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Abstract 
 

The main objective of this study is to access the prevalence of anxiety disorders and its relationship with quality of life factors among 

intracranial tumour and other brain disorders in a Malaysian hospital. Methods: a cross-sectional research design was utilized in the study.  

The research was conducted at the Kuala Lumpur Hospital, a tertiary referral center for brain cancer cases. Mini International Neuropsy-

chiatric Interview (MINI) was used to access anxiety disorders and European Organization for Research and Treatment of Cancer Quali-

ty of Life Questionnaire (EORTC QLQC30) questionnaire for quality of life among the patients. Results: A total of 100 intracranial tu-

mour and other brain disorders patients were included in the study. The prevalence of anxiety disorders in our study sample ranged from 

3% to 31%. Overall, compared to patients without anxiety disorders, neurological disorders with anxiety disorders reported impaired 

quality of life in terms of physical functioning, emotional functioning, role functioning, social functioning fatigue, pain, insomnia, appe-

tite loss, diarrhea, nausea and vomiting and global health status. The conclusions of this study support the fact that, like other cancer 

patients, intracranial tumour and other brain disorders patients are vulnerable in progressing anxiety disorders that could affect their 

overall quality of life. 
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1. Introduction 

Cancer diagnosis can have a huge impact on the lives of many 

patients, and the burden can be overwhelming for patients with 

anxiety disorders. The tumour malignancy often linked with the 

survival rate and the life span of tumor patients are usually very 

low [1]. Despite treatment options were available but the patient 

survival remains 12 to 18 months only and less than 2 years from 

their lesion diagnosis [2, 3, 4]. The patients with anxiety disorder 

affect their survival rate by 10% to 20% [5]. Therefore increased 

mortality among the patients often caused by the psychiatric dis-

order [6]. 

There are various types of anxiety disorders that include in the 

study such as : panic disorder without agoraphobia, panic disorder 

with agoraphobia, agoraphobia without history of panic disorder, 

specific phobia, social anxiety disorder (SAD), obsessive compul-

sive disorder (OCD), post traumatic stress disorder (PTSD), acute 

stress disorder and generalized anxiety disorder (GAD) [7]. The 

anxiety disorders have a significant relationship with quality of 

life among the patients, therefore it is important to know the prev-

alence of anxiety disorders (and the quality of life) of Malaysian 

with intracranial tumour and other brain disorders. To the best of 

our knowledge, there are no published article on Malaysian tu-

mour patients, thus the study was conducted to fill this gap using a 

sample of intracranial tumour and other brain disorder patients. 

The data that was obtained in the study were used to determine the 

pecentange of various anxiety disorders and its effect on quality of 

life among these patients. 

2. Methodology 

This hospital-based study was conducted at the Kuala Lumpur 

Hospital, Malaysia, a tertiary referral center for neurological 

disorder in Malaysia. The MINI questionnaire was used. The 

questionnaire was developed based on DSM-IV and International 

Classification of Diseases (ICD-10) criteria with 96% sensitivity 

and 88% specificity [8]. Senior psychiatrists who certified in using 

http://creativecommons.org/licenses/by/3.0/
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the MINI has trained interviewer to use the questionnaire. The 

Malay version have good reliability with (0.67 to 0.85) inter-rater 

reliability and kappa values of > 0.88 in diagnosing the anxiety 

disorder [9]. Data were obtained from the period of 9 months, 

from April to December 2016; a cross-sectional study design was 

used. Sample size estimation calculated using the single 

proportion formula, n= Z2 P (1-P) / d2 [10]. The Z value is 

determined as 1.96 with α= 0.05 level of significance. A previous 

study done by Spencer et al., found the prevalence of anxiety was 

ranged from 6% and 34% in advanced cancer patients [11]. Hence, 

P equals to 0.065 was determined to be used in the formula. 

Symbol d in the formula is denoted for precision [10] and the d 

value was set at 5% or d=0.05 in the study. Hence from the 

formula a total of 93 patients were required in the study; 1.962 x 

0.065 (1-0.065) / (0.05)2 =93 patients. Additional 7 patients has 

been added making a total sample of 100 neurological disorder 

patients.  

