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social situations), fear of open environ-
ments or crowds (agoraphobia), or fear of 
objects (e.g., spiders, needles). OCD is char-
acterized by a need to perform a ritual or 
routine (e.g., excessive hand washing) based 
on fear or upsetting thoughts (e.g., fear of 
germs). In all categories of anxiety disor-
ders, the anxiety can become so excessive 
that it interferes with work, travel, social 
interactions, and other activities of daily 
living and disrupts the mental and physical 
well being of the aff ected individual.

In the U.S. Armed Forces, mental dis-
orders, of which anxiety disorders are a 
subset, account for signifi cant morbidity, 
disability, healthcare service utilization, 
lost duty time, and attrition from military 
service.9-13 Of particular concern in this 
regard, incidence rates of mental disorders 
overall and anxiety disorders in particular 
have increased sharply among U.S. military 
members during the past 10 years.9-12 In 
2012, anxiety disorders accounted for more 
medical encounters than any other category 
of mental disorders and all but three injury/
illness categories overall.12 Furthermore, 
anxiety disorders aff ected more military 
members than all but one other category of 
mental disorders and accounted for more 
hospital bed days than all but two other cat-
egories of mental disorders.12 

Th is report summarizes numbers, 
rates, and trends of incident diagnoses of 
anxiety disorders, by type, among members 
of the active component of the U.S. Armed 
Forces during the past 13 years. Military 
and demographic characteristics of those 
aff ected with, the healthcare burden associ-
ated with evaluation and treatment of, and 
co-occurring conditions with anxiety dis-
orders are also summarized. 

M E T H O D S

Th e surveillance period was 1 January 
2000 to 31 December 2012. Th e surveil-
lance population included all U.S. mem-
bers of the Army, Navy, Air Force, Marine 
Corps, and Coast Guard who served in the 
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Anxiety is a normal reaction to stress; however, in individuals with anxiety 
disorder, the anxiety becomes chronic and exaggerated, and aff ects the physi-
cal and psychological health of the individual. Th e main types of anxiety dis-
orders are generalized anxiety disorder, panic disorder, post-traumatic stress 
disorder (PTSD), phobias, and obsessive-compulsive disorder (OCD). Inci-
dent diagnoses of anxiety disorders among active component service mem-
bers steadily increased from 2000 to 2012. A majority of incident anxiety 
disorder diagnoses were “non-specifi c” anxiety disorders (ICD-9-CM codes: 
300.0, 300.00, or 300.09) and over 75 percent of service members diagnosed 
with “non-specifi c” anxiety disorders did not have a more specifi c anxiety 
disorder diagnosis during subsequent medical encounters. Incidence rates of 
anxiety disorders were highest among females, white, non-Hispanics, in the 
youngest age groups, and among recruits and junior enlisted service mem-
bers. About one-third of anxiety disorder cases also had a co-occurring diag-
nosis of either adjustment or depressive disorder within one year before or 
aft er the incident anxiety disorder encounter. 

anxiety disorders are a group of 
mental disorders characterized 
by persistent worry, nervousness, 

uneasiness, apprehension, or fear about future 
uncertainties. Anxiety is a normal reaction to 
stress; however, in individuals with anxiety 
disorder, the anxiety becomes chronic, exag-
gerated, and uncontrollable. Th e anxiety may 
be based on real or imagined events or be of 
unknown origin and can aff ect both physical 
and psychological health. Individuals with 
anxiety disorders commonly suff er from 
other mental disorders such as mood disor-
ders (specifi cally, depression), and sleep dis-
orders such as insomnia.1-5

Anxiety disorders are categorized into 
several diverse types based on their cause or 
the focus of the anxiety; the main types are 
generalized anxiety disorder, panic disor-
der, post-traumatic stress disorder (PTSD), 
phobias, and obsessive-compulsive disor-
der (OCD). Individuals with generalized 
anxiety disorder suff er from chronic worry 
about a variety of everyday problems; this 
condition may be harder to diagnose since 
the cause of anxiety is not related to a spe-
cifi c object, event, or obsession. 

