
part of

521ISSN 1758-200810.2217/NPY.12.56 © 2012 Future Medicine Ltd Neuropsychiatry (2012) 2(6), 521–529

SUMMARY This review evaluates the impact of post-traumatic stress disorder (PTSD) 
and depression comorbidity on symptom severity within and across different populations. A 
sequential series of searches on PTSD and depression comorbidity was conducted using the 
MEDLINE and PsychINFO databases. Articles were considered for inclusion in the study if their 
abstract appeared to furnish sufficient information that suggested that symptom severity was 
modulated by PTSD and depression comorbidity when compared with those with only one 
disorder (PTSD or depression). After a careful review of 180 abstracts, 13 articles were selected 
for this review to provide up-to-date information on PTSD and depression comorbidity, and 
symptom severity. Overall, this review provides strong support for PTSD and depression 
comorbidity as a modulating factor for symptom severity across different populations.
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Practice points

 � Suffering a traumatic event is very common in our society and as much as 90% of the population may 
experience a traumatic event in their lifetime. Most people recover from a traumatic event and suffer no 
long-term difficulties; however, 8–12% may go on to develop post-traumatic stress disorder (PTSD).

 � More than 50% of those diagnosed with PTSD also have depression. PTSD is very common in those who 
have been exposed to war, natural disaster and intimate partner violence when compared with the general 
population.

 � PTSD and depression comorbidity develops as a delayed phenomenon in the latter part of the disease. 
Therefore, the timing of an assessment is a key factor that greatly affects the prevalence of PTSD and 
depression comorbidity.

 � PTSD and depression comorbidity is often associated with greater levels of distress, symptomatology, social 
impairment, and occupational and global disability when compared with those who have been diagnosed 
with only one disorder (PTSD or depression).

Suffering a traumatic event is very common in 
our society, as suggested by many previous stud-
ies [1–4]. Among the most commonly identified 

sequelae of traumatic events are depression 
and post-traumatic stress disorder (PTSD). 
Approximately 50–90% of people experience a 
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traumatic event in their lifetime; however, only 
8–12% of people will go on to develop PTSD 
[3,5]. In the majority of cases (74%), PTSD per-
sists longer than 6 months, and women have 
been found to suffer from PTSD symptoms lon-
ger than men [5]. An individual’s vulnerability to 
PTSD depends upon the severity of trauma [6], 
childhood experiences, biological diathesis and 
comorbid factors such as personality disorders, 
substance abuse, medical illness or depression 
[7]. Vasterling et al. demonstrated that the clini-
cal impact of PTSD extends well beyond the 
defined PTSD symptomatology boundary and 
has been associated with a higher risk of somatic 
symptoms and medical illnesses [8]. Thus, PTSD 
has a negative impact on an individual’s occupa-
tional and psychosocial functioning. Also, the 
presence of PTSD predisposes individuals to 
comorbid depression [3,9–11].

Depression is a common mental illness that 
affects more than 20% of Americans at some 
point in their lifetime. Despite its high preva-
lence in the general population, depression still 
remains misunderstood, under-reported and 
largely untreated [12]. The direct and indirect 
impact of depression accounts for more than 
US$100 billion per year, which is ranked sec-
ond only to cancer [13,14]. Depression has been 
linked to multiple physical symptoms, unsat-
isfactory health status and functioning, poor 
prognosis, and increased medical utilization 
and costs [13,15]. PTSD with depression is very 
common in those who have been exposed to 
war [16,17], disaster [18] and intimate partner 
violence (IPV) [19], when compared with the 
general population [20]. 

Over 80% of PTSD cases are comorbid with 
other mental disorders or medical illnesses [21]. 
The most commonly reported PTSD comorbid-
ities are anxiety, personality disorders, substance 
abuse, medical illness and depression [22–24]. 
The relationship between symptom severity 
and a dual diagnosis of PTSD and depression 
has been frequently studied in diverse popula-
tions such as the military, war victims, prison-
ers, teachers, victims of domestic violence and 
those affected by a natural disaster [25–28]; in 
particular, the impact of PTSD and depres-
sion comorbidity on symptom severity [2,29–37]. 
Although many previous studies conducted 
with traumatized populations have indicated 
adverse consequences of PTSD and depression 
comorbidity, including an increase in symptom 
severity, studies are not consistent about the 

impact of PTSD and depression comorbidity 
on symptom severity, especially across different 
populations [36,37]. Beside PTSD and depression 
comorbidity, other factors associated with symp-
tom severity are the type of trauma suffered, 
severity of trauma, number of traumatic events, 
past psychiatric history, post-trauma social sup-
port, peritraumatic emotional responses and 
peritraumatic dissociation [38].

The main purpose of this study was to deter-
mine whether a dual diagnosis of PTSD and 
depression is associated with greater symptom 
severity compared with those who have been 
diagnosed with only one disorder (PTSD 
or depression) across different populations. 
Although there are many factors associated 
with symptom severity, including PTSD and 
depression comorbidity, there is no agreement 
in the literature on the generalizability of these 
factors across different populations. Therefore, 
the knowledge of population-specific find-
ings would be more appropriate and helpful to 
address the clinical difficulties associated with 
PTSD and depression comorbidity in different 
populations.

