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World Arthritis Day 2018 and 
National Mental Illness 

Awareness Week

World Arthritis Day* is October 12, 2018, 
and National Mental Illness Awareness Week† is 
October 7–13, 2018. World Arthritis Day encourages 
organizations and individuals to work toward increas-
ing awareness about arthritis and other rheumatic con-
ditions worldwide. National Mental Illness Awareness 
Week seeks to educate the public, combat stigma, and 
provide support to those affected by mental illness.

A report in this issue found that adults with arthri-
tis had higher prevalences of symptoms of anxiety 
(22.5%) and depression (12.1%) compared with 
adults without arthritis (1). Community-delivered 
self-management educational programs, such as the 
Chronic Disease Self-Management Program,§ can 
increase self-efficacy (confidence) and physical activity 
(e.g., walking), improve self-rated health, and reduce 
depression, fatigue, and pain (2). CDC works with 
national and state partners to disseminate these edu-
cational programs in communities.
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An estimated 54.4 million (22.7%) U.S. adults have doctor-
diagnosed arthritis (1). A report in 2012 found that, among 
adults aged ≥45 years with arthritis, approximately one third 
reported having anxiety or depression, with anxiety more 
common than depression (2). Studies examining mental 
health conditions in adults with arthritis have focused largely 
on depression, arthritis subtypes, and middle-aged and older 
adults, or have not been nationally representative (3). To 
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address these knowledge gaps, CDC analyzed 2015–2017 
National Health Interview Survey (NHIS) data* to estimate the 
national prevalence of clinically relevant symptoms of anxiety 
and depression among adults aged ≥18 years with arthritis. 
Among adults with arthritis, age-standardized prevalences of 
symptoms of anxiety and depression were 22.5% and 12.1%, 
respectively, compared with 10.7% and 4.7% among adults 
without arthritis. Successful treatment approaches to address 
anxiety and depression among adults with arthritis are mul-
tifaceted and include screenings, referrals to mental health 
professionals, and evidence-based strategies such as regular 
physical activity and participation in self-management educa-
tion to improve mental health.

NHIS is an ongoing, in-person, cross-sectional survey of the 
civilian, noninstitutionalized U.S. population. CDC analyzed 
combined NHIS data from 2015, 2016, and 2017 from the 
Sample Adult component of the survey, in which one adult 
is randomly selected from each family for whom additional 
information is collected. Response rates for the 3 years of 
surveys ranged from 53.0% to 55.2% and produced a 3-year 
sample of 93,442 participants. A randomly selected subset of 
approximately half of the sample adults (46,742) completed the 
Adult Functioning and Disability supplement over the 3-year 
period. Having arthritis was defined as a “yes” response to the 
question “Have you ever been told by a doctor or other health 

* https://www.cdc.gov/nchs/nhis/data-questionnaires-documentation.htm.

care professional that you have arthritis, rheumatoid arthritis, 
gout, lupus, or fibromyalgia?”

The Adult Functioning and Disability supplement included 
questions about symptoms of anxiety and depression. 
Respondents were classified as having symptoms of anxiety 
or depression if they reported the respective symptoms daily 
or weekly and responded that the last time they experienced 
symptoms, the intensity was “a lot” or “in between a little 
and a lot.”† These definitions identified adults whose symp-
toms would likely meet Diagnostic and Statistical Manual of 
Mental Disorders (DSM-V) diagnostic criteria and also would 
be clinically managed, which are referred to in this report as 
“clinically relevant,” although these definitions are not clini-
cal diagnoses.§,¶ The final unweighted sample sizes for those 

† Respondents were classified based on a frequency question (anxiety: “How 
often do you feel worried, nervous or anxious?” and depression: “How often 
do you feel depressed?”) and an intensity question (anxiety: “Thinking about 
the last time you felt worried, nervous or anxious, how would you describe the 
level of these feelings?” and depression: “Thinking about the last time you felt 
depressed, how depressed did you feel?”). Respondents were classified as having 
symptoms if they responded “daily” or “weekly” to the frequency question and 
“a lot” or “in between a little and a lot” to the intensity question. Respondents 
were classified as not having symptoms if they responded “daily” or “weekly” 
to the frequency question and “a little” to the intensity question, or if they 
responded “monthly,” “a few times a year,” or “never” to the frequency question. 
For each symptom, the remaining respondents were excluded from the analysis 
because their symptom status could not be identified.

