
Psychiatry and Primary Care
Recent epidemiologic studies have found that most patients with mental illness are seen exclusively in primary care medicine. These patients
often present with medically unexplained somatic symptoms and utilize at least twice as many health care visits as controls. There has been
an exponential growth in studies in this interface between primary care and psychiatry in the last 10 years. This special section, edited by
Wayne J. Katon, M.D., will publish informative research articles that address primary care-psychiatric issues.
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Abstract

Efficacy research indicates the success of cognitive behavioral treatment and medication treatment for panic disorder with or without
agoraphobia. However, research findings to date possess limited generalizability beyond specialty mental health settings. We present a
model for collaborative care treatment for panic disorder in the primary care setting that combines cognitive behavioral therapy and
medications, and involves a behavioral health specialist, psychiatrist, and primary care physician. Educational aids that are aimed to educate
and activate patients to participate as partners in their care are provided. We outline the ways in which the standard treatment was modified,
in light of the nature of the sample and setting, such as fewer sessions and management of comorbidity. Also, we provide evidence for
acceptability of this intervention to primary care physicians and patients. This description is intended to lay the groundwork for continued
research efforts in the extension of efficacious treatments into primary care settings. © 2002 Elsevier Science Inc. All rights reserved.

1. Introduction

Significant psychosocial and pharmacological advances
have been made in the treatment of panic disorder with or
without agoraphobia. For example, controlled studies dem-
onstrate the efficacy of cognitive behavioral therapy for
panic disorder and agoraphobia in the short term and over
follow-up [1–4]. In addition, there is extensive evidence for
the efficacy of tricyclic antidepressants, monoamine oxidase
inhibitors, benzodiazapines and selective serotonin reuptake
inhibitors, with the latter now considered the medication of
choice [5–7]. However, these results are based largely on
nonrepresentative samples from specialized settings with
expert clinicians and restricted outcome measures. In this

paper, we present our model for extending these efficacious
treatment approaches for panic disorder to naturalistic sam-
ples, settings and providers [8]. By so doing, we aim to
facilitate continued research efforts through replication and
extension. Results concerning the effectiveness of our in-
tervention in comparison to treatment-as-usual in primary
care settings will be presented in subsequent papers.

1.1. The naturalistic setting: primary care

Panic disorder is prevalent and costly in primary care
settings, making the need for effective interventions para-
mount. Community prevalence studies [9,10] indicate a
current (last 12 months) prevalence rate for panic disorder
of 1 to 3% of the population, whereas estimates from pri-
mary care settings range from 1.5 to 13%, with a median of
4 to 6% [11–13].

Elevated prevalence in primary care settings may be in
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part due to the high comorbidity between panic disorder and
unexplained physical symptoms, and the tendency for pa-
tients to interpret panic-related symptoms as evidence of
medical illness [14,15]. Consequently, panic disorder pa-
tients use primary care services at three times the rate of
other patients [16] exceeding that of depressed patients [17],
and patients with other psychiatric disorders [18].

Unfortunately, panic disorder is poorly recognized in
primary care [19–21]. Moreover, even when recognized by
primary care physicians, panic and anxiety disorders appear
to be inadequately treated [22–24]. According to our own
investigation [25] of 43 primary care panic disorder patients
followed for six to ten months, 63% did not receive any
form of therapy, only 11% received liberally defined cog-
nitive behavioral therapy, less than 50% received medica-
tions, and only 26% received an efficacious medication
regimen.

Thus, we have developed an intervention for panic dis-
order that is tailored to a primary care setting. Differences
between specialized mental health care and primary care
guided our intervention strategy. For example, panic disor-
der patients in primary care are likely to differ from patients
who self-initiate mental health treatment in terms of psy-
chiatric and medical comorbidity, education and income
level, ethnicity and motivation and attitudes about mental
health and its treatment.

