-
tacks per day or in the percentage of time spent worrying
about having a panic attack, the meaning of a change in
the score on a quality-of-life instrument may remain ob-
scure unless some standard is provided. To our knowl-
edge, only the Short-Form Health Survey provides stan-
dards for comparing clinical changes across several
clinical conditions, as seen in the study by Jacobs et al.
(56), to be described. We will summarize results from
studies of panic disorder outcomes according to the main
quality-of-life measure(s) employed.

Outcome studies using the Short-Form Health Sur-
vey. Mavissakalian et al. (57) treated 110 patients with
moderate-to-severe panic disorder, including agorapho-
bia, with a fixed regimen of imipramine, 2.25 mg/day per
kg of body weight for 24 weeks. The Short-Form Health
Survey was administered at pretreatment and at week 16.
A total of 53% of the patients had a marked and stable re-
sponse. Completers (N=59) and noncompleters (N=51)
had equivalent scores on a baseline Short-Form Health
Survey, except on the pain subscale, on which completers
scored significantly lower than noncompleters. At week 16
the completers showed significant improvements on all
subscales, particularly on role limitations (emotional), en-
ergy, social functioning, and mental health.

Jacobs et al. (56) examined the effects of clonazepam
and placebo on scores for patients with panic disorder on
the Short-Form Health Survey in a double-blind, con-
trolled trial. Quality-of-life assessments were made at
baseline and after 6 weeks of therapy (or at premature ter-
mination from the study). Between-group comparisons
showed that clonazepam-treated patients (N=71) had a
significant improvement in scores on the Short-Form
Health Survey mental health component summary (which
aggregates the scores of the four subscales measuring
mental and emotional health) compared to placebo-
treated subjects (N=68) after 6 weeks of treatment. Scores
on the mental health component summary were found to
be strongly related to clinical measures, with patients re-
porting marked improvement in avoidance and fear also
showing the strongest mental health component sum-
mary score gains. The authors observed that the 8.9-point
gain in scores on the mental health component summary
observed in the clonazepam group was comparable to the
10.9-point improvement reported for recovered depres-
sive individuals.

Outcome studies using the Quality of Life Enjoyment
and Satisfaction Questionnaire. The Quality of Life
Enjoyment and Satisfaction Questionnaire is a validated
quality-of-life scale that rates eight aspects of quality of
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life, including physical health, subjective feelings, activi-
ties of daily living, and overall life satisfaction (34).

Pohl et al. (58) and Pollack et al. (59) conducted a 10-
week, randomized, double-blind study comparing the ef-
fects of sertraline and placebo in over 150 outpatients with
a DSM-III-R diagnosis of panic disorder with or without
agoraphobia. At the beginning and end of the double-
blind phase the patients completed the Quality of Life En-
joyment and Satisfaction Questionnaire. In both studies,
in addition to experiencing fewer panic attacks, sertraline-
treated patients exhibited a statistically significant in-
crease (change from baseline) in scores on the Quality of
Life Enjoyment and Satisfaction Questionnaire for total
and overall life satisfaction compared with placebo-
treated patients.

Outcome studies using the Sheehan Disability
Scale. The Sheehan Disability Scale is a three-item self-
report that assesses impairment in work activities, social
life and leisure activities, and family life and home
responsibilities (38).

Three studies have compared selective serotonin re-
uptake inhibitors (SSRIs) to placebo in randomized, con-
trolled studies for the treatment of panic disorder. Hoehn-
Saric et al. (60) compared fluvoxamine with placebo in 50
patients with panic disorder over 8 weeks and failed to
find statistically significant group differences among
scores on the Sheehan Disability Scale. The authors sug-
gested that a longer follow-up period might be needed to
detect improvements in social adjustment. Lecrubier et al.
(61) compared the effects of placebo, paroxetine, and clo-
mipramine in 367 patients with panic disorder. At week 9,
patients treated with paroxetine (N=123) and clomi-
pramine (N=121) showed significantly larger increases
from baseline in scores on the three Sheehan Disability
Scale items than placebo-treated subjects (N=123); there
were no significant differences between scores for groups
treated with paroxetine or clomipramine on any Sheehan
Disability Scale items. Michelson et al. (62) compared
groups receiving 10 mg/day or 20 mg/day of fluoxetine to
a placebo group among 243 patients with a diagnosis of
panic disorder. After 10 weeks of therapy, functional im-
pairment, as measured by the Sheehan Disability Scale,
was significantly more improved on items for family life
(for groups receiving 10 or 20 mg/day of fluoxetine) and
social life (for the group receiving 10 mg/day of fluoxetine)
in the fluoxetine groups than in the placebo group. Reduc-
tion in the frequency of panic attacks was found to corre-
late poorly with ratings on the Sheehan Disability Scale
and other secondary outcome measures, which suggests
that the impairment associated with panic disorder may
result primarily from other symptom domains, such as
phobic avoidance and depression.

