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Abstract
Objective—To examine the psychiatric treatment received by primary care patients with anxiety
disorders and compare treatment from primary care physicians and psychiatrists.

Method—Primary care patients at 15 U.S. sites were screened for anxiety symptoms at the time
of a medical visit. Those screening positive were interviewed to assess for anxiety disorders.
Information on psychiatric treatment received and provider of pharmacological treatment was
collected.

Results—Of 539 primary care participants with at least one anxiety disorder, almost half
(47.3%) were untreated. Nearly 21% were receiving only medication for psychiatric problems,
7.2% received psychotherapy alone, and 24.5% received both medication and psychotherapy.
Patients getting psychopharmacologic treatment received similar medications, often at similar
dosages, regardless of whether their prescriber was a primary care physician or a psychiatrist. One
exception was that patients were less likely to be taking benzodiazepines if their provider was a
primary care physician. Those receiving medications from a primary care provider were also less
likely to be in psychotherapy. Overall, patients with more functional impairment, more severe
symptoms, and comorbid major depression were more likely to receive mental health treatment.
Members of racial/ethnic minority groups were less likely to be treated. Frequently endorsed
reasons by patients for not receiving pharmacological treatment were that the primary care
physician did not recommend it and not believing in taking medication for emotional problems.

Conclusions—Nearly half of primary care patients with anxiety disorders were not treated.
However, when treated, care received from primary care physicians and psychiatrists was
relatively similar.

Introduction
More than half of patients with a psychiatric problem receive treatment for their symptoms
from a primary care physician rather than a mental health specialist (1,2). General medical
physicians also facilitate or impede access to mental health specialty services through

Corresponding Author: Risa B. Weisberg, Ph.D. Box G-BH, Duncan Building, Brown University, Providence, RI 02096.

Portions of this data were presented at the annual meeting of the North American Primary Care Research Group, Nova Scotia, Canada,
2001, the annual meeting of the American Psychiatric Association, San Francisco, CA, 2003, the Primary Care Anxiety Conference of
the Anxiety Disorders Association of America, Warrenton, VA, 2004, and the Annual Meeting of the Anxiety Disorders Association
of America, Miami, FL, 2006.

NIH Public Access
Author Manuscript
Am J Psychiatry. Author manuscript; available in PMC 2013 November 18.

Published in final edited form as:
Am J Psychiatry. 2007 February ; 164(2): . doi:10.1176/appi.ajp.164.2.276.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



referral decisions (3, 4). A survey of U.S. adults with depressive and anxiety disorders found
that only 1.9% visited a mental health specialist without seeing a primary care physician (5).

Anxiety disorders are among the most common mental health problems presenting in a
primary care setting. As much as a third of primary care patients have been found to have
significant anxiety symptoms (6). Approximately 15% have a current anxiety disorder, and
24% a lifetime anxiety disorder, as assessed by diagnostic interview (7). Primary care
patients with anxiety disorders typically have considerable disability and impairment in
functioning (8, 9). They also have high utilization of general medical services, resulting in
higher health care costs (10).

Only a few studies have investigated the nature of mental health treatments for primary care
patients with anxiety disorders. An analysis of the National Ambulatory Medical Care
Survey database from 1985 to 1998 found that, when anxiety was diagnosed, treatment was
offered in over 95% of visits to psychiatrists but in only 60% of visits to a primary care
physician (11). A World Health Organization-coordinated international study documented
the prescribing patterns of primary care physicians in regard to the treatment of psychiatric
disorders (12). Of primary care patients with anxiety disorders, 7.7% were found to be
treated with antidepressant medications, 34.1% with anxiolytics and hypnotics, and 21.1%
with miscellaneous other medications. Use of antidepressants (in 23% of patients with
anxiety disorders) was noticeably higher in the U.S. compared to other countries. In the
study most similar to our own, primary care patients with anxiety disorders self-reported the
treatment they received. Just over half (58.7%) received any psychotropic medication,
35.8% received counseling by their primary care provider, and only 31.3% of patients
reported treatment that met the authors' criterion for quality care (13). However, this study
did not investigate differences in care received from primary care providers and
psychiatrists. In the treatment of depression, when primary care physicians prescribe
antidepressants, they use dosages lower than recommended by guidelines and lower than
used by psychiatrists (14, 15).

