The Canadian Journal of Program Evaluation Vol. 7 No. 2 Pages 93-114
ISSN 0834-1516  Copyright © 1992 Canadian Evaluation Society

AN EVALUATION OF OUTPATIENT CLINIC
SERVICES FOR PATIENTS WITH PANIC DISORDER

Tim D. Aubry
Fundy Mental Health Centre
Wolfville, Nova Scotia

Keith G. Wilson

Ivan S. Bilash
University of Manitoba
Winnipeg, Manitoba

Abstract:

Résumé:

The study is an evaluation of treatment services that are provided
to patients with panic disorder at an outpatient mental health
clinic. A mail survey was used to contact patients who had com-
pleted therapy at the clinic between January 1987 and October
1989. Responses were obtained from 21 individuals (representing
a 70%response rate). Results indicated that 14 of 21 patients (66%)
nolonger meet diagnosticcriteria for panicdisorder. However, even
among these successfully treated patients, some continued to have
occasional panic attacks, and others acknowledged a significant
level of psychological distress. In general, patients expressed high
levels of satisfaction with the clinic services, and they provided
important feedback concerning the effectiveness of different treat-
ment modalities. On the basis of these results, the authors discuss
a number of suggestions for improving the operation of the clinic.

La présente étude est une évaluation des soins qu'offre une clinique
psychiatrique aux patients en consultation externe souffrant d'un
trouble de panique. Un sondage par la poste a été utilisé pour
contacter les patients qui avaient terminé leur thérapie a la clinique
entre Janvier 1987 et Octobre 1989. On a obtenu des réponses de
21 individus (ce qui représente un taux de participation de 70%).
Les résultats ont indiqué que 14/21 (66%) des patients ne repon-
daient plus aux critéres diagnostiques du trouble de panique. Or,
parmi ces patients dont les soins ont été efficaces, quelques-uns
ont continué quand-méme & connaitre des crises de panique
occasionnelles et d’autres ont reconnu un niveau significantif de
détresse psychologique. En général, les patients ont exprimé un
niveau élevé de satisfaction avec les services offerts par la clinique,
et ils ont fourni des données importantes quant & lefficacité de
modalites différentes dans application des soins. A partir de ces
résultats, on discute d'un certain nombre de suggestions pour
améliorer le fonctionnement de la clinique.
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B  According to the Diagnostic and Statistical Manual of Men-
tal Disorders, Third Edition - Revised (DSM-III-R) (American Psychiat-
ric Association, 1987), panic disorder is a psychiatric syndrome that is
characterized by “recurrent panic attacks” (p. 235). Panic attacks are
discrete episodes of sudden and intense apprehension orfear. They usually
last for a period of several minutes, although they may go on for much
longer. Initially, panic attacks tend to occur in a “spontaneous” or unex-
pected way, but for many patients they soon come to be provoked by a
wide range of stressful situations (Sheehan & Sheehan, 1983).

To meet DSM-III-R diagnostic criteria for panic disorder, an indi-
vidual must have experienced either four panic attacks within a four-
week period or fewer attacks followed by at least a month of persistent
fear of having another panic episode (American Psychiatric Associa-
tion, 1987, p. 238). Symptoms during the attack can include both
somatic symptoms (e.g., shortness of breath, dizziness, palpitations,
trembling) and cognitive features such as depersonalization, fear of
dying, or fear of “going crazy.”

Once an individual has begun to experience panic attacks, he or she is
at risk of developing a range of secondary difficulties. Foremost among
these is agoraphobia, or avoidance of situations that might be likely to
trigger panic. In the DSM-III-R, the clinical syndrome of agoraphobia is
considered to be a subtype of panic disorder, reflecting the clinical obser-
vation that agoraphobic avoidance usually develops as a complication of
panic attacks (Reid & Wise, 1989).

Findings from the well-known Epidemiological Catchment Area (ECA)
surveysin the United States suggest that the lifetime prevalence rate for
panic disorder is in the range of 1.5-2.0% (Myers et al., 1984). Similar
prevalencerates havebeen reportedin Canada (Bland, Orn, & Newman,
1988). The ECA surveys also show that individuals with panic disorder
are very heavy users of ambulatory mental health services (Boyd, 1986).
In addition, these patients are frequent utilizers of general medical
services, particularly in light of their common misinterpretation of panic
symptoms as reflecting an acute medical problem (Ross, Walker, Norton,
& Neufeld, 1988).

Over the last 10 years, a number of effective treatments have been
developed for panic disorder and agoraphobia, including medications
and behavioral or psychological interventions (Michelson & Marchione,
1991). With regard to medications, a number of pharmacological treat-
mentshavebeenfound to have significant anti-panic qualities. The most
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widely studied medication alternative is Imipramine (a tricyclic antide-
pressant), although some benzodiazepines (i.e., Alprazolam) have also
been evaluated favorably in recent clinical trials (Lydiard & Ballenger,
1988; Pollack & Rosenbaum, 1988).

Nevertheless, many individuals prefer not to take medications for anxi-
ety-related problems, and others have difficulty tolerating side effects
(Norton, Allen, & Walker, 1985). For these patients alternative treat-
ments have been developed, based on the principals of behavioral and
cognitive-behavioral therapies. In the past, these procedures have been
particularly addressed to the problem of agoraphobicavoidance behavior.
A now-substantial body of outcome research indicates that systematic
desensitization procedures, which involve “in vivo” exposure to feared
situations, offer an effective, long-term treatment for over 60% of agora-
phobic patients (Jacobson, Wilson, & Tupper, 1988).