Panic disorder is characterized by 
sudden anxiety attacks whose causes or 

triggers are oft en unclear. An anxiety attack 
is an episode of intense fear characterized 
by a sense of impending doom and physical 
symptoms such as a rapid heart rate, sweat-
ing, shortness of breath, and dizziness. 
Physical symptoms may be so dramatic 
that aff ected individuals may fear they are 
suff ering from a heart attack or are dying. 
Anxiety attacks may be isolated events or 
may become recurrent; in the latter case 
an individual may be diagnosed with panic 
disorder. Chronic anxiety attacks may lead 
to a fear of having panic attacks in public 
places and in turn agoraphobia (the fear 
of certain situations or environments). 
Because the boundaries and relationships 
between anxiety attacks, panic disorder, 
and agoraphobia are unclear, clinical diag-
noses and public health surveillance of the 
conditions are diffi  cult.6-8 

PTSD results from exposure to a trau-
matic event such as intense combat, sexual 
assault, or death of a loved one. Individu-
als who suff er from PTSD have recurring 
thoughts and memories of the traumatic 
event which cause anxiety associated with 
the event to continue or reoccur. Phobias 
are irrational and excessive fears of an activ-
ity or situation (e.g., fear of heights, fl ying, 
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T A B L E  1 .  Incident counts and incidence rates of anxiety disorders, overall and by 
subcategories, active component, U.S. Armed Forces, 2000-2012

Category (ICD-9-CM code) No. Ratea % rate difference
2000-2012

Total anxiety disorderb 217,409 117.2 327.0
 Anxiety statesc (300.0x) 203,130 109.5 425.2
  Anxiety state, unspecifi ed (300.00) 170,652 92.0 644.4
  Panic disorder without agoraphobia (300.01) 23,175 12.5 44.2
  Generalized anxiety disorder (300.02) 40,659 21.9 174.2
  Other anxiety state (300.09)   2,852 1.5 46.3
 Phobic disordersc (300.2x)  21,675 11.7 32.8
  Phobia, unspecifi ed (300.20)      629 0.3 -40.0
  Agoraphobia with panic disorder (300.21) 6,811 3.7 57.4
  Agoraphobia without mention of panic attacks (300.2)    607 0.3 92.9
  Social phobia (300.23)   9,531 5.1 69.7
  Other isolated or specifi c phobias (300.29) 5,624 3.0 -28.7
 Obsessive-compulsive disordersc (300.3)   8,370 4.5 9.8

aRate per 10,000 person-years
bNumber of unique individuals overall (i.e., deduplication of all categories).
cNumber of unique individuals in each main category (i.e., deduplication of subcategories).

active component at any time during the 
surveillance period. Cases were identifi ed 
from standardized records of hospitaliza-
tions and outpatient medical encounters 
during the surveillance period in fi xed (i.e., 
not deployed, at sea) military and nonmili-
tary (purchased care) medical facilities.

For surveillance purposes, anxiety dis-
order cases were ascertained from records 
of medical encounters that included anx-
iety disorder-specifi c diagnoses (ICD-
9-CM: 300.0x-300.3).10,11,13 An incident case 
of anxiety disorder was defi ned as a hospi-
talization with an anxiety disorder-specifi c 
diagnosis in the fi rst or second diagnos-
tic position; two outpatient visits within 
180 days documented with anxiety disor-
der-specifi c diagnoses in the fi rst or sec-
ond diagnostic positions of the records of 
the case-defi ning visits; or a single outpa-
tient visit in a psychiatric or mental health-
care specialty setting (defi ned by Medical 
Expense and Performance Reporting Sys-
tem [MEPRS] code: BF) with an anxiety 
disorder-specifi c diagnosis in the fi rst or 
second diagnostic position.10,12 