The current study was designed to address the relative lack of information on the type of
treatments prescribed to patients with anxiety disorders presenting to primary care settings.
The specific goals were to provide descriptive information on the proportion of primary care
patients with anxiety disorders who receive mental health treatment and to examine potential
differences in treatment received from primary care physicians and psychiatrists. Predictors
of receiving treatment for an anxiety disorder were explored in order to ascertain whether
mental health treatments are more likely to be initiated for certain subgroups of patients.

Methods
Study Design

Subjects are participants in the Primary Care Anxiety Project (PCAP). PCAP is a
longitudinal study of individuals with anxiety disorders in primary care settings (16).
Patients with anxiety disorders are assessed at study baseline, 6 and 12 months post-
baseline, and then yearly thereafter in follow-up interviews. This report examines baseline
data only.

PCAP was conducted across 15 primary care practices in New Hampshire, Massachusetts,
Rhode Island, and Vermont. Both internal medicine and family practice offices were
involved, including four private practice offices, four university-affiliated clinics, and seven
clinics at university teaching hospitals.
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Participant Recruitment and Assessment
Participants in PCAP were recruited from primary care waiting rooms. Inclusion criteria
were: a general medical appointment on the day of screening, 18 years of age, English
proficiency, and meeting DSM-IV criteria for one or more of 7 intake anxiety disorder
diagnoses. Exclusion criteria included active psychosis, the absence of a current address and
phone number, and pregnancy.

A research assistant asked all eligible participants in the primary care waiting room if they
were interested in participating in a study of different types of stress or nervousness.
Interested patients were asked to complete a screening form designed to evaluate the key
features of DSM-IV anxiety disorders. Patients who screened positive for anxiety symptoms
were offered a full diagnostic interview. After complete description of the study, written
consent was obtained from all participants. Institutional Review Boards at each of the sites
approved the research protocol. A detailed description of recruitment has been published
(17).

Measures
Anxiety screener—A 32-item self-report measure was used to assess the key features of
each anxiety disorder. Items were derived from the central features of DSM-IV criteria. In
order to avoid excluding potentially eligible participants, the screener was designed to be
highly sensitive. A separate validation study conducted on this instrument (16), found that
the screening form had a sensitivity of 1.0 and a specificity of .67. No individual in the
validation sample screened negative but was found to have a SCID anxiety disorder
diagnosis.

Clinical interview—All subjects were diagnosed using the SCID for DSM-IV (18). After
the psychotic screen, the SCID anxiety disorders module was administered first. Participants
who received an anxiety disorder diagnosis, proceeded to complete the mood, substance use,
and eating disorders modules.

Psychosocial Functioning—At the completion of the SCID, the interviewer rated the
Global Assessment of Functioning Scale (GAF) that is part of the DSM-IV system (19).
This is a measure of functioning and symptom severity. Interviewers also rated the patient
on Global Social Adjustment (GSA), as part of the LIFE-base interview (20). This is a 1-5
scale (1 = no impairment and very good functioning, 5 = marked or severe impairment)
indicating overall level of current psychosocial functioning.

Non-Psychiatric Medical Problems were assessed using a Medical History Form designed
for the study (16). The Medical History Form is an interviewer-administered questionnaire
in which participants are asked whether or not they have ever had any of 18 different
illnesses or medical problems. For the present study, a dichotomous (yes/no) variable was
constructed indicating the presence of a major medical illness. This was coded “yes” for any
participant reporting current asthma, cancer, diabetes, epilepsy, heart disease, kidney
disease, liver disease, lung or respiratory illness, stroke, and/or thyroid disease.

Treatment Received—Information regarding participant's use of psychotropic
medications was captured on the psychotropic treatment section of the LIFE (20).
Psychosocial treatment received was measured on the Types of Treatment Form, an
interviewer-administered form designed for the present study, and on the Psychosocial
Treatment Inventory-Revised (21).
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A sub-sample of participants not receiving treatment were interviewed using the Treatment
not Received Form, designed for the present study. This is an interviewer-administered
measure, examining reasons for not receiving and/or complying with recommended mental
health treatment.