2. A collaborative care approach

Despite being the first contact for many patients seeking
mental health care, primary care physicians are not well
positioned for delivery of such care, with their time limited
to 10 to 15 min per patient, and by multiple competing
demands. It may be for this reason that direct feedback to

physicians about diagnosis and recommended treatments
had very little impact on high health care utilizers with
panic disorder [22]. Thus, some have begun to explore the
effectiveness of integrating mental health services into the
primary care setting. For example, Katon [26] developed a
collaborative care model for depression in which a psychi-
atrist and physician met alternately with patients, and pa-
tients received educational videos and pamphlets. This ap-
proach to treatment increased adherence to antidepressant
medications, improved satisfaction with care and lessened
symptoms of depression compared to treatment-as-usual. In
a second study, four to six sessions of cognitive-behavioral
therapy from a psychologist combined with psychiatrist
medication recommendations based on weekly reviews with
psychologists of participant progress led to more improve-
ments in depression than treatment-as-usual [27]. Both stud-
ies found the interventions were cost effective for patients
with major depression. We based our collaborative care
treatment for panic disorder on this model for depression.

2.1. Adaptation of panic disorder treatment into a
collaborative care model for primary care

Our collaborative care model involves a therapist (be-
havioral health specialist), psychopharmacologist and pri-
mary care physician. In this section, we describe the nature
of the collaborative model and adaptations to the treatment
for panic disorder to suit the needs of a primary care setting.

2.2. Type of treatment

We offered a combination of cognitive behavioral ther-
apy and psychotropic medications for panic disorder, given
that 70% of our pilot primary care sample indicated an
interest in receiving both forms of treatment [25]. The same
is true for anxiety disorder patients in psychiatric settings
[28]. Although questions regarding long-term efficacy and
relapse remain [2] there is good evidence for the acute
benefit of combining medications with cognitive behavioral
therapy for panic disorder, especially for samples with sub-
stantial agoraphobia [29]. We maintained a flexible ap-
proach once patients were enrolled in the study. If they
refused to participate in the cognitive-behavioral portion of
the treatment, recommendations regarding medication man-
agement were still provided. Similarly, the cognitive-behav-
ioral portion of the treatment continued even if patients
refused antipanic medications.

2.3. Length and schedule of treatment

We shortened treatment relative to usual procedures in
specialty mental health settings (where cognitive behavioral
therapy lasts from 10 to 20 or more visits) so that the
treatment would be more acceptable for primary care pa-
tients. Our choice to shorten the treatment was supported by
existing evidence for the efficacy of abbreviated cognitive

Fig. 1. Model of collaborative care
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behavioral treatments, ranging from the provision of self-
help materials alone to a combination of self-help materials
and up to seven therapist visits with additional telephone
contact [30–34]. From 53% to 83% of these samples were
reportedly free of panic attacks at the end of treatment.
Thus, in our adaptation, we provided six visits with a be-

havioral health specialist in the primary care clinic and six
follow-up phone contacts over the subsequent 12 months.

Originally, the six in-clinic visits were scheduled to oc-
cur over an expanding spaced schedule of eight weeks (first
four sessions in four weeks, and last two sessions in four
weeks). Similarly, the six follow-up phone contacts were
intended to occur over an expanding schedule of 3, 6, 12,
24, 36 and 48 weeks later. These schedules were chosen to
enhance eventual self-reliance and management as well as
retention of learning during treatment [35–36]. However,
implementation of this schedule was problematic due to
issues such as low patient motivation and scheduling diffi-
culties (i.e., limited availability of clinic rooms, patient-
behavioral health therapist schedules and transportation
problems). We shifted to a model in which as many of the
six in-clinic sessions as possible were to be completed
within three months. For those who completed a minimum
of 4 in-clinic sessions in the time frame indicated the re-
maining sessions were covered during the first one or two
subsequent phone contacts with behavioral health special-
ists. Those who completed less than four in-clinic sessions
received support and referral only during follow-up phone
contacts, and thus did not receive the full set of cognitive
behavioral skills.

2.4. Educational aids

As in some of the abbreviated treatment studies, and in
keeping with the collaborative care depression studies, we
combined our shortened intervention with educational aids
in the form of a demonstration video, workbook, and au-
diotapes of each in-clinic visit. The videotape was a 30-min
overview of the biology and pharmacotherapy of panic,
common medication fears and side-effects and their man-
agement, and cognitive behavioral treatment portrayed via
interactions between a patient and behavioral health special-
ist. The patient workbook was a revised and condensed
version of the currently available Mastery of Your Anxiety
and Panic, 3rd ed [37] and Agoraphobia Supplement, 3rd ed
[38], organized to be consistent with our six-session struc-
ture, and modified to include education about the biology of
medications and management of medication adherence
problems. Also, the workbook was rewritten to be readable
at a sixth grade level and sensitive to ethnic differences.
Each participant received a copy of the workbook and
videotapes prior to attending the first clinic visit, with the
intent of allaying fears and misconceptions about psycho-
therapy and psychotropic medications, and encouraging full
participation. The audiotapes of each in-clinic visit with the
behavioral health specialist were intended to reinforce
learning.