Methods
A sequential series of searches on PTSD and 
depression comorbidity were conducted using 
the MEDLINE and PsychINFO databases. Key-
words that were searched for included PTSD, 
symptom severity, comorbidity, depression, 
clinical or randomized or trial, workplace, men-
tal health and psychological trauma. Literature 
searches were then filtered using the following 
limiting factors: age (19–65 years), publication 
date (1980 to December 2011), human study and 
English language to obtain appropriate and rel-
evant articles. This search strategy was approved 
by a library scientist at St Michael’s Hospital.

The literature search resulted in 180 relevant 
abstracts. Articles were considered for inclusion 
in the study if their abstract appeared to fur-
nish sufficient information to examine whether 
symptom severity was modulated by PTSD 
and depression comorbidity, when compared 
with those with only one disorder (PTSD or 
depression). In this review, overall severity of 
PTSD and/or depression symptomatology rep-
resents the term symptom severity. Since this 
review focuses on the adult working popula-
tion, research on children and adolescents was 
excluded from the study. Articles that did not 
meet the inclusion criteria or provided very 
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limited information about the impact of PTSD 
and depression comorbidity on symptom sever-
ity were excluded. In order to obtain reliable 
information from rigorously conducted research, 
only original research articles published in 
peer-reviewed journals were included. Thus, 
textbooks, book chapters, case reports, review 
articles and unpublished doctoral dissertations 
were excluded from the study. 

All abstracts gathered from the search process 
were reviewed carefully using the inclusion and 
exclusion criteria decided upon by the authors. 
Inter-rater reliability for an article’s inclusion in 
the review was determined by comparing the 
authors’ independent judgments regarding a 
common set of 40 articles using the inclusion 
and exclusion criteria. Inter-rater reliability was 
assessed using Cohen’s k-coefficient, which indi-
cated an acceptable level of inter-rater reliability 
(k = 0.75). The remaining abstracts were equally 
divided among the authors, reviewed based on 
the inclusion and exclusion criteria, and sub-
sequently presented to all authors to elicit any 
remaining disagreements. Any disagreements 
were resolved by a process of consensus. Based 
on the above methodology, a total of 13 articles 
met the inclusion criteria for this study. The rela-
tively lower number of selected articles can be 
attributed to the strict inclusion criteria and the 
low number of publications covering this topic.

Results
Overall, there were six cross-sectional studies, 
three randomized controlled trials, three cohort 
studies and one case–control study. The greater 
number of cross-sectional studies is mainly due to 
a shorter duration and the low cost of the design 
as compared with randomized controlled trials or 
cohort studies. The relatively low numbers of ran-
domized controlled trials and prospective cohort 
studies in this sample of reviewed articles can 
be attributed to the nature of the study design, 
involving a longer duration and greater financial 
cost to undertake these types of studies. Never-
theless, our included articles were based on a wide 
variety of study designs.

As listed in Table 1, 13 articles were reviewed 
and broadly categorized into the following two 
groups: articles supporting the impact of PTSD 
and depression comorbidity on symptom severity 
(n = 9); and articles not supporting this hypoth-
esis (n = 2). This categorization was important 
for summarizing the relevant articles to focus on 
the study’s goal.

Articles by Trief et al. [39] and Ginzburg et al. 
[25] were selected for the full review based on 
their abstracts but provided insufficient informa-
tion about the impact of PTSD and depression 
comorbidity on symptom severity. The partici-
pants in these studies were associated with multi-
ple comorbid illnesses; furthermore, these studies 
did not analyze specifically the impact of PTSD 
and depression comorbidity on symptom severity. 
Therefore, these two studies were excluded from 
this review.

�� Supportive findings of impact of 
comorbidity
Nixon et al. presented their findings of a cross-
sectional study conducted on women recruited 
from domestic violence assistance agencies and 
shelters [26]. Women who had experienced inci-
dents of physical abuse 6 months prior to the 
assessment were included in the study. The Cli-
nician-Administered PTSD Scale (CAPS) and 
the Structured Clinical Interview for DSM-IV 
(SCID) were implemented to make PTSD and 
depression diagnoses, respectively. Additional 
measures were used to assess preabusive function-
ing, frequency and severity of physical assault, 
injury, childhood and adult sexual abuse, or being 
a victim of interpersonal crimes. Out of 142 par-
ticipants, 49% met the criteria for PTSD and 
depression comorbidity. The findings from this 
study suggest that participants with PTSD and 
depression comorbidity were more likely to have 
suffered from adult rape than the PTSD/no major 
depressive disorder (MDD) group. Moreover, the 
comorbid group also reported significantly more 
symptoms on the Post-traumatic Stress Diagnos-
tic Scale (mean [M]: 34.37; p < 0.001), CAPS 
(M: 81.64; p < 0.001) and the Beck Depression 
Inventory (M: 32.22; p < 0.001) measures when 
compared with the PTSD/no MDD group. 
Hence, this study revealed that PTSD with 
depression results in a higher symptomatology 
and PTSD severity. However, these observations 
were limited by having a female-only population 
sample and also for establishing a cause-and-
effect relationship by the cross-sectional design.

