Chapter 1

PANIC ATTACKS, PANIC
DISORDER, AND AGORAPHOBIA

“When | was o kid | wass stung oy a wasp while playing in the pack yard.
tay foce pJ{*m up fike o baloon and my sysiids swelled until | couldn’t see.
My throat closed up fill | could hardly breathe. My mother rushed me to the
hospitel where they gave me aorena Lne. The doctor told me | was lucky fo
be alive. Ever since I've worried about my health, and parficularly about aller-
gic reactions. This morning the cir was so humid and smoggy that | had
irauble cc:'cmm my breath. | started fe worry that [ might be allergic to smog
My mouth went dry and | fe't a fump in my throat, That really scared me.
siarted to breathe faster so | would get encugh air. But things only got worse.
| felt dizzy, my face went numb, and my heart started pounding. My chest
was 50 ftcm' that 1 could hardly catch my breath. Fwas poralyzed with fear
and sure | was going fo die. Frantically, | graboed my cell phone and called
for an ambulance. By the time it arrived | felt befter. It wersn't an allergic reac-
fion, Just my nerves. Next #me | m|g‘17 not be 50 |uc1<y.

1

his description provided by a penic sufferer clearly shows that panic
can be terrifving experiences. Paric disorder! is a common and

& condition. 1t often co-occurs with other psvchiatric disorders,
a3 in the abrve-mentioned example, which was 2 case of panic disorder
and hvpochendnasis, The purpose of this boog is to describe the nature
o 'i:-“-xm disorder and o de cribe specific freatment strategies. We will
review freatments of uncemplicated panic disorder, as well as strategies
i atinl comorbid cases The latter are common in ¢:inical practice and
speciat challerges to the cliniclan, The present chapter begins by
ng some background into the nature, costs, and course of panic

odesander wil be ased o refer te sanic disorder with

e, b born
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THE COSTS OF PANIC DISORDER

Social and Economic Costs

In the United States, anxiety disorders ; o
the total economic costs OT.;Z?S}-’CTTLi ric & 1:>01dm ercesding the costs ot
schizophrenria (21%) and mood diserders (I2% (Rice & MNiller, 19935
These costs incude lost productivity, social welfare expendifures. and
direct heath-care expenses. Similar hl"».di:'w% are likels o be ?.‘Oi.ii‘:'d in

Britain, Australia, and other -"\-'eutern cotnizies, Compared to <
chiatric disorders, panic diserder is a leading cause for sceking en
department corsuitations {Weissiman, 1% Ia It is alse a leading
seeking mentz: heaith services, E:i.z’_'}‘d‘_s_\li‘-;g schiz pnru“e_i;-i
disorders (Bovd, 1986} Paniv disorder escee i
with many ofher anxiety disorders sucn as secial phobia, general
anxiety « disorder, and obsessive compulsive disorder (Greenbers o a?f..
1999; Kenr: edy & Schwab, 1997, Rees of af, 19985 Bovd 11980 observed
that ‘anxietv disorders are often referred to as mild psvchiatr

put the high rates of treatment for eanic disorder
might be beiter viewed as a severe cidatric disorder” o 1
Indeed, panic disorder is associated with mpaired L>uifp1fii_\.1‘:c1} arwd
soctal funcioning and poor overall quall i
1987, Katerndalt & Realinl, 1997 Leon of il 1995 _\mn\':ﬁ.x\'itz
1989).
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The nigh cosis are partly because vanic disordered patients
those in the eariv stages of the disore 1et-—arL most kel vt
primary care prvsician or hospital emergency depariments, ¢
are in imminent danger of dving or ‘going ﬂ,lczZ\ "iKaern
1995). It these seitings vatients mav undergo a ser
expensive medical tesis before panic disorder is finally dlu‘lih‘\td '
out serious organic conditions is g0t od dinical pracice, bu! & :
contributes to the costs that panic disorder places on health-care svstems,
This is especially true when panic disorder iz mistaken {or zome rther
disorder. Unfortunately, this sumetimes happens.

Y T |

Physical Costs

People with paric disorder, compared to people in the goneral popula-
tion, report poover physical health (Markowitz ot T Tanue Jisor-

der is associated with high cholesteral levels, compared to popuiation
norms adiusted for age and gender (Havward of al., 1959). There is sue-
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gestive evidence that panic dis
ity and mortaline due
L1982, 108¢

“ated with heightened risk of
iovascular ard cerebrovascular dis-
¢ Beitman, 1898; Martin of o/, 1985,
Weissman of 2. l‘ W3, The cause(s) of these associations have vet lo be
estaliished, Tbe*' mav be a result of maladaptive atternpts by panic suf-
ferevs to da:m\m their hvperarousal, such as by smoking, gonsnmmg
prcessive amounts of aloonol, or overea ling. Malad dapiive coping may be
compounded b a sedentary lizestyle, which js common in pecple whose

[

fees ate severely resiricted by panic attacks and agoraphobia.