Outcome studies using the Social Adjustment
Scale—Self-Report. The Social Adjustment Scale—Self-
Report is a 42-item, self-report instrument measuring ei-
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ther instrumental or expressive role performance over
the past 2 weeks in six major areas of functioning. It was
originally designed as an outcome measurement to eval-
uate psychotherapy and drug treatment for depressed
patients (35).

To our knowledge, only one study has employed quality
of life as an outcome measure for the treatment of pa-
tients with panic disorder with cognitive behavior ther-
apy. Telch et al. (63) randomly assigned 156 outpatients
meeting the DSM-III-R criteria for panic disorder with ag-
oraphobia to group cognitive behavioral therapy or to a
delayed-treatment control condition. An assessment bat-
tery including two measures relevant to the assessment of
quality of life, the Social Adjustment Scale—Self-Report
and the Sheehan Disability Scale, was administered at
baseline (week 0), posttreatment (week 9), and 6-month
follow-up. Consistent with results from previous studies,
patients with panic disorder showed a significant impair-
ment in quality of life at baseline. Treated subjects dis-
played significantly less impairment on the Social Adjust-
ment Scale—Self-Report scale measuring work outside
and inside the home, social and leisure activities, marital
and extended family relationships, and overall function-
ing and on the Sheehan Disability Scale items measuring
family and social functioning, work functioning, and glo-
bal functioning. Anxiety and phobic avoidance were
shown to be significantly associated with quality of life,
whereas the frequency of panic attacks was not. The au-
thors hypothesized that the infrequency and transient
nature of panic attacks may lead to less impairment than
the more chronic and pervasive symptoms of anxiety and
agoraphobic avoidance. These conclusions are supported
by the findings of other groups that employed the Shee-
han Disability Scale to measure impairment in patients
with panic disorder, such as Michelson et al. (62), just
mentioned, and Leon et al. (64), who found that the fre-
quency of panic attacks accounts for no more than 12% of
the variance in impairment.

Quality of Life in Individuals
With Social Phobia

Although social phobia is not a newly recognized disor-
der (65), the magnitude of the problem was not fully ap-
preciated until the late 1980s, leading to social phobia be-
ing termed a “neglected anxiety disorder” (66). Even
mental health specialists may have felt at first that this dis-
order, then just recently included in the DSM-III, repre-
sented an undue extension of the medical model into the
domain of a naturally occurring phenomenon—shyness.
Also, the first clinical studies comparing patients with so-
cial phobia and panic disorder reported that patients with
social phobia tended to be men with higher educational,
intellectual, social, and occupational status (67-69), sug-
gesting that social phobia was a relatively benign condi-
tion. It was not until the ECA findings were reported (70)
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that a different profile emerged, showing social phobia to
be a common disorder associated with significant disabil-
ity and impairment.

Studies in Epidemiologic Samples

Although the ECA study did not include direct measures
of quality of life, many of the areas surveyed by the ECA are
relevant to this issue. For example, the rate of financial de-
pendency among subjects with uncomplicated social
phobia (22.3%) was found to be significantly elevated
compared with that of normal subjects (70).

The National Comorbidity Survey (20) reinforced the
perception of social phobia as a major source of disability
and suffering. It found a much higher lifetime prevalence
for social phobia (13.3%) than the ECA. It showed that so-
cial phobia is negatively related to education and income
and is significantly elevated among never-married indi-
viduals, students, persons who are neither working nor
studying, and those who live with their parents. Approxi-
mately half of the persons with social phobia reported at
least one outcome indicative of severity at some time in
their lives (either significant role impairment, professional
help seeking, or use of medication more than once); social
phobia was also associated with low social support (71).