Similarly, the cross-sectional study conducted 
by Lipsky et al. [31] with 182 female victims of IPV 
utilized the Composite International Diagnos-
tic Interview and the Center for Epidemiologic 
Studies-Depression Scale (CES-D) for PTSD 
and depression symptomatology assessment. 
Women with PTSD symptomato logy were four-
times more likely to be depressed when compared 
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with those without PTSD. Furthermore, PTSD 
and comorbid depression were significantly asso-
ciated with higher depressive symptomatology 
(M: 32.9; p < 0.001). However, the study was 
compromised by a cross-sectional design and the 
lack of a definitive measure to diagnose PTSD. 
The traumatized study sample and the lack of 

a PTSD diagnosis may have led to overestima-
tion of PTSD and depression comorbidity. 
Likewise, Taft et al. examined the factors associ-
ated with PTSD and depression comorbidity in 
162 female victims of interpersonal trauma [32]. 
The CAPS and the SCID-I were used for PTSD 
and depression diagnoses, respectively. Several 

Table 1. Summary of recent basic research on post-traumatic stress disorder and depression comorbidity.

Status  
of the 
study

Author 
(year)

Study design/study 
population

Assessment 
measures 
(PTSD and 
depression)

Results/interpretation Ref.

S Nixon et al. 
(2004)

Cross-sectional/
domestic violence

CAPS, SCID, 
PDS, BDI-II

The PTSD with depression group reported significantly more 
symptoms on the PDS, CAPS and BDI-II measures compared with the 
PTSD/no MDD group

[26]

S Lipsky et al. 
(2005)

Cross-sectional/IPV CIDI, CES-D Compared with women without PTSD, those with PTSD 
symptomatology were four-times more likely to have depressive 
symptoms. Furthermore, PTSD and depression comorbidity was 
significantly associated with higher depressive symptomatology

[31]

S Taft et al. 
(2009)

Cross-sectional/victims 
of interpersonal trauma

CAPS, SCID-I, 
PDS, BDI-II

As compared with the PTSD-only group, the group with PTSD/MDD 
demonstrated more symptoms of PTSD and depression

[32]

S Davidson 
et al. (1990)

Randomized controlled 
trial/war veterans

HDRS, SI-PTSD Vietnam War veterans were more symptomatic and more severely 
affected in terms of depression and PTSD symptomatology. However, 
it was not clear why Vietnam War veterans showed significantly higher 
symptom severity compared with World War II veterans

[29]

S Holtzheimer 
et al. (2005)

Case–control/
hospitalized inpatients

SCID-I, PSAS The group with PTSD and depression comorbidity was more impaired, 
hostile and symptomatic, and had poorer treatment outcomes 
compared with those with depression without PTSD

[30]

S Brady and 
Clary (2003)

Randomized controlled 
trial/patients 
from multicenter 
treatment site

CAPS-2, HDRS PTSD and depression comorbidity had a modest incremental effect 
on baseline symptomatology and severity scale. The comorbid group 
responded well to sertraline treatment, but required a higher dose and 
a longer time to respond to treatment compared with the PTSD group

[33]

S Green et al. 
(2006)

Randomized controlled 
trial/African–American 
and Latino women

PRIME-MD, 
CIDI, HDRS

Women with PTSD and depression comorbidity were significantly 
more impaired on all baseline measures, and had more severe 
symptoms throughout the 1-year follow-up period compared with the 
group without comorbidity

[2]

S Momartin 
et al.
(2004)

Cross-sectional/
Bosnian refugees

CAPS, SCID-I The group with PTSD and depression comorbidity manifested 
greater PTSD severity as well as higher levels of disability on global 
dysfunction, social impairment and occupational disability when 
compared with the pure PTSD and normal groups

[34]

S Blanchard 
et al.
(1998)

Prospective cohort/
motor vehicle accident 
victims

CAPS, SCID-I, 
BDI

The group with PTSD and depression comorbidity was more 
subjectively distressed, suffered major role impairment and remitted 
less frequently over the 6-month follow-up when compared with the 
pure PTSD group

[35]

NS Stein and 
Kennedy 
(2001)

Cross-sectional/IPV CAPS, SCID-P, 
CES-D

The PTSD and PTSD with depression groups did not differ significantly 
from one another on the total CAPS or CES-D scores. Furthermore, no 
significant difference in overall functioning was detected between the 
PTSD and PTSD with depression groups

[36]

NS Kehle et al. 
(2011)

Longitudinal/National 
Guard soldiers

CAPS, SCID-I PTSD participants with additional comorbid diagnoses were not 
associated with an incremental decrease in functioning or quality of 
life when compared with those with PTSD diagnosis only

[37]

BDI: Beck Depression Inventory; CAPS: Clinician-Administered Post-Traumatic Stress Disorder Scale; CES-D: Center for Epidemiologic Studies-Depression Scale; CIDI: Composite 
International Diagnostic Interview; HDRS: Hamilton Depression Rating Scale; IPV: Intimate partner violence; MDD: Major depressive disorder; NS: Nonsupportive article; 
PDS: Post-traumatic Stress Diagnostic Scale; PRIME-MD: Primary Care Evaluation of Mental Disorders; PSAS: Psychiatric Symptom Assessment Scale; PTSD: Post-traumatic stress 
disorder; S: Supportive article; SCID: Structured Clinical Interview for DSM-IV; SCID-P: Structured Clinical Interview for DSM-IV – Patient Edition; SI-PTSD: Structured Interview for 
Post-Traumatic Stress Disorder Symptoms.
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other measures were used for assessing these par-
ticipants, such as the Physical Punishment Scale 
of Assessing Environments-III, the Sexual Abuse 
Exposure Questionnaire, the Conflict Tactics 
Scale, the Personal Beliefs and Reactions Scale, 
the Multiscale Dissociation Inventory, and the 
Post-traumatic Stress Diagnostic Scale. In this 
study, when compared with the PTSD-only 
group, the group with PTSD/MDD demon-
strated more symptoms of PTSD (M: 32.74; 
p < 0.001) and depression (M: 32.04; p < 0.001). 
However, the findings may have been compro-
mised by recall bias of the retrospective data col-
lection as well as selection bias because of the 
specific traumatized study samples.