More recent psychological treatment innovations have been based on
cognitive interventions that are directed specifically at panic attacks.
Treatment packages based on the cognitive approach usually involve
some combination ofeducation, cognitiverestructuring, relaxation training,
breathing retraining, exposure to somaticor “interoceptive” cues, and in
vivo exposure to situations that are feared and avoided. Early outcome
studies of this type of intervention have been very encouraging, with
from 80% to 100% of patients returning to a panic-free state (e.g., Beck,
1988; Craske & Barlow, 1986; Gitlanetal., 1985; Klosko, Barlow, Tassinari,
& Cerny, 1990).

Given the rapid pace with which novel interventions for panic have been
introduced, there is an ongoing need for clinicians who work with these
patients to evaluate the outcomes of their own treatments. It now ap-
pears possible to offer meaningful symptom relief to the vast majority of
people with panic disorder. However, many of the specific treatment
components that seem to be effective for panic have yet to be incorpo-
rated into clinical practice on a routine basis. Hence, it is important for
clinicians to evaluate the effectiveness of their current treatments, in
order to obtain estimates of the extent to which their services are ad-
dressing patients’ complaints,

The present study involved an evaluation of the treatment of panic
disorderthatisoffered through the Anxiety Disorders Clinic of the Health
Sciences Centre (HSC) in Winnipeg, Manitoba. The Anxiety Disorders
Clinic employs interventions that are primarily psychological in nature.
These vary from patient to patient, depending on the presentation of an
individual’s problem, but they typically include a combination of educa-
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tion, cognitive therapy, hypnosis, in vivo exposure, and insight therapy.
If a patient desires, medication consultations can also be arranged in
order to offer combined medical and psychological interventions. Treat-

ment is usually short term in nature, with patients averaging 8-12
sessions,

To provide information relevant to improving services in the Anxiety
Disorders Clinic, the evaluation was intended to answer the following
questions:

1. What is the post-treatment level of functioning of former pa-
tients of the Anxiety Disorders Clinic?

2. What components of treatment do former patients of the Anxi-
ety Disorders Clinic identify as having been most helpful to
them?

3. Whatis the level of satisfaction of former patients with regard
to services they received at the Anxiety Disorders Clinic?

METHOD

Respondents

The sample for the evaluation comprised of patients who had received
treatment for either panic disorder, agoraphobia with panic attacks, or
panic disorder with agoraphobia. Agoraphobia with panic attacks is a
diagnostic category in the Diagnostic and Statistical Manual of Mental
Disorders, Third Edition (DSM-IIT) (American Psychiatric Association,
1980), while panic disorder with agoraphobia is a diagnostic category in
the revised third edition (DSM-III-R) (American Psychiatric Associa-
tion, 1987). Patients were considered to be eligible for participation if
they had terminated their involvement with the clinic between January
1987 and October 1989. During this period, the outpatient department
switched from the DSM-III system to DSM-III-R. The two diagnostic
schemes differ with regard to the way in which agoraphobia is diag-
nosed, which accounts for the range of possible entry diagnoses. The
identification of the sample was determined through the outpatient
department computer database, which provided a list of patients by
entry diagnosis to the clinic.

During the target time frame, panic disorder was the primary diagnosis
for 23% (45/193) of the cases initially assessed at the clinic, and another
7% (16/193) had been diagnosed as suffering from either agoraphobia
with panic attacks or panic disorder with agoraphobia. A review of cases
with the staff of the Anxiety Disorders Clinic revealed that 41 of these
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individuals had actually attended the clinic for more than one session.
This group represented the target sample for the follow-up survey.

Procedure

A mail survey was employed to contact the patients, using the protocol
of the Total Design Method (Dillman, 1978). The Total Design Method
provides a standard set of procedures for questionnaire construction and
survey implementation, which are based on techniques known to maxi-
mize the response rates and validity of mail surveys. A mail survey was
chosen for the evaluation for both its low cost and high yield (i.e., its
ability to obtain high response rates) (see Siemiatycki, 1979). In addi-
tion, individuals tend to respond more candidly to mail surveys than to
telephone or personal interviews (Dillman, 1978).

Each of the 41 former patients was sent a questionnaire, along with a
pre-addressed business reply envelope and a letter explaining the pur-
pose of the survey. Each patient also received a reminder letter that was
mailed one week later. A third letter including another copy of the ques-
tionnaire was sent to those who had not responded within three weeks
of the initial mailout. Finally, this last mailing list was followed up with
a telephone call one week later.

Content of the Survey Questionnaire

Staff members from the Anxiety Disorders Clinic were consulted in
determining the content of the survey questionnaire. A preliminary
draft of the questionnaire was then pilot-tested with the clinic staff and
other service providers in the Department of Psychiatry at the HSC, as
well as with patients currently undergoing treatment for panicdisorder
atthe Anxiety Disorders Clinic. The results of the pilot testing were used
to eliminate confusing or unclear wording on the questionnaire and to
identify problems that respondents. might have in interpreting indi-
vidual items. The final questionnaire included a variety of measures
intended to determine the patient’s current psychiatric status, the indi-
vidual treatment components considered to have been helpful, and the
level of satisfaction with services received at the Anxiety Disorders Clinic.
The measures are described below in more detail.