Subthreshold Social Phobia

Some studies suggest that the negative impact of social
phobia on quality of life may be felt beyond the strict set of
diagnostic criteria in DSM-III/DSM-III-R. Davidson and
colleagues (72) examined the Duke University site’s ECA
data to compare individuals with social phobia, sub-
threshold social phobia (i.e., phobic avoidance of public
speaking and/or meeting strangers or eating in public not
associated with significant functional interference), and
nonphobic, healthy comparison subjects. Compared with
nonphobic normal subjects, persons with noncomorbid
subthreshold social phobia were more likely to be female
and unmarried and to report less income and fewer years
of education. Persons with uncomplicated subthreshold
social phobia were also more likely to report poor grades
and lack of a close friend—a measure of perceived social
support. Davidson and colleagues (72) concluded that
subthreshold social phobia, in terms of impairment,
closely resembles social phobia diagnosed according to
the DSM-III criteria, which is similar to Klerman and col-
leagues’ conclusions (44) with respect to infrequent panic
attacks.

Some studies have investigated the possibility that the
subtypes of social phobia may affect quality of life in dif-
ferent ways or degrees. Kessler and colleagues (73) used
National Comorbidity Survey data to compare social pho-
bia characterized by pure speaking fears and by other so-
cial fears. Overall, social phobia characterized by pure
speaking fears was found to be less persistent, less impair-
ing, and less highly comorbid than social phobia charac-
terized by more generalized social fears. Thus, although
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even subthreshold social phobia may be associated with a
reduced quality of life (72), these findings suggest that the
most pervasive functional impairment and reduced qual-
ity of life is seen in persons who suffer from generalized
social phobia (74).

Studies in Clinical Samples

Schneier and colleagues (40) examined the nature of
impairment of functioning in 32 outpatients with social
phobia by comparing their scores on two new rating
scales—the Disability Profile and the Liebowitz Self-Rated
Disability Scale—with those of 14 normal comparison
subjects. The Disability Profile is a clinician-rated instru-
ment with items assessing current (i.e., over the last 2
weeks) and most severe lifetime impairment due to emo-
tional problems in eight domains. The Liebowitz Self-
Rated Disability Scale is a patient-rated instrument with
11 items assessing current and most severe lifetime im-
pairment due to emotional problems. More than half of all
patients with social phobia reported at least moderate im-
pairment at some time in their lives due to social anxiety
and avoidance in areas of education, employment, family
relationships, marriage or romantic relationships, friend-
ships or social network, and other interests. A substantial
minority reported at least moderate impairment in the ar-
eas of activities of daily living (such as shopping and per-
sonal care) and suicidal behavior or desire to live. On the
Liebowitz scale, more than half of all patients reported at
least moderate impairment in self-regulation of alcohol
use at some time in their lives due to social phobia. Pa-
tients with social phobia were rated more impaired than
normal comparison subjects on nearly all items on both
measures. These findings on the Liebowitz Self-Rated Dis-
ability Scale must be considered preliminary, pending fur-
ther validation of this instrument.

Wittchen and Beloch (75) measured quality of life and
other indices of impairment in a group of 65 subjects with
social phobia (with no significant comorbidity) and com-
pared the results with those from a comparison group of
individuals with herpes infection. The instruments em-
ployed included the Short-Form Health Survey and the
Liebowitz Self-Rated Disability Scale. Compared to the
matched comparison group, the group with social phobia
had significantly lower scores (i.e., worse function) on
most of the Short-Form Health Survey scales. Pronounced
reductions in self-rated quality of life were found among
the patients with social phobia in the domains of role lim-
itation due to emotional problems, social functioning,
general mental health, and vitality. Standardized summed
scores for the mental health components of the Short-
Form Health Survey showed that 23.1% of all subjects with
social phobia were severely impaired and 24.6% were sig-
nificantly impaired compared to only 4.5% of the compar-
ison subjects. The Liebowitz Self-Rated Disability Scale
showed that social phobia affected most areas of life but in
particular education, career, and romantic relations.
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Impact of Treatment on Quality of Life
in Patients With Social Phobia

In a 12-week, double-blind, randomized, placebo-con-
trolled trial, Stein et al. (76) had patients with social pho-
bia (91.3% with the generalized subtype of the disorder)
treated with fluvoxamine, an SSRI. At the study’s end-
point, patients taking fluvoxamine (N=34) showed a sig-
nificantly greater improvement in scores on the work
functioning and family life and home functioning items
of the Sheehan Disability Scale compared to placebo-
treated patients (N=34).