Davidson et al. presented the findings of a dou-
ble-blind drug trial conducted on 46 World War 
II and Vietnam War (VN) veterans [29]. Various 
instruments, such as the Hamilton Depression 
and Anxiety Scales, the Newcastle Index, the 
Clinical Global Impression of Severity Illness, 
the Impact of Events Scale, the Symptoms Check 
List-90 and a structured interview, were used to 
assess the severity of symptoms and trauma, and 
PTSD/depression diagnoses. Their findings sug-
gested that VN veterans were more symptom-
atic and severely affected in terms of depression 
(M: 24.5; p < 0.05) and PTSD (M: 27.7; p ≤ 0.02) 
symptomatology when compared with the World 
War II veterans. Over time, comorbid disorders 
developed in both groups of veterans, with a high 
frequency of alcoholism, major depression and 
generalized anxiety disorder. Although PTSD 
and depression comorbidity was associated with 
severe symptoms in both groups of veterans, it 
was not clear why VN veterans showed signifi-
cantly greater symptom severity when compared 
with World War II veterans with comorbidity. A 
possible explanation offered by Davidson et al. 
was that the difference in traumatic experiences 
may have contributed to greater severity in VN 
veterans.

Holtzheimer et al. presented their findings of 
a case–control study conducted on hospitalized 
inpatients [30]. All psychiatric inpatients who 
were admitted to the Harborview Medical Cen-
ter (WA, USA) between 1996 and 2000 were 
screened for PTSD and depression. A total of 
4182 hospitalized patients with depression were 
initially identified and later 587 (14%) patients 
with PTSD were matched with 587 depressed 
patients without PTSD. Both groups were appro-
priately matched in terms of age, gender, race, year 
of admission, diagnosis and substance abuse. At 

the time of admission, there were no significant 
differences between these two groups in terms of 
symptom severity. However, at the time of dis-
charge, the PTSD with depression group had 
significantly higher scores on the Psychiatric 
Symptoms Assessment Scale (M: 13.16; standard 
deviation (SD): 8.72) than the depressed group 
without PTSD (M: 9.81; SD: 6.87). According 
to this study, patients with PTSD and depres-
sion comorbidity were more impaired, depressed 
and hostile at the time of discharge compared 
with those who were diagnosed with depression 
without PTSD (p < 0.0001). These findings also 
suggest that PTSD and depression comorbid-
ity is associated with a poorer outcome during 
hospitalization. However, the study was com-
promised by a retrospective chart review design 
and missing data, which accounted for the vari-
ability in sample size among the different com-
parisons, and the lack of definitive measures to 
diagnose PTSD and depression. Similarly, Brady 
and Clary conducted a double-blind, randomized 
controlled trial with 395 adult participants who 
were enrolled from outpatient clinics [33]. Among 
these participants, 194 were randomized to the 
treatment group, while the remaining participants 
were randomized to the placebo group. Several 
measures, such as the CAPS part 2, the Clinical 
Global Impression of Severity, the Impact of Event 
Scale, the Davidson Trauma Scale, the Hamil-
ton Depression Rating Scale and the Quality of 
Life Enjoyment and Satisfaction Questionnaire, 
were used in the assessment of these participants. 
Approximately 32.9% (n = 130) participants were 
diagnosed with PTSD and depression comorbid-
ity. Results from the study imply that PTSD and 
depression comorbidity has a modest incremen-
tal effect on baseline depression symptomato logy 
(M: 23.6; SD: 7.9) and PTSD severity scores 
(M: 76.9; SD: 16.6). This study demonstrated 
that patients with comorbidity responded well 
to sertraline treatment; however, when com-
pared with the PTSD group they required higher 
doses of sertraline and took longer to respond 
to treatment. This study elucidated the impact 
of comorbidity on symptom severity and treat-
ment response. The main caveat to this study is 
that it was not originally designed as a study of 
comorbidity with adequate sample size and power. 

Green et al. presented a study on PTSD 
and depression comorbidity conducted on 
African–American and Latino women recruited 
from county health and social service agencies [2]. 
Various measures were used to diagnose PTSD 
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and depression along with their severity. Among 
427 MDD participants, only 267 participants 
completed the baseline clinical interview. These 
participants were then randomly assigned to 
antidepressant medication, cognitive behavioral 
therapy or referred to community mental health 
services. The findings from Green et al. sug-
gested that women with PTSD and depression 
comorbidity were significantly more impaired 
on baseline measures of clinical symptoms and 
functioning, including greater anxiety and 
depression, as well as poorer physical and social 
functioning, when compared with those with 
depression. The primary finding of the study 
was that PTSD did not affect the outcome for 
depression treatment; however, the group with 
PTSD and depression comorbidity demonstrated 
higher levels of impairment on baseline depres-
sion (M: 19.21; p < 0.01) and PTSD symptoms 
(M: 11.98; p < 0.01), which remained higher at 
the end of study when compared with those with 
depression.

