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Depression and anxiety disor-
ders are more prevalent in
economically disadvantaged

populations (1,2), and disadvantaged
patients are more likely to seek treat-
ment in primary care than mental
health specialty settings (3). Further-
more, impoverished persons with
anxiety disorders have demonstrated
poor clinical outcomes (1). Patients
with anxiety disorders frequently
leave the physician-patient transac-
tion feeling dissatisfied or discontin-
ue recommended treatment (4), and
economically disadvantaged patients
often experience more barriers to
treatment engagement and adher-
ence (5–7), possibly because of early
trauma, chronic stress, and lack of so-
cial support (8–10).

Little is known about how patients
perceive their mental health care,
especially care delivered in primary
care settings (11). In this study we
examined disadvantaged patients’
feelings about and experiences of
treatment for anxiety disorders in
primary care settings. We selected
disadvantaged patients because the
research literature suggests that this
population often experiences more
barriers to engagement and adher-
ence, resulting in suboptimal treat-
ment—something we recently ob-
served in a larger data set (12), of
which this sample is a part.

Unlike research that uses struc-
tured surveys to assess attitudes to-
ward and satisfaction with mental
health services (13), this study used
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Objective: The purpose of this study was to examine the feelings of dis-
advantaged patients about and experiences of treatment for anxiety dis-
orders in primary care settings. Methods: The patients had participated
in the Collaborative Care for Anxiety and Panic study, which tested the
effectiveness of an intervention to help primary care providers treat
panic disorder. The treatment comprised cognitive behavioral therapy
(CBT) combined with pharmacotherapy administered by primary care
physicians with the expert advice of a psychiatrist. Post hoc semistruc-
tured interviews were conducted with 21 intervention participants who
were classified according to adherence or nonadherence to treatment.
The interview focused on reactions to CBT; reactions to the different
features of the intervention, such as therapy sessions, demonstration
videotapes, exercises, and a workbook; and comfort with the therapist.
Two members of the research team independently coded, analyzed, and
interpreted the data. Results: Three themes emerged: information was
empowering and reduced the sense of isolation experienced by partici-
pants, participants engaged in a dynamic and iterative personalized as-
sessment of the intervention, and barriers to adherence were predomi-
nantly logistical. Conclusions: Results indicate that the extent to which
patients chose to remain in treatment and follow treatment recommen-
dations was rarely an all-or-nothing phenomenon. In a disadvantaged
population such decisions seem to be influenced by the beliefs of the pa-
tient about what will and will not be effective in his or her individual
case, an ongoing self-assessment of well-being, and the logistical barri-
ers that come into play. (Psychiatric Services 57:1745–1750, 2006)
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qualitative methods. These methods
are widely used in exploratory stud-
ies for their capacity to reveal unex-
pected and serendipitous material.
Interactive questioning allows flexi-
bility in the structure and content of
interviews and facilitates exploration
of individual circumstances and ex-
periences. Although a qualitative ap-
proach does not produce results that
are statistically representative of
populations, it typically elicits con-
cepts and themes that may not be
available with structured, quantita-
tive techniques.

The goal of the study was to better
understand disadvantaged patients’
views of mental health care received
in primary care settings and provide
an opportunity for them to express
their needs and explain their service
and treatment choices.

Methods
Our participants had been part of
the Collaborative Care for Anxiety
and Panic (CCAP) study, which
tested the effectiveness of a collab-
orative care intervention to help
primary care providers treat panic
disorder (14). Drawn from six uni-
versity-based primary care clinics in
three West Coast cities (Seattle, Los
Angeles, and San Diego), the partic-
ipants had been randomly assigned
to receive either a program of cog-
nitive-behavioral therapy (CBT) de-
livered by a behavioral health spe-
cialist, combined with pharma-
cotherapy (largely antidepressants
of the selective serotonin reuptake
inhibitor type or serotonin-norepi-
nephrine reuptake inhibitor type,
with little use of benzodiazepines)
by the primary care physician and
optimized by expert advice from a
psychiatrist. Disease management
was offered for 119 participants,
and 113 participants received care
as usual. The behavioral health spe-
cialist served as a care manager and,
in addition to delivering CBT,
sought to potentiate treatment ad-
herence by calling patients who
missed appointments, challenging
negative beliefs among patients who
were disinclined to pursue either
treatment, and optimizing medica-
tion effects by relaying expert psy-
chiatrists’ advice about dosage and

side effect management to prescrib-
ing primary care physicians.