Statistical Methods
Descriptive statistics (means, percents) were used to characterize the type of treatment
received for the sample as a whole. Comparisons between the type, and dosage, of
medications prescribed by primary care physician and psychiatrists were made with chi-
square statistics and t-tests, respectively.

Potential predictors of receiving any mental health treatment, and of receiving
pharmacotherapy from a psychiatrist versus a primary care physician were examined. The
initial pool of potential predictors included age, gender, race/ethnicity, education, insurance
type, income, marital status, symptom severity and functioning as measured by the GAF and
GSA scales, presence of major depressive disorder (MDD), presence of alcohol/substance
use disorder, presence of a major non-psychiatric medical illness, number of anxiety
disorders, and anxiety disorder illness age of onset. We reduced this potential pool by
examining the univariate relationship between each predictor and each outcome variable. All
individual variables related to the outcome variable at p <.05 were entered into a stepwise
logistic regression. The final logistic regression models were examined including all
remaining variables that entered at a 0.05 level of significance.

Results
Sample Characteristics

A detailed description of recruitment and sample selection, including rates of refusal, has
been published (17). 539 primary care patients met criteria for one or more of the following
index anxiety disorders and were enrolled in PCAP: posttraumatic stress disorder (n=199,
37%), social phobia (n=182, 34%), panic disorder with agoraphobia (n=150, 28%),
generalized anxiety disorder (GAD; n=135, 25%), panic disorder without agoraphobia
(n=85, 16%); agoraphobia without history of panic disorder (n=23, 4%), mixed anxiety-
depressive disorder (n=10, 2%), or GAD features occurring exclusively within the course of
a mood disorder (n=29, 5%). 50.5% of patients had more than one of these anxiety
disorders. Comorbid non-anxiety disorders included MDD (41%), alcohol/substance use
disorders (10%), and eating disorders (11%).

The average age of participants was 39 years old. The majority were female (76%) and
Caucasian (83%). Of the 91 participants who were members of a minority group, 41 were
African-American, 20 Hispanic, 9 Native American, 7 Asian, and 14 Other. Half of all
participants were married, the majority had at least a high school education (67%), and 40%
were employed full-time.

Overall Treatment of Anxiety Disorders in Primary Care
Of the total 539 primary care patients with an anxiety disorder, 52.7% (N=284) were
receiving treatment for psychiatric problems. One hundred-thirty-two patients (24.5%) were
receiving both psychopharmacological treatment and psychotherapy, 113 (21.0%) were
receiving only medication, and just 39 (7.2%) were receiving only psychotherapy.

Reasons given by participants for not receiving pharmacotherapy are shown in figure 1 and
for not receiving psychotherapy are in figure 2. Among the top two most frequently
endorsed reasons for not getting both types of treatment was that the patient didn't believe in
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treatment for emotional problems. The most commonly endorsed reason for not receiving
pharmacotherapy was that the primary care provider didn't recommend this treatment
(38.7%). This was also endorsed by 17% of those not getting psychotherapy. Additionally,
not realizing that he or she had a treatable, emotional problem was the third most common
reason for not receiving pharmacotherapy (endorsed by 19.3%) and the second most
common reason for not getting psychotherapy (23.5%). Barriers related to treatment access,
such as cost, convenience, and knowing how to obtain care were commonly endorsed as
reasons for not receiving psychotherapy, but rarely given as barriers to pharmacotherapy.

To understand the clinical and demographic characteristics associated with a greater
likelihood of receiving treatment for psychiatric problems, stepwise logistic regression was
conducted. After prescreening variables (as described above), the following variables were
eligible for examination of receiving/not receiving any treatment: income, ethnicity/race,
receiving medicare or public assistance, GAF, number of current anxiety disorders, and
currently in episode of MDD. Results of a forward selection step-wise logistic regression
analysis revealed that four variables entered the predictive model at p < 0.05 (Table 1).
Primary care patients with anxiety disorders who received mental health treatment were
significantly more likely to have poorer functioning and more severe symptoms, as
measured by the GAF, have a concurrent MDD diagnosis, be receiving medicare or public
assistance, and to not be a member of a minority group.