DSM-III-R Diagnosis of Panic Disorder. A series of items were taken
from the Anxiety Disorders Interview Schedule—Revised (ADIS—R)
(Di Nardo et al., 1985) to probe the diagnostic criteria for panic disorder.
The ADIS—R is adetailed structured interview designed to diagnose the
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complete spectrum of DSM-III-R anxiety disorders. It has been found to
be highly reliable for this purpose (Barlow & Cerny, 1988). The present
study used ADIS—R items that enquired about the number of panic
attacks the respondent had experienced in the past four weeks, whether
he or she had been “bothered by the constant fear of having another
attack,” and the number and severity of panic symptoms. Agoraphobic
features were addressed in two ways. First, the respondent was asked
toratethe extent to which he or she experienced “afear ofbeingin certain
places or situations” because of a concern about having panic attacks.
Second, the respondent was asked to indicate for each of four common
agoraphobic situations (large crowds, social functions, shopping, trans-
portation) whether the degree of avoidance behavior was “much better,”
“better,” “same,” “worse,” or “much worse” at follow-up than at the begin-
ning of treatment.

General Health Questionnaire. The 12-item short form of the General
Health Questionnaire (GHQ) was used as a screening measure of gen-
eral psychological functioning. The GHQ is a self-report instrument
designed to identify minor psychiatric morbidity in the general popula-
tion (Goldberg, 1978). Respondents are asked about recent difficulties
with respect to a number of specific areas (e.g., sleep, decision making,
feelings of depression). For each item, four response alternatives are
presented to describe the state of current well-being relative to one'’s
“usual” level of functioning.

An acknowledgement of current difficulties on 2 or more of the 12 items
indicates that an individual is suffering from psychological problems to
a clinically significant degree. This measure has been shown to be quite
valid for psychiatric screening, as assessed by the extent of concordance
with comprehensive clinical interviews (Goldberg, 1972).

Assessment of Treatment Components. Each patient was also asked to
rate his or her perceptions of the effectiveness of different therapeutic
modalities that had been employed in treatment. The Anxiety Disorders
Clinic typically employs a combination of five different treatment modalities
for patients with panic disorder. Theseinclude (a) hypnosis, (b) cognitive
therapy, (c)insight therapyrelated to past events, (d)behavioral therapy
involving in vivo exposure, and (e) education. In addition, many patients
take medication for their anxiety problems. Furthermore, patients can
be expected to enter into a very close relationship with their therapist.
Hence, for the purpose of assessing the perceived importance of indi-
vidual treatment components, the subject was asked to provide ratings
for seven different aspects of therapy, including medications (if applica-
ble) and the importance of the therapeutic relationship.
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Lay definitions were formulated for each treatment component in order
to orient the respondent to the unique characteristics of each modality
(see Appendix A). Patients were asked to indicate whether each treat-
ment component either “made things worse,” “did not help,” “helped a
little,” or “helped quite a bit.” They were asked to choose a “not applica-
ble” alternative if they had no recollection of a particular component of
therapy.

Client Satisfaction Questionnaire. The 18-item version of the Client
Satisfaction Questionnaire (CSQ—18) (Larsen, Attkisson, Hargreaves,
& Nguyen, 1979) was used to measure patient satisfaction with services.
The CSQ-18 enquires about oné’s satisfaction with various aspects of
treatment and its associated characteristics, including such features as
the physical surroundings, appropriateness of services, promptness of
response, and quality of services. Four possible responses are given for

each item, ranging from high levels of dissatisfaction to high levels of
satisfaction.

Other Measures. Finally, the questionnaire concluded with items per-
taining to the respondent’s demographic characteristics.

RESULTS
Response Rates and Patient Demographic Characteristics

Of the 41 questionnaires sent out, 11 envelopes were returned because
the individual had moved to an unknown address. Of the 30 remaining

patients, 21 returned completed questionnaires, whichrepresents aresponse
rate of 70%.

Atotal of 17 respondents (81%) were female. The mean age of the sample
was 36 years, with most patients (81%) falling within the 2243 year age
range. The majority (15/21 = 71%) were married or living common-law.
Most (19/21 = 90%) reported that they had at least a high-school educa-
tion. Similarly, the occupational functioning of the group was relatively
high, with 18/21(86%) working at full-time or part-time jobs. The annual
incomes that patients reported were quite variable, but the average fell
within the $20,000-$25,000 range.

Diagnostic Status of Patients at Follow-up

Table 1 presents the diagnoses of patients upon admission to the clinic
and at follow-up. Pre-treatment diagnoses were determined from pa-
tient chart information and the outpatient department computer data-



ThHE CANADIAN JOURNAL OF PrROGRAM EVALUATION

base. A review of the intake history in patient charts served as the
primary source of pre-treatment diagnoses. In the case of incomplete
chart information, the entry diagnosis recorded in the computer data-
base was utilized. For the sake of consistency, and since the Qutpatient
Psychiatry Department at HSC only adopted DSM-III-R in the late
stages of the time period under investigation in the evaluation, pre-
treatment diagnoses are coded using categories of DSM-III.