In addition to CBT, participants in
the treatment group were provided
with educational aids that comprised
a demonstration videotape and
workbook. The videotape demon-
strated the components of CBT and
discussed the biology and pharma-
cotherapy of panic, the most com-
mon medication side effects and how
to overcome them, strategies for in-
creasing medication adherence, and
the role of cognitive-behavioral fac-
tors in anxiety. The workbook was a
revised and condensed version of
Mastery of Your Anxiety and Panic
(MAP-3) (15). The control group of
113 patients received care as usual
by the primary care physician, which
usually consisted of medication, aug-
mented by a medication algorithm,
and information from participants’
diagnostic interviews that was pro-
vided to their primary care physi-
cians at baseline. Care as usual al-
lowed specialty mental health refer-
ral, which occurred for 16 patients
(about 15 percent).

Sampling frame
The recruitment and longitudinal
data collection for CCAP began in
spring 2000 and continued until
spring 2003. At the completion of
the CCAP study, the post hoc quali-
tative study was conducted with 21
of the participants from the inter-
vention group, all of whom were be-
low the poverty line in terms of fam-
ily income. Fourteen participants
were from the Seattle site, six were
from the San Diego site, and only
one was from the University of Cali-
fornia, Los Angeles, site. The quali-
tative interviews were conducted be-
tween June 2002 and April 2003, and
the time between study completion
and interview for each participant
ranged from three to 12 months after
final study contact. Fourteen partici-
pants (67 percent) were women.
Eleven (52 percent) were white, six
(29 percent) were African American,
three (14 percent) were Hispanic,
one (5 percent) was Asian, and one
(5 percent) was of another ethnicity.
To compare, the demographic char-
acteristics for the treatment group of
the main study were 68 percent

women, 67 percent white, 13 per-
cent African American, 11 percent
Hispanic, and 8 percent “other” eth-
nicity. The sample ranged in age
from 23 to 59 years, with a mean±SD
age of 41.2±11.3 years. Measures of
income were derived from self-re-
port of annual income and family
size at the baseline telephone assess-
ment. We used 2001 Federal Pover-
ty Guidelines (16) and indexed the
categorization to family size.

Intervention participants who com-
pleted the CCAP study were eligible
to be included in this qualitative
study. A purposive sampling design
was adopted, and participants from
all three project sites (Seattle, Los
Angeles, and San Diego) were se-
lected. Because we were interested
in the relationship between partici-
pation in treatment and participants’
beliefs and perceptions, we classified
participants as “adherent” or “non-
adherent” to treatment on the basis
of quantitative data available from
previously obtained outcome assess-
ments. For CBT, adherence was de-
fined as receiving at least four of the
six CBT sessions. Patients attending
at least three sessions could receive
further sessions on the phone. Ten
participants (48 percent) were ad-
herent (nine patients with six ses-
sions [43 percent] and one patient
with five sessions [5 percent]), and
11 (52 percent) were nonadherent
(one patient with no sessions [5 per-
cent], three patients with one session
[14 percent], six patients with two
sessions [28 percent], and one pa-
tient with three sessions [5 per-
cent]). For medication, adherence
required taking an appropriate dose
for six weeks. Fourteen participants
(67 percent) were nonadherent, with
most not taking medication at all or
for more than a few days.

Nine participants (43 percent)
were nonadherent to both CBT and
medication, five (24 percent) were
adherent to both CBT and medica-
tion, two (9 percent) were adherent
to medication but nonadherent to
CBT, and five (24 percent) were ad-
herent to CBT but nonadherent to
medication. Participants were con-
tacted by phone, and if they agreed
to be interviewed, a convenient time
was scheduled. Consent forms were
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mailed to participants with an en-
closed postage-paid envelope for re-
turn of completed forms. Patients
were paid $20 for their participation.

Procedures
The interview focused on reactions
to the different features of the inter-
vention (behavioral health specialist
sessions to deliver CBT and potenti-
ate medication adherence; experi-
ence of the CBT treatment itself;
and videotape, exercises, workbook,
and medication) and comfort with
the therapist. All interviews were au-
diotaped and transcribed verbatim.
The interviews lasted between 45
and 60 minutes. Interviewers kept
participants engaged by asking them
to elaborate upon their answers (17),
especially if they answered in simple
sentences or phrases. Interviews
were conducted after obtaining pa-
tients’ signatures on the consent
forms approved by the institutions’
review boards. Interviewers had not
been involved in the participants’
treatment but had served as out-
come assessors for the study. There-
fore, they were not technically blind
to whether participants had been ad-
herent. Patients were told that infor-
mation in the interviews would not
be disclosed to their clinicians.