PANIC DISORDER
Diagnosis, Prevalence, and Course

Acconding to DEM-IV {American Psvchiatric Assoclation, 1992), panic dis-

s defined by recurient, unexpected panic attacks, ‘ollowed by at
sast a mont of cither {13 persistent congern about having more attacks,
(25 worry about the possible tmolications or ¢ consequesces of the attacks,

amarked change in pehaviour as a result of the attacks {e.g., avold-
in sHuatiens associated with atfacks, such as quitting a stressful jobh

Paniv dizorder hias a bimodal age of onset, tvpicallv deveioping either

between ages 15 and 19 or 25 and 30 vears | Bcu_-enx;er 3: Fver, 2956}, Il has
4
.

a litetinie pres o of 13337 Il*akmof it one of the most common DSY-
chiafriv disurdors (Eaton of ¢, ‘]9 1: }\e‘:‘blm ef i, 1994), Clinical features
ur pame disoeder are similar amross gen dars (Oel ef 2f, 1990}, altaough the
ris diaenosed more than tivice as offen in women 25 men (K{,‘:slm
wissran of a4l 1997 The disorder can be chroric if unirealed
L 1Ee; Ubde of al, 1983% The prevalence, cotrse, gender
foand age of onset of panic disorder d“p(—‘dl‘ o be enerall}-’
hroughout the warld (Weissmanr of #f,, 1997)

FPanic Attacks

JL.cn_r\“ are discrete episedes of inlense fear or discomfort, accom-
d b four or more of the 73 symptoms showr in Table 1.1, Panic
ahaa e tend fo ocour suddenty, reaching peak intensity within 10min
i American Psyohiatric Association, 19945, and sypically lasting for about
2min Lqﬂo & C'r-“:ke ‘O‘»*J ~\t"tacl<5 with fewver than four s ‘__"1‘!'1pt0m5

are called 1
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To illustrate the frequency of svmpioms durirg panic attacks, data from
62 panic disordered patients are shown in ll“-.'ble 1.1 tRapee cf o, T4 O_
Panics were assessed by two weeks of prospective moenitoring using 4
psm}r attack diary, and also retrospectively ¢ &:k’wtd b asking patie 11% w0
recall svmptoms of their tvpical attacks. Although the findings differ fo
some extent with the different mathods of assessment, both methods indi-
cate that the most compmon 5}.-’::1;31‘0:115 were palpitations, dizziness, fear
of losing control or goinw Frazy, and trembling. Similar findings have been
reported in other studies (e.g., Bariow & Craske, 19851,

\_‘_'. ar-

The sympioms listed in Tabie 1.1 provide oniv a hint of the cognitive
evenis that take place during per:ic attacks. During the attacks, cata-

strophic *lmubnts Al the person’s mind, unchallenged and uncontroiled.
The persor. nas difficulty thirking clearly, including dithicultv in ques-
tionitig whether the symptoms are really dangerous (Beck, O8N As we

Table 1.1 Prevalence of stmpioms Guring panic aitacks

Prospective monitoring
(2 weeksi Vo of patients
revoring svmptoms
d.al“*g any of

their affacks

Palpilations 87 »l
Pear of losing conlrol or 8 fut

gr} g Crazy

Feeli ling dizzy, urstea “'i:\-', i it
lig htheaded, o £

Trembling or shaking P T4

Swedtmb ’ il fa

Shoriness of hreaih or 6l b
sma 11\311}1;_;_ Sensations

(rest pain or discomfort b

Derealization o 44
depersonalization

Chills or ot fushes i s

Fear of dyin il fau

Faresthesias (nambress i2 47
or tingling sensations}

Nausea or abdominal ¢ s 2 !

B ]
o
>

Choking

Er\m Tour 'mJ af Apxicte Disarde
! s of panic at

oc.l.:c\m\ e moniering, feat of losin
COINE Crazye A tetal of B1ve reporied fear of b
i lciéj
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prers, & thereugh cogritive assessment s important
anic disorder and for planning treatmernt,

rms—such as hoet flusines or chills—are easily described and
v clinicians and patients alike. Other symptoms are either
wre difficult to describe or are described in many different wavs. To
avoid confusion, the following are defnifions and descriptions of these
svmploms. _

When pﬂfit:"l":{"% describe frar of Josing control “hev often mean that they are
frightened of going vrazy during a panic attack. This is why fear of going
crazy and fvar of losing control are grouped ogether as a single :vmp;om
in DEAVEIVD Howvever, these fears are not alt-\-ay synonvmeus. Fear ©
1 VALY g contred can refer o a number of other fearec consequences, 1 rvlud—
tear of doing something embarrassing such as embling in pubiic, or
ot of decing i a dramatic u; shion when panic strikes (e.g., dropping
' olting from a supermarket). Fear of losing conlic]
ar of striking out and attac mrg soonecne. Fear
; ers may occur during & panic atlack if the sulferer’s path
E T s nbmrmtw when the\“ are atterrpting o escape a panic-
rro w\w; situation, stwch as a crowded cepartment store.

