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Ella was an 18 year-old woman who had been 

suffering f rom panic at tacks for the last  year. 

These at tacks began immediately af ter she smoked some 
marijuana one night, and she became concerned that her 
parents would f ind out. Her f irst  panic at tack occurred in a

large department store. Since that t ime she has avoided shopping
there. She has avoided a lot  of  situat ions where she could have a
panic at tack, including the cinema, supermarkets, and concerts.
During her f irst  few panic at tacks, she thought that  she was having
a nervous breakdown. One t ime her heart  was beat ing so fast  
she feared it  might jump out of  her chest. She visited a hospital
emergency room because she was afraid that she was having a 
heart  at tack or a nervous breakdown. The doctors there recognized
the symptoms of  panic and helped her f ind a mental health 
pract it ioner for t reatment.
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1.0 The Content of the Therapy
Cognit ive-Behavioural Therapy (CBT) for panic disorder has evolved
quickly over the recent past.  For example panic control t reatment (PCT)
was developed by David Barlow and Michelle Craske (1994).1 The goal of
PCT is to help the individual ident ify and correct  the maladapt ive ways of
thinking and behaving that maintain the panic disorder.  PCT combines
educat ion, cognit ive intervent ions, relaxat ion and controlled breathing
exercises, and exposure techniques. 

Exposure techniques for panic involve making the person experience
symptoms of  panic, init ially in a safe environment (for example, the 
pract it ionerÕs off ice).  For example, spinning the person might bring 
on dizziness, breathing through a straw might bring on sensat ions of
smothering, and vigorous exercise may be used to generate a racing
heartbeat.  By provoking and experiencing the symptoms of  panic, 
sufferers may learn not to fear them.2 PCT is typically delivered in 
11 or 12 weekly sessions and there is good evidence that it  works.3

David M. Clark and his colleagues in the UK recognized that people 
misinterpreted physical symptoms of  anxious arousal and therefore
placed more emphasis on correct ing cognit ive misinterpretat ions of  
these symptoms.4 For example, an increase in heartbeat is thought to 
be the beginning of  a heart  at tack.  Treatment involves helping people 
to re-evaluate their bodily sensat ions.  Part icular at tent ion is paid to 
the Òsafety behaviourÓ or what the person does in an effort  to reduce
anxiety and avert  disaster.  In the previous example, when experiencing
an increase in heart  rate, the personÕs safety behaviour might be lying
down or going to an emergency room.  Although the safety behaviour 
is intended to reduce anxiety, it  actually reinforces misinterpretat ion 
of  symptoms (for example, Òmy increased heart  rate means I am having 
a heart  at tackÓ) and maintains anxiety (for example, ÓI might die f rom
this heart  at tackÓ).  As a result , the person does not allow himself  the
opportunity of  carrying on with what he had been doing.
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ClarkÕs CBT treatment for panic originally involved 12 to 15 one hour 
sessions.  A briefer version, requiring a total of  6.5 hours of  therapy 
has been developed.5 Cognit ive therapy and treatments based on 
deliberate exposure to the symptoms of  panic (that  is, provoking 
sensat ions of dizziness, racing heart , etc.) are effect ive in the treatment
of  panic.  The use of  relaxat ion strategies alone may be insuff icient  to
treat persistent panic at tacks.6

The Nat ional Inst itute of  Clinical Excellence (NICE) in the UK7 has recent ly 
issued evidence-based guidelines for the t reatment of  Panic Disorder,
ht tp://www.nice.org.uk/pdf/CG022NICEguideline.pdf.  Specif ically, 
there is evidence for the following recommendat ions:

� CBT should be used for Panic Disorder and only by suitably t rained 
and regulated health care professionals who follow research-based
treatment protocols; 

� The opt imal number of  CBT treatment hours, 7 to 14, should be
offered; 

� For most people, CBT should be delivered weekly, 1 to 2 hours per
treatment, and completed within 4 months of  commencement; and

� Briefer CBT should be supplemented where appropriate with focused
informat ion and tasks. 
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Approximate Lifet ime Prevalence: 1.5% - 3.5% 

Diagnost ic Criteria for Panic Disorder without  Agoraphobia:
Recurrent and expected Panic Attacks, that is, a discrete period of intense fear or discomfort 
in which 4 or more of the following develop abruptly and peak within 10 minutes:

1 Palpitations, heart racing/pounding
2 Sweating
3 Trembling
4 Shaking
5 Shortness of breath
6 Feeling of shocking
7 Chest pain or discomfort
8 Nausea or abdominal distress
9 Derealization or depersonalization
10 Fear of losing control or going crazy
11 Fear of dying
12 Numbness or tingling
13 Chills or hot flushes.

The attacks have been followed by:
¥ Persistent worry about having another attack
¥ Worry about implications of the panic attack
¥ A change in behaviour related to the attacks.

The panic attacks are not due to the direct physiological effects of a substance or better 
accounted for by another disorder.

Panic disorder with agoraphobia occurs when patients are anxious about being in places or 
situations from which escape may be difficult or embarrassing, or for which help may not be
available, for example, being in a crowd.The situations are avoided or else endured with 
distressor only in the presence of a companion.

Patients can be diagnosed with Panic Disorder without Agoraphobia, Panic Disorder with
Agoraphobia, or Agoraphobia without a history of panic disorder.
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2.0 Effects on Symptoms in Different Populations
There is some indicat ion that CBT works with older adults8 as well as 
children.9 It  is worth not ing that panic at tacks in children may be 
different f rom those seen in adolescents and adults.  More specif ically,
unlike in adolescence and adulthood, most panic at tacks in childhood
appear to be associated with part icular events and are not unexpected
or " out of  the blue" .9

3.0 Group Treatments
Panic disorder t reatment  via CBT is f requent ly delivered in a 
group format , and has been found to be an effect ive opt ion.10 In a 
well-designed study comparing group and individual formats, people
who received either group or individual t reatment  did signif icant ly 
bet ter than those on a wait  list  for t reatment.11 People in group and
individual t reatments did equally well in symptom reduct ion.  It  is 
interest ing to note that  95% of  people who were on the wait  list
opted for individual rather than group t reatment  once t reatment
became available to them.

