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impairment and disability.1–5 Individuals with PD often
initially present to the primary care setting due to the
physical characteristics of the disorder (e.g., chest pain,
dizziness, shortness of breath).6 Prevalence of PD in pri-
mary care is much higher than in the general population,
with a reported median prevalence of 4% to 6%.3 Despite
this high frequency of PD in the primary care setting, the
disorder continues to be poorly recognized and often
undertreated, which can impact the course of illness.3,7,8

Treatment studies in the psychiatric setting, which
use known efficacious pharmacologic and psychological
treatments, indicate that a majority of PD patients do not
fully recover from PD even when receiving adequate lev-
els of treatment.9 Only 20% to 50% of patients experience
initial symptom improvement, and after medication with-
drawal there are recurrence rates of 25% to 85%.10–12 Re-
covery rates are even lower in individuals diagnosed with
PD with agoraphobia (PDA), with estimates ranging from
18% to 64%.9 Thus, treatment studies indicate that recov-
ery is difficult to sustain and that long-term follow-up is
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Results: At intake, 85 patients were diagnosed
with PD and 150 were diagnosed with PDA. Pa-
tients with PD were significantly more likely to
achieve recovery (probability estimate, 0.75)
from their disorder than patients with PDA (0.22)
at the end of 3-year follow-up (p < .0001). There
was no difference in recurrence rates between the
2 disorders. Women were more likely to recover
from PD (p = .001). At intake, comorbid general-
ized anxiety disorder (p = .004), higher Global
Assessment of Functioning score (p = .0003), and
older age at panic onset (p = .05) were related to
recovery from PDA, and comorbid major depres-
sive disorder (p = .05) and psychosocial treatment
(p = .002) predicted remaining in an episode of
PDA. The relationship between psychosocial
treatment and poor recovery must be interpreted
with caution and is most likely due to the treat-
ment bias effect.

Conclusion: Primary care patients with PDA
have a chronic course of illness, whereas those
with PD have a more relapsing course. Given
the significant burden of PD and PDA in primary
care, attention to factors relevant to the course of
these disorders is important for recognition and
for continued improvement of treatment interven-
tions in this setting.
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anic disorder (PD) affects 1.5% to 3.7% of the gen-
eral population and is associated with significant
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essential to identifying those who may be at risk for
recurrence.

Naturalistic longitudinal studies are able to provide
information about the long-term course of illness and
variables associated with course. Data from several stud-
ies in the psychiatric setting indicate that the clinical
course of PD and PDA is chronic and relapsing.13,14 For
example, the Harvard/Brown Anxiety Research Project,
a naturalistic, longitudinal study of patients recruited
from psychiatric settings, reported that the probability
of remitting from PD after 1 year was 0.39, and this
decreased to 0.17 for PDA.13 In this same study, nearly
one third of both PD and PDA patients were likely to ex-
perience a recurrence within a year after recovery. Simon
et al.15 examined the naturalistic course of recurrence in
PD patients and reported that nearly half of those who
recovered had a recurrence within a 2-year follow-up
period.

Longitudinal studies also can provide information on
patient characteristics that are related to course of illness.
Identification of patients who are likely to sustain recov-
ery or who are likely to have a recurrence is important
to development and implementation of treatment inter-
ventions. Identification of factors associated with chro-
nicity is particularly important in the primary care set-
ting, where patients with PD and PDA are high utilizers
of the health care system.3,16 Panic disorder patients use
medical services at higher rates than nonpsychiatric and
other psychiatric patients6 and are overrepresented in
specialty clinics.16,17 Thus, an understanding of the course
of illness and identification of factors associated with re-
covery and recurrence in this setting can help improve
physician recognition of high-risk patients and lead to
the development of targeted interventions that may ulti-
mately decrease the health care burden of PD patients.

In the current study, we examined the 3-year longitu-
dinal course of PD and PDA in a sample of primary care
patients. This is the first study, to our knowledge, that has
examined the course of these disorders in the primary
care setting. Additionally, we examined the clinical and
demographic predictors of recovery.