§ https://dsm.psychiatryonline.org/doi/full/10.1176/appi.books.9780890425596.
dsm04.

¶ https://dsm.psychiatryonline.org/doi/full/10.1176/appi.books.9780890425596.
dsm05.
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with arthritis who also reported whether they had anxiety or 
depression symptoms were 12,094 and 12,083, respectively.

Analyses accounted for the complex survey design, includ-
ing the use of supplement file sampling weights so that 
weighted estimates derived from the sample were nationally 
representative. Age-standardized prevalences (using the 2000 
projected U.S. population for persons aged 18–44, 45–64, 
and ≥65 years)** of symptoms of anxiety and depression were 
calculated for adults with and without arthritis and groups of 
those with arthritis who had selected sociodemographic and 
health-related characteristics. Prevalences of speaking with a 
mental health professional in the past 12 months and currently 
taking medications for symptoms of anxiety and depression†† 
also were calculated. T-tests were performed to assess statistical 
significance (p<0.05) when comparing differences.

During 2015–2017, age-standardized prevalences of symp-
toms of anxiety and depression among adults with arthritis were 
22.5% (95% confidence interval [CI] = 20.8–24.3) and 12.1% 
(CI  =  10.8–13.4), respectively. Prevalences among adults 
without arthritis were 10.7% (CI  =  10.2–11.2) and 4.7% 
(CI = 4.4–5.0), respectively (Figure 1). When weighted esti-
mates were applied, among adults with arthritis, an estimated 
10.3 million reported symptoms of anxiety or depression; 
4.9 million reported symptoms of anxiety only, 1.3 million 
reported symptoms of depression only, and 4.1 million 
reported symptoms of both.

Among adults with arthritis, age-specific prevalences of 
symptoms of anxiety and depression were higher among adults 
aged 18–44 years than among those aged ≥65 years; preva-
lence of symptoms of anxiety was also higher among adults 
with arthritis aged 18–44 years than adults with arthritis aged 
45–64 years (Table). Age-standardized prevalences of symp-
toms of anxiety and depression were higher among women 
than among men; among those who were unemployed, unable 
to work, or disabled compared with employed adults; and 
among adults who reported their sexual identity as lesbian, 
gay, bisexual, or “other” than among those who reported 
being heterosexual. Symptom prevalences were lower among 
adults with higher educational and income-to-poverty ratios. 
Higher symptom prevalences were reported by adults with 
chronic pain and arthritis-attributable activity limitations, and 
prevalences increased with the number of co-occurring chronic 
conditions, increasing psychological distress, and declining 
self-rated health. Adults with arthritis who reported aerobic 
physical activity had lower anxiety and depression symptom 
prevalences than did inactive adults. Symptom prevalences 

 ** https://www.cdc.gov/nchs/data/statnt/statnt20.pdf.
 †† Medication use for each of the anxiety or depression symptoms was ascertained 

from the question, “Do you take medication for these feelings?”

also were higher among current cigarette smokers than among 
those who had never smoked.

Taking medications was less common among arthritis 
patients who had anxiety symptoms (44.3%; CI = 40.4–48.3) 
than among those with symptoms of depression (57.7%; 
CI = 52.4–62.9) (Figure 2). Speaking with a mental health 
professional in the past 12 months was reported by 34.3% 
(CI  =  30.3–38.1) of arthritis patients with anxiety symp-
toms and 42.8% (CI = 37.7–48.1) of those with symptoms 
of depression.