Follow-up diagnoses were made according to the DSM-III-R (using the
information provided in the survey responses). The two diagnostic sys-
tems differ from one another in several ways—particularly, as men-
tioned earlier, with regard to the mannerin which agoraphobic symptoms
are handled. In the DSM-III, agoraphobia is considered to be a primary
diagnosis, whereas in the DSM-III-R itisviewed as a secondary feature
of panic disorder. These discrepancies account for the use of different
terms for the pre-treatment and follow-up diagnoses in Table 1.

The clinicians’ diagnoses at pre-treatment indicated that 15/21 of the
patients (71.4%) were considered to be suffering from panic disorder,
while 6/21 (28.6%) received the DSM-III diagnosis of agoraphobia with
panic attacks.

Follow-up diagnoses were made by adhering to a set of predetermined
decision rulesbased onthe DSM-III-R. Specifically, any survey respond-
ent who reported having four or more panic attacks in the four weeks
prior to completing the survey was considered to meet diagnostic criteria
for panic disorder. Five patients (23.8%) met this criterion at follow-up.
Additionally, however, patients with fewer panicattacks were also given
the diagnosis of panic disorder if they indicated that they had been
bothered by a “constant fear” of having another attack. Two patients
(9.5%) met this criterion. Overall, then, only 7/21 patients (33%) at fol-
low-up continued to meet diagnostic criteria for panic disorder.

Nevertheless, some of the remaining patients appeared to have continu-
ing psychological difficulties in one form or another. For example, four
patients who did not meet full diagnostic criteria for panic disorders still
reported that they suffered from occasional panic attacks (although fewer
than four in the past four weeks). Furthermore, on the GHQ, four addi-
tional patients exceeded the threshold score (i.e. 22) for classification as
having a “probable” psychiatric disorder. However, none of these latter
patients reported having any panic attacks in the preceding month, and
none acknowledged a persistent fear of panic. Hence, some of the re-
spondents who were identified as “cases” by the GHQ may be suffering
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from a psychiatric disorder that is different from that for which they
were treated initially.

In summary, then, 66% of the patients no longer met diagnostic criteria
for panic disorder. However, some respondents continued to have occa-
sional panic attacks. Others acknowledge a clinically significant level of
psychological distress, even though their specific problem with panic
seems to be much improved. If one takes a very strict definition of treat-
ment outcome and considers a therapeutic “success” to be someone with

Table 1
Pre- and Post-treatment Characteristics of Survey Respondents
At follow-up
No. of
Pretreatment  panic attacks Presence of Foliow-up GHQ

Case diagnosis® inpastmonth  “constant fear” diagnosisb score®

1 PD 0 YES PD 1

2 PD 0 NO — 6

3 PD 4 YES PD & AG 6

4 PD 0 NO - 0

5 AG&PA 0 NO — 0

6 PD 0 NO — 3

7 AG&PA 0 NO - 3

8 PD 0 NO — 0

9 PD 4 YES PD & AG 7
10 FD 1 NO — 0
ik PD 2 NO — 1
12 AG & PA 0 NO — 2
13 AG & PA 0 NO — 1
14 AG&PA 0 NO — 0
15 PD 1 NO - 0
16 PD 8 YES PD & AG 9
17 PD 0 YES PD & AG 0
18 PD 6 YES PD & AG 12
19 PD 3 NO — 2
20 PD 0 NO - 0
21 AG & PA 5 YES PD & AG 2

Pre-treatment diagnoses are based onthe DSM-llicriteriaand were obtained from a review of patient
records or outpatient computer database. AG/PA = agoraphobia with panic attacks, and PD = panic
disorder.

bFollow-up diagnoses are based on the DSM-//I-R criteria and are derived from patients’ survey
responses. PD/AG = panic disorder with agoraphobia, and PD = panic disorder without agoraphobia.
CA score of 2or more on the General Health Questionnaire is indicative of aclinically significant degree
of psychological distress.



I 102 THE CANADIAN JOURNAL OF PROGRAM EvaLuaTiON

(a) no panic attacks, (b) no persistent fear of panic attacks, and (¢) no
indication of other psychiatric difficulties on the GHQ, then 6/21 pa-
tients (29%) can be viewed as marked therapeutic successes.

Agoraphobic Symptoms

Patients were classified into the diagnostic subtype of panic disorder
with agoraphobia if, in addition to meeting the DSM-III-R criteria for
panic disorder, they also reported a “moderate,” “severe,” or “very se-
vere” fear of “being in certain places or situations” because of a concern
about having panic attacks. Of the seven patients who met criteria for
panic disorder, six could be considered agoraphobic by this definition. In
general, the level of agoraphobic symptoms continued to be quite signifi-
cant among the group as a whole, even among patients who appeared to
be managing well with their primary panic problem. For example, 14/21
respondents (66.7%) reported at follow-up that they continued to have
a level of agoraphobic fear that was in the “moderate” to “very severe”
range of intensity.

Avoidance behavior itself was examined by asking the respondent to
indicate, “in comparison to how you felt before you came to the clinic, how
much better or worse are you” on a list of commonly avoided situations.
The results are summarized in Table 2.