_ paorefer tooan uncomfortable o abnormal awareness of heart
beats, Symproms inciude heave bealing of the heart, fini _(mng in the
3 s, rapid heart beating, irregular or ‘extra’ heartbeats,
e pounding in the neck (Tengo & Michelson, 1996].
g ; inchde a sense of throat tw}‘tl ess of constriction.
%no*m-' choking sensation is knowr as giobus \Kel}ne:, 18913, which is a

i‘«}\'iﬁg; a 'Dg‘:'l} or lumyp in ore’s throat or a feeling that some-

most commeniy occurs in the lef {1 infra-
a0 mav occuy on the *Nht or left side i other loca-
cetoral or cm"tlai regions. The pain may be sharp or

N
stabbing in qzméit;. 3(’L5t‘:>]f‘l'1dﬂ\“ itls coastuctng and cramplike, and may
it ro distinguish from angina {Bass, 1994),

man

Cyvefer to numbing, prickling, or tingling semsations that tvpt

in the hands, but alse occur i she lips ana face, and somme-

or vertigol. Patienis sometimes confuse dizziness
fefined in DSM-LV, deperson-

it dnd devenfiatinig., As de
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alization ‘s an a.teration ir the perception or experience of the self, char-
acterized by feeling detached from ore’s mental processes or body. This
is sometimes described as feeling like an ouiside observer of onesell, or
like being in & dream. Derealization is av alfered percephion or experic
of the world; things seem strange or unreal, and people scem wiiamiliaz
or mechanical. The sufferer mayv describe feeling daz d, detached, and
confused, with emoctions muied in intersity. Objects ma - it
in colour or size, or otherwise unfamilizr. Sourds Ay
appear to come from a distance. Colours appear dull ay washed out, and
body sensations, thoughts, and the external world mav seom to be
somehow fading away {Fewirell & O'Connor, 19495}

H

Does DSM-IV Describe All the Mojor Panic Symptoms?

Case reporis of panic attacks tvpicail

sympioms listed in fable 1. .. Apari f
mentioned other panic sv. mptoms. }_me . %04' =%~3} desy 'ii._we\ :
the DSM-IV panic symptoms in his description of ‘anvery attacks’. He
observed that along with feelings of anxiety fhere mav be

an C_Cf“on‘raw’mc cismur % we of any one ot more of the |

-‘.CE’EOI‘L. VASOIIOE m at
onone r aiher of B
1 fiicuity bresthing’, “drench

(o 80

‘Ravenous hunger’ is rarery seen in contemporary descriptions of panic
attacks {Cox & Tavlor, 1999). Yer. Freud (189171049 referred to this sen-
sation several times in his descriptions of p amr He also ohserved that

hunger was ofien associated with giddiness. T :
v\hetner attacks characterized by ravenous hunger were b
whether they were actually hyvpogiveemic t?}‘i:O’it‘h. DS;\E—
cover the most common syinptoms of panic attacks,
tive symptoms {fears of dving, goINg crazy, or losing cont:
summary descriptions of the manv forms that these fears

ot Do Epfsedes of Panic Tad?

Episodes of punic come to end for a varietv of reasons, i .,dei‘ g
or avoidance behaviours, such as waking PRN ias reede
distracting oneself, doing L“e)af.h:n? exercises, or fieeing R
(R adomsl«}- el ¢l., 1998}, Panic attacks also come te an emd

factors associated with plz_\-'sical exhausiion; it becomes BCres
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rollowing their attacks, during which time panics are unlikely fo occur
Retrospective self-reports from pandc patienis suggest that the refrac-

tory period can last from minties to weeks (Radomsky et 4f., 1998).