2.5. Coordinated care

Care was fully coordinated by using rapid systems of
two-way communication, and with behavioral health spe-

Table 1.
Flowchart of provider contacts with patients

Week 0 Screen and diagnostic interview
Week 1 In-clinic session 1:

Psychoeducation about panic and anxiety;
psychobiological model of panic disorder; description of
medication and cognitive-behavioral treatment; medication
adherence, beliefs, and fears of medication side effects;
assigned reading from self-help manual

Optional meeting with Psychiatrist
Meet with Primary Care Physician

Reinforce involvement with CC program
Week 2 In-clinic session 2:

Medication side effects, adherence; explore role of
thoughts in panic and anxiety; identify errors in thinking;
corrective breathing; assign reading from workbook and
practice identifying negative thoughts and corrective
breathing

Week 3 In-clinic session 3:
Medication check; reinforce corrective breathing;
challenge errors in thinking and generate realistic
alternative thoughts in relation to panic, anxiety and
medication; assign reading from workbook and practice
with challenging negative thoughts and corrective
breathing

Week 4 In-clinic session 4:
Medication check; reinforce corrective breathing and
cognitive restructuring; identify feared bodily sensations
and practice exposure; assign reading from workbook and
practice challenging negative thoughts and exposure to a
feared bodily sensation

Week 6 In-clinic session 5:
Medication check; reinforce corrective breathing, cognitive
restructuring and exposure to feared bodily sensation;
identify feared agoraphobic situations and rehears
exposure; assign reading from workbook and practice
exposure to feared bodily sensation and feared
agoraphobic situations

Week 8 In-clinic session 6:
Medication check; reinforce corrective breathing, cognitive
restructuring, and exposure to feared bodily sensations and
agoraphobic situations; review skills and progress; develop
relapse prevention plan

Week 11 Phone contact 1:
Reinforce relapse prevention plan

Meet with Primary Care Physician
Reinforce relapse prevention plan

Week 14 Phone contact 2:
Reinforce relapse prevention plan

Week 20 Phone contact 3:
Reinforce relapse prevention plan

Week 32 Phone contact 4:
Reinforce relapse prevention plan

Week 44 Phone contact 5:
Reinforce relapse prevention plan

Week 56 Phone contact 6:
Reinforce relapse prevention plan
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cialists assuming a pivotal role. They were in contact with
the primary care physician after each visit with a patient via
a standardized written consulting note, phone and e-mail, to
relay information on patient progress and any recommended
medication adjustments made by the study psychiatrist.
Also, the behavioral health specialists met weekly with
study psychiatrists to review cases. Our “expert psychia-
trist” role was derived from studies of the treatment of
hypertension [39], diabetes [40], and hypercholestrolemia
[41], as well as a large meta-analysis of trials to improve
physician practice [42]. On-site, case-by-case feedback to
the primary care provider by those with specialized knowl-
edge (medical specialists, physician extenders and proxies)
was the form of provider education most likely to improve
patient outcome. Thus, our expert psychiatrists gave medi-
cation recommendations with the aim of improving primary
care physicians’ management of panic disorder. These rec-
ommendations were relayed to the primary care physician
by behavioral health specialists.

Also, we coordinated care with community resources for
management of ongoing emotional and social problems. In
addition, we provided systematic follow-up care via the
brief periodic telephone calls from the behavioral health
specialist to reinforce what was learned during in-clinic
visits and adherence to medication, and allow for close
monitoring and facilitation of psychiatric consultation if
needed.

2.6. Treatment setting

We conducted the treatment sessions in the clinics be-
cause patients are more likely to accept mental health treat-
ment when offered in the primary care setting [43]. Also, it
decreased burden on patients, presented a more collabora-
tive care model to patients, and facilitated communication
with physicians. In some overcrowded clinics, space was at
a premium, and behavioral health specialists met with pa-
tients at nonpeak or after-hours (e.g., early evening) clinic
times.