The Ethics Committees of the Ministry of Health(NMRR-16-

1134-29874 (IIR) and Human Research Ethics Committee, 

Universiti Sains Malaysia(USM/JEPeM/16050178), approved the 

study. The study population was consisted of all neurological 

disorder patients who visits neurosurgery clinic during the 

sampling period of the study and fulfilled the inclusion criteria. 

The study inclusion criteria for participation were: (1) brain 

disorder patient; (2) well-versed in English, Malay, Mandarin or 

Tamil; (3) age ≥ 18 years; and (4) conscious. This study also 

utilized pre-tested and validated European Organization for 

Research and Treatment of Cancer Quality of Life (EORTC QLQ-

C30) questionnaire, version 3.0 [12, 13]. This disease-specific 

questionnaire is used to evaluate the quality of life of cancer 

patients such as physical, role, cognitive, emotional and social 

functioning, three symptoms scales (fatigue, pain and 

nausea/vomiting), a global health status scale and six single item 

scales (dyspnoea, insomnia, appetite loss, constipation, diarrhoea 

and financial difficulties). The EORTC QLQ-C30 has 30 

questions in total. The questionnaire was rated using a 4-point 

scale (1= “Not at all”, 2= “A little”, 3= “Quite a bit” to 4= “Very 

much” , except for  2 questions were rated using a 7-point scale, 

ranging from “very poor” (1) to “excellent” (7) [12]. The score 

ranged from 0 to 100. The functional and the global health status 

scales with higher scores define a high or healthy level of 

functioning and high global health status. However symptoms and 

single item scales with higher scores shows a high level of 

symptoms or problems [12, 13, 14]. The Statistical Package for 

Social Sciences (SPSS) program, version 22.0, was used for data 

analyses.  The non-parametric, Mann-Whitney test was applied in 

the study to compare the differences between two independent 

groups. 

3. Results 

Prevalence of anxiety disorders 

  

Table 1 shows the prevalence of anxiety disorders (current episode) 

among brain disorder patients.  

 
Table 1. Prevalence of anxiety disorders (n=100) 

Anxiety Disorders NO YES 

Panic disorder lifetime 

Panic disorder limited symptom attacks lifetime 

Panic disorder current 

Panic disorder with Agoraphobia 

n 

88 
69 

88 

87 

% 

88.0 
69.0 

88.0 

87.0 

n 

12 
31 

12 

13 

% 

12.0 
31.0 

12.0 

13.0 

Panic disorder without Agoraphobia 98 98.0 2 2.0 

Agoraphobia without history of panic disorder 82 82.0 18 18.0 

Social Phobia (Social Anxiety Disorder) 97 97.0 3 3.0 

Obsessive Compulsive Disorder 97 97.0 3 3.0 

Post Traumatic Stress Disorder 96 96.0 4 4.0 

Generalized Anxiety Disorder 88 88.0 12 12.0 

Between-group differences in the quality of life median(IqR) scores as a function of anxiety disorders in brain disorder patients 
 

Table 2 presents between-group differences in the quality of life 

median(IQR)  score as a function of anxiety disorders. Patients 

with Panic Disorder Lifetime had a significantly lower emotional 

functioning score (p<0.001), a significantly higher fatique score 

(p=0.009), pain (p=0.005), insomnia (p=0.005), appetite loss 

(p=0.010) and diarrhoea (p=0.013).  

Patients with panic disorder current had significantly lower scores 

in emotional functioning (p<0.001), and reported a significantly 

higher level of fatigue (p=0.009), pain (p=0.005), insomnia 

(0.005), appetite loss (p=0.010) and diarrhoea (p=0.013).  

Patients with agrophobia current had significant impairment in 

emotional functioning (p=0.004) compared to patients without the 

disorder. Patients with agrophobia current were also found to 

show more symptoms of appetite loss (p=0.034) compared to 

other patients.  

Patients with panic disorder with agoraphobia were found to have 

significantly poorer emotional functioning (p<0.001) and more 

severe fatigue symptoms (p=0.015), pain (p=0.008), insomnia 

(p=0.002) and diarrhea (p=0.029) than respondents without the 

diagnosis. 

Patients with GAD had significantly lower scores in emotional 

functioning (p=0.004), and had significantly higher scores in diar-

rhea (p=0.018).  

