
Article

2230 Am J Psychiatry 161:12, December 2004http://ajp.psychiatryonline.org

Quality of Care for Primary Care Patients 
With Anxiety Disorders

Murray B. Stein, M.D., M.P.H.

Cathy D. Sherbourne, Ph.D.

Michelle G. Craske, Ph.D.

Adrienne Means-Christensen, 
Ph.D.

Alexander Bystritsky, M.D.

Wayne Katon, M.D.

Greer Sullivan, M.D., M.S.P.H.

Peter P. Roy-Byrne, M.D.

Objective: This study evaluated quality
of care for primary care patients with anx-
iety disorders in university-affiliated out-
patient clinics in Los Angeles, San Diego,
and Seattle.

Method: Three hundred sixty-six primary
care outpatients who were diagnosed
with panic disorder, generalized anxiety
disorder, social phobia, and/or posttrau-
matic stress disorder (with or without ma-
jor depression) were surveyed about care
received in the prior 3 months. Quality in-
dicators were mental health referral, anx-
iety counseling, and use of appropriate
antianxiety medication during the previ-
ous 3 months.

Results: Approximately one-third of pa-
tients with anxiety disorders had received
counseling from their primary care pro-
vider in the prior 3 months. Fewer than
10% had receiving counseling from a men-
tal health professional that included multi-
ple elements of cognitive behavior ther-
apy. Approximately 40% had received

appropriate antianxiety medications in the
previous 3 months, although only 25%
had received them at a minimally ade-
quate dose and duration. Overall, fewer
than one in three patients had received ei-
ther psychotherapy or pharmacotherapy
that met a criterion for quality care. In
multivariate analyses, patients with co-
morbid depression and/or medical illness
were more likely—and patients from eth-
nic minorities were less likely—to receive
appropriate antianxiety medications.

Conclusions: Rates of quality care for
anxiety disorders are moderate to low in
university-affiliated primary care practices.
Although an appropriate type of pharma-
cotherapy was frequently used, it was of-
ten of inadequate duration. Cognitive be-
havior therapy was markedly underused.
These findings emphasize the need for
practice guidelines and implementation of
quality improvement programs for anxiety
disorders in primary care.

(Am J Psychiatry 2004; 161:2230–2237)

Anxiety disorders are common (a 12-month preva-
lence of 19.3%), costly, and associated with substantial
disability (1–6). The prevalence of anxiety disorders in pri-
mary care settings is severalfold greater than in commu-
nity settings (7–13). Patients with mood and anxiety dis-
orders are likely to receive their only health care from
general medical providers (14, 15). Although the quality of
care for primary care patients with depression has been
carefully scrutinized and found wanting (16–18)—leading
to new guidelines for screening (19) and the testing of new
intervention models (20–24)—relatively little research has
been conducted to address the quality of care for anxious
patients in primary care.

There is evidence to suggest that the quality of care for
anxiety disorders in primary care settings may be particu-
larly poor (25) and that anxious patients frequently leave
the physician-patient transaction with substantial dissat-
isfaction, resulting from perceived unmet need (26). In a
nationally representative sample, despite over 80% of
adults with anxiety disorders having seen their primary
care physicians, only approximately 20% received appro-
priate pharmacotherapy, and even fewer (approximately
10%) received appropriate counseling (25). In that popula-

tion-based study, as in a study in the general medical sec-
tor (27), anxiety disorders co-occurring with depression
increased the likelihood of counseling and the use of psy-
chotropic medication in the general medical sector. To our
knowledge, there are no prior studies that have focused
primarily on the types and quality of care received by pa-
tients with a broad array of anxiety disorders in primary
care settings.