2.7. Patient eligibility

We recruited as broadly as possible in order to maximize
the generalizability of our procedures to primary care sam-
ples at large. Our eligibility criteria included a diagnosis of
panic disorder with or without agoraphobia (chronic or
recent), with at least one panic attack in the last month, an
interest in treatment and willingness to speak with a behav-
ioral health specialist and willingness to consider taking
medication, plans to continue receiving care at the clinic
over the next 12 months, aged 18 to 65 years, English
speaking and reading, and access to a phone.

Patient eligibility involved two stages. First, they re-
sponded to a brief screen, beginning with two gating ques-
tions regarding the occurrence of anxiety attacks or unex-
plained paroxysms of physical symptoms (e.g.,

tachycardia). Those who responded affirmatively completed
a subsequent three questions about the occurrence of attacks
outside dangerous or performance situations, their fre-
quency (last month), and the extent of worry about the
recurrence of panic attacks. This simple screen is highly
sensitive although lacking in specificity [44]. Positive re-
sponses to the screening questions was followed by a lay
administered structured diagnostic interview [45], with fol-
low-up questions asked of the patient by a psychiatrist in the
event of diagnostic uncertainty. Patients were excluded if
they had conditions that threatened life or participation in
the study, including major medical illnesses, active suicid-
ality, pregnancy, dementia, mental retardation, psychosis,
and current substance abuse/dependence. Methods of
screening and diagnosing are described in detail elsewhere
[8].

2.8. Therapist eligibility

We chose therapists who were not previously specialized
in cognitive-behavioral treatments for panic disorder to in-
crease generalizability to nonresearch settings where pro-
viders are likely to be less qualified or specialized in treat-
ments for panic disorder. We selected Masters level or
Doctoral level therapists, although persons with other qual-
ifications, such as nurse practitioners or social workers, may
be equally suitable. The question of how much training is
necessary to become an effective cognitive behavioral ther-
apist has not been directly tested. Because extensive training
would not be feasible on a cost basis in primary care
settings, we elected to provide a modest level of training to
our therapists compared to the level of training typical for
psychological therapies.

Therapists first read a detailed intervention manual along
with several book chapters describing the principles and
methods of cognitive behavioral therapy for panic disorder.
Next, they watched six videotapes showing in-clinic deliv-
ery of collaborative care. Then, they attended a day-long
workshop on cognitive behavioral therapy procedures as
well as other components of the collaborative care treatment
including interdisciplinary communication about the overall
care of the patient and cultural sensitivity training [46].
Next, they treated two to three training cases while receiv-
ing supervisory feedback from reviews of audiotapes of
each session. Therapists who did not pass an independent
adherence rating were given further training. After certifi-
cation, therapists received ongoing biweekly group super-
vision for their current patient caseload and attended half-
day workshops every six months.

2.9. Cultural diversity

The efficacy for cognitive behavioral and pharmacolog-
ical treatments for panic disorder has not been systemati-
cally examined across different cultural groups. Limited
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extant data include a report by Williams and Chambless
[47] of a nonsignificant trend for African-Americans to
benefit less from cognitive behavioral therapy in terms of
mobility, anxiety and panic attacks. Similarly, Friedman
and Paradis [48] noted that African Americans did less well
with behavioral therapy than Caucasians, although a later,
larger study found no such differences [49]. Knowing that
our sample would be ethnically and socio-economically
diverse (e.g., the UCLA clinic sample is comprised of ap-
proximately 17% African-Americans, 20% Hispanics, and
12% Asian/Pacific), although all English speaking, we took
several steps to enhance cultural sensitivity. The possibility
of higher dropout in ethnic minority patients was addressed
by cultural sensitivity training of both assessors and thera-
pists, which has been shown to decrease dropout [46,50].
This training included reading materials and training in a
workshop format by an expert in cross-cultural mental
health. Second, an Ethnic Advisory Board reviewed the
various study materials, which were then modified in ac-
cordance with their recommendations. In addition, the ad-
visory board made recommendations for the intervention
strategies; for instance, board members noted that “chal-
lenging of cognitions” in the cognitive restructuring com-
ponent may be too confrontational for certain ethnic groups
and thus this portion was modified. Third, we attempted to
recruit at least one minority behavioral health specialist at
each site and included individuals from minority ethnic
groups in the training videos. Even though one retrospective
nonexperimental study found that ethnic match of provider
and client in public mental health treatment is associated
with lower dropout rates over time [51], matching was not
feasible for this study.