Patients with panic disorder without agoraphobia significantly 

differ from patients without the disorder in their physical function-

ing scores (p=0.024) and role functioning (0.026). In terms of 

symptoms there is higher symptoms of nausea and vomiting in the 

patients with the disorder (p=0.021).    

Patients with social phobia current had lower emotional function-

ing compared to patients without the disorder. (p=0.016).  

Patients with O.C.D had impairment in their emotional function-

ing (p=0.016) and social functioning (p=0.023) and more symp-

toms of appetite loss (p=0.002).  

Finally patients with PTSD had reduced score in their quality of 

life (p=0.009), emotional functioning (p=0.044), and more symp-

toms of fatique (p=0.017), pain (p=0.003), insomnia (p=0.007), 

appetite loss (p=0.014) and financial difficulties (p=0.015). 

4. Discussion 

Results from this current study provide several understanding on 

the patient’s quality of life and how it was influenced by various 

anxiety disorders. The previous studies have shown that cancer 

patients are exposed to anxious feelings which lead to anxiety 

disorders. These anxiety disorders then eventually impact on a 

patient’s quality of life [15, 16, 17, 18]. In a study done by Moradi, 

et al, showed that there was a significant increase in anxiety and 

depression after the brain tumour surgery among the patients [19]. 

This anxiety and depression associated with their increased 

cognitive impairment. However the quality of life among the 

patients did not changed after the surgery [20, 21]. 
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Lower WHO tumor grade classifications, lower education level, 

and a history of psychiatric illness also emerged as important 

predictors of symptoms consistent with anxiety and/or depression. 

The frequency of patient’s anxiety disorders ranged from 3 to 31%. 

The percentage breakdown by type of anxiety disorder in the study 

sample is: panic disorder lifetime (12%); panic disorder limited 

symptoms attacks lifetime (31%); panic disorder current (12%); 

panic disorder with agoraphobia (13%); panic disorder without 

agoraphobia (2%); and agoraphobia without history of panic 

disorder (18%); SAD (3%); OCD (3%); PTSD (4%) and GAD 

(12%). 

A study among the Canadian on experience cancer patients found 

that as much as 77% of 913 patients diagnosed with anxiety within 

2 years of treatment [22]. By employing standardized psychiatric 

interviews and research diagnostic criteria, anxiety was found 

ranged from 10% to 30%. This study was done in a large study of 

anxiety among the cancer patients [23]. Depression and anxiety 

are the two significant predictors of cancer-related health worries 

[24].  

In the current study, it was found that the prevalence of panic 

disorders in patients with intracranial tumour or brain disorder 

patients ranged from 2% to 31%, depending on the panic disorder 

subtype. This includes panic disorder with agoraphobia (13%) and 

panic disorder without agoraphobia (2%). Shortness of breath, 

heart palpitations, discomfort feelings, sensations of choking and 

overwhelming of fear of losing control are the symptoms of panic 

disorder. [7] The prevalence rates found in our sample are 

comparable with a previous study which reported a prevalence 

rate of 1.4% among cancer patients and 20.75% in advance 

hospitalized cancer patients [17, 25].  

Compared to brain disorder patients who do not have panic 

disorder with agoraphobia, brain disorder patients with panic 

disorder with agoraphobia had significantly lower scores on the 

EORTC-QLQ-30 emotional functioning scale significantly higher 

scores on the fatigue, pain, insomnia and diarrhea symptom scale. 

This indicates the patients with panic disorder with agoraphobia 

have impaired emotional functioning and more symptoms of 

fatigue, pain, insomnia and diarrhea. The studies have reported 

that the patients with anxiety having lower score in global quality 

of life, increased symptoms scores and weak emotional, social, 

cognitive functioning compared to normal patients without the 

disorder [15, 26]. 

Many studies have shown that cancer patients with anxiety 

disorders had a significant impact on their quality of life. They 

have poorer quality of life compared to non-anxious patients [15, 

18, 26]. Agoraphobia is another type of anxiety disorder. The 

patients with this agoraphobia disorder tend to avoid situations or 

places where escape or help might be not available [7]. The 

prevalence in our study of agoraphobia without a history of panic 

disorder (18%) appears higher than other study which found a  

prevalence rate of only 2.7% with the odds ratio of 0.40 

comparing younger patients and older patients developing the 

agoraphobia disorder [16]. Patients with agoraphobia current were 

also found to show more symptoms of insomnia and appetite loss 

and lower emotional functioning compared to other patients. This 

finding in proportion with previous study, which found the 

emotional functioning was effected in the cancer patients [15].  