The purpose of this study was to evaluate the process
and quality of care for primary care patients with anxiety
disorders in university-affiliated outpatient clinics in three
West Coast U.S. cities (Los Angeles, San Diego, and Seat-
tle). It was hypothesized that relatively few patients would
be receiving evidence-based psychotherapies or pharma-
cotherapies but that the presence of comorbid major de-
pression—which might be better recognized by primary
care physicians, given the educational emphasis placed
on detection of this disorder (19, 28)—would enhance the
likelihood of receiving quality care. Other potential deter-
minants of quality care (e.g., gender, ethnicity, income)
were also examined, with the goal of identifying such pa-
tient characteristics that might then become the target for
future efforts at quality improvement.
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Method

Setting and Subjects

Data are from the baseline phase of the Collaborative Care for
Anxiety and Panic Study, a randomized controlled trial of phar-
macotherapy and cognitive behavior therapy for patients with
panic disorder in primary care (29). The settings for this study
were university-affiliated primary care clinics in Seattle, San Di-
ego, and Los Angeles. The Seattle and Los Angeles clinics were in-
ternal medicine clinics, whereas San Diego also included family
medicine clinics. The clinics were predominantly staffed by
board-certified physicians, with a minority of care (between 15%
and 30%) delivered by residents-in-training under attending su-
pervision. Insurance was a mix of private (50%–80%) and public.

Eligible subjects were patients at these clinics who 1) were be-
tween 18 and 70 years old, 2) were English speaking, and 3) had
access to a telephone. The subjects were recruited in clinic wait-
ing rooms on high-volume days with the use of a brief self-report
questionnaire that requested information about demographic
characteristics, chronic medical illness, and anxiety and depres-
sive symptoms. The latter included validated screening questions
for panic disorder, social phobia, posttraumatic stress disorder
(PTSD), generalized anxiety disorder, and major depressive disor-
der; positive predictive values for these instruments range from
∼0.6 to 0.8 (30, 31).

A total of 8,315 patients were screened in the waiting room.
Those screened positive for any anxiety disorder and a random
sample of subjects who screened positive for no disorder were in-
vited to participate in a diagnostic telephone interview intended
to confirm DSM-IV diagnoses and provide additional information
about illness and care characteristics. The participation rate in
the diagnostic interview was 60.7% (801 of 1,319 eligible). The pa-
tients (N=366) who met DSM-IV criteria for panic disorder, social
phobia, PTSD, or generalized anxiety disorder are the subjects of
this report. The study was approved by the institutional review
boards of all three universities (the University of Washington, the
University of California, Los Angeles, and the University of Cali-
fornia, San Diego).

Diagnostic Interview and Quality-of-Care Indicators

The diagnostic interview was conducted on the telephone with
modules from the telephone-validated World Health Organiza-
tion’s 12-Month Composite International Diagnostic Interview
(32, 33), which we modified (with several additional prompts) to
enhance its ability to distinguish between panic disorder and so-
cial phobia (34). Diagnostic modules for panic disorder, social
phobia, PTSD, and major depression were administered to all
subjects; the generalized anxiety disorder module was added
midway through the study and was administered to a subset of
only 130 subjects. The Composite International Diagnostic Inter-
view was followed by a more detailed set of questions about symp-
toms, comorbid conditions, health-related quality of life, and the
use of services, including medications.

The telephone interview questioned respondents about the
care they had received during the previous 3 months with their
primary care physician. These questions were modeled after
those administered in the Partners in Care study, for which data
on the quality of care for depression in primary care have been
published (18). Items assessed were

1. Whether the clinician had counseled the patient for at least
5 minutes about a personal or emotional problem

2. Whether the clinician had referred the patient to a mental
health specialist for counseling (or whether such counsel-
ing was ongoing)

3. Whether counseling that included any elements of cogni-
tive behavior therapy (derived from a checklist that in-

cluded examples of exposure instructions, etc.) had been
provided by a mental health professional

4. Whether the clinician had initiated medication for personal
or emotional problems (or whether such treatment was on-
going)