Data analysis
Two members of the research team
independently coded, analyzed, and
interpreted the data. Raters en-
gaged in an iterative process to inde-
pendently create codes and check
agreement for each interview. They
then reached an agreement on the
overarching codes that spanned in-
terviews. A codebook was developed
with standard procedures (18,19).
The transcripts were closely exam-
ined for metaphors, repetitions
across informants, and shifts in con-
tent (20). With a grounded theory
approach (21), we compared the
transcripts for descriptive cate-
gories, which were then grouped to
form themes. These were discussed
by two researchers, who, after sepa-
rately examining portions of the
transcripts, reached consensus about
which general themes should be ex-
amined in detail. The themes, taken
from literature reviews, investiga-

tors’ a priori understanding, and the
text itself (22), were named, de-
fined, and illustrated.

Results
Three themes emerged: information
was empowering and reduced partic-
ipants’ sense of isolation, partici-
pants engaged in a dynamic and iter-
ative personalized assessment of the
intervention, and barriers to adher-
ence were predominantly logistical.

Empowerment by information
In general, many participants felt
that information was empowering;
this was especially so for the five par-
ticipants who were adherent to both
treatments and the five who were ad-

herent to only CBT. Participants ex-
perienced a sense of relief in under-
standing their disorder and a sense
of power when using skills and tech-
niques taught in CBT. One partici-
pant adherent to both treatments
commented, “Just to know that
there’s a real diagnosis for what I was
going through [was helpful]. I didn’t
even have a name for what I was
feeling. . . . The key thing your study
did was to help me help myself. I’m
never gonna recover from those pan-
ic attacks . . . but I certainly can han-
dle it and deal with it and recognize
the triggers.”

A CBT-adherent participant said
the program “taught me I could deal
with it. It gave me some tools that I
hadn’t dealt with before. . . . Follow-
up interviews were very helpful so
that I could gauge my progress and
get some reminders for behavior. . . .
Talking with someone else made me
realize how I was acting.” These par-
ticipants learned new skills and de-
veloped the ability to use the tools
(workbooks, videotapes, and exercis-
es) and techniques to recognize
symptoms and self-monitor their
condition. A participant indicated
that the “workbook . . . explained the
cycle of fear and I found that to be
helpful not only for my panic but for
other areas in my life.” Several par-
ticipants found the videotape help-
ful; a CBT-adherent participant en-
dorsed it thusly: “The video was ex-
tremely powerful. And to say, ‘Oh,
wait a minute, there’s other people
who’ve gotten through this.’ ”

The participants, particularly those
who adhered to both medication and
to CBT, emphasized that only the
CBT sessions gave them the oppor-
tunity to rehearse real-life scenarios
and develop skills to assess them-
selves. They learned “to stop, think,
and work through panic attacks.” Us-
ing the skills seemed to increase self-
efficacy: “The cognitive stuff helped
me to really learn how to work
through things and recognize what’s
happening. Also, it pushed me be-
yond what I feel my limits are . . .
and kinda pushed me to take a little
bit more of a risk. I gained confi-
dence from doing that.”

As stated by an adherent partici-
pant, the intervention reduced pa-
tients’ sense of isolation: “Just know-
ing that I wasn’t an isolated case, that
it was a real diagnosis for which I
could get help. Without a diagnosis
you just suffer in silence.”

Dynamic iterative 
assessment of the intervention
Participants were constantly moni-
toring and assessing the treatment’s
effectiveness and making decisions
about adherence to CBT and med-
ications on the basis of these assess-
ments. Decisions to continue with
CBT, medication, or both depended
on participants’ sense of well-being

PSYCHIATRIC SERVICES ♦ ps.psychiatryonline.org ♦ December 2006   Vol. 57   No. 12 11774477

The 

extent to 

which patients 

choose to remain 

in treatment and follow 

treatment recommendations

is rarely an all-

or-nothing 

phenomenon.

muk.qxd  11/20/2006  9:36 AM  Page 1747



and beliefs about their efficacy. A
nonadherent participant described
the monitoring process: “For the
first week or so the new drugs calm
you down, but you get used to them,
and after a while your body just goes
back into the same stage.” A CBT-
adherent patient acknowledged, “I
took myself off meds before the
study. I thought that if I needed to go
back on, well, I would. I was gradu-
ating from law school and taking the
bar. . . . I actually wanted to see if I
could do the whole thing without
[medications].” Two participants
mentioned that they had quit their
medication because they did not get
panic attacks over a span of time.