METHOD

Participants
This study was part of the larger Primary Care Anxi-

ety Project (PCAP), a naturalistic, longitudinal study of
anxiety disorders in primary care patients. Participants
were recruited from 15 internal medicine and family
medicine clinics in New England between July 1997 and
May 2001. Inclusion criteria for screening eligibility re-
quired that participants be English-speaking, at least 18
years of age, and scheduled for a medical appointment
on the day of recruitment. Exclusion criteria for screen-
ing included current pregnancy or no current address

or phone number. A total of 14,320 patients were ap-
proached in the waiting rooms, and 4383 (31%) com-
pleted an anxiety screening questionnaire that was de-
signed for this study. Of the 4383 patients screened, 2755
(63%) screened positive for anxiety symptoms. Those
who screened positive for any anxiety disorder symptoms
were asked to participate in the Structured Clinical Inter-
view for DSM-IV (SCID).18 Of those asked to participate
in the SCID interview, 456 declined to participate, and
665 repeatedly cancelled or failed to show up for their ap-
pointments. The SCID was administered to 1634 indi-
viduals, and 539 met criteria to be enrolled in the study.
Criteria to be enrolled in PCAP included being diagnosed
with at least 1 of the following anxiety disorders, ac-
cording to the SCID interview: generalized anxiety dis-
order (GAD), PDA, PD, agoraphobia without a history of
PD, posttraumatic stress disorder, social phobia, or mixed
anxiety-depressive disorder. Exclusion criteria for partici-
pation in PCAP included not having an anxiety disorder
diagnosis or endorsing symptoms consistent with a psy-
chotic disorder. A total of 539 patients who completed
the SCID were diagnosed with an anxiety disorder and
enrolled in the study. This report focuses on the 235 in-
dividuals diagnosed at intake with PD (N = 85) or PDA
(N = 150). The study was approved by the institutional
review boards at each participating site.

Procedure
Research assistants recruited participants from the

waiting rooms of the primary care practices. Participants
were given a complete description of the study, and
informed consent was obtained. Participants completed
the screening questionnaire in the waiting room and, if
screened positive, were asked to participate in a SCID in-
terview to be conducted during a separate appointment.
Once enrolled, participants were evaluated at 6 and 12
months and yearly thereafter. This report will focus on the
clinical course of PD and PDA during the first 3 years of
PCAP.

Assessment Measures
Screening questionnaire. The screening instrument

(available from the authors upon request) was developed
specifically for the PCAP study. It is a self-report measure
that inquires about the presence of essential features of
the DSM-IV anxiety disorders. The instrument differs
from existing screening measures (e.g., the Primary Care
Evaluation of Mental Disorders [PRIME-MD]) in that it
screens for symptoms of all anxiety diagnoses but does
not assess all criteria for each disorder. A separate valida-
tion study was conducted in 73 patients who completed
the screening instrument and the SCID. Forty-five pa-
tients screened negative, and none of these was positive
for an anxiety disorder according to the SCID interview.
Twenty-six participants screened positive, and 8 of these
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were true positive according to the SCID interview. Eigh-
teen (69%) were false positives. Two patients were ex-
cluded during the SCID for psychotic symptoms.

Intake interview. The SCID was used to obtain demo-
graphic information and diagnose anxiety disorders and
other comorbid diagnoses at intake. Modules assessing
anxiety, mood, psychosis, eating disorders, and substance
use were utilized for PCAP diagnoses.