The patients who practices avoidance behaviors when exposed to 

social environment are diagnosed with social phobia, or social 

anxiety disorder (SAD) [7]. The study found with a higher 

prevalance rate of SAD (3%) in the current study than was 

reported in other study (1.8%) among the cancer patients [25]. 

This study also revealed that intracranial tumour or other brain 

disorder patients with SAD had significantly lower scores in 

emotional functioning. The OCD defined by obsessions that cause 

compulsions which serve to neutralize anxiety. In the present 

study, the prevalence rate of OCD was 3%. In the quality of life 

counterparts, the patients with OCD had significantly poor 

emotional functioning, social functioning and more symptoms of 

appetite loss than patients without OCD. On the other hand, PTSD 

is characterized by patients re-experiencing traumatic situations 

with increased arousal and avoidance. The prevalence of PTSD in 

the present study was 4%. However, this prevalence rate was far 

lower than the prevalence rate of 17% of PTSD found in a 

previous study of cancer patients [27]. The intracranial tumour or 

other brain disorder patients with PTSD had significantly higher 

of fatique, pain, insomnia, appetite loss and financial difficulties 

scale scores and lower global health status and emotional 

functioning scores compared to patients without the disorder. 

Previous study among malignant cancer patients found that the 

most significantly important predictors of quality of life were 

insomnia, role functioning, emotional functioning, and cognitive 

functioning and followed by dyspnoea, and appetite loss. 

Additionally, the functioning score correlates with patient’s 

anxiety [28]. Previous study also reported that the finances are one 

of the main difficulties faced by cancer patients, especially those 

in treatment regimens [29]. 

The prevalence of GAD in this study (12%) was higher than the 

prevalence rate of previous study with 1.8% only among the 

cancer patients [25]. The patients with GAD have a persistent and 

excessive anxiety and worry that last for at least 6 months. 

Analyses showed brain disorder patients with GAD were more 

likely to have lower functional scale scores (emotional functioning) 

and higher symptoms scale scores (diarrhea) compared to patients 

without the disorder. The non-verbal behaviors by eye contacts, 

speech tone and others also give potential to the patients to have 

anxiety. Effective communication by using assessment, 

information and supportive skills between patients and physicians 

might reduce the anxiety among the patients. Interestingly the 

anxiety in the patients was found to be decreased after 

consultation with physicians compared to patients with lack of 

information before consultation. Therefore the communications 

between physicians and patients are very important. The physician 

may practice the various modules to decrease or prevent the 

anxiety disorders among the patients. This includes videotaped or 

written support from the patients, make use of questions by 

investigating all patients’ concerns, practicing supportive skills by 

making educated guesses, expressing empathy and alerting to 

reality or confronting the patients [5].  

The depression, cognitive impairment, sleep disturbances, and 

pain may be overlooked by physician focusing on major 

neurological impairment. There is an urgent need for 

psychological adjustment and psychiatric disorders to be defined 

and understood [30]. 

5. Conclusion 

This study result has provided us with some insight into the 

prevalence of various types of anxiety disorders (as well as the 

quality of life) among Malaysian neurological disorder patients. 

This study showed the anxiety disorders affected a patient’s 

quality of life domains in differently. The study also noticed that 

patients diagnosed with PTSD reported poorer global health status 

compared to other types of anxiety disorders. The failure to 

identify elevated levels of anxiety might interfere the outcome of 

the treatments. Therefore the treatments should also concentrate 

on patient’s mental health disorder together with their quality of 

life. 
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Table 2:  Between-group differences in the quality of life median(IQR)  score as a function of anxiety disorders (n=100) 

  QOL      PF      RF     EF    CF    SF    FA    NV     PA    DY    SL     AP   CO    DI     FI 

No- Panic 

Disorder 

Lifetime 

54.17 

(25.0

0) 

80.00 

(33.3

3) 

 

83.33 

(33.3

3) 

   75.00 

(33.33) 

66.67 

(45.8

3) 