A cross-sectional study conducted by 
Momartin et al. on 126 Bosnian refugees reset-
tled in Australia disclosed the difficulties and dis-
abilities associated with PTSD and depression 
comorbidity [34]. The participants were recruited 
from the larger Bosnian community residing in 
Sydney, Australia, with the help of the Bosnian 
Resource Centre and a snowball sampling tech-
nique. The CAPS and a semi-structured inter-
view (SCID-I) were used for PTSD and depres-
sion diagnoses, respectively. Other measures of 
functional impairment, such as the Short Form 
Health Survey (SF-36) and the Quality of Life 
Enjoyment and Satisfaction Questionnaire, were 
also utilized. The authors’ findings suggest that 
the PTSD with depression group manifested 
greater PTSD severity (Pearson c2 = 4.5; degrees 
of freedom = 1; p < 0.05), as well as higher lev-
els of disability on global dysfunction, social 
impairment and occupational disability when 
compared with the pure PTSD and normal 
groups. Although the reports of trauma could 
be biased by using retrospective information, the 
overall findings were statistically significant and 
were consistent with previous findings. Similarly, 
the longitudinal study conducted by Blanchard 
et al. on motor vehicle accident victims demon-
strated that the group with PTSD and depres-
sion was more subjectively distressed in terms 
of PTSD (M: 78.9; p < 0.0001) and depression 
(M: 21.9; p = 0.0001) symptomatology when 
compared with the pure PTSD group [35]. The 

study also analyzed the effects of depression on 
the short-term natural history of motor vehicle 
accident victims with PTSD, which revealed that, 
when compared with the pure PTSD group, the 
comorbid group was less likely to remit over the 
6-month follow-up period.

�� Nonsupportive findings impact of 
comorbidity
The study conducted by Stein and Kennedy on 
female victims of IPV could not detect a signifi-
cant difference between PTSD and PTSD with 
depression groups in terms of PTSD severity [36]. 
All of the participants were victims of physical 
and/or sexual abuse by an intimate partner and 
were recruited from the agencies that provided 
services to the victims of domestic abuse and 
from community medical clinics. CAPS was 
used to assess PTSD and its severity while the 
PTSD module of the SCID was used to mea-
sure the presence of PTSD and depression. Other 
instruments, such as the Impact of Event Scale-
Revised and the revised version of the Conflict 
Tactics Scale, were also used to assess the severity 
of PTSD and IPV. 

The findings from this study imply that that 
severity of IPV was strongly correlated with 
PTSD and depression symptoms (r = 0.84; 
degrees of freedom = 37; p = 0.001), but the 
severity of IPV was not predictive of comorbid-
ity. Surprisingly, the PTSD and the PTSD with 
depression groups did not differ significantly 
from one another on total CAPS (M: 74.3; 
SD: 18.5) or CES-D (M: 39; SD: 8.3) scores. 
Furthermore, no significant differences in occu-
pational functioning and disability levels were 
detected between the PTSD and the PTSD with 
depression groups. However, the generalizability 
of these findings may have been limited by the 
small sample size, study design, and the selec-
tion bias caused by selecting participants from 
agencies and community medical clinics.

Similarly, the study conducted by Kehle 
et al. with National Guard soldiers indicated 
that PTSD sufferers with additional comorbid 
diagnoses did not demonstrate an incremental 
decrease in functioning or quality of life when 
compared with those with PTSD diagnosis only 
[37]. All of the participants (n = 348) were drawn 
from the Readiness and Resilience in National 
Guard Soldiers study [40] and completed a num-
ber of measures including CAPS and SCID-I, 
as well as self-report measures of their social 
adjustment and quality of life 6–12 months 
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post-deployment. The findings from this study 
indicated that the number of diagnoses was 
associated with decreased social functioning 
(F[2, 341] = 28.95; p < 0.001) and quality of 
life (F[2, 341] = 25.49; p < 0.001). Further ana-
lysis in those diagnosed with PTSD revealed that 
additional diagnoses were not associated with 
further impairments in total social functioning 
or overall quality of life. However, it was not 
designed as a PTSD and depression comorbid-
ity study; as a result, the number of participants 
in the comorbid group was low and this may 
have reduced the power of the study to detect 
differences between the groups. 

Discussion
This review evaluated the impact of PTSD and 
depression comorbidity on symptom severity 
in various populations. Overall, the majority 
of the studies included in this review provide 
strong support for the assertion that PTSD and 
depression comorbidity is a modulating factor for 
symptom severity across different populations. 
Furthermore, the levels of symptom severity 
(measured by the CAPS, Beck Depression Inven-
tory, CES-D, Post-traumatic Stress Diagnostic 
Scale and Hamilton Depression Rating Scale) 
for the group with PTSD and depression comor-
bidity are consistently higher than for the group 
with only one disorder (PTSD or depression) 
across different populations. 