In general, participants displayed
a preference for CBT over medica-
tion. Most expressed negative feel-
ings about medication. They were
suspicious of it and feared loss of
control over themselves and their
lives. One CBT-adherent patient
stated, “I wasn’t quite ready to take
medication. . . . I thought it wasn’t
such a useful tool.” One medication-
adherent participant said that “the
medicine didn’t make me feel that
much in control of things. . . . I was a
little worried about that, because I
still have to control my mind, I have
to control myself.”

One participant thought medica-
tion could trigger panic attacks. A
CBT-adherent participant said, “I
felt that group therapy and therapy
would be more helpful to me [than
medication]. I just wanted to talk
and listen to other people to see how
they’re dealing with their kind of in-
securities.” Still another said, “Only
extreme cases need medication. I’d
rather learn how to control certain
things than have medications cover
[them] up.”

Some feared that stigma might be
associated with using medication.
One CBT-adherent patient was
afraid that information about med-
ication in his medical records might
jeopardize his chances of employ-
ment: “If I tried to run for office or
something, I’m a little concerned
that my history of having Zoloft will
come to surface somehow. . . . I am
that much concerned that our med-
ical records are not protected.”

Some patients, however, felt that

medications were important for treat-
ment. A medication-adherent partic-
ipant said, “I think that medications
are necessary. You know, you can’t do
it alone. Some people have it more
severe than others, and medication
[is] definitely important. . . . It’s
calming and keeps you on an even
keel.” A nonadherent participant
stated, “I believe that a big part of
my panic was biochemical, so I think
that having the meds along with the
sessions would have been helpful.”

Some participants expressed fear
of medication side effects. One who
was adherent only to CBT said, “I
had a lot of fears about taking phar-
maceuticals. Mostly side effects and

the unknown—I don’t like fooling
around with my body’s chemistry.”
One adherent participant expressed
a similar apprehensiveness as well as
ambivalence, although he took the
medication and nevertheless “won-
dered how long you could take it
without messing you up. . . . But it
was definitely a help. Whether you
want to do it or not, it was a help and
you need it.”

Barriers to patient participation
were largely logistical. Nonadherent
participants provided insight into the
barriers they encountered in com-
pleting the program. Two partici-
pants cited work constraints as a
problem. Three others had trans-
portation problems. One participant
admitted that his medication nonad-
herence was due to lack of finances.

In general, treatment-adherent pa-
tients cited fewer logistical barriers.

When asked for recommendations
to improve the logistics of the pro-
gram, respondents suggested that it
was important that all patients re-
ceive the videotape and workbook.
Some respondents suggested that
the sessions last longer, that tele-
phone sessions take place on Satur-
days, and that providers more assid-
uously follow up with participants.

Although most barriers identified
by respondents were logistical, a
number of them mentioned that
their comorbid conditions influ-
enced their decision to stop partici-
pating in the program. These condi-
tions ran the gamut of bipolar disor-
der, agoraphobia, prescription med-
ication addiction, arthritis, and
seizures. At least four participants
reported multiple conditions for
which they took multiple medica-
tions. A nonadherent patient ex-
plained, “I stopped taking [the med-
ications the study prescribed] be-
cause they told me that I had mi-
graines and that I [had] to go on
some meds for the headaches which
would interact negatively with the
[medication for panic disorder]. . . . I
could not take both, so I decided to
stop the panic medication.”

Discussion
The extent to which patients choose
to remain in treatment and follow
treatment recommendations is rare-
ly an all-or-nothing phenomenon
(23). Our data suggest that in a dis-
advantaged population adherence
seems to be related to the patient’s
beliefs about what will and will not
be effective in his or her individual
case, the patient’s ongoing self-as-
sessment of his or her well-being,
and logistical barriers. It seems that
even when patients are given choices
in determining their treatment, most
actively monitor treatment outcomes
to make decisions about adherence.
One can speculate that, given beliefs
about medications and therapy and
both real and perceived barriers to
care, patients select a level of adher-
ence to medication or psychotherapy
that is subjectively determined to be
optimal. What is optimal is likely to
vary considerably from person to
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person. Thus, from the patient’s per-
spective, adherence or nonadher-
ence to any form of treatment may
result from a rational decision-mak-
ing process (23). Additional research
is needed to better understand pa-
tients’ definitions of well-being and
the levels of symptoms and function-
ing that denote “equilibrium,” espe-
cially because this equilibrium ap-
pears to be related to decisions about
adherence.