Safren and colleagues (77) studied quality of life in a
group of treatment-seeking persons with social phobia
who underwent cognitive behavioral therapy for anxiety
disorders in a university clinic. Subjects with comorbidi-
ties were not excluded. The instrument employed to mea-
sure quality of life was the Quality of Life Inventory (78), a
17-item scale that assesses a person’s satisfaction in a par-
ticular area of life that he or she deems important (such as
health, relationships, and work). Patients with social pho-
bia judged their overall quality of life as lower than that of
a normative reference group. Quality of life was inversely
associated with various measures of severity of social pho-
bia (especially social interaction anxiety), functional im-
pairment, and depression. Subjects with generalized so-
cial phobia had significantly lower scores on the Quality of
Life Inventory than those with nongeneralized social pho-
bia. Patients showed significant improvement in scores on
the Quality of Life Inventory after completion of cognitive
behavioral group therapy for social phobia. However, their
posttreatment scores on the Quality of Life Inventory re-
mained lower than those of the normative group.

These studies suggest that there may be merit to the
continued inclusion of quality-of-life outcome measures
in treatment studies of social phobia, although changes
may turn out to be more subtle (and perhaps more diffi-
cult to measure) than those seen in panic disorder.

Quality of Life in Individuals With PTSD

Generations of military physicians described PTSD un-
der a variety of rubrics: nostalgia (Civil War), shell shock
(World War I), combat fatigue or combat exhaustion
(World War II), or post-Vietnam syndrome (79, 80). When
the diagnosis of PTSD was finally added to the official psy-
chiatric nomenclature with the publication of the DSM-III
in 1980, little was known about the role played by the dis-
order in civilian life. The misconception that PTSD could
only result from either combat experiences or some un-
usually severe traumas in civilian life was incorporated
into the DSM-III/DSM-III-R description of a stressor as
being “outside the range of usual human experiences.” Re-
cent appreciation of the role played by a wide range of
traumas experienced in the community in the genesis of
PTSD led to the suppression of this description in the
DSM-1V, which in turn emphasizes the subjective experi-
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ence of intense fear, helplessness, or horror resulting from
a person’s exposure to real or threatened death or serious
injury or to a threat to the physical integrity of self or oth-
ers. This major conceptual change extended the scope of
the PTSD construct well beyond its original limits. Readers
must be aware that the cases defined according to the
DSM-III/DSM-III-R criteria represent just part of the uni-
verse delineated by those criteria.

Studies in Epidemiologic Samples

Epidemiologic studies (81-83) found a lifetime preva-
lence for PTSD of 7.8% to 9.2%, with the rate in women
two times higher than that in men. Zatzick and colleagues
(84) undertook an archival analysis of data from the Na-
tional Vietnam Veterans Readjustment Study to measure
the impact of PTSD on functioning and quality of life. Six
domains were examined: bed days in the past 2 weeks, role
functioning, subjective well-being, self-reported physical
health status, current physical functioning, and perpetra-
tion of violent interpersonal acts in the past year. The
study subjects consisted of a nationally representative
sample of 1,200 male Vietnam veterans. Poorer outcomes
were significantly more common in subjects with PTSD
than in subjects without PTSD in all domains except bed
days in the past 2 weeks. Even after adjusting for demo-
graphic characteristics as well as for comorbid psychiatric
and other medical disorders, subjects with PTSD contin-
ued to have a significantly higher risk of diminished well-
being, fair or poor physical health, current unemploy-
ment, and physical limitations than did veterans without
PTSD.