From those measures, we derived an indicator of having any
anxiety care (i.e., any treatment or counseling that might be rele-
vant for anxiety) and retained separate indicators of anxiety
counseling by the primary care physician, mental health referral,
mental health counseling with any cognitive behavior therapy el-
ements, and psychotropic medication management—all of
which we considered to be quality indicators. With patient re-
ports of the name and daily dose of each prescribed medication
used in the previous 3 months, we derived separate indicators of

1. The use of any psychotropic medication
2. The use of any antianxiety medication (i.e., an antidepres-

sant or a benzodiazepine; buspirone, which was prescribed
to only six [1.6%] of the 366 patients in the study, was not in-
cluded in this category because evidence for its efficacy is
limited to generalized anxiety disorder, for which we had in-
complete data)

3. The use of any antianxiety medication in an appropriate
daily dose for any duration

4. The use of any antianxiety medication in an appropriate
daily dose for at least 6 weeks

Determination of what was an antianxiety medication and
what was an appropriate daily dose was made a priori by consen-
sus of the psychiatrist investigators in the study based on consen-
sus statements and their knowledge of the evidence-based phar-
macotherapy literature for anxiety (35–39).

Statistical Analysis

In addition to describing overall levels of care, we used multi-
variate logistic regression analyses to estimate patterns of associ-
ation between particular aspects of care and respondent demo-
graphic characteristics, comorbid illness attributes (i.e., chronic
physical illness, major depression), and study site. Explanatory
variables included patient demographic characteristics, depres-
sion and physical health status, and study site. The patient demo-
graphic variables examined were sex, education (high school or
less versus more), age (50 or younger versus older), and income
(below the poverty line versus at or above the poverty line). The
sites were dichotomized as Seattle versus Southern California be-
cause we detected, using chi-square tests, significant (p<0.05) dif-
ferences in race/ethnicity (Caucasian versus other) and income
in the Seattle area versus either of the Southern California sites.
The presence or absence of comorbid major depression (but not
dysthymia, as this diagnostic module was not included in the
study) was determined by the Composite International Diagnos-
tic Interview. By using survey questions on the prevalence of
chronic medical conditions (asthma, arthritis, lung disease, dia-
betes, hypertension, advanced coronary artery disease, heart fail-
ure, other heart disease, neurological conditions, gastrointestinal
problems, eye problems, or migraines), we constructed a count of
the number of reported conditions and, based on their distribu-
tion in this group, dichotomized subjects as having zero or one
versus two or more chronic medical conditions.

We also compared the main quality indicators across anxiety
diagnostic groups by using a separate multivariate logistic regres-
sion analysis in which the presence or absence of each diagnostic
group was dummy-coded and included in a model that also con-
tained site, ethnicity, medical illness, and depression as predic-
tors. This analysis enabled us to determine if there were substan-
tive differences in care received based on the presence or absence
of particular anxiety disorders. Models were run with and without
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generalized anxiety disorder (which reduced the group size for
the analyses because it was assessed only in a subgroup of sub-
jects); the inferences were the same in either case.

For the multivariate logistic regression analyses, although a
formal Bonferroni correction was not used, we considered pre-
dictors significant at the p<0.005 level to be statistically sig-
nificant, and we interpreted the results in this statistical context.
Adjusted odds ratios for the predictors, derived from the multi-
variate logistic regression analyses, are presented, along with 95%
confidence intervals (CI).

Results

The demographic characteristics of the patients are
shown in Table 1. The group was predominantly women,
relatively well educated, and middle-aged or younger. The
patients from Seattle (where half attended a public-sector
hospital clinic) were significantly more likely to be below
the poverty line (χ2=62.33, df=1, p<0.0005), men (χ2=28.78,
df=1, p<0.0005), and physically sicker (χ2=31.01, df=1,
p<0.0005) than patients from the other sites. Site (i.e., Se-
attle versus Southern California) was therefore used as a
covariate in subsequent logistic regression analyses in-
tended to identify predictors of types and quality of care.