Asisevidentin Table 2, avoidance behavior seems to have been a signifi-
cant concern for many of the survey respondents. Each of the situations
listed in the survey was cited as having engendered avoidance behavior
by 65-75% of patients. In general, however, most of these patients had
improved significantly by follow-up, with at least 50% of formerly avoidant

Table 2
Degree of Change in Agoraphobic

Percentage of patients responding to each category

Avoided Much Much
situation N better Better Same Worse worse
Large crowds 15 6.7 467 40.0 6.7 0
Social functions 15 133 400 40.0 6.7 0
Shopping 14 0 714 28.6 0 0
Transportation 16 187 375 375 0 6.3

a Survey respondents were instructed to select a “not applicable” altemative if they had never had an
avoidance problem in a particular situation. Hence, Nrefers to the number of patients who didbefieve
themselves to have particular avoidance problems at the time of entering the clinic.
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patients indicating that they were “better” or “much better” at entering
feared situations. Only two patients indicated that an agoraphobic prob-
lem had worsened since visiting the clinic.

In summary, then, agoraphobic behavior seems to have been quite a
significant problem for the majority of patients. The fear of approaching
situations that may trigger panic remains at a moderate to very severe
level for fully two-thirds of the respondents, although they do tend to
report that they have improved substantially in this area.

Assessment of Treatment Components

The patients’ ratings of the different therapeutic approaches that are
employed in the Anxiety Disorders Clinicare showninTable 3. Not every
patient received all possible treatment alternatives, so the numbers of
individuals falling within each of the different response categories are
small in some cases. Nevertheless, some general trends are evident.

To begin, it is clear that patients who opted for a medication trial
were very appreciative of its beneficial effects. Only eight respondents
indicated that they had been offered medication, but seven of them
(87.5%) reported that it had “helped quite a bit,” and the other indicated
that it “helped a little.”

Other therapeutic modalities were also viewed quite favorably. Insight
therapy, education, and the therapeutic relationship were uniformly

Table 3
Ratings of Treatment Components

Percentage of patients responding to each category

Treatment Made things Did not Helped a Helped quite
Component N worse help little a bit
Hypnosis 15 0 333 26.7 40.0
Cognitive therapy 14 0 14.3 143 714
Insight therapy 8 0 0 500 50.0
Behaviortherapy 15 0 26.7 46.7 26.7
Education 14 0 0 357 64.3
Medication 7 0 0 125 875
Therapist 16 0 0 471 529

aNot every treatment modality was employed with, or acknowledged by, every patient. Nrepresents
the number of patients who rated the various treatment modalities as being applicable to their therapy.
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considered to have helped either “a little” or “quite a bit.” However,
behavior therapy (in vivo exposure), cognitive therapy, and hypnosis
enjoyed more variable success. Although all of these treatments helped
some patients “quite a bit,” other patients indicated that these treat-
ments “didnothelp.” Behavior therapy stands out asbeing least effective
inthisregard. Only 4/15 patients (26.7%) who received behavior therapy
rated it as having helped “quite abit.” Corresponding percentages for the
other treatment modalities were 40.0% for hypnosis, 50% for insight
therapy, 52.9% for the therapeutic relationship, 64.3% for education,
and 71.4% for cognitive therapy.

Patient Satisfaction

Overall, as indicated in Table 4, a majority of patients expressed satis-
faction with most aspects of the service, albeit with one notable excep-
tion—the comfort of the facility. On this item, half of the respondents
reported dissatisfaction.

On the other hand, responses to items inquiring about general satisfac-
tion with the treatment per se (e.g., “How satisfied are you with the kind
of service you havereceived?” “In an overall, general sense, how satisfied
are you with the service you have received?”) were very positive, with 19/
21 respondents (90.5%) indicating that they were “mostly satisfied” or
“yery satisfied.” Furthermore, patients gave similarly high ratings ofthe
overall quality of service (e.g., “How would you rate the quality of the
service you have received?”), with 20/21 of respondents (95.2%) rating it
as “good” or “excellent.”

In order to identify relative strengths and weaknesses of the clinic serv-
ices, the variability across individual items of the CSQ-18 was examined
in a series of f-tests. These tests involved comparing the mean rating
given to each individual item with the overall mean of the remaining
items. Using this procedure, five service areas of the clinic were identi-

fied as being relative strengths, and four emerged as relative weak-
nesses.

In particular, patients gave high ratings to items addressing the char-
acteristics of their therapists, relative to their responses to other items
on the CSQ-18. Patients believed that their primary therapist had lis-
tened to them closely, £(20)=6.56, p, <.001. They also perceived the clinic
staffas understanding the kind of help they wanted, £(20) = 2.89, p < .05,
and as being respectful of patients’ rights, #(20) = 3.59, p < .01. Another
indication ofhigh levels of satisfaction with the clinic service was evident
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in patients’ responses to items pertaining to future utilization of the
clinic. The patients reported that they would come back to the clinic
again if necessary, #(20) = 1.82, p < .10, and that they would recommend
it to friends who were in need of similar help, ¢ (20) = 2.98, p < .01.

Other items received comparatively low ratings, indicating that they
were tapping relative weaknesses of the clinic services. As noted earlier,
the physical characteristics of the facility tended to be viewed quite
unfavorably by many respondents, £(20) = -5.34, p < .001. Furthermore,
patients considered that they were not seen promptly enough after their
initial referral to the clinic, #(20) = -2.60, p < .05.