Zatzick and colleagues (85) also investigated the impact
of PTSD on the quality of life of female veterans. A total of
432 female veterans of the Vietnam theater, most of whom
were nurses, were assessed as part of the National Viet-
nam Veterans Readjustment Study. Functional impair-
ment and diminished quality of life were assessed by re-
sponses to questions covering six domains: bed days in
the past 3 months, role functioning, subjective well-being,
self-reported physical health status, current physical func-
tioning, and perpetration of violent interpersonal acts in
the past year. PTSD was found to be associated with signif-
icantly elevated odds of poorer functioning in all domains,
except perpetration of violence in the past year. After ad-
justment for demographic characteristics and medical
and psychiatric comorbidities, PTSD remained associated
with a statistically significant elevation of the odds of
poorer functioning in three domains: role functioning,
self-reported physical health status, and bed days in the
past 3 months. When these results were compared with
their findings in male Vietnam veterans (84), Zatzick and
colleagues (85) found similar patterns of elevated odds
across genders, suggesting that sex differences are mini-
mal or absent in the extent to which PTSD is related to
functional impairment.
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Jordan and colleagues (86) interviewed Vietnam veter-
ans and their spouses or co-resident partners as part of the
National Vietnam Veterans Readjustment Study to assess
family and marital adjustment, parenting problems, and
the presence of violence. Veterans with PTSD were found
to be much more likely to report marital, parental, and
family adjustment problems than were veterans without
PTSD. There was more violence in the families of veterans
with PTSD than in the families of veterans without PTSD.
The majority of the spouses and partners reported high
levels of nonspecific distress, and the children of veterans
with PTSD were more likely to have behavioral problems
than were the children of veterans without PTSD. These
data underscore that PTSD (and, by inference, other anxi-
ety disorders, although this has been little studied) ad-
versely affects the quality of life, not only of individuals
with the disorder, but also of their families.

Stein and colleagues (87) studied the impact of full and
“partial” PTSD (or subthreshold PTSD—i.e., having fewer
than the required number of DSM-IV criterion C or crite-
rion D symptoms) on the social functioning of a commu-
nity sample. Persons with partial PTSD reported signifi-
cantly more interference with work or education than did
traumatized subjects without PTSD, but they reported
significantly less interference than persons with the full
disorder. Persons with full and partial PTSD reported com-
parable levels of interference with social and family func-
tioning. The authors concluded that partial PTSD seems to
carry a burden of disability that approaches, if not
matches, that produced by full PTSD. These findings re-
main to be replicated by using more comprehensive and
standardized measures of quality of life.

Studies in Clinical Samples
and Impact of Treatment

There is presently a dearth of information about quality
of life in patients with PTSD. But a study using the Short-
Form Health Survey in 16 patients with PTSD who partici-
pated in a clinical trial suggests that quality of life is mark-
edly compromised in this disorder (88). Furthermore, pilot
data from this 12-week, double-blind, placebo-controlled
study of the SSRI fluoxetine suggest that significant im-
provement in health-related quality of life can be obtained
with pharmacologic treatment (88). These findings remain
to be replicated in larger study groups and extended to
other treatment modalities, but they are promising indeed.

Quality of Life in Individuals With OCD

Until 1980 obsessive-compulsive disorder was thought
to be rare. The ECA study, however, found lifetime preva-
lences ranging from 1.94% to 3.29% (89), although a more
recent study places the current prevalence rate in a some-
what lower range (90). Despite its well-known morbidity,
few studies have attempted to measure the impact of OCD
on quality of life.
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Koran and colleagues (91) studied quality of life in 60
unmedicated patients with moderate-to-severe OCD us-
ing the Short-Form Health Survey and compared their
scores with published norms for the general U.S. popula-
tion and with patients with either depression or diabetes.
Patients with OCD had higher median scores on all do-
mains of physical health for quality of life (physical func-
tioning, role limitation due to physical problems, and
bodily pain) than patients with diabetes and depression
and scored near the general population norm. In contrast,
in all the domains of mental health (social functioning,
role limitation due to emotional problems, and mental
health), the OCD patients’ average scores were well below
those of the general population. The diabetic patients’
median scores were similar to those of the depressed pa-
tients. The severity of OCD was negatively correlated with
scores on social functioning (i.e., the more severe the dis-
order, the lower the scores). This single study, which re-
mains to be replicated, portrayed OCD as a disorder with a
marked negative impact on quality of life.

Quality of Life in Individuals
With Generalized Anxiety Disorder

Probably none of the categories of anxiety disorder es-
tablished in DSM-IIT has been more difficult to ratify than
generalized anxiety disorder. After two waves of substan-
tial revisions in the diagnostic criteria and almost 20 years
of continuous research, the uncertainties concerning the
nature, boundaries, and clinical implications of this noso-
logic entity remain as strong as ever. As Roy-Byrne and Ka-
ton (92) pointed out, “there continues to be considerable
debate about whether generalized anxiety disorder is a
freestanding primary disorder, a prodromal or residual
phase of other disorders, a personality trait, or a comorbid
condition that modifies the course, treatment response,
and outcome of other diseases” (p. 34). There is increasing
recognition that comorbidity is a fundamental feature in
the nature and course of generalized anxiety disorder.
Judd and colleagues (93) found that 80% of individuals
with lifetime generalized anxiety disorder also had a co-
morbid mood disorder during their lifetime. This finding
suggests that the ideal goal of studying “pure,” noncomor-
bid generalized anxiety disorder may be unattainable.