There were 366 patients with one or more DSM-IV anxi-
ety disorders included in the study. Of these, 255 (69.7%)
had panic disorder with or without agoraphobia, 179
(48.9%) had social phobia, 122 (33.3%) had PTSD, and 77
(59.2% of the subgroup who were administered the Com-
posite International Diagnostic Interview generalized
anxiety disorder module) had generalized anxiety disor-
der; these numbers are not mutually exclusive and reflect
extensive comorbidity. In fact, approximately one-half (N=
178, 48.6%) of the patients had more than one anxiety dis-
order, with PTSD having the highest levels of anxiety co-

morbidity (106 of 122 cases, or 86.9%) and panic disorder
the lowest (146 of 255 cases, or 57.3%).

Types and Quality of Care Received

The unadjusted prevalence rates of the various types of
care received, by diagnostic status, are shown in Table 2. In
the preceding 3 months, according to their self-reports,
131 (35.8%) had been counseled by their primary care
physician for at least 5 minutes, and 137 (37.4%) had been
referred by their primary care physician to see a mental
health specialist. Counseling by a mental health profes-
sional had been provided to 98 patients (26.8%), but only
31 (8.5%) reported that the counseling included three or
more elements that would make it likely to be indicative of
adequate quality cognitive behavior therapy. In terms of
medication treatment, although more than half (58.7%) of
the patients reported being prescribed a psychotropic
medication in the previous 3 months and 160 (43.7%) re-
ported receiving either an antidepressant or a benzodiaz-
epine, only 93 (25.5%) had received these at an appropri-
ate dose and for a minimally appropriate duration (i.e., 6
weeks). With the provision of counseling with three or
more cognitive behavior therapy elements or appropriate
pharmacotherapy at a minimally adequate dose or dura-
tion as indicative of quality care, only 114 patients (31.3%)
had received care that met this criterion.

Care Received and Anxiety Disorder Type

Among the anxiety disorders, the presence of panic dis-
order was associated with increased odds of referral to a
mental health practitioner (adjusted odds ratio=2.31, 95%
CI=1.36–3.91, p=0.002), increased odds of receiving any
psychotropic medication in the prior 3 months (adjusted
odds ratio=2.76, 95% CI=1.60–4.77, p<0.0005), and in-

TABLE 1. Demographic Characteristics of Primary Care Outpatients With Anxiety Disorders

Characteristic

Total Washington California Analysis

N % N % N % χ2 (df=1) p
Sex 28.78 0.0005

Men 126 34.4 86 48.0 40 21.4
Women 240 65.6 93 52.0 147 78.6

Education 10.66 0.001
High school or less 91 24.9 58 32.4 33 17.6
Some college or more 275 75.1 121 67.6 154 82.4

Income 62.33 0.0005
Below poverty line 118 32.2 93 52.0 25 13.4
Above poverty line 248 67.8 86 48.0 162 86.6

Race 1.41 0.24
Caucasian 228 62.3 106 59.2 122 65.2
Non-Caucasian 138 37.7 73 40.8 65 34.8

Depression 4.71 0.03
Yes 217 59.5 116 65.2 101 54.0
No 148 40.5 62 34.8 86 46.0

Illness 31.01 0.0005
Two or more chronic illnesses 147 40.2 98 54.7 49 26.2
Zero or one chronic illness 219 59.8 81 45.3 138 73.8

Age (years) 10.03 0.002
>50 92 25.2 58 32.6 34 18.2
≤50 273 74.8 120 67.4 153 81.8

Comorbidity 6.25 <0.02
Two or more anxiety disorders 178 48.6 99 55.3 79 42.2
One anxiety disorder 188 51.4 80 44.7 108 57.8
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creased odds of receiving quality pharmacotherapy in the
prior 3 months (adjusted odds ratio=2.94, 95% CI=1.52–
5.66, p=0.001). The presence of more than one anxiety
disorder was not associated with a significantly increased
likelihood of receiving either quality pharmacotherapy or
psychotherapy.