Anxiety disorders were analyzed over-
all, by main categories (anxiety states, pho-
bic disorders, and obsessive-compulsive 
disorders), and by specifi c diagnoses (as 
defi ned by 5-digit ICD-9-CM diagnostic 
codes) (Table 1). An individual could be 
considered an incident case 1) once dur-
ing the surveillance period in each subcate-
gory; 2) once during the surveillance period 
in each main category; and 3) once during 
the surveillance period for any anxiety dis-
order-related diagnosis. As such, the sum 
of incident diagnoses of subcategories and 
main categories of anxiety disorders exceed 
the total of incident diagnoses of anxiety 
disorders of any type. Of note, PTSD diag-
noses were not considered in this analysis, 
because PTSD has been reviewed in detail 
in other, recent MSMR reports.10,11

For purposes of this analysis, diagno-
ses of non-anxiety-related mental disorders 
or insomnia were considered co-occurring 
conditions if they 1) satisfi ed the case defi -
nitions for those conditions (as specifi ed 
in previous MSMR reports)10,11,13,14 and 2) 
occurred within one year before or aft er 
the incident diagnosis of the subject anxi-
ety disorders.

R E S U L T S

During the 13-year surveillance period 
there were 217,409 incident diagnoses of 
anxiety disorders among active component 
service members (Table 1). Th e unadjusted 
incidence rate was 117.2 per 10,000 person-
years (p-yrs). 

For most incident cases (n=205,717, 
94.6%), their fi rst anxiety disorder-related 
diagnosis was a “non-specifi c anxiety dis-
order” (i.e., ICD-9-CM: 300.0, 300.00, or 
300.09). Many of these individuals later 
received more specifi c anxiety-related 
diagnoses: generalized anxiety disorder 
(n=29,504, 14.3%); panic disorder without 
agoraphobia (n=16,789, 8.2%); specifi ed 
phobic disorders (n=9,234, 4.5%); and obses-
sive-compulsive disorder (n=3,278, 1.6%) 
(data not shown). Of note, however, more 
than three-fourths (n=157,549, 76.6%) of 
those whose incident diagnoses were one of 
the “non-specifi c anxiety disorders” did not 
receive more specifi c anxiety-related diagno-
ses during subsequent medical encounters.

Anxiety states

Of the three main categories of anxi-
ety disorder, “anxiety states” accounted for 
the most cases (n=203,130) and the high-
est incidence rate (109.5 per 10,000 p-yrs) 

(Table 1). Only 2.7 percent of all incident 
medical encounters for “anxiety states” 
were hospitalizations (Table 2). Members 
of the Army, recruits, enlisted members, 
and those in healthcare occupations had 
markedly higher rates of anxiety state diag-
noses than their respective military coun-
terparts. Also, females, service members 
in their twenties, and white, non-Hispan-
ics, had relatively high rates of anxiety state 
diagnoses. 

Of all specifi c diagnoses (per ICD-
9-CM 5-digit diagnostic codes) included 
in the anxiety state category, “anxiety state, 
unspecifi ed” accounted for the most cases 
(n=170,652), the highest incidence rate 
(92.0 per 10,000 p-yrs), and the largest per-
cent increase (644.4%) in diagnoses during 
the surveillance period (Table 1, Figure 1). 
Of all other specifi c anxiety state diagno-
ses, generalized anxiety disorder accounted 
for the most cases (n=40,659; rate: 21.9 
per 10,000 p-yrs) and the largest relative 
increase in rates (174.2%) during the sur-
veillance period (Table 1, Figure 1).

Phobic disorders

Phobic disorders accounted for 21,675 
cases (overall rate: 11.7 per 10,000 p-yrs); 
679 (3.1% of the total) incident medical 
encounters for “phobic disorders” were 
hospitalizations (Table 2). Th e highest 
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F I G U R E  1 .  Incidence rates of anxiety states, active 
component, U.S. Armed Forces, 2000-2012

F I G U R E  2 .  Incidence rates of phobic disorders and obsessive-compulsive 
disorder, active component, U.S. Armed Forces, 2000-2012

subgroup-specifi c rates of phobic disor-
der diagnoses were among recruits (22.3 
per 10,000 p-yrs), females (19.6 per 10,000 
p-yrs), and healthcare workers (16.3 per 
10,000 p-yrs). Rates of phobic disorder 
diagnoses were also highest among ser-
vice members under the age of 20, among 
white, non-Hispanics, and among service 
members in the Air Force and among the 
junior enlisted.