100.0

0 

(29.1

7) 

33.33 

(44.44

) 

0.00 

(16.6

7) 

16.67 

(50.00

) 

0.00 

(0.00) 

0.00 

(33.33

) 

0.00 

(0.00) 

0.00 

(0.00) 

  0.00 

(0.00) 

33.33 

(66.67

) 

Yes- Panic 

Disorder 

Lifetime 

50.00 

(33.3

3) 

63.33 

(23.3

3) 

83.33 

(45.8

3) 

33.33 

(39.58) 

50.00 

(33.3

3) 

83.33 

(50.0

0) 

66.67 

(55.56

) 

0.00 

(66.6

7) 

66.67 

(45.83

) 

0.00 

(33.3

3) 

66.67 

(91.67

) 

33.33 

(66.67

) 

0.00 

(33.3

3) 

0.00 

(33.33

) 

0.00 

(91.67

) 
z -

1.460 

-

1.902 

-

0.973 

-3.736 -

1.685 

-

1.507 

-2.613 -

1.548 

-2.792 -

1.780 

-2.813 -2.590 -

0.937 

-2.486 -0.297 

p-value 0.144 0.057 0.331 ***0.0

00 

0.092 0.132 **0.00

9 

0.122 *0.005 0.075 **0.00

5 

*0.010 0.349 *0.01

3 

0.767 

                

No- Panic 

disorder 

current 

54.17 

(25.0
0) 

80.00 

(33.3
3) 

 

83.33 

(33.3
3) 

   75.00 

(33.33) 

66.67 

(45.8
3) 

100.0

0 
(29.1

7) 

33.33 

(44.44
) 

0.00 

(16.6
7) 

16.67 

(50.00
) 

0.00 

(0.00) 

0.00 

(33.33
) 

0.00 

(0.00) 

0.00 

(0.00) 

  0.00 

(0.00) 

33.33 

(66.67
) 

Yes- Panic 

disorder 

current 

50.00 

(33.3

3) 

 

63.33 

(23.3

3) 

83.33 

(45.8

3) 

33.33 

(39.58) 

50.00 

(33.3

3) 

83.33 

(50.0

0) 

66.67 

(55.56

) 

0.00 

(66.6

7) 

66.67 

(45.83

) 

0.00 

(33.3

3) 

66.67 

(91.67

) 

33.33 

(66.67

) 

0.00 

(33.3

3) 

0.00 

(33.33

) 

0.00 

(91.67

) 

z -

1.460 

-

1.902 

-

0.973 

-3.736 -

1.685 

-

1.507 

-2.613 -

1.548 

-2.792 -

1.780 

-2.813 -2.590 -

0.937 

-2.486 -0.297 

p-value 0.144 0.057 0.331 ***0.0

00 

0.092 0.132 **0.00

9 

0.122 *0.005 0.075 **0.00

5 

*0.010 0.349 *0.01

3 

0.767 

                

No Ag-

rophobia 

current 

50.00 

(25.0

0) 

80.00 

(40.0

0) 

 

83.33 

(50.0

0) 

75.00 

(37.50) 

66.67 

(50.0

0) 

100.0

0 

(16.6

7) 

33.33 

(55.56

) 

0.00 

(16.6

7) 

16.67 

(50.00

) 

0.00 

(0.00) 

0.00 

(50.00

) 

0.00 

(0.00) 

0.00 

(0.00) 

0.00 

(0.00) 

33.33 

(66.67

) 

Yes Ag-

rophobia 

current 

50.00 

(25.0

0) 

80.00 

(26.6

7) 

 

83.33 

(33.3

3) 

66.67 

(41.67) 

50.00 

(50.0

0) 

100.0

0 

(33.3

3) 

44.44 

(33.33

) 

0.00 

(16.6

7) 

33.33 

(66.67

) 

0.00 

(33.3

3) 

33.33 

(100.0

0) 

0.00 

(33.33

) 

0.00 

(33.3

3) 

0.00 

(0.00

) 

0.00 

(33.33) 

z -

0.072 

           