I

DSM-IV Panic Typology

DSNIN speaities three different types of panic attacks, This distinction is
based on the relatienship between the probability of panic and the pres-
ence or absence of cues {friggers) ror the atiacks. Unexpected (uncued)
panics are attacks that the sufferer percetves as occurring spontanecusly
vr ‘ot of the blue’. These characterize paric disorder, alithough they occa-
ers {Barlow of 4l, 1985}, and cccasionally
veeur in people wilhout any psyehiatric diserder (Norton of al., 1992
occasionally experience urexpected panic atfacks are at risk
for deviloping full-blown panic disorder {von Korff & Laton, 1989},

PR X . e
siorally occur in other disord

FPerple w

e of unexpected panic are nocturual sartic aftacks, in which the
awakens from sleep in a state of panic. These attacks ivpically
A-REM sleep and are net usualiy precipitated by dreams
low, 19891, Thev ceaur in about 697 of people with panic
~Nvelman & Uhde, 1989), and are phenomenclogically very
similar to davtime panics (Craske & Rowe, 1997}, Peonle with panic dis-
arder bopicaiby report that mast of their panic attacks occur during waking
hours. Hinwever, for some people the attacks are mostly nocturnel, as
o case shows. This case also illustrates some of the subtle

354

¥

Fiven Foyd g
L DO

aveidance associated with panic disorder.

Mrs V. deseribed a forg-standing history of unexpected penic atfacks. These
oceurred either os she was falling asteep or while asleep. The affacks were
Aot associcted with nightmares or other drearns, and an evaluation ot ¢ sleep
clinic foiled to reveal an organic cause. Ofen tre attacks would wrench her
out of a deep sleep. Symptoms included intense paipitations, dysptes, dizzi-
ness, and fear that she was dying. During some attacks she was unable to
move her arms or legs for @ few moments {isolated sicep paralysis]. This wos
especially Trightening. Mrs V. rarely bud daytime panic attacks. During the
day she afempted 1o aveid all sources of siress, and also avoided activities
ard situations that produced body sensations. This included the aveidance of
rich foods, sexual intercourse, and all forms of physical excrtion. Mrs V. even
srind not s walk foo fast, Fearing that “achycardia could be bad for her heart.
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L

The second tvpe of panic artack cons sts of situationaity bound woeds
panics, svhich are defined as attacks that are almost invariably friggered
by specific sitzations. For example,

alwayvs panic in arowded elevators, Situationally bound pan
in other disorders, particulariv other anxietv disorders.
specific phebia or social phobia, for exampie, might panic
exposed o an intenseiy feared stimuius.

a person with panic disovder maght

WS ALS0 oUour
"“}

eople with
i st 1%Hal

1 Faptic Artacks

These are often bul nol invariably triggered by 2 mheer sitiation. Being in

a supermarket Hne-up, for ekdll‘pl“, nav increase the l 1 that a
person will panic, Slmchmmill reciisncsed atfachs

panic-disorcdered disp
oceur in panic disorder and oo L.lwmml\ i other dm\“% T

bility of panic is infiuenced by a varletv of factors, Including ¢
heai, lnunidity, and other contextual vaziables, A detailed ass cosEment,
described In later chapters, is often needed to identifv all the relevant
paric cues.

StreneHis amd Limitations of the DSA-IV Tupologu

The DOSM-TV distinction among urexpected, situationally boeund. and
situationzlly predisposed panic attacks serves as a usetu! reminder ti
panics can differ in the extent that thev are perceived tby the patient) as
being cued by specific stimull The panic topology also can be useful in

making differential dizgnoses {see heln wl. Yet, it has imports
tions, especi allv for understanding and treating panic dizorder. Ti .
shertc ommg is that the DSM-IV cvoolegy desc ribes emiv some of 'rhe pa ra-

meters of panic; the ‘vpology %m‘_'ul“ describes how pan
vary in terms of the relationship betweer cues fidentifios
and the probability of panic.

Panic attacks regardless of whetrler they are unexpectod,

botind, or situatiorally predisposed--can very o many other wavs, such
ag dluration, frequency, number of paric symptorms occurring c";‘u'ing the

attack, intensity of svmotoms, types of cata%t‘ropﬁ‘nc theuehits, and wavs
the atlacks end (e.g.. whether thev are terminated by perform iy na_rtic--
ular escape behaviours). Later chanters wiil show how these variab
important in urderstanding the factors that exacerbate or ameliorate
panic attacks.

,....r

VI o
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The Protean Nature of Panic Disorder

Thie frequency and severtty of a person’s panic attacks j-‘p'-'calh-' fluciuate
time and circumstas e, The allac ks are bvpicaily frequent during

2 15 Is not nvarizblv the case. Sometimes the
m‘fe.\pe ted and then become more predictable, and
s 2 person tearns o identify and avoid panic-
CvORingT %hnmli ¢ --\1‘noricen I" vehiatric Associztion, 19981, Some sufferers

fepe ok that

L are ".nitiaiia'

semetimes tess Tec

ity while oz-]:et‘ Qﬂlm [-Ahewh describe 1'\;‘11"1:‘1%1 any m rmt t\}‘es of

panic. characterized by distinctly different sumptom profiles. One dav a
'1'11\*?.1’r have an alhack cha terized by interse palpitations and
f n:s nest dav the attacks might be characerized by intense
fear of insanity

panic disorder often describe having a rix of tuii-blown and
svwiptens attacks, Examples of t’-w latter inciude discrete episodes
1ews or episudes of Intense navsea, ofien accompanied by fears of
(phe e, fear of }v;nv:s: .al . O'-ci‘,)‘;&" A quest ion of the-
cretical and JHnical ingerest 15w m firii-blown attacks are e.\peglemei,\ on

