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Abstract
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In this chapter, we discuss principles of cognitive-behavioral therapy (CBT) for panic disorder. We begin by describing the presentation of panic disorder (PD) from a cognitive-behavioral perspective, then examining the evaluation and assessment of PD, and then examining the treatment components of CBT for PD. We detail treatment plans, goal formation, and agenda setting. Finally, we review empirical support for this treatment and future directions in the treatment of PD. The chapter concludes with a case vignette illustrating how CBT can be used to treat panic disorder.
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Introduction to Panic Disorder
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Panic disorder (PD) is characterized by recurrent, unexpected panic attacks followed by worry about future attacks, catastrophic implications of the attacks, or avoidance of places or activities associated with panic [1, 2]. Experiencing a panic attack is relatively common, according to a cross-national epidemiological study (13.2%) [3]. Hallmark symptoms of a panic attack include a pounding heart, sweating, shortness of breath, chest pain, and other physiological symptoms. Typically, symptoms develop suddenly and remit within 10–15 min. Individuals who go on to develop PD will, in addition to experiencing recurrent panic attacks, exhibit recurrent worry about additional panic attacks and significant changes in behavior associated with the attacks. For example, an individual with PD may exhibit catastrophic thinking about their physiological symptoms, associating the sensations with thoughts such as “what if I die?” or “what if I have a heart attack?” Individuals with PD will also display maladaptive behavioral changes in relation to the attacks, such as avoiding places associated with panic or activities that evoke the feared physiological sensations.

Initially, panic attacks are unexpected, meaning that they are not tied to a specific scenario, such as flying or driving, which might be more indicative of a specific phobia. However, some individuals with PD exhibit agoraphobia, a phobic fear of places or situations associated with panic where help or escape may not be immediately available.
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PD Etiology Based on CBT Model
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We will discuss the proposed etiology of PD based on the cognitive-behavioral therapy (CBT) model. As highlighted previously, panic disorder arises following an unexpected panic attack. After experiencing an initially frightening panic attack, an individual may begin to associate fear and doom with physiological sensations associated with panic attacks. The patient will often begin to make catastrophic misinterpretations of such physiological sensations (e.g., a high heart rate) as being indicative of danger or doom (e.g., impending heart attack or death), despite the benign nature of the symptoms. Along with the development of cognitive symptoms, the PD patient will also often exhibit maladaptive behavioral responses to the panic, namely, avoidance of places, situations, or activities that evoke the feared sensations. According to the CBT model, the cognitive and behavioral symptoms of PD will lead to a self-perpetuating cycle of thoughts, feelings, and behaviors that fuel and maintain PD.

Some patients also display anxiety sensitivity, or a broad belief that physiological sensations are dangerous, even outside of the context of panic attacks and PD. Bouton, Mineka, & Barlow [4] posit that anxiety sensitivity may also increase vulnerability for developing PD.
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Assessing and Diagnosing PD
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Diagnosing PD first starts with assessing for recurrent panic attacks in the past month [5]. A panic attack can be described as a sudden, unexpected rush in anxiety and physical sensations. Typically, the sensations peak within a number of minutes. An individual experiencing a panic attack might exhibit four or more of the following physical sensations (see Table 7.1):
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Table 7.1 Common physical sensations experienced during a panic attack
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In addition to the physical sensations listed above, an individual experiencing a panic attack might cite fears of dying, losing control, or sensations of detachment from their body or mind (also known as depersonalization).

Panic attacks may occur in the context of a variety of psychiatric and medical diagnoses. For example, panic attacks that are triggered solely by feared social situations might be more indicative of Social Anxiety Disorder, and panic attacks solely triggered by a specific feared object or situation (e.g., vomiting and the sight of blood) may be more indicative of a Specific Phobia. Importantly, any medical diagnoses that might explain the physical sensations must be ruled out at evaluation, such as endocrine diseases and cardiovascular disorders.

Not all individuals who experience panic attacks go on to develop PD. When assessing for development of PD, it is important to evaluate sustained fear of future panic attacks and their consequences (e.g., “if I have a panic attack, I’ll die”). As previously discussed, an individual with PD may display catastrophic misinterpretations of their physical sensations as indicative of danger or doom. Additionally, an individual with PD may have debilitating anticipatory anxiety about their next panic attack that markedly affects their day-to-day functioning.

The debilitating anxiety may have significant maladaptive effects on an individual’s behavior in relation to the panic attacks. For example, an individual might avoid places or situations that are associated with panic or evoke the sensations themselves. An individual might also avoid activities that evoke the feared sensations, such as going on runs or drinking coffee.

Relatedly, it is also important to assess for agoraphobia in the context of PD. The presence of agoraphobia can signal to the therapist the types of interoceptive and in-vivo exposures that might be most helpful to practice with the patient. As noted previously, agoraphobia signals a phobic fear of places or situations associated with panic where help or escape is not immediately available. Some common feared situations include:

	Public transportation (e.g., buses, trains, planes).