Follow-up interview. The Longitudinal Interval Fol-
low-up Evaluation (LIFE)19 is an interviewer-administered
instrument used to assess the weekly course of anxiety
disorders, psychosocial functioning, and treatment status.
Using the LIFE, the interviewer assigned psychiatric sta-
tus ratings (PSRs) to measure the severity of psychiatric
disorders on a weekly basis. At each assessment, the inter-
viewer assessed symptoms from the previous year (or
6 months, depending on time frame) on a weekly basis,
using major events (i.e., holidays, season change, birth-
days) to guide the interview. All individuals with PD
and PDA were coded on each of 4 PD PSR scales. The first
PSR scale rates panic attacks from “1 = no symptoms” to
“6 = one panic attack or more per day.” In addition to rat-
ing panic attacks, 3 other PSR scales, corresponding to
DSM-IV PD criteria, were utilized for examining panic
course: (1) persistent concern about having additional
panic attacks, (2) worry about the implications of panic at-
tacks, and (3) change in behavior related to the attacks.
These 3 scales are coded as “1 = absent” or “2 = present”
on a 2-point scale. Participants with PDA received an addi-
tional weekly score on the 6-point agoraphobia scale rang-
ing from “1 = no symptoms” to “6 = avoidance results in
being nearly or completely housebound.”

In this study, course of illness was examined through
recovery and recurrence. For PD, recovery was defined as
a period of 8 consecutive weeks with panic symptoms at a
PSR of 1 or 2 and the absence (i.e., PSR = 1) of persistent
concern, worry about implications, and change in behav-
ior. A PD recurrence occurred after a period of recovery
and was defined as 1 week of a panic attack PSR of 5 or 6
and at least 4 weeks of persistent concern, worry about the
implications, or change in behavior, the first week of
which must coincide with the first week of panic attacks.
To meet criteria for recovery from PDA, a participant must
have met the criteria for PD recovery (given above) and,
during the same 8-week period, also have had minimal or
no agoraphobia symptoms (PSR of 1 or 2). Recurrence of
PDA is the same as that described for PD in addition to
4 or more weeks of a PSR of 4, 5, or 6 for agoraphobia
symptoms. For a recurrence of PDA, the persistent con-
cern, worry, or change in behavior and the agoraphobia
symptoms were required to occur within the same 4-week
period.

Psychosocial functioning and severity of symptoms
were assessed using the Global Assessment of Functioning
(GAF) score obtained through the LIFE. The GAF was

rated on a 0-to-100 scale, with higher scores indicating
better functioning.

Previous research has found the LIFE to have ad-
equate reliability and validity for psychiatric diagnoses
and psychosocial functioning measures.20

Medical illness questionnaire. Using the medical his-
tory form developed for PCAP (available from the au-
thors upon request), participants were asked if they had
any of the following illnesses: asthma, cancer, diabetes,
epilepsy, stroke, heart problems, or kidney, liver, lung, or
thyroid disease. For the purposes of this study, medical
illness was coded as a dichotomous yes/no response
for the presence of at least 1 self-reported current medical
illness.

Treatment questionnaire. Psychiatric and psycho-
social treatments were assessed at intake and at each
follow-up. Information on psychiatric medications was
obtained as part of the LIFE, using the psychotropic/
auxiliary drug treatment schedule (available from the au-
thors upon request), an interviewer-administered form
developed for PCAP that assesses psychotropic medica-
tions and dosage taken each week since the last interview
or currently taking at the time of the initial interview.
Psychosocial treatment was assessed using 2 different
questionnaires. Participants were asked about the types of
mental health treatment received using a form developed
specifically for PCAP (available from the authors upon
request). The following modalities were assessed: indi-
vidual therapy, group therapy, family/couple therapy,
self-help groups, day treatment, inpatient hospital treat-
ment, residential treatment, or medication management.
Additionally, information about specific types of thera-
peutic techniques was obtained using the Psychosocial
Treatments Interview-Revised.21 This is an interviewer-
administered questionnaire that was used to specify the
type and frequency of a variety of psychotherapy tech-
niques (e.g., cognitive-behavioral therapy, psychody-
namic psychotherapy).