Considering the findings from the aforemen-
tioned studies, it is reasonable to argue that the 
adverse consequences of PTSD and depression 
comorbidity are found across all traumatized 
populations. In particular, a dual diagnosis of 
PTSD and depression is consistently associated 
with greater symptom severity compared with a 
diagnosis of only one disorder (PTSD or depres-
sion) across different populations. One possible 
explanation for the greater symptom severity in 
the PTSD and depression comorbidity group 
may be selection bias; samples were recruited 
from domestic violence assistance agencies, 
shelters, agencies providing services to victims 
of domestic abuse, war veterans and commu-
nity health clinics. Conducting research in sites 
associated with social adversity can potentially 
be linked with higher levels of PTSD, depression 
and comorbidity symptomatology when com-
pared with the general population. Compared 
with the general population, the greater symp-
tom severity in these traumatized populations 
can be attributed to the presence of multiple risk 

factors, such as childhood trauma, the number of 
traumas or the nature of the trauma, which may 
have a synergistic effect on the symptom severity. 
It is also possible to argue that lower psychosocial 
support and past mental health problems in these 
traumatized populations may have contributed 
to the greater symptom severity when compared 
with the general population.

Although the studies conducted by Nixon et al. 
[26], Taft et al. [32], Holtzheimer et al. [30], Lipsky 
et al. [31], Brady and Clary [33], Momartin et al. 
[34] and Green et al. [2] in different populations 
indicated greater symptom severity in the groups 
with PTSD and depression comorbidity when 
compared with the groups with only one disorder 
(PTSD or depression), the study conducted by 
Stein and Kennedy [36] with female victims of IPV 
and the study conducted by Kehle et al. [37] with 
the National Guard soldiers could not detect the 
adverse consequences of PTSD and depression 
comorbidity on symptom severity. Although these 
two studies reported no adverse consequences of 
PTSD and depression comorbidity on symptom 
severity, their levels of symptom severity for the 
group with PTSD and depression comorbidity 
were comparable with those studies that reported 
a significant impact of PTSD and depression 
comorbidity on symptom severity. It is possible 
that the findings reported by Stein and Kennedy 
[36] and Kehle et al. [37] may have been compro-
mised by small sample sizes and methodological 
differences, including the time elapsed between 
the traumatic exposure and data collection. For 
example, Stein and Kennedy reported their find-
ings based on 44 participants who had extricated 
themselves from their abusive relationship from 
4 weeks to 2 years prior to enrollment in the study 
[36]. The small sample size may have decreased the 
power of the study to detect a difference between 
the PTSD group and the PTSD with depression 
comorbidity group in terms of symptom severity. 
Similarly, the findings of Kehle et al. were based 
on a small number of PTSD participants (n = 23) 
[37]. Kehle et al. suggested the possibility of a ‘floor 
effect’ in the PTSD participants, in which comor-
bid diagnoses do not cause further impairment. 
Furthermore, other additional factors, such as 
the type of trauma, severity of trauma, number 
of traumatic events, past psychiatric history or 
post-trauma social support, may account for these 
observed variations.

The findings of this current article have impor-
tant clinical implications. This article indicates 
that PTSD and depression comorbidity is often 
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associated with greater symptom severity when 
compared with only one disorder (PTSD or 
depression). Since similar findings were reported 
in the majority of the studies included in this 
review, this article may extend the generalizabil-
ity of this concept across different populations. 
Therefore, the presence of PTSD and depression 
comorbidity may serve as a risk factor to identify 
potential candidates that may develop greater 
symptom severity later on. If these vulnerable 
individuals could be identified ahead of time, 
an appropriate treatment could be directed to 
reduce symptom severity and its consequences. 
The aforementioned findings are important 
for clinical practitioners in the management of 
PTSD and depression comorbidity since early 
detection of vulnerable individuals may avoid 
future complications and long-term disability. 
These findings may also assist in formulating 
future guidelines for treatment strategies in 
PTSD and depression comorbidity and reduce 
the financial burden to insurance companies.

Conclusion & future perspective
Overall, the results of this literature review pro-
vide strong support for the assertion that PTSD 
and depression comorbidity is a modulating fac-
tor for symptom severity across different popu-
lations. The fact that similar associations have 
been observed in various diverse populations sup-
ports and strengthens the assertion of a relation-
ship between PTSD and depression comorbidity 
and symptom severity. Furthermore, this review 
indicates that the levels of symptom severity 

associated with PTSD and depression comorbid-
ity are consistently higher than those in groups 
with only one disorder (PTSD or depression) 
across different populations. The consistency 
observed in the levels of symptom severity across 
different populations could be attributable to the 
traumatized sample population. 

Future research on this topic should address 
some of the limitations reported in the selected 
studies by using a stronger study design, a larger 
sample size and a longer follow-up period. Future 
studies may also like to control other additional 
factors, such as the type of trauma sufferers, 
severity of trauma, number of traumatic events, 
past psychiatric history or post-trauma social sup-
port, which may have some role in the observed 
variations among different studies.

Acknowledgements
The authors are grateful to the members of the Suicide 
Studies Research Unit at St Michael’s hospital for their help 
and support.

Financial & competing interests disclosure
The authors would like to thank the Workplace Safety and 
Insurance Board, the Toronto Transit Commission, the 
Mitacs Ontario Accelerate Program, and Sun Life 
Assurance for funding this study. The authors have no other 
relevant affiliations or financial involvement with any 
organization or entity with a financial interest in or finan-
cial conflict with the subject matter or materials discussed 
in the manuscript apart from those disclosed.