~

¢ oecasions and limited semptor attacks on others. Does this reflect
differences M the nature or strength of catasirophic beliefs, or does it

i

retlvct other factors, such as escave or cHstraction from the triggering

i As these guestions imply, to understand paric disorder it is
anportang fo assess imited svmptom panic attacks, as well as episcdes
where the pationt comes close’ to panicking,

Precipitating ractors

fiitial pmu atracks tv }m ally occur i ‘agoraphobic” situations, such as
driving alone or trav eling on a cite bus, and ofter in the context of some
ferm of stressor (Breler of af., 1986; Taraveil ef of, 1992, T ellioft of ol., 1989
Shulman of af, 19644y Cormmenly reported stressors include se pﬁldt LOTL,
foss, or illpuss a:-:-" a significant other, being the victim of sexual assault or
sther formes of inferpersenal violence, and financial or ocoupational stres-
- f3UsS: Faravelll of o, 1985 Finlav-jones & Brown, 198%;
: o l‘)m i ‘Lt hason ¢al, L998; Muarrey ¢f ¢l 1993;
Pribor & Dinwiddie, 1992 967 Stein ef ., 198%; Tweed
il 1989 L

3
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Although recent studies provide useful information on the tvpes of stres-
sors associated with the onset of paric disorder. the role of stressig) life
events has been noted for over a century ud (1893019491, for example,
described the role of stressors in the development and exacerbation of
panic disorder:

‘A man of forty-five . . . first had an anxiety aftack . . . on recaiving *F*e news
of the decih of his aged father: from that fime onwards a compiere and typica!
anxisty-neurosis with agoraphobia dcve[oped further, c young man wiio fell
< victim jo the same neurosis on account of disagreements between his young
wife and his mother, and developed agorachebic afresh after every domes-
tic quarrel; o student who was rather an idler and had nis first anxiety-atiacks
during a period of hard cramming under the spur of paternal displeasure.”

(pp. 111-112)

Other disorders—such as other amdety disorders, mood dizorders. and
personality disorders- aiso heve been linked to stressful lide events
{American Psychiatric Association, 1994 Murvev of #f, . i
Prinwiddie, 1992; Zlonick of 4l 1996}, This suggests tha t stressiud 'il'u
evenis play @ nonspecific role in the cie\'eio}:}smr;ﬁlt b psyohopathology:
stressors do not invariably lead to panic disorder.

Oy P "L\”p’-{f s

In about 30% of patienis, the initial {and typicaliv upexpected: panic
aitack occurs while the person is itoxicated with, or in .‘xh.m;n -al from,

psvchoactive substance such as mari: cocalng. or anesthetic
{Aronson & Craig, 1986; Ballenger & Fver, 1996; Last of ol .19"-81’}\ Prefime

inary research suggests that seasonalizv aiso plavs a role in panic onset.
Leltiott of al. (1989) lound that of 57 pfme“ta with panic disorder, more

had iheir first panic in late spring and summer than in fall and winte
and in warm weather than eold.

Procipifonts of Panic: What are the Cenumen Elenients?

An important guestion is why various factors—such as weather condi-
tions, psycheactive drugs, and stressful life events—increase the risk for
developing vanic attacks and panic disorder. Wh are these factors asso-
ciated with panic attacks in some people but not atners? And why do
panic at‘-ta(.‘ks persist after stresstul evenis have passed, or after psy-
choactive substances have long been metabolized? '
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Various vulnerabilitv factors have been postulated. According to Freud
a1 sbressors were provoking or confributory factors that are
neither necessary o stfficient, bt can interact with s;.::’{:‘gﬁf: predisposing
factors 1o produce specific forms of psych o)a:hologv Similar views pre-
i although the | hvpothesizea specific factors are far differ-

rewd s Wrapos-.;zlon that dbidinal energy is transformed into
and panic) because of faulky sexual pzaxtices or lack of appro-

arndety
eriate saxual vitlet,

Stres

N

oraphobic situations, and hoi or humid weather conditons
all can cause arousal-related body sensations, which mayv be catastrophi-
m‘?f\' i'l“sirnl‘:tt-:i preted, therebs producing panic attacks. Dr ugs that some-
Cipitate panic disarder alsc cause o variety of body sensations.
wa, for examiple, ncreases neart rate (Beaconsfield of af., 1972).
i 1y oot hecause the person catastrophically misinterprets
these sensations. These cognitive factors are discussed in Chap‘el 3

oo Oinsct

Py does panic disorder tvpicaliv develop between the ages of 13 and

\f? Sajor life cha mges teplcaily occur during this perfod, such as leaving

tv of the parental hame, sta g a new ]ob ar{mgatamll},c.ﬂd

mg es in role functioning. Similarly, experimental use of psy-

s 1 mest fkely to cccur betiveen adolescence and early

ag, panic disorder may develep in adclescence or early

wause the predipitating events arve moest likelv to »e experi-
o inis period.