Discussion

This report presents national estimates of clinically relevant 
symptoms of anxiety and depression among U.S. adults with 
arthritis. In the United States, an estimated 10.3 million 
adults with arthritis reported symptoms of anxiety, depres-
sion, or both. Prevalences of symptoms of anxiety and depres-
sion were substantially higher among adults with arthritis 
than among those without arthritis, and among adults with 

FIGURE 1. Age-standardized percentage* of adults reporting 
symptoms of anxiety and depression,† by arthritis§ status — National 
Health Interview Survey, 2015–2017 
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* Estimates age-standardized to the 2000 projected U.S. population aged 
≥18 years using three groups (18–44 years, 45–64 years, and ≥65 years).

† Respondents were classified based on a frequency question (anxiety: “How 
often do you feel worried, nervous or anxious?” and depression: “How often 
do you feel depressed?”) and an intensity question (anxiety: “Thinking about 
the last time you felt worried, nervous or anxious, how would you describe 
the level of these feelings?” and depression: “Thinking about the last time you 
felt depressed, how depressed did you feel?”). Respondents were classified as 
having symptoms if they responded “daily” or “weekly” to the frequency 
question and “a lot” or “in between a little and a lot” to the intensity question. 
Respondents were classified as not having symptoms if they responded “daily” 
or “weekly” to the frequency question and “a little” to the intensity question, 
or if they responded “monthly,” “a few times a year,” or “never” to the frequency 
question. For each symptom, the remaining respondents were excluded from 
the analysis because their symptom status could not be identified.

§ Respondents were classified as having arthritis if they responded “yes” to “Have 
you ever been told by a doctor or other health care professional that you have 
arthritis, rheumatoid arthritis, gout, lupus, or fibromyalgia?”

https://www.cdc.gov/nchs/data/statnt/statnt20.pdf
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Characteristic

Anxiety symptoms Depression symptoms

Sample size Unweighted no. % (95% CI)¶ Sample size Unweighted no. % (95% CI)¶

Overall 12,094 2,039 22.5 (20.8–24.3) 12,083 1,304 12.1 (10.8–13.4)
Sociodemographic
Age group (yrs)¶

18–44 1,390 409 28.3 (25.2–31.5) 1,391 204 13.7 (11.5–16.2)
45–64 4,730 1,034 19.5 (18.1–21.0) 4,718 704 12.5 (11.4–13.8)
≥65 5,974 596 9.7 (8.8–10.7) 5,974 396 6.2 (5.5–7.1)
Sex
Men 4,604 592 16.0 (13.8–18.5) 4,594 382 9.2 (7.4–11.4)
Women 7,490 1,447 26.9 (24.5–29.4) 7,489 922 14.0 (12.4–15.8)
Race/Ethnicity**
White 9,195 1,556 23.9 (21.8–26.1) 9,187 953 12.0 (10.5–13.6)
Black 1,392 189 17.8 (13.8–22.7) 1,389 152 13.6 (9.6–18.8)
Hispanic 921 190 20.3 (15.9–25.7) 920 131 12.4 (9.4–16.0)
Asian 285 26 10.6 (4.7–22.0) 285 20 3.4 (1.8–6.1)
American Indian/Alaska Native 87 24 21.7 (10.7–39.1) 87 17 15.4 (7.9–27.7)
Other/Multiple race 214 54 32.3 (21.6–45.4) 215 31 17.4 (8.5–32.1)
Education
Less than high school graduate 1,784 379 27.9 (22.9–33.4) 1,780 282 19.4 (15.4–24.2)
High school graduate or equivalent 3,347 549 23.1 (19.5–27.2) 3,352 346 12.9 (10.1–16.3)
Technical school/Some college 3,816 676 23.8 (21.2–26.7) 3,804 439 11.8 (9.9–13.9)
College degree or higher 3,108 426 17.9 (15.1–21.2) 3,107 234 8.6 (6.8–10.8)
Employment status
Employed/Self-employed 4,453 643 17.0 (14.9–19.2) 4,453 323 7.0 (5.9–8.3)
Unemployed 250 86 32.9 (24.9–42.1) 250 56 19.6 (12.8–28.9)
Unable to work/Disabled 6,916 1,197 36.6 (32.0–41.4) 6,910 863 25.9 (21.7–30.7)
Other 472 113 26.9 (21.1–33.7) 467 62 14.9 (10.4–20.9)
Income-to-poverty ratio (IPR)††