Patient Characteristics and Quality of Care

A number of individual characteristics (apart from anx-
iety disorder diagnoses) were assessed within the group of
patients with anxiety disorders as to whether they were
differentially associated with the receipt of counseling by a
mental health professional, counseling with at least three
cognitive behavior therapy components (i.e., quality psy-
chotherapy) (40), any antianxiety medicine, and appropri-
ate pharmacotherapy at a minimally adequate dose or du-
ration (i.e., quality pharmacotherapy). As noted earlier,
these analyses used a multivariate model that included
sex, ethnicity, age, poverty level, education level, site, co-
morbid medical illness, and comorbid depression to pre-
dict each quality outcome.

The presence of comorbid depression (i.e., major de-
pression as diagnosed by the Composite International Di-
agnostic Interview) was the only consistent predictor of
receipt of counseling from a mental health professional
(34% with depression versus 17% without depression) (ad-
justed odds ratio=1.97, 95% CI=1.14–3.40, p<0.02) and of
receiving counseling that included at least three cognitive
behavior therapy components (12% with depression ver-
sus 3% without depression) (adjusted odds ratio=3.63,
95% CI=1.19–11.14, p<0.03), although neither of these re-
lationships achieved our predetermined level of statistical
significance of p<0.005.

The likelihood of receiving any antianxiety medicine
was higher in the patients with comorbid depression (52%
with depression versus 31% without depression) (adjusted
odds ratio=1.89, 95% CI=1.16–3.07, p=0.01) or a greater
burden of chronic disease (58% of the persons with two or
more self-reported chronic physical conditions versus
34% with fewer self-reported chronic physical conditions)
(adjusted odds ratio=2.02, 95% CI=1.20–3.40, p=0.009). It
was significantly lower in non-Caucasians—our group was
composed predominantly of Hispanics and African Amer-
icans, although both groups were too small to test sepa-
rately—than in Caucasians (34% versus 50%) (adjusted
odds ratio=0.42, 95% CI=0.26–0.68, p=0.001). Ethnicity
was not, however, a significant predictor of the likelihood
of receiving quality pharmacotherapy (adjusted odds ra-
tio=0.59, 95% CI=0.34–1.04, p<0.07), whereas comorbid
depression (35% of depressed versus 12% of nondepressed
patients) (adjusted odds ratio=3.17, 95% CI=1.71–5.87,
p<0.0005) was associated with a higher likelihood of re-
ceiving quality pharmacotherapy.

Discussion

There is a strong sentiment that the quality of American
medical care is not what it should be and that improve-
ments must be made (41, 42). In a survey of health care
consumers in 12 U.S. metropolitan areas, quality was
noted to vary widely across disorders, ranging from 79% of
recommended care for senile cataract to 11% of recom-
mended care for alcohol dependence (43). These provoca-
tive findings highlight the need to better understand the
rates and determinants of quality care as they apply to the
most common category of mental disorders—the anxiety
disorders.

TABLE 2. Prevalence of Indicators of Quality of Care of Primary Care Outpatients With Anxiety Disorders, by Diagnostic
Statusa

Indicator of Quality of Care

Any 
Anxiety Disorder

(N=366)
Panic Disorder 

(N=255)
Social Phobia 

(N=179)

Posttraumatic 
Stress Disorder 

(N=122)

Generalized 
Anxiety Disorder 

(N=77)b

N % N % N % N % N %
Primary care physician recommended 

referral to mental health specialist 137 37.4 110 43.1 66 36.9 47 38.5 29 37.7
Counseling by primary care physician

>5 minutes 131 35.8 101 39.6 62 34.6 41 33.6 28 36.4
Counseling by mental health practitioner 

in past 3 months 98 26.8 68 26.7 58 32.4 42 34.4 26 33.8
Counseling with at least one cognitive 

behavior therapy component 66 18.0 43 16.9 42 23.5 32 26.2 19 24.7
Counseling with at least three cognitive 

behavior therapy components 31 8.5 22 8.6 19 10.6 18 14.8 10 13.0
Any psychotropic drug 215 58.7 163 63.9 120 67.0 79 64.8 48 62.3
Any effective anxiolytic 160 43.7 123 48.2 89 49.7 55 45.1 40 51.9
Any appropriate effective anxiolytic 120 32.9 96 37.6 67 37.4 43 35.2 35 45.5
Any appropriate effective anxiolytic for