We ran posthoc analyses to better understand the finding that patients with medicare were
more likely to receive treatment. We found that participants with medicare were more likely
to be receiving treatment (67%), than either participants with no insurance (42% in
treatment) (χ2=9.73, df=1, p<.01) or those with private insurance (49% in treatment)
(χ2=12.58, df=1, p<.001). There was no difference in treatment rates between participants
with no insurance and those with private insurance (χ2=0.93, df=1, p=0.33).

Comparisons of Treatment Received from Psychiatrists and Primary Care Physicians
Psychopharmacological Treatment Received—Of the 244 participants who were
receiving medication treatment, 100 (41.0%) obtained their medication from their primary
care physician, 98 (40.2%) from their psychiatrist, and 7 (2.9%) from other sources (e.g.,
from their gynecologist or were taking a family member's prescription). These data were
missing or the source was unknown for 39 (16.0%) individuals. Among those who received
their medication from primary care providers or psychiatrists, 60.4% (119/197) of
participants received selective serotonin/norepinephrine reuptake inhibitors (SSRI/SNRIs),
34.5% (68/197) received benzodiazepines, 11.7% (23/197) received tricyclic
antidepressants, 14.7% (29/197) received trazadone, and 3% (6/197) received buspirone.

Patients of primary care physicians, compared to psychiatrists, were significantly less likely
to receive benzodiazepines (24.0% [24/100] vs. 45.4% [44/97]; χ2 = 9.9, DF = 1, p =
0.0016). There were no significant differences in the rates of receiving SSRI/SNRIs (66.0%
% [66/100] vs. 54.6% [53/97], respectively), tricyclic antidepressants, (10.0% [10/100] vs.
13.4% [13/97]), or trazadone (15.0% [15/100] vs. 14.4% [14/97]). Few patients reported
taking buspirone, prescribed from either primary care physicians (n=1 patient) or
psychiatrists (n=5 patients).

An examination of mean doses of SSRI/SRNI medications reported by primary care patients
revealed there were no significant differences between the two types of providers. However,
when their prescriber was a psychiatrist, as compared to a primary care physician, patients
reported taking somewhat higher doses of sertraline (110 ± 74 [n=15] vs. 70 ± 40 [n=25]mg/
day, respectively; t = 1.9, DF = 19.1 [separate variance test], p = 0.068) and fluoxetine (35 ±
26 [n=17] vs. 22 ± 9 [n=18] mg/day; t = 1.99, df = 19.9 [separate variance test], p =0.06).
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Dosages of paroxetine were similar (19 ± 14 mg/day, n=14 for psychiatrists; 23 ± 20 mg/
day, n = 23 for primary care physicians). Only one patient received venlafaxine from his/her
primary care provider (dosage = 75 mg/day compared to an average of 191 ± 142 mg/day
for 8 patients treated by psychiatrists). No patient received citalopram from a primary care
physician (enrollment overlapped its introduction in the Unites States).

Using the same initial pool of variables given above, the following were eligible for the
regression analysis: marital status, race/ethnicity, GSA, GAF, and medicare/public
assistance. Step-wise logistic regression (N=194) predicting whether a patient received
medication treatment from their primary care physician or a psychiatrist revealed only one
significant predictor: patient's global social adjustment (GSA) (Wald χ2= 12.3., DF = 1, p <
0.001; odds ratio = 1.8). Primary care patients with anxiety disorders who received
medication from a psychiatrist had poorer psychosocial functioning as measured by GSA.

Psychotherapy Received—Of the 198 patients receiving psychotropic medications from
either a psychiatrist or a primary care physician, those individuals whose pharmacotherapy
was prescribed by a psychiatrist were significantly more likely to receive conjunctive
psychotherapy (χ2 = 36.01, DF = 1, p < .0001). Thirty-three (33%) of patients getting
medications from a primary care provider and 74 (76%) of patients whose medications were
prescribed by a psychiatrist reported also receiving psychotherapy.