Poor (IPR<100%) 1,796 605 37.0 (32.5–41.7) 1,792 449 27.1 (22.9–31.9)
Near poor (100%≤IPR<125%) 714 159 28.6 (21.4–37.0) 715 99 16.2 (10.6–23.9)
Low income (125%≤IPR<200%) 1,891 319 27.0 (22.2–32.5) 1,889 206 12.7 (9.7–16.5)
Middle income (200%≤IPR<400%) 3,579 542 21.1 (17.7–24.9) 3,579 336 11.2 (9.2–13.5)
High income (IPR≥400%) 4,115 414 15.3 (12.9–18.0) 4,108 214 6.0 (4.6–7.8)
Sexual identity
Heterosexual 11,625 1,903 21.7 (20.0–23.6) 11,614 1,205 11.6 (10.3–13.0)
Lesbian/Gay/Bisexual/Other 323 104 36.9 (29.0–45.5) 323 76 21.3 (15.7–28.2)
Health-related
BMI (kg/m2)
Underweight/Healthy weight (<25) 3,080 519 24.2 (20.9–27.8) 3,078 312 11.6 (9.5–14.0)
Overweight (25 to <30) 3,866 549 16.6 (14.0–19.6) 3,865 350 9.4 (7.5–11.8)
Obese (≥30) 4,797 912 25.6 (22.8–28.6) 4,785 615 14.2 (12.1–16.5)
No. of co-occurring chronic conditions§§

0 3,031 435 18.0 (15.6–20.6) 3,029 234 8.1 (6.6–9.8)
1–2 6,358 979 23.6 (20.8–26.5) 6,355 590 13.0 (11.0–15.3)
≥3 2,705 625 40.2 (33.5–47.2) 2,699 480 27.9 (22.0–34.6)
Psychological distress¶¶

None/Mild (K6≤4) 8,495 388 6.7 (5.4–8.3) 8,487 122 1.6 (1.1–2.3)
Moderate (5≤K6≤12) 2,719 997 40.8 (37.4–44.2) 2,721 594 20.1 (17.5–23.0)
Severe (K6≥13) 817 635 81.9 (77.4–85.7) 813 573 67.6 (60.4–74.0)

Self-rated health
Excellent/Very good 4,669 424 15.3 (12.9–18.1) 4,659 193 5.5 (4.0–7.5)
Good 4,037 593 20.5 (17.9–23.3) 4,041 339 10.3 (8.5–12.4)
Fair/Poor 3,385 1,020 36.8 (33.0–40.7) 3,380 772 25.1 (21.8–28.8)
Chronic pain***
No 6,317 592 14.7 (12.6–17.1) 6,310 299 6.0 (4.8–7.6)
Yes 5,765 1,446 31.2 (28.4–34.0) 5,769 1,005 18.7 (16.6–21.0)

TABLE. Age-standardized prevalence* of anxiety symptoms and depression symptoms† among adults aged ≥18 years with arthritis,§ by selected 
characteristics — National Health Interview Survey, 2015–2017

See table footnotes on next page.



Morbidity and Mortality Weekly Report

MMWR / October 5, 2018 / Vol. 67 / No. 39 1085US Department of Health and Human Services/Centers for Disease Control and Prevention

arthritis, were substantially higher among younger adults 
than among older adults.

Similar to previous studies of adults with arthritis overall 
and for arthritis subtypes (e.g., osteoarthritis or rheumatoid 
arthritis) (2,4,5), the prevalence of anxiety symptoms exceeded 
that of symptoms of depression. Despite this, adults with anxi-
ety symptoms less commonly reported taking medications for 
their symptoms than did those with symptoms of depression; 
the prevalences among those with either anxiety or depression 
symptoms were not statistically different for speaking with a 
mental health professional.