Statistical Analyses
Analyses were conducted using SAS statistical soft-

ware, version 8.2 (SAS Institute, Cary, N.C.). Course data
were examined using standard survival analysis tech-
niques. Cox regressions were used to examine individual
predictors of course in PD and PDA. Analyses were con-
ducted using PROC FREQ, PROC PHREG, and PROC
LIFETEST. A series of individual proportional hazards
regression analyses were conducted to examine intake
characteristics that may be predictive of recovery from
PD and PDA. There were not enough recurrence events to
examine predictors of recurrence in this study. Univariate
analyses examined the relationship between each predic-
tor and recovery. We examined the following predictors:
age, gender, race, education, marital status, full-time em-
ployment status, age at PD onset, presence of ongoing
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medical illness, GAF, psychosocial treatment, psycho-
tropic treatment, and each of the following comorbid
diagnoses: social phobia, GAD, posttraumatic stress dis-
order, and major depressive disorder. Statistical signifi-
cance was set at p < .05 with no corrections for multiple
analyses.

RESULTS

Characteristics of PD and PDA at Intake
At intake, 85 participants were diagnosed with PD and

150 were diagnosed with PDA. Table 1 presents the de-
mographic characteristics of PD and PDA participants
at intake. Overall, patients in both groups were similar,
and there were no significant differences between the 2
groups with regard to age, gender, marital status, educa-
tion, employment status, or presence of medical illness.

However, individuals diagnosed with PDA were less
likely to be African American (Fisher exact p = .012) and
had an earlier age at PD onset (t = –1.98, df = 233,
p < .05) and a lower GAF score (t = –2.96, df = 233,
p < .01) compared with those individuals diagnosed with
PD.

Clinical Features
Table 2 presents the clinical characteristics at intake

for the participants with PD and PDA. Major depressive
disorder was the most common comorbid diagnosis in
both PD (42%) and PDA (45%). Posttraumatic stress dis-
order was the most frequent comorbid anxiety disorder in
both PD (32%) and PDA (33%). The presence of comor-
bid social phobia was significantly more likely in patients
with PDA (33%) than patients with PD (19%) (χ2 = 5.19,
df = 1, p < .05).

Treatment Received
At intake, patients with PDA were significantly more

likely to be receiving psychiatric medication (67%) than
those with PD (40%) (χ2 = 15.74, df = 1, p < .001). Fur-
thermore, those diagnosed with PDA were also more
likely to be receiving psychosocial treatment (39%) than
those with PD (24%) (χ2 = 5.61, df = 1, p < .05).

Course of PD and PDA
Recovery. Figure 1 presents the Kaplan-Meier survival

curve for PD and PDA participants who achieved recov-
ery. At 1 year, the probability of recovery from PD was
0.68, and from PDA, 0.12. By the end of 3 years, the prob-
ability of recovery increased to 0.75 for PD and 0.22
for PDA. Panic disorder patients were significantly more
likely to achieve recovery at 3 years than patients with
PDA (log-rank χ2 = 85.27, df = 1, p < .0001).

Table 1. Demographic Characteristics at Intake of Patients
With Panic Disorder (PD) or Panic Disorder With
Agoraphobia (PDA)

PD (N = 85), PDA (N = 150),
Variable Mean (SD) Mean (SD)

Age, y 38.3 (11.7) 39.7 (10.3)
Age at PD/PDA onset, y 29.9 (12.7) 26.6 (11.8)*
Global Assessment of 57.8 (8.8) 54.2 (9.1)**

Functioning score
N (%) N (%)

Female 70 (82) 122 (81)
Race

White 71 (84) 126 (84)
African American 10 (12) 7 (5)
Hispanic 1 (1) 6 (4)
Other 3 (3) 11 (7)

Married 45 (53) 76 (51)
Education

< High-school graduate 7 (8) 23 (15)
High-school graduate 66 (78) 110 (73)
College degree or more 12 (14) 17 (11)

Employed full-time 38 (45) 51 (35)
At least 1 medical illness 24 (28) 56 (37)

*p < .05, **p < .01.