Discussion
Several findings emerged from the current study that are relevant to the quality of care
provided to patients with anxiety disorders who present to primary care settings. First, only
about half of primary care patients with anxiety disorders were currently receiving any
mental health treatment. Second, patients taking psychotropic medications were equally
likely to be receiving the prescription from their primary care provider as from a
psychiatrist. Third, SSRIs/SNRIs were the most commonly prescribed psychotropic
medication, by both primary care providers and psychiatrists. Fourth, patients were less
likely to be taking benzodiazepines prescribed by primary care physicians than by
psychiatrists. Fifth, individuals receiving psychotropic medication from a primary care
physician were less likely than those getting pharmacotherapy from a psychiatrist to also be
receiving psychotherapy. Sixth, members of ethnic minority groups were less likely to be
receiving mental health treatment. Seventh, individuals with more impairment and more
severe symptoms, as evidenced by lower GAF scores, or with a concurrent major depressive
disorder, were more likely to receive mental health treatment. Eighth, primary care patients
who were not receiving pharmacotherapy for their anxiety disorders stated that two of the
main reasons for not being treated included that their doctor never recommended treatment
(38.7%) and that they did not believe in medication for emotional problems (37%). The
most frequently endorsed reasons for not receiving psychotherapy were that 27.5% did not
believe in psychotherapy and 23.8% of patients didn't know they had a problem.

The fact that only about half of primary care patients with an anxiety disorder were
receiving mental health treatment is consistent with the National Ambulatory Medical Care
Survey that reported treatment was offered at 60% of the primary care office visits for
patients with anxiety (11). These data suggest that there remains substantial room for further
improvement in reducing the burden of anxiety disorders on society.

Although only about half of patients with anxiety disorders received any treatment, when
pharmacological treatment was implemented, rates of receiving antidepressants (SSRI/
SNRIs) from primary care physicians were as high as those from psychiatrists, suggesting
that many primary care physicians are aware of new developments in pharmacotherapy for
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anxiety disorders. Similar to our data, a multinational study of prescribing patterns in
primary care found that, in the United States, 23% of patients with an anxiety problem
received a prescription for an antidepressant (12). Patients were less likely to receive
benzodiazepines from primary care physicians, compared to psychiatrists, perhaps due to
primary care physician concern for the variety of adverse events and abuse liability that may
be associated with these agents (22; 23). We also found that the only significant predictor of
receiving medication from a psychiatrist versus a primary care physician was severity of
functional impairment. Therefore, it may be that psychiatrists prescribe more
benzodiazepines than do primary care physicians, because psychiatrists are treating a more
severely impaired population. In terms of dosing, there was no significant difference
between dosages reported by patients prescribed their medication by primary care physicians
and psychiatrists. However, the difference in dosages for sertraline and fluoxetine fell just
short of statistical significance. Sample sizes were too small to detect anything but large
differences, so this issue needs further investigation.

Our study did not directly evaluate the physician's viewpoint on why treatment was not
implemented for many patients with anxiety disorders. Analyses of demographic and
clinical predictors suggest the possibility that primary care physicians have a high threshold
for recognition and/or treatment of anxiety disorders. This may also be the reason why
patients on public assistance were more likely to be receiving treatment than their
counterparts with private insurance. Patients with public insurance may have had worse
functioning and appeared more severely ill. When patients had more severe symptoms,
worse functioning, or comorbid depression, primary care physicians were perhaps more
likely to recognize that a psychiatric disorder was present and consequently implement
treatment, or refer patients to a psychiatrist for treatment. Whether the primary care
physicians are not aware of the anxiety disorder when functioning is higher, or whether they
are hesitant to treat higher functioning patients with anxiety disorders, is not clear. Our data
do indicate that many patients report that they were unaware of having a problem or that
their primary care doctor did not recommend treatment, suggesting at the least a lack of
communication between the primary care physician and the patient. Further research is
needed to understand how often primary care physicians recognize anxiety disorders but
decide not to communicate their diagnoses with patients and not to treat such disorders, or
whether primary care physicians are continuing to not recognize such disorders when
impairment is less severe, as has been documented in the past (24; 6).