In general, many participants in
this study expressed strong negative
feelings toward medication. Consis-
tent with other research (24), we
found that many patients were un-
comfortable with the idea of taking
medication but did so because it had
been strongly recommended. Com-
mon issues were fear of losing con-
trol and concerns about side effects.
Several patients expressed the belief
that anxiety is psychological and psy-
chotherapy can help control and
manage it and that only people with
extreme symptoms need medication.

Our participants were all socioeco-
nomically disadvantaged, which may
explain the types of barriers they
identified, although the absence of a
comparison group of more economi-
cally advantaged patients limits our
ability to say that findings were spe-
cific to economic disadvantage. Lo-
gistical barriers, especially those that
reflected a lack of resources, were
key for these participants. Not sur-
prisingly, barriers involving time and
travel affected CBT adherence but
not medication adherence. Medica-
tion adherence was often influenced
by the existence of comorbid disor-
ders for which patients were already
taking medications, which prompted
concerns about combining them
with those prescribed for panic dis-
order. These data are also consistent
with the hypothesis that many pa-
tients engage in an implicit cost-ben-
efit analysis in which beliefs about
the necessity of their various med-
ications are weighed against con-
cerns about the potential adverse ef-
fects of taking them (25).

This study has a number of limita-
tions. First, aspects intrinsic to the
study design limit our ability to dis-
criminate effects or assign them to
specific factors. We cannot separate

factors related to nonadherence to
medication versus nonadherence to
CBT because two-thirds of the sam-
ple were adherent or nonadherent
to both. Participants’ open-ended
responses did not allow separation
of logistic from other barriers and
did not allow determination of
whether some transportation diffi-
culties were due to phobic avoid-
ance rather than logistical barriers.
Second, the sample cannot be con-
sidered to represent the population
of interest because it was a conven-
ience sample of those who agreed to
participate in the study after being
selected. Furthermore, as partici-
pants in a randomized trial, these
patients received extra support to
maximize treatment engagement,
and so nonadherent participants
likely represented the extremes of
nonadherence.

The data cannot be used for hy-
pothesis testing, and the results of
this project, compared with studies
using a systematic standardized
sampling design, may not be replic-
able. However, the insights gained
about treatment perceptions and
opinions of this low-income sample
could be valuable for informing fu-
ture interventions. Second, social
desirability may have played a
greater part than usual because the
interviewers were also study coordi-
nators or were involved in the pa-
tients’ care process. Unlike quanti-
tative methods, qualitative data col-
lection focuses on building trust and
rapport between interviewer and in-
terviewee. This dynamic may come
into play particularly when sensitive
topics are being investigated (26),
especially among vulnerable low-in-
come participants. Third, the quality
of the data collection and the results
are highly dependent on the skills of
the interviewer and the rigor of the
analysis. Although highly experi-
enced in conducting telephone in-
terviews, some of our interviewers
had less experience in conducting
qualitative interviews. However, the
respondents had spoken with the in-
terviewers on several occasions
throughout the previous year-long
study and so may have trusted them
more than they might have other-
wise. That rapport was an advantage

when interviewing, as evident from
the nature of some of the patients’
unsolicited comments.

Conclusions
A number of clinical implications
can be gleaned from these data.
First, clinicians and staff should be
particularly sensitive to the barriers
that confront low-income patients.
There may be a need to routinely as-
sess the availability of transporta-
tion, money to buy medications,
ways to provide for the care of chil-
dren or elders for whom the patient
is responsible, and so on. Second,
education about panic disorder is
particularly needed for this popula-
tion. They are likely to have less for-
mal education than the general pop-
ulation and thus may not have access
to information available to individu-
als with greater resources. Educa-
tional videotapes and other materi-
als were highly valued by these par-
ticipants. Education often resulted
in a sense of empowerment.

Finally, it is very important for cli-
nicians to understand how their pa-
tients define illness and health. Pa-
tients have their own logic about ad-
herence to treatment and seem to
follow an algorithm that best meets
their needs. It is vital to educate pa-
tients about the need to continue
treatment at least in some instances,
even when symptoms have improved
(27). Thus it behooves providers to
tailor initial discussions of diagnosis
and treatment to patients’ beliefs
about health and to revisit these be-
liefs if a problem with adherence
arises, rather than label the patients
“nonadherent.”

Traditionally, there has been a ten-
dency to place the onus of responsi-
bility for adherence upon the patient
(28,29). In the context of collabora-
tive care it becomes imperative to
view adherence as a part of the ther-
apeutic relationship. To deliver opti-
mal care, providers need to make an
effort to understand patients’ deci-
sions about adherence in the context
of their beliefs, attitudes, and per-
ceptions of well-being.
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