Differential Diagnosis

Panic disorder is not diagnosed if the attacks are the direct physiclogic

re-ult of acute intexication or withdrawal from a substance {e.g., intoxica-

fion of caffeine, amphetamines, or cocaine; withdrawa: from alcohol, bar-

biturates, orbe vudwzepmeqi. Panic disorder also is not dlagnosed if panic
i

gn
attacks are entirelv dise to a general medical condition {e.g., entirely due fo
hypertivroidism, hvperparathvroidism, pheochromocytoma, vestibular
dvsfunctions, seizure disorders, or cardiac conditions such as supraven-
tricular techveardiar (American Pavchiairic Associaiion, 1994), Panics
arising from Fhese sou Iroes may be bes? treated with approaches other than
f.hmc‘ descri oox. Accordingly, differential diagnosis plays an
important role Mr A lmmmg appropriate treafment,
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cipitant is no lerger present {e.g., '.-l T tw nmatient Is noong
cated with, or in withdrawal from, a psvchoact i :
Peyehiatric Association, 19941 Pande disorder 5 alse diag
aitacks canmot be entire’y tx.pjsxinec% Dy the effects of a drug o a generd
miedical condition. Drugs or medical conditions can be precipitants or
exacerbators of panic disorder, as iHusirated by the foliowing

A=t

Mr E. was o middle- aged dlubc‘c mar who hac experienced o number o
hypoglycemic episodes in which he iost consciousness. As ¢ result of these
experiences he acquired an interse fecr of having further hyp glycemic
episodes, and developed recurrent ponic anacks and mdemre” d wyorapho-

bic avoidance. His diabetes appeared 1o contribute to his ponic offacks in
that his hypoglycemic episodes led him to acquire an infense fear of arousal-
g, ond pai-

related sensations, including fears of dizziness, faintness, sweatin o
pitations. Whenever he experienced these sensations—regardless of whather
or not they were due 1o hypoglycemio—he caestrophically misinterpreted
them as indications of impending syrcope, and theretore penicked.

Panic disorder is not diagnosed if the attacks are better accoimted for by
ancther disorder, such as another anxiety disorder To tlustrate, a persen
nrght seem to have recurrent, unsxpected panic attacks
inquiry it might be found that the person has a specific phobia and s
victim te recurrent, unexpected exposures to the phobic st

riher

h‘-. '--‘
person with spider phobia who has repeared, unevpected ¢ fo
large spiders). Here, the attacxs only appear uneapected: th ate

actually cued panics triggered v unexpected exposure
abject,

AGORAPHOBIA
Description and Diagnosis

In 1871, Carl £ O, Westphal coined the ternt agoraphebia. His descoiption
bears much resemblance to the syndroms as currentiv defined:

For a few vears now patients nave come to me with the peciliar cu
that it is not Dos\:.ble for them o walk across open «53\ e
ertain stteets and that, due to the fear of =

#opaths, they are

treir frescom and movernent L They ga\ ¢ e Bifts, o7 spoke

Toinr
TILNGITEE

arnd

H

canddidiy,



AGORAFHOBIA 15

‘-*L_ \_‘(ed W 0L sane d“t to sne D\:’LU‘
s,

R they might be laughed at or con

v of e matter, This fear of walking trought spaces, e, stree?

i rh-‘ g phenoma o to s

ch ar extenit, that @ composed
: @ fear was relaled
i nat entirelv

Dntq 1‘1ﬂnhcmed that *hej
ames by itself; a sudden
mptitg to cross a souare,

upp 2aTs when alt

wor whil
W monstraes
e that somet i.:no W 11; _::mpe 110 fim while L:C'i'“" ina amte of re& T and

TR IA TN B m can be lessened or fozeed o disappear through
-<>-':i<.51_\ while engaging in a conversatio: 1 sight of a
nothe sat d1,cc1nn ar seeing an open door i one of the
o abandoned strests, and so forth. Furthermore, the plea-
[T xtlmw:atwﬂ, of aleehaol :‘}.akc—b it easier to overcome the painful con-
o fivVestphol, 1871 translated by Krapy & Schumacher, 15