Responses to other items on the CSQ-18 also suggested that some pa-
tients would have valued additional services that were not offered at the

Table 4
Patient Responses on the Client Satisfaction Questionnaire-18

Percentage of patients responding
to each category (N =21)

ltem 1 2 3 4 M
1. Promptness of response 5 35 50 10 2.65
2. Comfort of facility 10 40 45 5 245
3. Building detracts from service 0 35 35 30 2.95
4. Amount of help received 10 5 65 20 2.95
5. Appropriateness of service 0 5 65 30 325
6. Help you deal effectively

with problems 0 15 50 35 320
7. Therapist listened closely 0 0 30 70 3.70
8.  Satisfied with the kind

of service received 0 10 65 25 315
9. Other services needed 0 30 60 10 2.80
10.  Therapist understands problem 0 10 65 25 3.15
11.  Competence of therapist 0 15 65 20 3.05
12, Quality of service 0 5 65 30 325
13.  General satisfaction with service 0 10 65 25 315
14.  Recommend program to others 0 10 40 50 3.40
15.  Did program understand what

you wanted 0 10 60 35 330
16.  Did program meet your needs 5 20 60 15 2.85
17.  Have rights been respected 0 5 40 55 3.50
18. Would you come back to program 0 15 30 55 340

Note. Ingeneral, the CSQ-18is organized such that scores of 1 and 2 correspondto two different levels
of dissatisfaction in descending order, and ratings of 3 and 4 reflect varying levels of satisfaction in
ascending order.
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clinic. Again, relative to their responses to other items on the inventory,
patients gave low satisfaction ratings to questions addressing the extent
to which the services actually metall of their needs, t(20) = -2.55, p < .05.
In particular, many patients believe that they required other services in
addition to those that were actually offered, t(20) = -2.47, p < .05.

DISCUSSION

The present evaluation suggests that this group of patients clearly ben-
efited from their treatment at the Anxiety Disorders Clinic. At follow-up,
66% of the respondents no longer met diagnostic criteria for panic dis-
order. Nevertheless, even among the most successfully treated patients,
some continued to have occasional panic attacks. Others acknowledged
a significant level of psychological distress, even though their specific
problem with panic seemed to be much improved.

These findings can be compared to the results of various treatment
outcomestudiesthathavebeenreviewed by Jacobson, Wilson, and Tupper
(1988). These authors suggest that traditional exposure-based behavior
therapies for agoraphobia produce significant benefits for about 60% of
patients. As with the present results, not all patients treated with expo-
sure will enjoy complete symptomatic remission. Rather, the outcomes
tend to cluster around a rough “rule of thirds.” About a third of agorapho-
bic patients treated primarily with exposure will show very marked
improvement. Another third will also improve, although they are likely
to be left with some residual problems. The final third tends not to do
very well with exposure therapy, and hence the clinical benefit for these
patients is minimal.

This rule of thirds also provides a good description of the treatment
outcomes for the interventions employed at the HSC. In the present
survey, 29% of the respondents (6/21) could be classified as marked
therapeutic successes. Another 38% (8/21) continued to suffer from oc-
casional panic attacks, or else met GHQ criteria for a “probable” psychi-
atricdisorder. Theremaining 33%(7/21) continued to meet full diagnostic
criteria for panic disorder. Hence, a reasonable conclusion to draw from
the evaluation is that the success rate for the HSC Anxiety Disorders
Clinic is in the same range as is reported in most outcome research
employing traditional behavior therapy.

Nevertheless, there are inherent shortcomings in the follow-up evalua-
tion design that necessarily limit the extent to which we can conclude
that the clinic’s treatment “caused” symptomatic improvement among
the patients. First, some patients may simply have shown spontaneous
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remission. A number of investigators have found that 20-35% of pa-
tients on treatment waiting lists experience some relief from panic at-
tacks(Craske & Barlow, 1986; Kloskoet al., 1990). Second, some patients
may have sought alternative treatment between the time of their termi-
nation with the clinic and the follow-up survey. Both of these sources of
improvement would serve to inflate the estimate of the clinic’s effective-
ness when follow-up methodology is employed.

Despite these interpretive difficulties, there is ample evidence from the
survey results to suggest that the patients did indeed benefit from the
specific program offered at the Anxiety Disorders Clinic. For example,
most patients maintained a favorable view of most of the treatment
modalities employed during the course of their therapy. Although there
was considerable variability in the perceived effectiveness of different
treatment components, only a few were viewed by a small number of
patients as not having helped them at all.

Interestingly, despite the psychological basis of the clinic’s services, med;-
cation was rated mosthighly of all the individual treatment components.
Although research evaluating the effectiveness of combining pharmaco-
logical and psychological treatments for panic disorder is still at an early
stage, the results of the present survey are unequivocal in demonstrat-
ing that adjunct medication therapy is highly valued by those patients
who experience this option.

These positive findings need to be interpreted in light of the fact that
many patients take medication prior to their arrival at the clinic. In
these cases, it would appear that despite the helpfulness of the pharma-
cological treatments, they still seek out psychological interventions to
address their panicdisorder. In fact, many of these patients seem to view
medication as only a temporary or partial solution, as they express a
desireintheirclinic contactstolower or discontinue their medication use
by finding alternative means of dealing with their difficulties.