Table 2. Clinical Characteristics at Intake of Patients
Diagnosed With Panic Disorder (PD) or Panic Disorder
With Agoraphobia (PDA)

PD (N = 85), PDA (N = 150),
Clinical Variable N (%) N (%)

Comorbid diagnoses
Major depressive disorder 36 (42) 68 (45)
Social phobia 16 (19) 49 (33)*
Posttraumatic stress disorder 27 (32) 49 (33)
Generalized anxiety disorder 14 (16) 33 (22)
Specific phobia 15 (18) 38 (25)
Obsessive-compulsive disorder 6 (7) 14 (9)
Alcohol or substance dependence 8 (9) 20 (13)

Treatment received
Psychiatric medication 34 (40) 100 (67)**
Psychosocial treatment 20 (24) 58 (39)*

*p < .05, **p < .001.
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Agoraphobia (PDA)
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Recurrence. Recurrence was examined for those indi-
viduals who had experienced a recovery during the 3-year
observation. Of the 63 patients with PD who remitted,
the probability of recurrence was 0.35. The probability of
recurrence for the 30 participants with PDA who remitted
during the follow-up period was 0.52. There was no sig-
nificant difference in recurrence rates between PD and
PDA (log-rank χ2 = 2.24, df = 1, NS).

Predictors of PD and PDA Course
Gender was the only significant predictor of PD

course. Women were more likely than men to remit
from PD (Wald χ2 = 10.62, hazard ratio [HR] = 5.42,
p = .001). Recovery from PDA was associated with sev-
eral clinical features (Table 3). Patients who recovered
from PDA during the 3-year follow-up were more likely
to have a higher GAF score (i.e., higher psychosocial
functioning and less severe symptoms) at intake (Wald
χ2 = 13.29, HR = 1.07, p = .0003), be in an episode of
comorbid GAD at intake (Wald χ2 = 8.12, HR = 2.90,
p = .004) and have an older age at PDA onset (Wald
χ2 = 3.72, HR = 0.97, p = .05). Furthermore, remaining
in an episode of PDA (i.e., no recovery) was related to
being in an episode of major depressive disorder at intake
(Wald χ2 = 4.03, HR = 0.44, p = .05) and to receiving
psychosocial therapy at intake (Wald χ2 = 9.40, HR =
0.19, p = .002).

Potential differences in treatment rates during the
3 weeks prior to patient recovery were explored to
determine if differential treatment may explain the recov-
ery rates. In participants who recovered from PD, 25%
(16/63) reported taking a selective serotonin reuptake in-
hibitor (SSRI) only, 3% (2/63) reported taking a benzo-
diazepine only, and 3% (2/63) reported taking both a
benzodiazepine and an SSRI in the 3 weeks prior to
recovery. In participants who remitted from PDA, 23%

(7/30) reported taking an SSRI only, 10% (3/30) reported
taking a benzodiazepine only, and 23% (7/30) reported
taking both a benzodiazepine and an SSRI in the 3 weeks
prior to recovery. Fisher exact test revealed that individu-
als with PDA were more likely to be taking combined
medication prior to recovering from an episode of panic
(p < .004) than those who were recovering from an epi-
sode of PD. There were no significant differences be-
tween the groups with regard to taking either SSRIs or
benzodiazepines alone.

DISCUSSION

This is the first study to examine the naturalistic clini-
cal course of PD and PDA in the primary care setting.
Results indicate that three quarters of patients with PD re-
mitted from their panic symptoms during the 3-year
follow-up, as compared with approximately one quarter
of patients with PDA. This course pattern indicates that
PDA in primary care was characterized by a chronic
course of illness with very few episodes of recovery,
whereas PD had rather high rates of recovery. The data
support the conclusion that agoraphobia is associated with
a poorer outcome,13,14,22 even in the primary care setting.
Despite the large discrepancy in recovery rates, there was
no difference between the disorders in likelihood of expe-
riencing a recurrence. Thus, despite known efficacious
treatments for PD and PDA, the chronic and fluctuating
course suggests there is continued need for improved
treatment intervention in the primary care setting.