No writing assistance was utilized in the production of 
this manuscript.

References
Papers of special note have been highlighted as:
�� of interest
����� of considerable interest

1 Breslau N, Davis GC, Andreski P et al. 
Traumatic events and posttraumatic stress 
disorder in an urban population of young 
adults. Arch. Gen. Psychiatry 48(3), 216–222 
(1991).

2 Green BL, Krupnick JL, Chung J et al. 
Impact of PTSD comorbidity on one-year 
outcomes in a depression trial. J. Clin. Psychol. 
62(7), 815–835 (2006).

����� Examines post-traumatic stress disorder 
(PTSD) and major depressive disorder 
comorbidity in the ethnic minority 
population. The impact of PTSD and 
depression comorbidity on symptom severity 
is discussed.

3 Kessler RC, Sonnega A, Bromet E et al. 
Posttraumatic stress disorder in the National 
Comorbidity Survey. Arch. Gen. Psychiatry 
52(12), 1048–1060 (1995).

�� Examines PTSD and its comorbidity in the 
general population.

4 Stein MB, Walker JR, Hazen AL et al. 
Full and partial posttraumatic stress 
disorder: findings from a community 
survey. Am. J. Psychiatry 154(8), 1114–1119 
(1997).

5 Breslau N, Kessler RC, Chilcoat HD et al. 
Trauma and posttraumatic stress disorder in 
the community: the 1996 Detroit Area 
Survey of Trauma. Arch. Gen. Psychiatry 
55(7), 626–632 (1998).

6 Johnson DM, Zlotnick C, Perez S. The 
relative contribution of abuse severity and 
PTSD severity on the psychiatric and 

social morbidity of battered women in 
shelters. Behav. Ther. 39(3), 232–241 
(2008).

7 Franche RL, Carnide N, Hogg-Johnson S 
et al. Course, diagnosis, and treatment of 
depressive symptomatology in workers 
following a workplace injury: a prospective 
cohort study. Can. J. Psychiatry 54(8),  
534–546 (2009).

8 Vasterling JJ, Schumm J, Proctor SP et al. 
Posttraumatic stress disorder and health 
functioning in a non-treatment-seeking 
sample of Iraq war veterans: a prospective 
analysis. J. Rehabil. Res. Dev. 45(3), 347–358 
(2008).

9 Breslau N, Davis GC, Peterson EL et al. 
Psychiatric sequelae of posttraumatic stress 
disorder in women. Arch. Gen. Psychiatry 
54(1), 81–87 (1997).



future science group www.futuremedicine.com 529

Post-traumatic stress disorder & depression comorbidity: severity across different populations Review

10 Engdahl B, Dikel TN, Eberly R et al. 
Comorbidity and course of psychiatric 
disorders in a community sample of former 
prisoners of war. Am. J. Psychiatry 155(12), 
1740–1745 (1998).

11 Franko DL, Thompson D, Barton BA et al. 
Prevalence and comorbidity of major 
depressive disorder in young black and white 
women. J. Psychiatr. Res. 39(3), 275–283 
(2005).

12 Riotto M. Depression in the workplace: 
negative effects, perspective on drug costs and 
benefit solutions. Benefits Q. 17(2), 37–48 
(2001).

13 Greenberg PE, Stiglin LE, Finkelstein SN 
et al. The economic burden of depression in 
1990. J. Clin. Psychiatry 54(11), 405–418 
(1993).

14 Greenberg PE, Kessler RC, Nells TL, 
Finkelstein SN, Berndt ER. Depression in the 
workplace: an economic prospective. In: 
Selective Serotonin Reuptake Inhibitors: Advance 
in Basic Research and Clinical Practice (2nd 
Edition). Feighner JP, Boyer WF (Eds). John 
Wiley and Sons, NY, USA, 327–363 (1996).

15 Conwell Y. Outcomes of depression. 
Am. J. Geriatr. Psychiatry 4(Suppl. 1), 
S34–S44 (1996).

16 Shalev AY, Freedman S, Peri T et al. 
Prospective study of posttraumatic stress 
disorder and depression following trauma. 
Am. J. Psychiatry 155(5), 630–637 (1998).

17 Southwick SM, Yehuda R, Giller EL Jr. 
Characterization of depression in war-related 
posttraumatic stress disorder. Am. J. Psychiatry 
148(2), 179–183 (1991).

18 Green BL, Lindy JD. Post-traumatic stress 
disorder in victims of disasters. Psychiatr. Clin. 
North Am. 17(2), 301–309 (1994).

19 Cascardi M, O’Leary KD, Schlee KA. 
Co-occurrence and correlates of posttraumatic 
stress disorder and major depression in 
physically abused women. J. Fam. Violence 14, 
227–249 (1999).

20 Kilpatrick DG, Ruggiero KJ, Acierno R et al. 
Violence and risk of PTSD, major depression, 
substance abuse/dependence, and 
comorbidity: results from the National Survey 
of Adolescents. J. Consult. Clin. Psychol. 71(4), 
692–700 (2003).

21 Dadic-Hero E, Toric I, Ruzic K et al. 
Comorbidity – a troublesome factor in PTSD 
treatment. Psychiatr. Danub. 21(3), 420–424 
(2009).