Those with arthritis who were unable to work or were dis-
abled reported higher prevalences of symptoms of anxiety and 

Characteristic

Anxiety symptoms Depression symptoms

Sample size Unweighted no. % (95% CI)¶ Sample size Unweighted no. % (95% CI)¶

Arthritis-attributable activity limitations†††

No 6,667 692 15.6 (13.7–17.7) 6,666 383 7.3 (6.0–8.8)
Yes 5,423 1,346 32.5 (29.5–35.7) 5,413 921 18.9 (16.6–21.5)
Aerobic physical activity level§§§

Active 4,658 630 18.7 (16.3–21.3) 4,657 330 8.2 (6.9–9.9)
Insufficient 2,708 475 24.5 (20.9–28.5) 2,703 296 12.3 (10.1–15.0)
Inactive 4,572 899 26.8 (23.3–30.6) 4,567 655 18.1 (14.9–21.9)
Smoking status¶¶¶

Current smoker 1,987 599 31.8 (28.3–35.5) 1,985 430 21.5 (18.6–24.8)
Former smoker 4,080 604 25.2 (21.4–29.5) 4,077 379 10.9 (8.6–13.8)
Never smoker 6,016 832 17.5 (15.3–19.8) 6,009 494 8.6 (7.1–10.3)
Binge drank alcohol in past 30 days****
No 10,870 1,777 22.3 (20.3–24.3) 10,856 1,157 11.7 (10.3–13.2)
Yes 1,074 227 23.9 (20.2–28.0) 1,075 126 13.5 (10.5–17.3)
Have usual place for care
No 551 108 22.1 (16.5–28.9) 553 69 11.0 (7.8–15.2)
Yes 11,543 1,931 22.5 (20.7–24.4) 11,530 1,235 12.1 (10.8–13.6)

Abbreviations: BMI = body mass index (kg/m2); CI = confidence interval; K6 = Kessler-6 score.
 * Estimates were age-standardized to the 2000 projected U.S. population aged ≥18 years using three groups (18–44 years, 45–64 years, and ≥65 years).
 † Respondents were classified based on a frequency question (anxiety: “How often do you feel worried, nervous or anxious?” and depression: “How often do you 

feel depressed?”) and an intensity question (anxiety: “Thinking about the last time you felt worried, nervous or anxious, how would you describe the level of 
these feelings?” and depression: “Thinking about the last time you felt depressed, how depressed did you feel?”). Respondents were classified as having symptoms 
if they responded “daily” or “weekly” to the frequency question and “a lot” or “in between a little and a lot” to the intensity question. Respondents were classified 
as not having symptoms if they responded “daily” or “weekly” to the frequency question and “a little” to the intensity question, or if they responded “monthly,” “a 
few times a year,” or “never” to the frequency question. For each symptom, the remaining respondents were excluded from the analysis because their symptom 
status could not be identified.

 § Respondents were classified as having arthritis if they responded “yes” to the question “Have you ever been told by a doctor or other health care professional 
that you have arthritis, rheumatoid arthritis, gout, lupus, or fibromyalgia?” Respondents with the values, “don’t know,” “missing,” or “refused,” for the arthritis case-
finding question were excluded from the analytic sample.

 ¶ Age group percentages are age-specific, and all other percentages are age-standardized.
 ** Persons who identified as Hispanic might be of any race. Persons who identified with a racial group were all non-Hispanic.
 †† Income-to-poverty ratio was calculated using income data generated using multiple imputation.
 §§ Among nine chronic conditions (asthma, cancer, chronic obstructive pulmonary disease, diabetes, heart disease, hepatitis, hypertension, kidney disease, and stroke).
 ¶¶ Psychological distress was classified using the Kessler-6 scale, a 24-point scale capturing the presence and severity of nonspecific psychological distress symptoms 

in the past 30 days, as none/mild (Kessler-6 score [K6]≤4), moderate (5≤K6≤12), and severe (K6≥13).
 *** Respondents were classified as having chronic pain if they reported having pain most days or every day in the past 3 months.
 ††† Respondents were classified as having arthritis-attributable activity limitations if they responded “yes” to the question “Are you now limited in any way in any of 

your usual activities because of arthritis or joint symptoms?”
 §§§ Respondents were classified as active based on the 2008 Physical Activity Guidelines for Americans if they reported ≥150 minutes of moderate intensity leisure 

time aerobic physical activity per week, insufficiently active if they reported 1–149 minutes, and inactive if they reported zero minutes. Reported vigorous intensity 
physical activity minutes were counted double and added to moderate intensity physical activity minutes.