The next cluster of treatment components that were rated highly by
patients included education, insight therapy, cognitive therapy, and the
relationship with the therapist. At this point, there is a growing body of
empirical evidence demonstrating that education and cognitive therapy
are both important ingredients in the effective treatment of panic disor-
der (Rapee & Barlow, 1990). Some recent research has also shown that
caring, confident therapists have particularly good success in treating
patients with agoraphobia (Williams & Chambless, 1990). Hence, the
patients’ ratings suggest that the Anxiety Disorders Clinic provides a
good service in these key areas. Although the effectiveness of insight



I 108 THE CANADIAN JOURNAL OF PROGRAM EVALUATION

therapy as a treatment for panic disorder has not been established, the
patients’ ratings indicate thatit, too, is valued when used in conjunction
with other treatment modalities.

Hypnosis and behavior therapy were rated more variably. This was
particularly true of hypnosis, over which patients appeared to be split
into two camps. Many patients viewed it as being very helpful, and many
others viewed it as not helpful at all. To some extent, the mixed reviews
of hypnosis are not surprising. Patients vary greatly from one another
on such dimensions as hypnotizability and their level of comfort with
hypnosis. In addition, given the training function of the clinic, variability
in the hypnotherapy skills of therapists may have a direct impact on the
helpfulness ofhypnosis. Furthermore, the ultimate effectiveness ofhypnosis
in the treatment of panic disorder is not really known. To the best of our
knowledge, hypnosis has never been evaluated empirically for this par-
ticular disorder in a clinical trial. Given the findings of the evaluation
and the frequent use ofhypnosis in the Anxiety Disorders Clinic, serious
consideration should be given to undertaking systematic treatment re-
search in this area.

It should be noted that the interpretation of patient ratings of hypnosis
is limited by the definition that was presented to them, which focuses
largely on formal induction techniques—that is, “the therapist assists
the client to attain an altered state of consciousness, during which sug-
gestions are given to promote anxiety relief and symptom reduction.”
This represents only a part of the hypnotherapy practiced in the Anxiety
Disorders Clinic. A core aspect of the psychotherapeutic practice in the
clinic includes the use of hypnotherapeutic communication, which is
presented outside of formal hypnotic procedures. This aspect of hypno-
therapy was not assessed directly in the present study.

Somewhat surprisingly, of all treatment modalities, behavior therapy
received the lowest ratings by patients. Only a small number of patients
whose treatment involved a behavioral therapy component evaluated it
asbeing “very helpful.” Behavior therapy was defined for patients in the
survey as in vivo exposure—that is, “a set of procedures that help a client
gradually re-enter situations that are feared or avoided until these situ-
ations can be approached successfully.” Findings from a large number
of outcome studies show that behavioral interventions involving expo-
sure are effective in diminishing agoraphobic avoidance in about 60% of
cases (Jacobson, Wilson, & Tupper, 1988). In fact, behavior therapy of
this type is perhaps the most well-validated treatment available for
these patients. It appears that the clinic does not achieve as high a level
of response with exposure therapy as it perhaps could.
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This conclusion is supported by the further finding that two-thirds of
patients report at follow-up that they continue to suffer from a mod-
erate to very severe agoraphobic fear. Although outright avoidance
behavior was generally considered to be improved, and research sug-
gests that only a small portion of agoraphobic patients achieve asymp-
tomatic levels of functioning (Barlow, 1988), the extent to which the
survey respondents are still struggling with specific fears remains
noteworthy. The relative low levels of treatment effectiveness in this
area could be due to a combination of assessment and treatment fac-
tors. Specifically, it appears that the agoraphobic consequences of
panic disorder are being underdiagnosed at the Anxiety Disorders
Clinic. Only six patients in the evaluation had been diagnosed for-
mally with agoraphobia at pre-treatment, and at follow-up a signifi-
cant majority reported suffering from some agoraphobic symptoms
(including six patients who could be diagnosed with panic disorder
with agoraphobia). Perhaps as a consequence of the low base rate with
which agoraphobia is diagnosed in the Anxiety Disorders Clinic, for-
mal exposure interventions are seldom introduced in a rigorous and
systematic way. Hence, they appear not to be working as effectively
as they could, and patients are continuing to have behavioral and
psychological difficulties with agoraphobia.

In order to address these issues, a more comprehensive approach to
assessment of agoraphobic problems in panic disorder patients should
be considered. The use of standardized scales could help clarify diag-
noses in this area. A review of exposure treatment methods is also rec-
ommended. Although exposure therapyisasimple treatment conceptually,
its success depends on adherence to some fine technical and procedural
points. Hence, perhaps the most important practical recommendation to
emerge from the survey results is that the Anxiety Disorders Clinic
review and implement standard exposure protocol (e.g., Mathews, Gelder,
& Johnston, 1981).