≥6 weeks 93 25.5 76 29.8 51 28.5 33 27.0 27 35.1
Either counseling with three components of 

cognitive behavior therapy or appropriate 
effective anxiolytic for ≥6 weeks 114 31.3 88 34.6 61 34.1 48 39.3 34 44.2

a Subjects with more than one anxiety disorder appear in each diagnostic category for which they qualify.
b Assessed in 130 subjects.
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The majority of individuals with anxiety disorders re-
ceive most or all of their mental health care from primary
care physicians (25). In this study of patients attending a
university-affiliated primary care practice, we found that
the rates of appropriate care for anxiety disorders were
moderate to low. The rates of appropriate pharmacother-
apy were somewhat lower (25%) than have been reported
for depressed patients (35% to 42%) seen in managed care
primary care settings (18), and the rates of appropriate
psychotherapy (i.e., including at least several elements of
cognitive behavior therapy) (44) were even lower. These
findings are supportive of those obtained in a nationally
representative sample of persons with probable anxiety
disorders (25), which together call for studies to better un-
derstand the reasons underlying these low rates of quality
care and the implementation of measures to improve
upon them.

The low rates of quality care provided in the primary
care setting should not be seen as impugning the efforts of
primary care physicians. In fact, there is considerable evi-
dence to suggest that even in specialty mental health set-
tings, relatively few patients with anxiety disorders receive
guideline-concordant, evidence-based pharmacotherapy
or psychotherapy (44–46). For example, in a study of New
Hampshire Medicare recipients, only 23% of the patients
with PTSD who were treated in community mental health
centers were given prescriptions for selective serotonin re-
uptake inhibitors, the only class of medications with
strong evidence of efficacy for this condition (47). Thus,
the problem of poor-quality care is by no means restricted
to primary care settings and speaks to a much larger need
to disseminate evidence-based mental health treatments
to the practitioners who provide the majority of care for
anxiety (and mood) disorders (48).

Physician characteristics have been shown to influence
adherence to clinical practice guidelines (49), but these
were not the focus of the present investigation, which
looked at patient-related determinants of care. Several pa-
tient characteristics influenced the likelihood of receiving
particular elements of care for anxiety. Non-Caucasians
were less likely than Caucasians to receive any pharmaco-
therapy. These observations are consistent with studies in
depression and may well reflect a lower preference for
pharmacotherapeutic solutions to mental health prob-
lems among Hispanics and African Americans (50), al-
though treatment biases on the part of clinicians are also a
possibility. To the best of our knowledge, this is the first
study to examine differences in rates of pharmacotherapy
provision for anxiety disorders according to ethnic status.
Consequently, our observations must be replicated and, if
they are real, explained and addressed.

The patient characteristic that had the most robust rela-
tionship with a variety of care outcomes was the presence
of comorbid major depression. Patients with anxiety dis-
orders who also had major depression were more likely to
receive counseling and much more likely to receive quality

pharmacotherapy. We hypothesize that the past decade of
educational efforts has, indeed, had an impact on practice
patterns and that primary care physicians are attuned to
the presence of depressive symptoms more than they are
to anxiety symptoms at this point in time. Thus, the pres-
ence of depression increases the likelihood that appropri-
ate treatments (which overlap, especially in the domain of
pharmacotherapy) will be received. Of interest, the pres-
ence of comorbid medical disorders also increased the
likelihood of receiving an antianxiety medication. It is un-
clear how and why medical illness would influence the
provision of antianxiety pharmacotherapy, and this de-
serves to be further explored. One possibility is that pa-
tients who are physically sicker are seen more frequently
by their primary care physicians, thereby providing more
opportunities for mental disorders to be detected and
treated. Given the finding that outcomes for depression
may be worse when accompanied by chronic medical ill-
ness (51), this relationship between anxiety and chronic
medical illness should be further studied.