 ¶¶¶ Respondents were classified as ever having smoked if they had smoked at least 100 cigarettes in their lifetime.
 **** Binge drinking was defined as consuming five or more drinks (men) or four or more drinks (women) over a 2-hour period.

TABLE. (Continued) Age-standardized prevalence* of anxiety symptoms and depression symptoms† among adults aged ≥18 years with arthritis,§ 
by selected characteristics — National Health Interview Survey, 2015–2017

depression than those who were employed, and adults aged 
18–64 years reported higher prevalences of each than those 
aged ≥65 years. Mental health conditions (i.e., depression, 
anxiety, or emotional problems) and arthritis were previously 
reported as two of the top three causes of work disability among 
adults aged 18–64 years in 2011–2013 (6). Concerted efforts 
to improve arthritis and mental health outcomes could help 
reduce work disability. Adults with any work disability and 
employers can consult the Job Accommodation Network, a 
free service that provides extensive resources on job accom-
modations and Americans with Disabilities Act compliance.§§

 §§ https://askjan.org/.

https://askjan.org/
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Among adults with arthritis and chronic pain, symptoms 
of anxiety and depression were reported among 31.2% and 
18.7%, respectively. A potential link exists between chronic 
pain and anxiety or depression, which might complicate 
physical and mental health management for persons with 
arthritis (7). Having arthritis has been associated with reduced 
adherence to treatment for depression (8), and in 2000–2001, 
nearly one in five surveyed persons with arthritis and major 
depression reported suicidal ideation within the past year (9). 
In clinic-based rheumatic disease studies, both anxiety and 
depression were associated with reduced response to treatment 
(10) and poorer quality of life (4). In addition, the National 
Institute of Mental Health estimates that only half of persons 
with a mental health condition receive treatment¶¶; the cur-
rent analysis suggests that treatment prevalence among adults 
with arthritis might be similar or lower, especially for anxiety.

The occurrence of widespread anxiety and depression symp-
toms among adults with arthritis points to an unmet need 
that health care providers can address. The U.S. Preventive 
Services Task Force recommends depression screening for all 
adults***; the Substance Abuse and Mental Health Services 
Administration encourages screening persons of all ages for 
anxiety and depression†††; and The Guide to Community 
Preventive Services recommends collaborative care for depres-
sion.§§§ The National Pain Strategy encourages addressing 
chronic pain conditions like arthritis with integrated care and 
self-management education.¶¶¶ Health care providers can 
refer their arthritis patients to evidence-based programs like 
the Chronic Disease Self-Management Program, which has 
benefits including sustained reductions in depression, fatigue, 
and pain, and increases in aerobic activity, self-efficacy, and 
self-rated health.****,†††† Providers can also suggest physical 
activity, which can improve symptoms of clinical anxiety and 
depression and can be as effective as medication or therapy for 
anxiety and depression.§§§§ Even those who do not meet the 
full recommended federal guidelines can still receive physical 
and psychological benefits from physical activity.¶¶¶¶

 ¶¶ https://www.nimh.nih.gov/health/statistics/index.shtml.
 *** https://www.uspreventiveservicestaskforce.org/Page/Document/

RecommendationStatementFinal/depression-in-adults-screening1.
 ††† https://www.integration.samhsa.gov/clinical-practice/screening-tools#bmb.
 §§§ https://www.thecommunityguide.org/findings/mental-health-and-mental-

illness-collaborative-care-management-depressive-disorders.
 ¶¶¶ https://iprcc.nih.gov/sites/default/files/HHSNational_Pain_Strategy_508C.pdf.
 **** https://www.selfmanagementresource.com/programs/.
 †††† https://www.cdc.gov/arthritis/docs/ASMP-executive-summary.pdf.
 §§§§ https://health.gov/paguidelines/second-edition/report/pdf/PAG_Advisory_

Committee_Report.pdf.
 ¶¶¶¶ https://health.gov/paguidelines/guidelines/chapter4.aspx.