The ECA study used the DSM-III criteria for generalized
anxiety disorder, which emphasize its status as a residual
category, and found a reported lifetime prevalence of
4.1% to 6.6% (94). A total of 58% to 65% of the subjects
who had generalized anxiety disorder also had at least
one other DSM-III disorder. Persons with generalized
anxiety disorder were more often unmarried or divorced.
A significantly higher proportion of persons with general-
ized anxiety disorder than without had received disability
benefits during their lifetimes. Even when employed, in-
dividuals with generalized anxiety disorder showed indi-
rect evidence of impairment: a significantly higher pro-
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portion of them had annual incomes of less than $10,000
(1980 dollars).

The National Comorbidity Survey (95) used the DSM-
III-R criteria for generalized anxiety disorder; these em-
phasize the presence of excessive and/or unrealistic
worry, somatic symptoms, and a duration of at least 6
months. The hierarchical exclusion rules of the DSM-III,
which preclude the diagnosis of generalized anxiety disor-
der if a patient meets the criteria for any other mental dis-
order, were replaced by a less restrictive rule that required
only that the diagnosis of generalized anxiety disorder
could not be assigned if it occurred during the course of a
mood or psychotic disorder. Generalized anxiety disorder
was found to be a relatively rare current disorder (current
prevalence of 1.6%) but a more frequent lifetime disorder,
affecting 5.1% of the U.S. population aged 15-54 years.
The vast majority of persons with generalized anxiety dis-
order also had at least one other disorder (current morbid-
ity, 66.3%; lifetime morbidity, 90.4%). The most frequent
comorbid disorders were affective disorder and panic dis-
order. “Pure” lifetime generalized anxiety disorder was
found to be rare, with a lifetime prevalence of 0.5%. Witt-
chen and colleagues (95) found that comorbidity was as-
sociated with a significantly greater likelihood of interfer-
ence with daily activities (51.2% in comorbid generalized
anxiety disorder; 28.1% in “pure” generalized anxiety dis-
order) and made it more difficult to assess the role played
by noncomorbid generalized anxiety disorder.

Massion and colleagues (96) examined the effects of
generalized anxiety disorder and panic disorder on the
quality of life of a group of patients from the Harvard/
Brown Anxiety Disorders Research Program using ques-
tions derived from the National Comorbidity Survey. Both
groups showed impairment in role functioning and social
life as well as low overall life satisfaction. Generalized anx-
iety disorder was associated with a reduction in overall
emotional health. However, the finding that the vast ma-
jority of the patients with generalized anxiety disorder had
atleast one other anxiety disorder led the authors to affirm
that “generalized anxiety disorder virtually never occurs in
isolation” and made it difficult to assess the role played by
noncomorbid generalized anxiety disorder. In summary,
these limited data suggest that, although relatively rare,
noncomorbid generalized anxiety disorder can be found
in a substantial minority of individuals and is associated
with important impairment in its own right.

Comparing the Relative Decrements
in Quality of Life Attributable
to Different Anxiety Disorders

Most, if not all, of the studies reviewed previously in-
volve comparisons between the decrements in quality of
life associated with a specific anxiety disorder and with
physical disorders or major depression. These studies,
part of the first generation of investigations on the impact
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of anxiety disorders on quality of life, were mainly com-
paring this impact against well-known “gold standards” of
impairment and incapacity such as depression or hyper-
tension. Recently, some studies have shifted the focus of
their investigations toward comparing the decrements in
quality of life attributable to different anxiety disorders
and can be considered the forerunners of a new genera-
tion of studies on quality of life in patients with anxiety
disorders.

Studies in Community Samples

Kessler and Frank (97) used National Comorbidity Sur-
vey data to examine relationships between DSM-III-R psy-
chiatric disorders and work impairment in the U.S. labor
force. Individuals with anxiety disorders, when compared
to persons without them, showed statistically significantly
higher rates of work impairment. Among individuals with
anxiety disorders, those with panic disorder had the high-
est number of days on which their productivity was re-
duced (mean=4.87 days per month, SD=1.56), whereas
those with social phobia had the lowest (mean=1.11 days
per month, SD=0.47). Data for persons with generalized
anxiety disorder and PTSD fell in the intermediate range
(mean=3.11 days per month, SD=1.33; mean=2.76 days
per month, SD=1.00, respectively).