3. Content of collaborative care treatment

In this section, we describe the actual steps involved in
the collaborative treatment for panic disorder. The treatment
manual is available upon request.

3.1. In-clinic visits and phone calls with behavioral health
specialists

Behavioral health specialists provided four 45-min and
two 30-min clinic visits, followed by six 15-min phone
calls. The cognitive behavioral therapy was an abridged
form of an empirically validated and effective treatment
known as Panic Control Treatment [28]. This treatment
entails several components, including psychoeducation and
cognitive restructuring aimed to educate patients about the
nature of anxiety and panic and correct misconceptions
about the physical symptoms of panic attacks and about
medication and its side-effects. A second component,
breathing retraining, aims to educate patients about respira-
tory physiology and teach respiratory regulation. The in-
teroceptive exposure component aims to extinguish fears of

bodily sensations by repeatedly inducing sensations and
applying panic control strategies until fear diminished. The
in vivo exposure component aims to extinguish fears of
agoraphobic situations by repeated and systematic confron-
tation with those situations until fear diminished. Each com-
ponent is tailored to the individual’s specific presentation
and needs. For reasons of treatment acceptability and patient
burden, we did not include the usual on-the-spot monitoring
of panic and anxiety, and we decreased the usual number of
homework assignments (e.g., practice of interoceptive ex-
posure).

Another difference from usual Panic Control Treatment
was our flexibility in managing comorbid conditions. De-
pressive disorders are highly comorbid with panic disorder
and agoraphobia [52] as are other anxiety disorders [53]. No
studies to date have demonstrated the superiority of simul-
taneously addressing co-occurring disorders versus main-
taining a single disorder focus. One indirectly related study
reported superior outcome from structured/focused versus
unstructured behavior therapy for phobias [54]. With view
to patient acceptability in the primary care setting, and in the
absence of direct empirical evidence, we opted to manage
comorbid conditions alongside the treatment for panic dis-
order, using a set of brief structured cognitive-behavioral
modules (e.g., exposure therapy for specific phobias, cog-
nitive restructuring for generalized anxiety disorder). Some-
times this extended to stressful life events that took primacy
over panic disorder, given the multiple medical, psychoso-
cial and environmental problems characteristic of our sam-
ple of primary care patients. Overall, we gave less emphasis
to the comorbid diagnoses than panic disorder and contin-
ually attempted to redirect treatment focus back to panic
disorder.

The in-clinic visits ended with development of a relapse
prevention plan that covered medication adherence and im-
plementation of cognitive-behavioral strategies, and coordi-
nation of continued care with the primary care physician
and other community resources. The six phone contacts
following the in-clinic visits reinforced the relapse preven-
tion plan, allowed ongoing symptom monitoring and facil-
itated psychiatric consultation in the event that panic wors-
ened or was treatment resistant. Use of the telephone has
been shown to be effective for delivering both primary
medical care for various chronic illnesses [55] and psycho-
logical interventions in medically ill patients [56].

3.2. Medication recommendations from psychiatrists

Highly experienced and specialized psychopharmacol-
ogy experts provided recommendations for medication reg-
imens. The psychiatrists used information gathered by be-
havioral health specialists to make medication
recommendations. This information included past and cur-
rent medication regimens and side effects, attitudes about
medication, compliance, and clinical status (number of
panic attacks, average level of anticipatory anxiety regard-
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ing panic, level of phobic avoidance, and average daily
depression since the last contact). Psychiatrists also pro-
vided, during case reviews with the BHS, additional strat-
egies to overcome resistance to taking medication (when
needed) and advice about articulating panic-medical illness
interactions for some patients with complex medical comor-
bidities (e.g., asthma/COPD and panic-related shortness of
breath). Recommendations for medication regimens were
relayed by behavioral health specialists to primary care
physicians. At any time involving complex situations, direct
communication was initiated between the psychiatrist and
primary care physician.