Overall, the assessment of treatment components suggests that all of
the different therapeutic approaches are perceived by patients ashaving
some value, Thus, a continuation of the multimodal approach that is
currently followed seems to be advisable, albeit with some readjust-
ments of certain procedures. However, it should also be noted that a
number of other advances have been made recently in the area of
psychological treatments for panic disorder. These new cognitive and
behavioral techniques have been found to produce dramatic results in
eliminating panic attacks (Barlow, 1988). In view of these findings,
the clinic should also consider the addition of these approaches.
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In line with the generally positive ratings of treatment components,
patients in the Anxiety Disorders Clinic also tend to express satisfaction
with the services they receive. More specifically, 90% responded posi-
tively to questions about their general level of satisfaction. Clinic pa-
tients also appear to be at least as satisfied, and possibly more satisfied,
than consumers of other mental-health services surveyed in previous
research. For example, in a review of consumer-satisfaction studies in
the mental-health area, LeBow (1987) reported a mean of 78% of con-
sumers expressing satisfaction in outpatient settings.

Patients express particularly high levels of satisfaction with their thera-
pists. They view their therapists asbeing understanding, respectful, and
attentive listeners. A further vote of confidence in clinic services is ap-
parent in patients’ acknowledgement that, if necessary, they would re-
turn to the clinic for treatment or recommend it to friends.

Nevertheless, although patients were satisfied with the clinic, they did
identify some areas of service that could be improved. These included the
promptness of clinic response to referrals, the comfort of the facility, and
the completeness with which services meet patients’ needs.

The promptness of response to referrals is an ongoing problem in the
Anxiety Disorders Clinic, with waiting time of patients varying from a
few weeks to a few months, depending on staff availability and the flow
of referrals. Individuals suffering from panic attacks and agoraphobia
commonly experience high levels of distress, and they may find long
waiting times to be particularly difficult. Suggested interventions that
could address this problem would certainly include increasing thenumber
of staff assigned to the clinic, but also introducing some alternative
therapeutic procedures such as group treatment, and providing self-
help manuals during the waiting period.

Given the age, appearance, and condition of the Adult Psychiatric Serv-
ices Building at the HSC, the relative dissatisfaction of patients with the
comfort of the facility is not surprising. Importantly, over one-third of
patients reported that the characteristics of the building detracted from
the services they received. A small number of patients, in spontaneous,
open-ended comments about the clinic, attributed the experience of sig-
nificant anxiety during treatment visits to conditions of the building.
The planned new psychiatric facility at the HSC will, one hopes, resolve
issues in this area.
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The dissatisfaction with the extent to which clinic services are meeting
patients’ needsis more difficult to interpret. In relation to this issue, two
respondents noted that they had to locate, on their own, a self-help group
following termination of treatment. Another patient mentioned that
regular follow-ups at the clinic would help reinforce the gains that had
been made in therapy. Given the variety of possible needs that indi-
vidual patients might express, the clinic could perhaps improve con-
sumer satisfaction in this area by carefully discussing with the patient,
prior to termination, whether there are other concerns (e.g., referral,
information, follow-up) to be addressed. Undoubtedly, however, some
patients will desire a long-term involvement with the clinic, which is
beyond its mandate of service.

CONCLUSIONS

The present study provides a comprehensive evaluation of clinicservices
offered to patients with panic disorder at the Anxiety Disorders Clinic.
The evaluation includes the assessment of post-treatment functioning,
the perceived helpfulness of specific treatment components, and pa-
tients’ satisfaction with the clinic services. The results show that a sub-
stantial majority of former patients no longer meet diagnostic criteriafor
panic disorder. However, even among these successfully treated pa-
tients, some continue to have occasional panic attacks. Others acknowl-
edge asignificantlevel of psychological difficulties, although not necessarily
with panic. The success rate of treatment in the Anxiety Disorders Clinic
is comparable to levels reported in most outcome research using tradi-
tional behavior therapy.

Overall, patients’ assessment of individual treatment components sug-
gests that all of the therapeutic approaches employed in the clinic are of
value to some patients. Hence, the clinic’s multimodal treatment ap-
proach seems to be quite appropriate. However, there does appear to be
a specific need to improve the use of behavior therapy (i.e., exposure)
addressed to the problem of agoraphobia. There is evidence that agora-
phobia is both underdiagnosed and undertreated in the Anxiety Disor-
ders Clinic. Nevertheless, in general, patients express high levels of
satisfaction with the clinic services. Although they did identify some
areas that could be improved, these suggestions should be taken as
potential directions in which the clinic can further refine its already
effective treatment program.
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Appendix
Lay Definitions of Therapeutic Components
That Were Provided to Survey Respondents

Component of therapy Lay definition

1. Hypnosis Using this procedure, the therapist assists the client to attain an
altered state of consciousness during which suggestions are given
to promote anxiety relief and symptom reduction.

2. Cognitive Therapy This refers toa set of procedures by which atherapist helps a client
toidentify and change self-defeating and/or negative thoughts and
replace them with more positive thinking patterns.

3. Insight Therapy This approach looks at the importance of past events, such as
childhood learning experiences, and examines the way in which
they continue to shape our feelings and actions in present relation-
ships.

4. Behavior Therapy This includes a set of procedures that help a client gradually re-
enter situations that are feared or avoided until these threatening
situations can be approached successfully.

5. Education This refers to receiving explicit information from the therapist and/
or self-help books about anxiety problems, their causes, and prac-
tical strategies to overcome them.

6. Medication The use of prescribed drugs, such as anti-depressants or minor
tranquilizers, to promote relaxation, aid sleep, and ease anxiety.
7. Therapist This refers to the personality of the therapist and the development

of a special relationship with him or her which serves to promote
positive psychological growth.