Studies in Clinical Samples

Schonfeld and colleagues (51) employed the Short-
Form Health Survey to investigate the degree to which un-
treated anxiety disorders and major depressive disorder,
occurring either singly or in combination, reduced func-
tioning and well-being among 637 primary-care patients.
Trained lay interviewers administered the NIMH Diagnos-
tic Interview Schedule to this group and identified 319 pa-
tients meeting the diagnostic criteria for one or more of six
anxiety disorders (generalized anxiety disorder, PTSD,
simple phobia, social phobia, panic disorder or agorapho-
bia, and OCD) and major depression. Of this group, 137
(43%) had a single disorder, and 182 (57%) had multiple
disorders. Regression models were used to estimate the
relative effects of these disorders on quality of life by com-
paring patients with anxiety disorders to patients without
anxiety. Simple phobia and OCD scores were omitted from
the analysis because they almost never occurred as single
disorders. The estimated effect of each single disorder on
all subscales for physical, social, and emotional function-
ing was substantial. The effects due to major depression
were the most negative of any disorder, with reductions in
score of more than 20 points (on a 100-point scale) below
the predicted scores for the reference group with no disor-
ders on six of eight subscales. Among the anxiety disor-
ders, PTSD had significant negative effects across all func-
tioning scales and was estimated to have the second most
negative burden on five of the eight subscales of the Short-
Form Health Survey; the main score reductions were ob-
served in the subscales for role limitations (emotional) (42
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points), role limitations (physical health) (29.2 points),
and vitality (23.1 points). For panic disorder or agorapho-
bia, the largest score reductions were in the subscales for
role limitations (physical health) (29.7 points) and bodily
pain (20.1 points). The effects of generalized anxiety disor-
der were mostly felt in the subscales for role limitations
(emotional) (28.2 points) and role limitations (physical
health) (21.1 points). The role limitations (emotional) sub-
scale showed the largest score reduction for social phobia
(22 points). These findings highlight the value of examin-
ing specific domains of functioning across the anxiety dis-
orders, because they appear to vary considerably.

Olfson and colleagues (98, 99) examined social and oc-
cupational disability associated with several DSM-IV
mental disorders and groups of subthreshold psychiatric
symptoms that did not meet the full criteria for a DSM-IV
disorder (including depressive, generalized anxiety, panic,
obsessive-compulsive, drug, and alcohol symptoms) in
1,001 adult primary-care outpatients in a large health
maintenance organization. The assessment consisted of a
structured diagnostic interview for DSM-IV given by tele-
phone, the Sheehan Disability Scale, and three impair-
ment items from the ECA study. After adjusting for the
confounding effects of comorbid axis I disorders, other
subthreshold symptoms, age, sex, race, marital status, and
perceived physical health status, only subthreshold symp-
toms for depressive and panic disorder were found to be
significantly correlated with impairment measures. Al-
though depressive symptoms were significantly correlated
with impairment in social, family, and work functioning,
impairment associated with panic symptoms was re-
stricted to loss of work and increased utilization of mental
health services.

The construct of “illness intrusiveness” was described
by Devins (28) as corresponding to “lifestyle disruptions,
attributable to an illness and/or its treatment, that inter-
fere with continued involvement in valued activities and
interests” (p. 252). The Illness Intrusiveness Ratings Scale
(29) is a multidimensional tool that examines 13 domains
of functioning, each of which may be specifically affected
by an illness or its treatment. Antony and colleagues (30)
measured the extent to which anxiety disorders interfere
with several domains of functioning by having individuals
with panic disorder (N=35), social phobia (N=49), and
OCD (N=51) complete the Illness Intrusiveness Ratings
Scale. The three groups did not differ on total scores on the
Iliness Intrusiveness Ratings Scale, but significant differ-
ences in particular domains of functioning were observed.
Patients with OCD reported more interference with re-
spect to passive recreation (e.g., reading) than did patients
with social phobia and more interference with respect to
religious expression than did the two other groups. Pa-
tients with social phobia reported more impairment with
respect to social relationships and self-expression or self-
improvement than any other group. Average scores on the
Illness Intrusiveness Ratings Scale for the three anxiety
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disorders were considerably higher than those found in
other chronic illnesses. These findings are consistent with
the well-known impairment of social life associated with
social phobia and with the tendency of obsessions (many
of them with religious content) to invade the conscious-
ness and disrupt intentional activities.