Medication recommendations were derived from a psy-
chopharmacology algorithm, developed after a careful re-
view of the literature and consultation with various experts,
and since published [7]. The algorithm included rules for the
selection of initial medication, types of medications, dosage
schedules, management of side effects, maintenance and
discontinuation strategies, and covers modification of cur-
rent medication regimens as well as addition of new med-
ication regimens. The algorithm is suitable for use by pri-
mary care physicians. Psychiatrists also advised behavioral
health specialists about strategies for managing medication
side effects, to be conveyed to patients. Occasionally (5–
10% of the time), patients with difficult medical manage-
ment issues and poor clinical response, whether in acute
phase of treatment or follow-up, were seen directly for
consultation by psychiatrists.

3.3. Contact with primary care physicians

The primary care physicians were physicians at each
clinic who were willing to participate in the study. Any
patient eligible for the study but assigned to a physician
unwilling to participate was excluded. Physicians were
given a one-hour didactic presentation on the combined
cognitive-behavioral and pharmacotherapy treatment of
panic disorder, as well as the medication algorithm, with the
belief that they would be more able to effectively use the
psychiatrist’s recommendations with this algorithm in hand.
Physicians received recommendations directly from the be-
havioral health specialist plus a written progress report from
each behavioral health specialist contact with patients. Also,
physicians had the option of directly contacting the behav-
ioral health specialist or psychiatrist.

Physicians were asked to meet with patients after the first
in-clinic visit with the behavioral health specialist to rein-
force involvement in the collaborative care program, and to
meet again several weeks after completion of the in-clinic
visits to reinforce the relapse prevention plan. After com-
pletion of collaborative care, patients were encouraged to
remain on medications for one year and meet every three
months, if stable, with their physician to monitor their
status.

3.4. Acceptability to patients

The effectiveness of our collaborative care model for
panic disorder in primary care can be evaluated from a
number of different perspectives. Symptom status, function-
ing, health care utilization, and direct and indirect costs will
be reported in subsequent reports. Another measure of ef-
fectiveness is the acceptability of treatment, which also can
be measured in a number of different ways. Particularly
objective indices are the physician’s willingness to partici-
pate in the collaborative treatment, the patient’s willingness
to enter treatment, and the patient’s attendance at schedule
in-clinic sessions. Overall, very few physicians (7.5%) have
declined to participate in this study, knowing the procedures
involved. Thus, the procedures of our collaborative inter-
vention appear acceptable to the vast majority of physicians
in our university-affiliated clinics. In terms of patients will-
ing to enter treatment, the rates for stated refusal to partic-
ipate among eligible patients are exceedingly low (.01%).
However, an additional 6.5% who stated willingness to
participate were not subsequently contactable or stated they
were too busy, and thus refused to participate in the study.
Of those who began the intervention (a current total of 91
patients), 48.4% have attended all six in-clinic visits with
the behavioral health specialist in the scheduled twelve-
week time frame. 25.3% did not complete all six sessions by
the due date but continued in the collaborative care program
with follow-up phone calls. Another 18.7% discontinued
after beginning the visits with the behavioral health special-
ist, and 7.7% did not attend any sessions. In other words, by
far the majority (73.7%) who initiated treatment received
the cognitive behavioral therapy either in person or in com-
bination with phone contact.

4. Summary

In summary, panic disorder is a prevalent and costly
disorder in the primary care setting, yet one that is inade-
quately treated. We have extended efficacy research princi-
ples to develop a feasible intervention for primary care
patients. Our intervention combines cognitive-behavioral
therapy and psychopharmacology and is conducted in a
collaborative model in the primary care setting, involving a
behavioral health specialist, psychiatrist, and primary care
physician. In addition, patient education materials are in-
corporated. The nature of the primary care setting and pa-
tient population warrants certain modifications from re-
search-based or specialty mental health versions of these
treatments. Consequently, the intervention is condensed and
combined with follow-up care by phone contact, is provided
by a nonspecialized “therapists” with modest training, at-
tends to cultural diversity, and is flexible with respect to
management of comorbid conditions and patient schedules.
To date, physician and patient acceptability are very high,
drop out rate is low, and by the majority of patients receive
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the intended collaborative care intervention. Later reports
will describe the effectiveness and cost of this intervention.
We expect that this type of model will be feasible and
acceptable in other primary care settings.

One potential barrier to delivery of this model in a
primary care setting include the training required of behav-
ioral health specialists, and future research will address
ways of training nurse practitioners and other primary care
staff with limited background in specific psychosocial treat-
ments but with extensive backgrounds in primary care pa-
tient samples.
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