	Open spaces (e.g., hiking trails, airport terminals).

	Enclosed spaces (e.g., theaters, elevators).

	Standing in line or being in a crowd.

	Being outside of home or a certain distance away from home.


It must be noted that agoraphobia is a distinct disorder from PD in current classification systems. While highly comorbid, agoraphobia be diagnosed both with and without the presence of PD.

Finally, PD can be comorbid with a variety of psychiatric disorders, including generalized anxiety disorder, posttraumatic stress disorder, and obsessive-compulsive disorder [6]. It is recommended that PD be the principal diagnosis when using CBT for PD.
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Symptom Measures
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Therapists might find particular clinician-rated and self-report measures to be helpful in confirming the PD diagnosis. Fortunately, a range of validated measures exists to determine a likely PD diagnosis. Please find some of the most commonly used gold standard assessment measures below:

	Structured Clinical Interview for DSM-5 (SCID-5) [5] is a diagnostic manual for Axis I disorders in clinical populations. Therapists can use the SCID-5 to assess for anxiety and mood disorders, including panic disorder, as well as alcohol and substance use and dependence, somatization, eating disorders, and psychotic disorders.

	Mini International Psychiatric Interview (MINI) [7] is a brief structured diagnostic interview for disorders in the DSM-III-R, DSM-IV, DSM-5, and ICD-10. Disorders assessed include anxiety and traumatic stress disorders, mood disorders, psychotic disorders, and substance-related disorders.

	Diagnostic Interview for Anxiety, Mood, and Obsessive-Compulsive and Related Neuropsychiatric Disorders (DIAMOND) [8] is a semi-structured diagnostic interview for disorders in the DSM-5, including anxiety and depressive disorders, bipolar and related disorders, obsessive-compulsive and related disorders, and traumatic stress disorders.

	Panic Disorder Severity Scale & Panic Disorder Severity Scale, Self-Report (PDSS; PDSS-SR) [9, 10] is a seven-item validated clinician-rated and self-report measure that assesses the severity of PD. Items assessed for frequency of and distress during panic attacks, anticipatory anxiety, agoraphobia, interoceptive avoidance, and impairment of work and social functioning.

	Panic Disorder Self-Report (PDSR) [11] is a 24-item self-report questionnaire that assesses the frequency of panic attacks, worry, and behavioral changes as a result of panic attacks, specific symptoms endorsed, distress and interference caused by attacks, and medical rule-outs of PD.

	Anxiety Sensitivity Index (ASI) [12] is a 16-item self-report questionnaire that assesses fear of bodily sensations associated with anxiety. Anxiety sensitivity is a transdiagnostic construct that has been highly associated with PD and treatment change.

	Panic and Agoraphobia Scale (PAS) [13] is a 13-item observer and self-report questionnaire that evaluates frequency, severity, and duration of panic attacks, agoraphobia, anticipatory anxiety, interpretations of bodily symptoms, and social and work impairment.

	Brief Body Sensations Interpretations Questionnaire (BBSIQ) [14] is a 14-item self-report questionnaire that assesses individuals’ explanations and interpretations of bodily sensations. The individual is presented with ambiguous scenarios and physical symptoms and is asked to rate the likelihood of explanations of such sensations as being benign, catastrophic, or realistic.

	Alcohol Use Disorders Identification Test (AUDIT) [15] is a ten-item self-report questionnaire that assesses for risky or hazardous consumption of alcohol. It is often helpful to screen for alcohol use disorders prior to beginning treatment to rule out that alcohol use will not interfere with exposure practice.

	Panic Disorder Screener (PADIS) [16] is a four-item brief screening tool to assess symptoms of panic disorder, such as worry about panic and avoidance of places, situations, or activities that induce panic.
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CBT for Panic Disorder
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As previously discussed, PD arises following recurrent, unexpected panic attacks in addition to worry about future panic attacks and maladaptive behavioral changes related to the attacks. The CBT model suggests that cognitive (e.g., catastrophic misinterpretations of physiological symptoms as indicative of danger or doom) and behavioral (e.g., avoidance of places, situations, or activities that evoke the feared sensations) symptoms maintain the disorder. Thus, CBT is designed to interrupt the self-perpetuating cycle of thoughts, feelings, and behaviors in order to lead to PD remission.
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Psychoeducation
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Psychoeducation is a key component of CBT for PD. The primary goal is to provide information to the patient about how their thoughts and behaviors can perpetuate symptoms of PD. This requires informing the patient of the CBT model broadly, as applied to PD, and finally as applied to the patient’s specific PD experience. Providing such background both helps patients understand why they may be experiencing their symptoms and provides buy-in for the CBT treatment components.

Important to psychoeducation about PD is the explanation of the three-component model of anxiety (introduced above). This model is used to demonstrate how thoughts, feelings, and behaviors all interact to generate and maintain anxiety and panic. Helping the patient understand this model and enabling them to put their symptoms into the model (see example in vingette below) is helpful for treatment alignment.
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