The findings in this report are subject to at least three 
limitations. First, NHIS data are self-reported, and some 
characteristics might be susceptible to recall and social 
desirability biases and underreporting because of potential 
stigma. Second, symptoms of anxiety and depression are 
not equivalent to clinical diagnoses; the questions ascertain-
ing symptoms have no time frame, the intensity question 
only refers to the most recent episode, and cases cannot 
be validated. Finally, NHIS data are cross-sectional, so the 
temporal sequence of arthritis, anxiety, and depression, and 
other characteristics cannot be determined.

FIGURE 2. Age-standardized percentage* of adults with arthritis† 
reporting treatment for anxiety symptoms or depression symptoms,§ 

by type of treatment¶,** — National Health Interview Survey, 
2015–2017

0

10

20

30

40

50

60

70

100

Pe
rc

en
ta

ge

Had anxiety symptoms Had depression symptoms

Spoke with mental health professional in past 12 months
AND taking medications

Spoke with mental health professional in past 12 months
Taking medications

 * Estimates were age-standardized to the 2000 projected U.S. population aged 
≥18 years using three groups (18–44 years, 45–64 years, and ≥65 years).

 † Respondents were classified as having arthritis if they responded “yes” to the 
question “Have you ever been told by a doctor or other health care 
professional that you have arthritis, rheumatoid arthritis, gout, lupus, 
or fibromyalgia?”

 § Respondents were classified based on a frequency question (anxiety: “How 
often do you feel worried, nervous or anxious?” and depression: “How often 
do you feel depressed?”) and an intensity question (anxiety: “Thinking about 
the last time you felt worried, nervous or anxious, how would you describe 
the level of these feelings?” and depression: “Thinking about the last time 
you felt depressed, how depressed did you feel?”). Respondents were 
classified as having symptoms if they responded “daily” or “weekly” to the 
frequency question and “a lot” or “in between a little and a lot” to the intensity 
question. Respondents were classified as not having symptoms if they 
responded “daily” or “weekly” to the frequency question and “a little” to the 
intensity question, or if they responded “monthly,” “a few times a year,” or 
“never” to the frequency question. For each symptom, the remaining 
respondents were excluded from the analysis because their symptom status 
could not be identified.

 ¶ Spoke with a mental health professional in the past 12 months was defined 
by the question “During the past 12 months, have you seen or talked to a 
mental health professional such as a psychiatrist, psychologist, psychiatric 
nurse, or clinical social worker?”

 ** Taking medications was defined as responding “yes” to the question “Do 
you take medication for these feelings?” (anxiety) or “Do you take medication 
for depression?”
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Summary
What is already known about this topic?

In adults with arthritis, anxiety and depression are associated 
with poorer overall health and quality of life.

What is added by this report?

Among adults with arthritis, 22.5% reported symptoms of 
anxiety and 12.1% reported depression. Anxiety and depression 
symptoms were more common among younger adults, those 
with chronic pain or comorbid chronic conditions, and those 
unable to work or who were disabled.

What are the implications for public health practice?

The high prevalence of symptoms of anxiety and depression 
among adults with arthritis warrants awareness, screening, and 
subsequent treatment of these conditions. Health care provid-
ers can refer patients to mental health professionals and 
self-management education programs, and encourage physical 
activity to reduce anxiety and depression symptoms and 
improve quality of life.

Symptoms of anxiety and depression are common among 
U.S. adults with arthritis. Whereas groups of adults with 
arthritis who have the highest prevalences of symptoms of 
anxiety and depression might be high treatment priorities, the 
high overall prevalence of each indicator compared with those 
among adults without arthritis suggests that all adults with 
arthritis would benefit from mental health screening. Health 
care providers can help their arthritis patients by screening 
and considering treating or referring adults with symptoms to 
mental health professionals or self-management education pro-
grams, and encouraging physical activity, which is an effective 
nonpharmacologic strategy that can help reduce the symptoms 
of anxiety and depression, improve arthritis symptoms, and 
promote better quality of life.
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