Social phobia was the most frequently 
diagnosed phobic disorder (n=9,531; rate: 
5.1 per 10,000 p-yrs). Social phobia diag-
noses increased 69.7 percent during the 
surveillance period (Table 1, Figure 2). Ago-
raphobia with panic disorder and other iso-
lated/specifi c phobias each accounted for 
more than 5,000 cases and aff ected more 
than three service members per 10,000 
person-years.

Obsessive-compulsive disorders

Obsessive-compulsive disorder ac-
counted for 8,370 cases and an overall rate 
of 4.5 per 10,000 p-yrs during the sur-
veillance period (Table 1). Annual inci-
dence rates sharply increased from 2003 
to 2008 and then slowly declined to a rel-
atively stable level which has persisted 
from 2010 to 2012 (Figure 2). Th e highest 

subgroup-specifi c rates of obsessive-com-
pulsive disorder diagnoses were among 
females (8.4 per 10,000 p-yrs), recruits (7.6 
per 10,000 p-yrs), and healthcare workers 
(7.3 per 10,000 p-yrs). Also, service mem-
bers in the Army and enlisted members 
(particularly junior enlisted) had higher 
rates of obsessive-compulsive disorder 
diagnoses than their respective counter-
parts in military service.

Healthcare burdens associated with anxiety 
disorders

During the 13-year surveillance 
period, an anxiety disorder was recorded 
as the primary (fi rst-listed) diagnosis aft er 
1,167,634 medical encounters of 219,972 
service members (mean: 5.3 anxiety disor-
der-related medical encounters per aff ected 
individual) (Figure 3). Annual numbers of 
anxiety disorder-related medical encoun-
ters and numbers of individuals aff ected 
increased 704 percent and 502 percent, 
respectively, during the period. 

During the surveillance period, anxi-
ety disorders accounted for 93,992 hospital 
bed days; anxiety disorder-related bed days 
increased 316 percent from the fi rst to the 
last year of the period (Figure 3).

Co-occurring conditions

Approximately one-third of all service 
members diagnosed with an anxiety dis-
order were also diagnosed with an adjust-
ment disorder (34.3%) or a depressive 
disorder (33.5%) within one year before 
or aft er their case-defi ning anxiety disor-
der encounters (data not shown). Incident 
diagnoses of anxiety disorders were also 
temporally associated with diagnoses of 
behavioral health disorders (ICD-9-CM 
V-coded diagnoses such as partner rela-
tionship problems, family circumstance 
problems, etc.) (26.8%); “other mental dis-
order” (19.6%); post-traumatic stress dis-
order (16.4%); insomnia (12.3%); alcohol 
abuse/dependence disorder (10.7%); per-
sonality disorder (7.1%); and substance 
abuse/dependence disorder (4.9%).

E D I T O R I A L  C O M M E N T

As reported previously,10,11 diagnoses of 
anxiety disorders among U.S. military mem-
bers have steadily increased during the past 
13 years. Th e anxiety disorder-related diag-
nosis (5-digit ICD-9-CM diagnostic code) 
that accounts for most of the increase in 
anxiety disorder-related diagnoses overall is 
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T A B L E  2 .  Incident counts and incidence rates of anxiety disorders, active component, U.S. Armed Forces, 2000-2012