Of particular concern is the finding that members of minority groups were less likely to
receive mental health treatment. This is consistent with results of a recent primary care
study, which found that ethnic minorities were less likely to receive appropriate antianxiety
medications (13). Another previous study failed to find any differences in the prescribing of
antidepressants to non-Latino white patients and Latino patients in primary care (25).
Further studies are needed to determine if the ethnic disparity found in our study is unique to
anxiety disorders, or unique to the sites, or geographic area, of the current study.
Additionally, it is important to note that our study measured treatment received, as reported
by the patient, rather than treatment prescribed, as reported by the physician. Therefore, an
important agenda for future research is to sort out whether barriers to minorities receiving
treatment for anxiety disorders are related more to physician behavior or cultural attitudes
towards medication or therapy among patients.

For some primary care physicians, failure to adequately treat anxiety disorders may be
related to a belief that the anxiety is secondary to a non-psychiatric medical disorder.
However, in the present study we found that the presence of a major non-psychiatric medical
illness was not related to the likelihood of receiving treatment.

Weisberg et al. Page 7

Am J Psychiatry. Author manuscript; available in PMC 2013 November 18.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Our data also suggests that some of the barriers to effective treatment lie within the patient,
rather than the primary care doctor. One of the most common reasons for not receiving
pharmacotherapy was not believing in medication for emotional problems, and the most
common reason for not receiving psychotherapy was not believing in psychotherapy. These
findings indicate that efforts to improve treatment of anxiety disorders in primary care must
involve patient education, not solely interventions directed at providers. In the treatment of
major depressive disorder, an intervention that focused on counseling primary care patients
about medication treatment was found to improve adherence and enhance outcomes among
those receiving higher dosages, relative to treatment as usual (31). The value of patient
education about anxiety disorders and their treatment needs also to be investigated.

Limitations of the current study include the fact that all of the primary care sites were in one
geographic area of the United States. Research involving a broader range of sites across the
U.S., including sites with larger populations of minorities served, would be important to
examine the generalizability of our findings. Further, our investigation is not an
epidemiological study in that we did not systematically interview all members of the
available population, and in that by asking patients if they were interested in participating in
a study about “stress or nervousness” we may have biased the sample toward those with
anxiety disorders. Thus, this data is not meant as a report of anxiety disorder prevalence
rates in primary care. Additionally, this study did not examine the frequency of visits to
psychiatrists and primary care physicians to monitor anxiety and treatment. A potential
unreported difference in care between these provider types may be the follow-up received,
especially after prescribing a new medication. The current data is also limited in that it
provides only a single “snap shot” about the treatment of anxiety disorders after such
patients have presented to a primary care setting. Some primary care physicians might take a
“watchful waiting” approach with anxiety disorders in order to see if symptoms resolve over
time without treatment. If anxiety symptoms persist over time, primary care physicians
might be compelled to implement treatment, or refer for specialty care. Longitudinal follow-
up data would provide such information on whether the rate of treatment increases if
symptoms are persistent. The PCAP study is currently tracking the patient cohort described
herein, with assessments at 6 and 12 months post-intake and then yearly thereafter. Thus, we
will eventually be able to address the issue of how treatments, or lack of treatment, changes
over time for patients with anxiety disorders.
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Figure 1. Reasons given for not receiving pharmacotherapy (N=119)
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Figure 2. Reasons given for not receiving psychotherapy (N=153)
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Table 1
Predictors of Receiving Any Mental Health Treatment Among Primary Care Patients
with Anxiety Disorders

Odds Ratio (90% CI) Wald χ2 DF P-value

Receiving Medicaid or Public Assistance 1.7 (1.2 – 2.5) 5.7 1 0.017

Nonwhite 0.29 (0.18 – 0.46) 19.5 1 < 0.0001

Current Major Depressive Disorder 2.0 (1.4 – 2.9) 10.6 1 0.01

GAF 0.94 (0.92 – 0.96) 19.0 1 < 0.0001

Results from final model including all variables that entered at 0.05 or better are given.
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