-

0.552 

-

0.138 

-2.884 -

1.105 

-

0.806 

-1.265 -

0.060 

-1.804 -

0.780 

-1.736 -2.115 -

1.526 

-1.469 -0.806 

p-value 0.942 0.581 0.891 **0.00

4 

0.269 0.420 0.206 0.952 0.071 0.435 *0.083 *0.034 0.127 0.142 0.420 
 

No Panic 

disorder 

with Ago-

raphobia 

current 

 

      

58.33 

(25.0

0) 

 

80.00 

(33.3

3) 

 

83.33 

(33.3

3) 

 

75.00 

(33.33) 

 

66.67 

(50.0

0) 

 

100.0

0 

(33.3

3) 

 

33.33 

(44.44

) 

 

0.00 

(16.6

7) 

 

16.67 

(50.00

) 

 

0.00 

(0.00) 

 

0.00 

(33.33

) 

 

0.00 

(0.00) 

 

0.00 

(0.00) 

 

0.00 

(0.00) 

 

33.33 

  

(66.67

) 

Yes Panic 

disorder 

with Ago-

raphobia 

current 

 

50.00 

(29.1

7) 

66.67 

(26.6

7) 

83.33 

(41.6

7) 

33.33 

(29.17) 

50.00 

(33.3

3) 

83.33 

(50.0

0) 

66.67 

(61.11

) 

0.00 

(58.3

3) 

66.67 

(50.00

) 

0.00 

(33.3

3) 

66.67 

(83.33

) 

0.00 

(50.00

) 

0.00 

(33.3

3) 

0.00 

(33.33

) 

0.00 

(66.67

) 

z -

1.448 

-

1.425 

-

0.794 

-3.703 -

1.743 

-

1.224 

-2.437 -

0.507 

-2.650 -

1.433 

-3.043 -1.657 -

1.358 

-2.184 -0.348 

p-value 0.148 0.154 0.427 ***0.0

00 

0.081 0.221 *0.015 0.612 **0.00

8 

0.152 **0.00

2 

0.097 0.174 *0.02

9 

0.728 

 

 

                

No Gener-

alised Anxiety Disorder 

54.17 

(25.0
0) 

80.00 

(33.3
3) 

83.33 

(50.0
0) 

75.00 

(33.33) 

66.67 

(33.3
3) 

100.0

0 
(29.1

7) 

44.44 

(52.78
) 

0.00 

(16.6
7) 

16.67 

(50.00
) 

0.00 

(0.00) 

0.00 

(66.67
) 

0.00 

(25.00
) 

0.00 

(0.00) 

0.00 

(0.00) 

0.00 

(66.67

) 

Yes  Gen-

eralised 

Anxiety 

Disorder 

41.67 

(52.0

8) 

76.67 

(36.6

7) 

83.33 

(33.3

3) 

37.50 

(52.08) 

58.33 

(33.3

3) 

83.33 

(45.8

3) 

38.89 

(75.00

) 

0.00 

(12.5

0) 

25.00 

(75.00

) 

0.00 

(33.3

3) 

16.67 

(100.0

0) 

0.00 

(58.33

) 

0.00 

(33.3

3) 

0.00 

(33.33

) 

66.67 

(100.0

0) 

z -

1.650 

-

0.331 

-

0.268 

-2.870 -

1.238 

-

1.783 

-1.133 -

0.197 

-1.108 -

1.301 

-0.768 -0.737 -

1.292 

-2.373 -1.758 

p-value 0.099 0.740 0.788 **0.00

4 

0.216 0.075 0.257 0.844 0.268 0.193 0.442 0.461 0.196 *0.01

8 

0.079 

                

No Panic 

disorder 

without 

Agora-

50.00 

(25.0

0) 

80.00 

(33.3

3) 

 

83.33 

(33.3

3) 

75.00 

(41.67) 

66.67 

(37.5

0) 

100.0

0 

(33.3

3) 

44.44 

(44.44

) 

0.00 

(16.6

7) 

16.67 

(50.00

) 

0.00 

(0.00) 

0.00 

(66.67

) 

0.00 

(33.33

) 

0.00 

(0.00) 

0.00 

(0.00) 

16.67 

(66.67
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phobia ) 

Yes Panic 

disorder 

without 

Agora-

phobia 

45.83 

 