A number of factors should be considered in interpreting
our findings. First, it must be noted that many patients
had, presumably, not been diagnosed by their primary care
physician as suffering from an anxiety disorder. A limita-
tion of our study is that we did not have reliable data about
mental disorder diagnoses made by the primary care phy-
sician and were therefore unable to comment on the extent
to which “knowledge” of diagnosis might have influenced
the care provided. As has been noted elsewhere (25, 52, 53),
primary care physicians have the difficult job of detecting
mental disorders among persons who may not be coming
in for psychological treatment, making the implementa-
tion of appropriate interventions all the more challenging.
It remains to be seen whether the use of diagnostic aids
(e.g., as part of routine screening, as has been proposed for
depression) (19) to improve the recognition of anxiety dis-
orders will lead to improved quality of care in this setting.
Efforts in this regard in the case of depression treatment, it
should be noted, have generally not yielded salutary effects
(17), and preliminary observations in the case of panic dis-
order would lead to a similar conclusion (54).

Several other limitations of our work deserve mention.
Our study group was a convenience group rather than a
strictly random sample of patients seen in primary care.
The representativeness of our group is therefore subject to
question. It is conceivable that “sicker” patients agreed to
participate in the study, which would bias our group to pa-
tients with more severe anxiety disorders. If this were the
case, then our survey of care received might be skewed to-
ward treatment of more severely ill patients, and the care
received by less ill patients might systematically differ. The
expectation would be, however, that less symptomatic pa-
tients would have even lower levels of care; as such, our es-
timate of the rates of quality of care could be considered
an upper boundary on the true range of quality of care
provided. The same caveat would apply to the characteris-
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tics of our clinics (i.e., university-affiliated clinics in major
metropolitan areas) and the patients they serve (e.g., the
average level of education was quite high) in that it might
be predicted that the quality of care provided would be
even lower in rural settings or with less educated patients.

We are limited to reports of care during the prior 3 months;
it is possible that care might have been better (or worse) at
other points in time. An additional limitation is that all in-
formation about care received is based on self-reports. As
such, the data are subject to response and recall biases
that might influence the findings in uncertain ways. In
particular, we are sensitive to the difficulty in ascertaining
whether elements of cognitive behavior therapy were cor-
rectly recalled and must therefore consider the possibility
that the low reported rates of quality psychotherapy reflect
a problem with measurement of this construct. In future
work, the use of standardized procedures for assessing
psychotherapy procedures according to patient report
(55) would be well advised. We have greater confidence,
however, in the veracity of our medication reporting, in
part, because we asked respondents to confirm the names
and dosages of their medicines by reading pill bottle labels
to us on the telephone and/or by checking with their phy-
sicians if they were still uncertain.

Our findings have implications for policy and research.
Anxiety disorders are disabling conditions that have re-
ceived considerably less attention than depression. The
spectrum of important mental disorders in primary care
goes far beyond depression, and although it is true that
anxiety disorders in primary care are frequently comorbid
with depressive disorders (56), an argument can be made
that there has been too much of a unitary focus on depres-
sion as almost equivalent to “a mental disorder,” with pri-
mary care physicians checking for depression only. Fur-
thermore, although major efforts have been made in the
past decade to destigmatize depressive disorders, the anx-
iety disorders lag behind in terms of public (and, perhaps,
physician) awareness. The low levels of care observed in
this study, in concert with the knowledge that optimal
treatment of anxiety disorders is cost-effective (57), rein-
force the need to pay more attention to anxiety disorders
in primary care and to develop methods to increase the
rates of patients with these conditions who receive evi-
dence-based care (58).
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