Interestingly, there were very few clinical or demo-
graphic characteristics predictive of recovery from PD.
Gender was the only variable related to recovery from PD
in this primary care sample. Specifically, women were 5
times more likely than men to remit from PD. This is not
consistent with previous literature, as most naturalistic
studies have reported no significant gender differences in
recovery rates.23,24 We conducted post hoc analyses to in-
vestigate potential differences between men and women
in selected demographic and clinical variables at intake
and found no significant differences. Interpretation of the
gender difference in this study is certainly tempered by
the small sample of men (N = 15) who had course data
and the fact that only 4 men remitted from PD. Further re-
search is needed to determine if these results are unique to
our sample or if there are gender differences in the course
of PD for primary care patients.

Recovery from PDA was associated with several clini-
cal features, including having higher levels of psycho-
social functioning and the presence of comorbid GAD at
intake. In contrast, the presence of comorbid major de-
pressive disorder and receiving psychosocial treatment
predicted remaining in an episode of PDA (i.e., not recov-
ering). The psychosocial treatment data must be inter-
preted with caution, and providers should not interpret

Table 3. Proportional Hazards Regression Analyses
Examining Predictors of Recovery From Panic Disorder
With Agoraphobia

p Hazard
Predictor Wald χ2 Value Ratio 95% CI

Age 1.67 .20 0.98 0.94 to 1.01
Gender, male 0.02 .89 1.07 0.44 to 2.61
Race 0.29 .59 0.77 0.30 to 2.01
Education 0.24 .63 1.19 0.59 to 2.39
Marital status 0.02 .89 1.05 0.51 to 2.15
Full-time employment status 0.04 .83 1.08 0.52 to 2.28
Age at onset 3.72 .05 0.97 0.94 to 1.00
Presence of medical illness 0.00 1.00 1.00 0.48 to 2.10
Global Assessment of 13.29 .0003 1.07 1.03 to 1.11

Functioning score
Social phobia 0.41 .52 0.77 0.34 to 1.72
Generalized anxiety disorder 8.12 .004 2.90 1.40 to 6.04
Posttraumatic stress disorder 2.54 .11 0.48 0.20 to 1.18
Major depressive disorder 4.03 .05 0.44 0.19 to 0.98
Psychosocial treatment 9.40 .002 0.19 0.07 to 0.55
Psychotropic treatment 2.77 .10 0.54 0.26 to 1.12
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these results to mean that psychosocial treatment is harm-
ful. Naturalistic studies, by design, do not control treat-
ment, which can lead to a treatment bias effect. Patients
who have more severe symptoms are more likely to seek
and receive treatment. In primary care settings, medica-
tions are often the first-line treatment, with referrals for
psychosocial treatment reserved for refractory cases.
Thus, those receiving psychotherapy may be particularly
symptomatic and less likely to recover from PDA.

Surprisingly, comorbid GAD at intake predicted recov-
ery from PDA, whereas comorbid major depressive disor-
der limited recovery. Previous naturalistic and treatment
studies have demonstrated that patients with PDA and
comorbid major depressive disorder are less likely to re-
cover from PDA as compared to those without major de-
pressive disorder.25–27 However, the relationship between
GAD and PDA is intriguing. In naturalistic studies, co-
morbidity of other anxiety disorders is typically assessed
as the presence or absence of another anxiety disorder or
as the number of comorbid disorders present at the time of
assessment. However, when examining specific anxiety
disorders, rather than any anxiety disorder, there appears
to be a differential impact of comorbidity on recovery
from PD and PDA.22,28