4.0 Comparison with Non-Specific Interventions
and Other Psychological Therapies
Most  of  the research into CBT for Panic Disorder has compared one 
CBT component  with another (for example, psychoeducat ion, exposure,
and thought  reinterpretat ion).  Although it  has not  been specif ically 
compared with CBT, eye movement  desensit izat ion and reprocessing
(EMDR) does not  appear to be effect ive at  reducing f requency of  panic
at tacks or anxious cognit ions.12 The relat ive effect iveness of  other 
therapies in comparison with CBT (such as hypnosis, interpersonal 
therapy, or psychoanalysis) for individuals with panic disorder has 
not  been studied. 
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5.0 Comparison with Pharmacological Interventions
The United Kingdom Nat ional Inst itute for Clinical Excellence7 (NICE)
has concluded that psychological, pharmacological and combinat ions 
of  these intervent ions are effect ive for panic disorder but it  is not clear
whether combinat ion intervent ions are def init ively better than CBT 
or pharmacological intervent ion alone.  Nevertheless, people are more
likely to comply with CBT than with medication treatment and individuals
who have undergone CBT remain symptom free longer than those 
who have been treated with medicat ions.  Kampman and his colleagues
(2002) have suggested that individuals who are not responsive to CBT 
for panic disorder become responsive if  medicat ion is added to the 
CBT treatment.13 There are data that suggest people who have used
medicat ion for a long t ime do not respond as well to subsequent 
psychological therapies.7

6.0 Predictors of Outcome
At present , there is no def init ive way for the qualif ied CBT pract it ioner
to predict  which intervent ion (pharmacological, psychological or 
self -help) will work best  for which person.  There is some indicat ion
that lower education and poorer motivat ion lead to a greater likelihood
of  dropping out  of  t reatment .14 Keijsers and colleagues (2001) also
found that  the more severe the panic disorder before CBT, the poorer
the post -t reatment  outcome at  2 year follow-up.15 Finally, those who
complete any between-session pract ice assigned through the course of
CBT t reatment  are more likely to do bet ter than those who do not .6

7.0 Presentation at Emergency Departments
Some symptoms of  panic at tacks, such as heart  palpitat ions, 
may lead some people to think they are experiencing a potent ially 
life-threatening event, such as a heart attack.  These misinterpretat ions
of  the symptoms of  panic of ten lead individuals to present  to
Emergency Departments.  It  has been est imated that  between 
18% and 25% of  people who present  to emergency or outpat ient  
cardiology set t ings meet  the criteria for panic disorder.7, 16



Panic DisorderCHAPTER 7

59COGNITIVE BEHAVIOURALTHERAPY CORE INFORMATION DOCUMENT

8.0 Self-Help and CBT
It  appears that CBT for panic disorder is equally effect ive when delivered
in community mental health set t ings as when delivered for the purposes
of research.17, 18 Standard-length CBT (approximately 12-20 sessions) 
has been compared to brief  CBT (approximately 1-6 sessions) and to 
self -help (or ÒbibliotherapyÓ).19 Although the standard therapy group
showed the greatest improvement, all three groups showed improvement.
CBT has been shown to be superior to a bibliotherapy group alone, but
the lat ter is st ill considered to have ut ility, part icularly in a primary care
sett ing.  Other forms of  help (phone therapy, computer-assisted therapy)
may be considered as part  of  the t reatment plan.

Brief  cognit ive therapy may be as successful as standard-length therapy.5

Approximately 50% of people are reported to respond well to a CBT
intervent ion comprising self -help plus telephone contact .20 A scale has
been developed to help qualif ied CBT pract it ioners to choose among 
psychoeducat ion, self -help or face-to-face therapy as the f irst  step in a
stepped approach to t reatment.21

9.0 Role of the Family
Family members can play an important  role in a person's 
t reatment  by offering support .  Learning to recognize the 
symptoms of  panic, or understanding the family memberÕs course 
of  t reatment , can help an individual to stay calm and focused 
(ht tp://www.seekwellness.com/condit ions/mental/panic_disorder.htm).22

10.0 Summary
� CBT yields large improvements with persons having panic disorders

and t reatment  gains are well maintained.
� CBT requires specialized t raining to deliver.
� When it  is administered alongside pharmacotherapy, CBT reduces 

the risk of  relapse.
� There is no def init ive way to predict  to which t reatment  a person

with a panic disorder would respond best .
� CBT t reatment  and self -help therapy can be used successfully 

in community health care set t ings.
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Ella was offered 6 sessions of  CBT with her mental health 
pract it ioner and was given ÔworkbooksÕ with exercises to 
help her learn about her panic at tacks. Ella and her pract it ioner

developed a personalized formulat ion regarding the maintenance 
of  her problem and together discovered that the sensat ions of  her
head exploding could be induced in the therapy session simply by
asking her to recall some past anxiety experiences. This helped 
Ella to accept emot ionally that  many of  her symptoms were due 
to anxiety rather than an indicat ion of  an imminent breakdown.
Psychoeducat ion regarding the impact of  anxiety was an important
component of  t reatment as she was able to recognize that anxiety
cannot cause brain damage. She began to gradually revisit  some of
the places she had avoided, init ially with a f riend and later on her
own.  Her fear that  she would have a panic at tack began to subside
and by the end of  t reatment she was no longer experiencing any
panic at tacks.