Total Anxiety states Phobic disorders Obsessive-compulsive 
disorders

No. Ratea IRR No. Ratea IRR No. Ratea IRR No. Ratea IRR
Total 217,409 117.2  .   203,130   109.5  .  21,675 11.7  .   8,370 4.5  . 
 Inpatient  6,188 3.3  . 5,546   3.0  .   679 0.4  .   433 0.2  . 
 Outpatient 211,221 113.8  .   197,584   106.5  .  20,996 11.3  .   7,937 4.3  . 
Sex
 Male 164,884 104.0  Ref   154,000 97.1  Ref  16,389 10.3  Ref   6,119 3.9  Ref 
 Female   52,525 195.0   1.9  49,130   182.4   1.9   5,286 19.6   1.9   2,251 8.4   2.2 
Race/ethnicity
 White, non-Hispanic 151,517 130.2   1.7   141,631   121.7   1.7  15,185 13.1  1.8   6,260 5.4   2.3 
 Black, non-Hispanic   27,367 85.9   1.1  25,442 79.9   1.1   2,785 8.7  1.2   743 2.3  Ref 
 Hispanic   20,984 110.3   1.5  19,799   104.1   1.5   1,805 9.5  1.3   675 3.6   1.5 
 Asian/Pacifi c Islander  5,424 74.8  Ref 5,061 69.8  Ref   539 7.4  Ref   204 2.8   1.2 
 Other/Unknown   12,117 109.9   1.5  11,197   101.6   1.5   1,361 12.3  1.7   488 4.4   1.9 
Age
 <20   14,050 104.0   1.1  12,211 90.4  Ref   1,894 14.0  1.8   541 4.0   1.2 
 20-24   77,538 126.9   1.3  71,688   117.3   1.3   8,330 13.6  1.7   2,867 4.7   1.4 
 25-29   53,748 131.6   1.4  50,811   124.4   1.4   5,152 12.6  1.6   2,018 4.9   1.5 
 30-34   29,577 108.4   1.1  27,997   102.6   1.1   2,718 10.0  1.3   1,282 4.7   1.4 
 35-39   22,776 98.0   1.0  21,618 93.0   1.0   2,053 8.8  1.1   961 4.1   1.2 
 40-44   13,625 103.2   1.1  13,045 98.8   1.1   1,032 7.8  1.0   488 3.7   1.1 
 45+  6,095 96.0  Ref 5,760 90.7   1.0   496 7.8  Ref   213 3.4  Ref 
Service
 Army 110,628 166.4   2.0   106,131   159.6   2.2   7,237 10.9  1.3   3,702 5.6   1.6 
 Navy   37,367 82.8  Ref  33,224 73.6  Ref   5,634 12.5  1.5   1,827 4.1   1.2 
 Air Force   42,538 95.0   1.1  38,567 86.2   1.2   6,300 14.1  1.7   1,814 4.1   1.2 
 Marine Corps   21,766 90.5   1.1  20,421 84.9   1.2   1,941 8.1  Ref   833 3.5  Ref 
 Coast Guard  5,110 99.7   1.2 4,787 93.4   1.3   563 11.0  1.4   194 3.8   1.1 
Status
 Recruits  6,818 184.2   1.6 5,910   159.7   1.5   826 22.3  1.9   282 7.6   1.7 
 Active duty (non-recruits) 210,591 115.8  Ref   197,220   108.5  Ref  20,849 11.5  Ref   8,088 4.5  Ref 
Rank
 Junior enlisted 118,771 146.0   2.6   109,649   134.8   2.6  12,682 15.6  3.4   4,355 5.4   1.8 
 Senior enlisted   80,994 109.8   2.0  77,036   104.4   2.0   7,364 10.0  2.2   3,037 4.1   1.4 
 Junior offi cer   10,996 59.3   1.1  10,213 55.1   1.0   1,089 5.9  1.3   617 3.3   1.1 
 Senior offi cer  6,648 56.0  Ref 6,232 52.5  Ref   540 4.6  Ref   361 3.0  Ref 
Occupation
 Combat-specifi cb   31,994 137.9   1.4  30,863   133.0   1.5   1,795 7.7  Ref   880 3.8  Ref 
 Armor/motor transport   12,263 152.8   1.5  11,502   143.3   1.6   1,076 13.4  1.7   411 5.1   1.4 
 Repair/engineering   54,709 100.1   1.0  50,776 92.9   1.0   6,345 11.6  1.5   2,161 4.0   1.0 
 Comm/intel   49,911 119.3   1.2  46,601   111.4   1.2   5,143 12.3  1.6   2,121 5.1   1.3 
 Health care   26,046 172.2   1.7  24,484   161.8   1.8   2,469 16.3  2.1   1,101 7.3   1.9 
 Other   42,486 99.5  Ref  38,904 91.1  Ref   4,847 11.4  1.5   1,696 4.0   1.0 
IRR=Incidence rate ratio
aRate per 10,000 person-years
bInfantry, artillery, combat engineering