4 e R

hal noted that his agoraphobic patienis experienced unexpecited
ks and situational panics, ;\Iong with anlicipatory anxiety and
wout their anvdety' (Kuch & Swinsor, 1992, Westphal did not
ke -*i'w connection emphasized todax, befween panic attacks and ago-
1 & Crump, 19915 This is 2 curious omdssion, given the
prominence of panic in his case descriptions. It was not until Freud that
the link bebween panic attacks and agoraphonia became apparent. Freud
1949 cbserved that ‘in the case of agor. *p’io’na etc., we often find
alfection of 2 state of peiic: and whai the patien? actually fears is a
repet] tnow of such an attack under those ‘:}’)?fll‘- ¢ conditions in which he
hehieves he cannot escape i {p. 136, emphasis in original.

arriebia (8 ovid

'”["o-éim' rsg-c-t'w'ﬂ“mm ix defined as “anxiety about heing in places or situa-
g ml;-;-:lt be difficul? {or embarrassing? or in which
bie in the event of havirg a panic astack...or
fear of having a sudden altack of dizziness or
_ " {American Psvendatric Association, 1594, p.
iu\.bia usuallv develops as a consequence of full or sub-
£ r:iu ’Baltu;:m & Fyer, ;o, People W 1t 1 agﬁrapnobla

1h

18 home, hemo, at }mn* e z-zh:me, L::‘m-\-'ds, bv:idges, elevators, and

traveling by car bus, train, or airplane, Often the person is better able to
endure these ~1tu_ tions when with a trusted companion sach as a parent

1 l."!
current or past history of panic disorder [American Psychiatrie Associa-
tiory, 1YL Aw‘mzzw‘e\ e focus of this boo}\ is on panic disorder  with

In clinical settings, over 957, of people with agoraphobia aiso have a
el
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or without agoraphobia- rather than on agoraphobia without panic,
Those rare cases of agoraphobie without a history of panie disorder
respond to treaments similar fo those used for panic disveder with
agoraphebia,

Varieties of Agoraphobia

Dipiensions

Factor anaivtic studies reveal that agoraphobia is composed of soveral dis-
tinct but correlated fectors (dimensions;, which are higrarchicallv orga-
nized. Starting at the top of the hierarchy, agoraphobia -um.\ i 1:‘"-cto.r
distinct {rom other phobias, such as sccial pzm?)m. anim
blood/injury/illness phobia {Arringell of al, 19914, H%l‘z I, Iu fu
agoraphcbia factor i mn‘poke& of several correiated fower-order
(subfaclors), including fear of public places, fear of open 5;:&:'\-:5
claustrophobia \A\n"ndell et al., l%w' Con vt ol 1993 Hamann & :
sakalian, 1988; Johnston o @i, 1985 Kwon of gl 1990 in tum gach of
these factors are composed or cistingt but corlemted sote of factors. For
example, claustrophobia is composed of fear of phosical restriction and
‘eaf of suffocation (Rachman & Tavier, 1993) Thus, agoraphobia conslsts

Hi-ayered hierarchical arrangement of factors. Factor analviic
studies indicate *hat it each factor repT esents a ;hw“et{a et o caus mech
anisms {Cattell, 1978) i
that range from speciiic fe. g, thiose p‘-’ltall“[l"’ o fe E
general {e.g., these influencing all agoraphobic fears: see Tay
ueiaﬂ:; Each factor may reed to be targeted in ordor to prod
prehensive and enduring reductions in aoorapi abla, The -:ame« of 1
faciors remain 1.1-,11<nm-v1‘-\. Each factor may arise from maladaptive bobess
about particudar stimuli.

e U

Sublle Agorapliobia

If agoraphobia is defined by the fear of ﬁltuau{ WIS AE0L
or panic-like experiences, then fears of a ohy of
be regarded as forms of agoraphobia. People with panic disorder ufte
fear and avoid activities, subslarces, and situations that evoke arovsai-
related gensations. These include phyvsical exercise, emotimmil_\' evacative
movies, numid or steify environments, sexual intercourse, Jdrinking
coffee, and s¢ on (see Barlow & Craske, 1994, tor a comprehensive fisth
Fear and avoidance of these stimuli are not adequatel e
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ing agoraphobia sca les and during clinical interviews panic disordered
patients often neglect to report these fears. Accordingly, the fears repre-
sent a form of subtle aooraohobia Little is known about the prevdle‘rw?

rr factorial structure L imensic l“S_} of subtle agorapnool‘-u

(

Clinical Course

Not all ﬁeop‘;? with panic disorder develop agoraphobia. For those who
fa me vavrapno.lm, this usually occurs within the frst year of the
set ur recurrent panic attacxs (American Psychiatric Assoctation, 1994).
eior of af. {1986) found that patients who mxspmce ve their first panic
attack as a sign of catastrophe {er, heart attack, brain tumoer, or impend-