20.00 25.00 25.00 41.67 50.00 88.89 58.33 58.33 33.33 33.33 33.33 50.00 50.00 50.00 

z -
0.592 

-
2.257 

-
2.233 

-1.948 -
1.125 

-
0.767 

-1.861 -
2.300 

-1.490 -
1.236 

-1.481 -0.783 -
1.186 

-1.902 -0.901 

p-value 0.554 *0.02

4 

*0.02

6 

0.051 0.261 0.443 0.063 *0.02

1 

0.136 0.217 0.139 0.433 0.235 0.057 0.368 

                

No Social 

Phobia 

Current 

50.00 

(25.0
0) 

80.00 

(33.3
3) 

83.33 

(41.6
7) 

75.00 

(37.50) 

66.67 

(41.6
7) 

100.0

0 
(33.3

3) 

44.44 

(44.44
) 

0.00 

(16.6
7) 

16.67 

(50.00
) 

0.00 

(0.00) 

0.00 

(66.67
) 

0.00 

(16.67
) 

0.00 

(0.00) 

0.00 

(0.00) 

33.33 

(66.67
) 

Yes Social 

Phobia 

Current 

33.33 66.67 

 

66.67 25.00 50.00 83.33 44.44 16.67 16.67 0.00 0.00 33.33 0.00 0.00 0.00 

z -

1.530 

-

0.234 

-

0.501 

-2.403 -

0.841 

-

1.567 

-0.438 -

1.425 

-0.564 -

0.449 

-0.034 -1.614 -

0.243 

-1.130 -0.250 

p-value 0.126 0.815 0.617 *0.016 0.400 0.117 0.662 0.154 0.573 0.653 0.973 0.107 0.808 0.258 0.803 

 

No  O.C.D 50.00 

(25.0

0) 

80.00 

(33.3

3) 

83.33 

(33.3

3) 

75.00 

(37.50) 

66.67 

(33.3

3) 

100.0

0 

(33.3

3) 

44.44 

(44.44

) 

0.00 

(16.6

7) 

16.67 

(50.00

) 

0.00 

(0.00) 

0.00 

(66.67

) 

0.00 

(0.00) 

0.00 

(0.00) 

0.00 

(0.00) 

33.33 

(66.67

) 

Yes O.C.D 33.00 60.00 50.00 25.00 33.33 50.00 66.67 66.67 66.67 0.00 100.00 100.00 0.00 0.00 100.00 
z -

1.448 

-

1.547 

-

0.948 

-2.403 -

1.723 

-

2.276 

-1.486 -

1.850 

-1.661 -

0.449 

-1.385 -3.149 -

0.243 

-1.130 -1.164 

p-value 0.148 0.122 0.343 *0.016 0.085 *0.02

3 

0.137 0.064 0.097 0.653 0.166 **0.00

2 

0.808 0.258 0.245 

No  PTSD 54.17 

(25.0

0) 
 

80.00 

(33.3

3) 

83.33 

(45.8

3) 

75.00 

(39.58) 

66.67 

(33.3

3) 

100.0

0 

(33.3
3) 

38.89 

(44.44

) 

0.00 

(16.6

7) 

16.67 

(50.00

) 

0.00 

(0.00) 

0.00 

(66.67

) 

0.00 

(0.00) 

0.00 

(0.00) 

0.00 

(0.00) 

0.00 

(66.67

) 

Yes PTSD 29.17 

(20.8

3) 

60.00 

(25.0

0) 

66.67 

(37.5

0) 

20.83 

(58.33) 

41.67 

(29.1

7) 

75.00 

(87.5

0) 

88.89 

(38.89

) 

25.00 

(62.5

0) 

75.00 

(29.17

) 

0.00 

(50.0

0) 

100.00 

(50.00

) 

66.67 

(75.00

) 

0.00 

(25.0

0) 

0.00 

(25.00

) 

100.00 

(50.00

) 

z -

2.602 

-

1.763 

-

0.723 

-2.012 -

1.768 

-

0.856 

-2.384 -

1.219 

-2.984 -

0.378 

-2.714 -2.456 -

0.071 

-0.796 -2.423 

p-value *0.00

9 

0.078 0.469 *0.044 0.077 0.392 *0.017 0.223 **0.00

3 

0.705 **0.00

7 

*0.014 0.944 0.426 *0.015 

*p < 0.05; **p < 0.01; ***p < 0.001 
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