“anxiety state, unspecifi ed” (ICD-9: 300.00). 
“Anxiety state, unspecifi ed” indicates an 
anxiety or phobia that does not meet for-
mal criteria for a specifi c anxiety disorder 
but whose symptoms are disruptive or dis-
tressing to the aff ected individual.15-17 Th e 
diagnosis is also indicated if, for exam-
ple, anxiety symptoms have not persisted 
long enough to be considered generalized 

anxiety disorder.15 For these reasons, the 
non-specifi c diagnosis is oft en the inci-
dent (fi rst-ever) reported anxiety disorder-
related diagnosis for aff ected individuals.

Of interest, more than 75 percent of all 
service members who received “non-specifi c 
anxiety disorder”-related diagnoses (ICD-9 
codes: 300.0, 300.00, 300.09) did not receive 
more specifi c anxiety disorder-related 

diagnoses during later medical encoun-
ters. Th e fi nding suggests that most anxiety 
disorders among service members lack the 
clinical hallmarks of more specifi c anxiety 
disorders, are eventually attributed to other, 
commonly co-occurring conditions such 
as depressive disorders, or are self-limited 
responses to stresses associated with life 
events. Other aff ected individuals may have 
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F I G U R E  3 .  Medical encountersa for anxiety disorder, number of individuals affected,b and 
hospital bed days, active component, U.S. Armed Forces, 2000-2012

aTotal hospitalizations and ambulatory visits for the condition (with no more than one encounter per individual per 
day per condition).
bIndividuals with at least one hospitalization or ambulatory visit for the condition.
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left  military service (and were lost to follow-
up) before the full clinical manifestations of 
specifi c anxiety disorders were apparent. 
Nonetheless, some studies have suggested 
that individuals who do not meet the cri-
teria for formal anxiety disorder diagnoses 
report similar levels of disability and treat-
ment-seeking as those who are diagnosed 
with generalized anxiety disorder.17-20

Incidence rates of anxiety disorder 
diagnoses of almost all types increased dur-
ing the surveillance period. Also, rates of 
anxiety disorder diagnoses of all types were 
consistently relatively high among females, 
white, non-Hispanics, healthcare workers, 
recruits, and other enlisted members. As 
with other mental disorders, the physical 
and mental challenges associated with basic 
military (recruit) training, the cumulative 
health eff ects of continuous exposure of a 
military force to the stresses of prolonged 
war fi ghting, the increased attention to and 
availability of mental health services, and 
the decreasing stigma associated with men-
tal healthcare seeking and mental disorder 
diagnoses have impacted recent trends of 
diagnoses of anxiety disorders. 

Th is report documents that approxi-
mately one-third of service members who 
were diagnosed with anxiety disorder had 
co-occurring and roughly concurrent diag-
noses of either adjustment or depressive 
disorder. Th is observation correlates with 
fi ndings of other studies that individuals 

with anxiety disorders are consistently diag-
nosed with other types of mental disorders, 
primarily depression.1-5 Given the overlap in 
symptoms with other types of mental disor-
ders and the varying interpretations of the 
defi nition of anxiety disorders by clinicians, 
the counts and rates of anxiety disorder 
diagnoses reported here must be consid-
ered rough estimates of the clinically sig-
nifi cant anxiety disorder-related morbidity 
that aff ects U.S. military members.

Finally, this report documents that, in 
addition to increasing rates of diagnoses of 
anxiety disorders, the overall healthcare bur-
den (e.g., medical encounters, hospital bed 
days, individuals aff ected) associated with 
anxiety disorder evaluation and treatment 
has also increased dramatically over the past 
13 years. Signifi cant increases in resources to 
identify and treat mental disorders among 
service members and successes in reducing 
stigmatization for seeking care for anxiety 
symptoms likely contribute to such increases. 
To the extent that such initiatives continue, it 
is likely that rates of diagnoses of and health-
care burdens associated with treatment of 
anxiety disorders and other mental disorders 
 will continue to increase.
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