Treatment of PD or PDA can lead to improvement in
secondary anxiety disorders (e.g., GAD) that were not tar-
geted for treatment.28–30 This may be due to possible over-
lap of symptomatology between PDA and GAD.28 For ex-
ample, GAD is similar to PDA in that it can be associated
with a variety of somatic complaints (e.g., chest pain) and
subsequent worry about these symptoms.31,32 In order to
test this hypothesis, we conducted a post hoc survival
analysis of GAD and PDA course in the 33 PCAP patients
diagnosed with both disorders. For this analysis, we used
the same PDA definition cited in the Method section of
this article and defined GAD recovery, according to previ-
ous PCAP publications,33 as minimal or no GAD symp-
toms (PSR of 1 or 2) for 8 consecutive weeks. Thirty pa-
tients with comorbid GAD and PDA had data for the full 3
years, and the data appear to indicate a similar course tra-
jectory for GAD and PDA in these patients. A total of 12
patients (40%) remitted from PDA and 10 patients (33%)
remitted from GAD by the end of 3 years. Thus, the data
suggest that GAD prediction of PDA recovery in this pri-
mary care sample may be a reflection of similar recovery
rates in patients with comorbid GAD and PDA. A pro-
spective, controlled study would be needed to adequately
evaluate the relationship between fluctuation of symp-
toms, treatment, and recovery of multiple anxiety disor-
ders. However, it is clear that providers need to be aware
of psychiatric comorbidity in primary care patients with
PD and PDA, since there may be significant differential
impact on the course of illness.

There were several limitations to this study that need
to be addressed. This sample was primarily female. Al-

though a preponderance of women is consistent with
the 2:1 prevalence rates typically found in anxiety dis-
orders,1,5 the generalizability of the data could be im-
proved with a more balanced gender ratio, particularly
given our findings that men were less likely to remit from
PD. There were high rates of clinical comorbidity in this
sample. This is consistent with what is typically found
in community populations, but comorbidity is known to
influence the course of illness, both positively and nega-
tively, as our data demonstrate, and this can make inter-
pretation difficult.24,34 We utilized more stringent criteria
for PD/PDA recovery and recurrence, making our course
data not directly comparable to other studies. To define
recovery and recurrence, we examined panic attacks and
the individual components of the disorder (e.g., persistent
concern, implications, and change in behavior) as enu-
merated in the DSM-IV. In contrast, other longitudinal
studies have not assessed these specific components.14,15

The examination of the individual symptoms of PD ulti-
mately allows for a greater degree of symptom specificity
and a more accurate reflection of recovery and recurrence
in relation to diagnostic criteria. Finally, we used a broad
definition of psychosocial treatment that included any
type of psychotherapy reported by the patient, regardless
of the known effectiveness. This could potentially wash
out the effects of empirically supported treatments, such
as cognitive-behavioral therapy, that are likely to posi-
tively impact recovery from PD or PDA. Very few pa-
tients in this study who received psychosocial treatment
endorsed engagement in therapy techniques associated
with cognitive-behavioral therapy, suggesting there is
continued need for delivery of evidence-based treat-
ments, even in the specialty psychiatric setting.

In summary, this is the first study to examine the
course of PD and PDA in primary care patients, and the
findings suggest that these 2 disorders have distinct
courses of illness and different factors relevant to recov-
ery. In terms of implications for treatment providers,
identification of PD and PDA is only the first step in man-
agement of these disorders. The apparent chronic and re-
lapsing course indicates that continual attention to patient
symptoms is necessary even after resolution of the dis-
order. Comorbidity clearly impacts the course of PD
and PDA, making identification of numerous disorders
important, yet taxing on the time of the primary care
provider. Effective collaborations with mental health
specialists could promote improved treatment for the
patient with multiple psychiatric disorders and decrease
the burden on the treating physician. Recent evidence
demonstrates the efficacy of new treatment paradigms
(e.g., integrative treatment approaches)35 targeting mul-
tiple psychiatric disorders or adaptation of existing treat-
ment paradigms (e.g., collaborative care models)36 to im-
prove treatment outcomes for anxiety in the primary care
setting.
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Given the significant burden of PD and PDA in the
primary care setting with regard to functional impair-
ment,4 health care utilization,3 and subsequent treatment
costs,37,38 factors relevant to the course of these disorders
are important and warrant continued research efforts in
this treatment setting.
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