¥ insanitv), compared to petients who recognized their first panic as
ivoan amdiety reaction, developed agoraphobdia more ra plul‘y

Although acrora;ﬁhobia tvpically develops as a consequence of fuli-blown
or subsyndromal panic disorder, exceptions hiave been documented. Ago-
1';}};%10:3&& sometimes develops adfter the pecurrence of panic-tike episodes,
such as attacks of diarrhea in people with irritacle bowel syndrome.

agoraphobia worsens, the sufferer mayv become increasingly depend—

pihers, demanding that they accompany Them when
e home or enfer social sitzations. There may be consid-
: s in t}zL fanuly system, with multiple family members being
affected by the patient’s increasing dependency and aveidance of agora-
vhobic siruations. Signiticant others may be compelled fo take over many
of the ;“-afzent e umpvrwh“i.,ec such as earning wages, shopping, and
d rearing responsibilities such as attending &(‘hool meetings (Katon,

hild

shed fram other disorders cheracterized bv
v This is done by assessing the person’s foctis of appie

sons for avoeiding (CidbkE, 1591 A?craphohu, avordance is
srized by fear of having vanic or panic-iike attacks. Avoidance
tworders 1s associated with different concerns. This was demoen-
SMeNativ and Lowro {1992}, whe examined the reasons for fear
- in peeple with agoraphobia and in peopie with a specific phobia
g Both groups feared and avoided flying, but did so for different
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reascns, Agoraphobics avoided flving for fear of having a pm < attack,
whereas specific phobics avoided fving for fear that the plane might
crasit.

Aithough many agoraphobic situations are social sit
ping malls}, agoraphobia and social phobia can be disting
ining the foct of apprehensior; },e()}f with agora i

moail\f of panic {or panic-like} epi isocles, u}‘ ergns peaple with social
phobxa are :r;gl tered mostly of ridicule or rejection b by others
the distinction between the fwo can be difficult, such as swwhen tf‘ia.‘ DETEON
is frightened of having  panic attack herowse iF would ‘“--c cmbarrassing
Here, the two disorders are distinguished by identif the maln soune
of apprehension. If the person is primarily cone fach
{incliding attacxs in nonsocial situations), then avoeidance behaviou
would be corceptualized as agoraphobia. It some cases. however, botl
social phchia and agoraphobia would be diagnosed. For further dzicu:a--
sion on the distinction between these disorders see Mannuzza ofof (1

Inn cases of spice pholie (Marks & Bebbingion, 19761, the parson
with agoraphoblic avoidance, but the focus of apprehension fs by
tear of falling in the absence of nearbv visual susport tie.,
nearby object that they can fix their gaze upon. such as a wall
with space phobia have neurclogical soft signs and appear to st
disturbed ilvteg“atior‘- of vestibulo-ocular reflexes as a resudt
neurologi- leainns (Marks, 19873, Sufferers m: av be unable
rooms without crawling o their hands and knees, Us
space phobia does not respond well to sittational exposu
is not characterized by the fear of panic or panic-like episodes 1Mark
1987). To complicate this differential diagnosis, it is not uncommon for
people with panic disorder and agorapholia to have mild vestibular
abnormatities {see Chapter 4). These can exacerbate agoraphobiv aveid-
ance, but are not sufficlen? to account for "IU'O'Igtp"tL]“JEl brecause wm*ar
abnormalities are commonly found in the general population (a

1996b). In contrast to the reatmen? refractory nature of space ehy }‘ﬂ ia, it
appears thal milder vestibular abnormalities can be freates
therapy, partictiarly exposure fo movements or stimuli tf
ness {Yardley, 1994).

LeNpOsure

P F R
At induce Jdlzzi-

With regard to differential diagnosis from general medical conditions,
DSM-TV states that if an associated medical condition is r-r'-"%c'-"r-r {s:.j-;.. a
cardiac condition), a"?’Oi‘ap"\C“"i; iz filanl ased when the fear of bemn t- nds
pacitated or embarrassec by the development of svmptoms te.g., faint-
ingl is clearlv in excess of that L:e.ual_ associated with the r;wdi-\..
condition (American Psvehiatric Assaciation, 1994
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SUMDMARY AND CONCLUSIONS

Panic disorder Gvith or without agovaphabial is comumon, costly, and offen
debilitating. Agoraphobia tvptcally develons as a consequence of recur-
it panic attacks or panic-like svmiptoms, Parde attacks and agorapho-
bia are heterogeneous, and mav arise from mudiiple pathogenic processes,
The heterogenetty has important implications for ‘reatmens; it under-

scored the importance of developing an individualized understanding of
the patient’s problems in order to plan treaiment.