Quality-of-Life Studies
of Patients With Anxiety Disorders:
Limitations and Prospects

Quality-of-life assessment has been instrumental in ex-
posing the extent and seriousness of anxiety disorders. As
summarized previously, both epidemiological and clinical
studies clearly delineate the extensive reduction in quality
of life associated with anxiety disorders and hint at possi-
ble differences between anxiety disorders. Significant de-
grees of impairment can also be found in individuals with
subthreshold forms of anxiety disorders, particularly
panic disorder. Preliminary evidence suggests that panic
disorder and PTSD may exert a heavier toll on quality of
life than other anxiety disorders. Effective pharmacologi-
cal or psychotherapeutic treatments have been shown to
improve the quality of life in patients with panic disorder
and social phobia but have yet to be demonstrated for
other anxiety disorders.

Several validated generic and specific instruments have
been shown to adequately measure quality of life in pa-
tients with anxiety disorders, raising the issue of how to se-
lect the most adequate instrument for a given purpose. It
has been suggested that future studies addressing quality
of life should employ a combination of generic and spe-
cific instruments to maximize both sensitivity and gener-
alizability (100). The Short-Form Health Survey is the most
extensively tested generic measure and would constitute
the natural candidate for an all-purpose instrument. The
choice of the accompanying specific instrument should
be determined by the specific goals of the study. An alter-
native approach would be the modular system proposed
by Aaronson et al. (18): the Short-Form Health Survey
would constitute the “generic core” to which one or sev-
eral additional “specific” modules with 10-15 questions
could be added. These modules would focus on domains
of quality of life that are not captured by the Short-Form
Health Survey but that are likely to be affected by the pres-
ence of anxiety disorders (such as sleep in PTSD) or by the
treatment itself (such as the sexual function of patients
medicated with SSRIs). A modular instrument, the Hepati-
tis Quality of Life Questionnaire (101), has been recently
validated for the assessment of quality of life in patients
with chronic hepatitis C; similar measures could be devel-
oped for anxiety disorders.

Progress in the field of the assessment of quality of life in
anxiety disorders has not been homogeneous. Certain ar-
eas of knowledge are in need of further scientific investiga-
tion. First, although some disorders such as panic disorder
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have been reasonably well studied, others such as PTSD
have been largely neglected. Second, there are disagree-
ments between epidemiological and clinical findings in
some areas that need to be clarified. The causes of this dis-
agreement are open to debate and will require further
study (102). Third, to our knowledge, only a handful of
studies have attempted to compare the impact of different
anxiety disorders on quality of life. Fourth, the original
goal for which the concept of quality of life was first
adopted in clinical research was to compare outcomes be-
tween different treatment modalities. However, we found
only 11 studies—eight in panic disorder, two in social pho-
bia, and a small pilot study on PTSD—that attempted to
assess the impact of treatment on the quality of life in pa-
tients with anxiety disorders. This is surprising consider-
ing that unlike other areas of medical research, mental
health has few physiological variables to employ as out-
come measures and would likely benefit from an ap-
proach that has proved successful in oncology and cardi-
ology. It is likely that therapies that are equivalent in terms
of the reduction of symptoms may be qualitatively or
quantitatively dissimilar with respect to effects on quality
of life. Knowledge of these differences may lead to a more
informed choice of treatment modality for a particular
disorder and, perhaps, for individual patients. In this area,
much additional research is needed.

Despite the growing number of studies undertaken
during the past 15 years, the investigation of quality of life
in individuals with anxiety disorders is still in its infancy.
Nevertheless, the studies conducted to date almost uni-
formly portray a picture of anxiety disorders as illnesses
that markedly compromise quality-of-life and psychoso-
cial functioning in several functional domains. It is hoped
that these findings will translate into a more accurate
public (and health care policy) view of anxiety disorders
as serious mental disorders worthy of further research
and appropriate health care expenditures. Finally, out-
come studies that incorporate quality-of-life indices will
further inform us as to the efficacy of existing and new
treatments to lessen the burden of illness attributable to
these disorders.
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