22 Eksi A, Braun KL. Over-time changes in 
PTSD and depression among children 

surviving the 1999 Istanbul earthquake. 
Eur. Child Adolesc. Psychiatry 18(6), 384–391 
(2009).

23 Forbes D, Creamer M, Hawthorne G et al. 
Comorbidity as a predictor of symptom 
change after treatment in combat-related 
posttraumatic stress disorder. J. Nerv. Ment. 
Dis. 191(2), 93–99 (2003).

24 Schnurr PP, Ford JD, Friedman MJ et al. 
Predictors and outcomes of posttraumatic 
stress disorder in World War II veterans 
exposed to mustard gas. J. Consult. Clin. 
Psychol. 68(2), 258–268 (2000).

25 Ginzburg K, Ein-Dor T, Solomon Z. 
Comorbidity of posttraumatic stress disorder, 
anxiety and depression: a 20-year longitudinal 
study of war veterans. J. Affect. Disord. 
123(1–3), 249–257 (2010).

26 Nixon RD, Resick PA, Nishith P. An 
exploration of comorbid depression among 
female victims of intimate partner violence 
with posttraumatic stress disorder. J. Affect. 
Disord. 82(2), 315–320 (2004).

����� Examines PTSD and depression comorbidity 
in female victims of domestic violence. 
Higher symptom severity with PTSD and 
depression comorbidity was reported.

27 Rusch N, Corrigan PW, Bohus M et al. The 
impact of posttraumatic stress disorder on 
dysfunctional implicit and explicit emotions 
among women with borderline personality 
disorder. J. Nerv. Ment. Dis. 195(6), 537–539 
(2007).

28 Telles S, Singh N, Joshi M. Risk of 
posttraumatic stress disorder and depression 
in survivors of the floods in Bihar, India. 
Indian J. Med. Sci. 63(8), 330–334 (2009).

29 Davidson JR, Kudler HS, Saunders WB et al. 
Symptom and comorbidity patterns in World 
War II and Vietnam veterans with 
posttraumatic stress disorder. Compr. 
Psychiatry 31(2), 162–170 (1990).

30 Holtzheimer PE 3rd, Russo J, Zatzick D et al. 
The impact of comorbid posttraumatic stress 
disorder on short-term clinical outcome in 
hospitalized patients with depression. 
Am. J. Psychiatry 162(5), 970–976 (2005).

����� Examines PTSD and depression comorbidity 
in psychiatric inpatients. The impact of 
comorbidity on symptom severity and its 
clinical outcome is discussed.

31 Lipsky S, Field CA, Caetano R et al. 
Posttraumatic stress disorder 
symptomatology and comorbid depressive 
symptoms among abused women referred 

from emergency department care. Violence 
Vict. 20(6), 645–659 (2005).

32 Taft CT, Resick PA, Watkins LE et al. An 
investigation of posttraumatic stress disorder 
and depressive symptomatology among 
female victims of interpersonal trauma. 
J. Fam. Violence 24(6), 407–415 (2009).

33 Brady KT, Clary CM. Affective and anxiety 
comorbidity in post-traumatic stress disorder 
treatment trials of sertraline. Compr. 
Psychiatry 44(5), 360–369 (2003).

34 Momartin S, Silove D, Manicavasagar V 
et al. Comorbidity of PTSD and depression: 
associations with trauma exposure, symptom 
severity and functional impairment in 
Bosnian refugees resettled in Australia. 
J. Affect. Disord. 80(2–3), 231–238 (2004).

����� Discusses the impact of PTSD and 
depression comorbidity on symptom 
severity in Bosnian refugees.

35 Blanchard EB, Buckley TC, Hickling EJ 
et al. Posttraumatic stress disorder and 
comorbid major depression: is the correlation 
an illusion? J. Anxiety Disord. 12(1), 21–37 
(1998).

36 Stein MB, Kennedy C. Major depressive and 
post-traumatic stress disorder comorbidity in 
female victims of intimate partner violence. 
J. Affect. Disord. 66(2–3), 133–138 (2001).

����� Examines PTSD and depression 
comorbidity in victims of intimate partner 
violence. The study could not detect a 
significant difference between PTSD and 
PTSD with depression groups in terms of 
PTSD severity.

37 Kehle SM, Reddy MK, Ferrier-Auerbach AG 
et al. Psychiatric diagnoses, comorbidity, and 
functioning in National Guard troops 
deployed to Iraq. J. Psychiatr. Res. 45(1), 
126–132 (2011).

38 Ozer EJ, Best SR, Lipsey TL et al. Predictors 
of posttraumatic stress disorder and 
symptoms in adults: a meta-analysis. Psychol. 
Bull. 129(1), 52–73 (2003).

39 Trief PM, Ouimette P, Wade M et al. 
Post-traumatic stress disorder and diabetes: 
co-morbidity and outcomes in a male 
veterans sample. J. Behav. Med. 29(5), 
411–418 (2006).

40 Polusny MA, Erbes CR, Murdoch M, Arbisi 
PA, Thuras P, Rath MB. Prospective risk 
factors for new-onset post-traumatic stress 
disorder in National Guard soldiers deployed 
to Iraq. Psychol. Med. 41(4), 687–698 
(2011).


