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Cognitive-Behavioral Therapy for Panic

Disorder: A Review of Treatment Elements,

Strategies, and Outcomes

By Nadine Recker Rayburn, MA, and Michael W. Otto, PhD

FOCUS POINTS
e Discusses the cognitive-behavioral conceptualization of
panic disorder.

e Summarizes the most important cognitive-behavioral
therapy (CBT) intervention strategies for panic disorder.
¢ Provides a review of the treatment-outcome literature

regarding CBT for panic disorder.
e Discusses some of the complex issues that underlie com-
bined pharmacologic and CBT strategies.

ABSTRACT

This article provides an overview of cognitive-behavioral
therapy (CBT) for panic disorder. CBT is currently considered
a first-line treatment for panic disorder. It offers benefit after
short-term intervention, typically consisting of 12—15 sessions
conducted in either an individual or a group format. The treat-
ment focuses on the elimination of the patterns that underlie
and perpetuate the disorder. Through CBT, patients learn
about the nature of the disorder and acquire a set of strategies
that counter the fears of panic attacks themselves, and break
the recurring cycle of anticipatory anxiety, panic, and agora-
phobic avoidance. The collaborative format of treatment, and a
focus on elimination of core fears may be factors in enhancing

longer-term outcome. In this article, we review the efficacy of

CBT as a first-line treatment, a strategy for medication nonre-
sponders, a replacement strategy for patients who wish to dis-
continue pharmacotherapy, and a potential preventive strategy
for at-risk individuals. We also discuss some of the complex
issues involved with combination-treatment strategies.
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INTRODUCTION

Over the past 2 decades, cognitive-behavioral interven-
tions for the anxiety disorders have become increasingly
specialized. Cognitive-behavioral therapies (CBTs) for panic
disorder reflect this specialization, with a honing of treat-
ment to focus on the fears of anxiety sensations that
are thought to enhance vulnerability to and maintain panic
disorder. In this paper, we will discuss a cognitive-behavioral

model for the disorder, corresponding interventions, and the
range of applications for CBT for panic disorder, including
initial intervention, as a strategy for pharmacotherapy nonre-
sponders, and as a replacement strategy for patients who
wish to discontinue their medication. In addition, we will
discuss some of the complex issues that underlie combined
pharmacologic and cognitive-behavioral treatment strategies.

A COGNITIVE-BEHAVIORAL MODEL
OF PANIC DISORDER

According to cognitive-behavioral models of the disor-
der,'® panic attacks represent intense anxiety responses that
are cued by subjective rather than objective danger. The
subjective danger is defined by fears of panic sensations
and their perceived consequences, including fears of
embarrassment (“everyone will notice”), loss of control (“1
will not be able to continue driving”), and death (“what if
have a heart attack™) associated with panic episodes. Fears
of future panic attacks help ensure vigilance to feared sen-
sations as well as a high level of anticipatory anxiety. Once
symptoms are detected, they are misinterpreted within the
context of fears of these sensations, expectations of cata-
strophic outcomes,’ as well as memories of past attacks; the
result is a cascade of rising anxiety, apprehension, and
panic characterizing a self-perpetuating cycle (Figure).

Avoidance of situations where panic attacks are
feared—elevators, subway trains, grocery stores, etc.—
typifies the agoraphobic subtype, but also may include
avoidance of internal stimuli that are reminiscent of
feared sensations of anxiety and panic.™ For example,
patients with panic disorder may stop exercising because
they experience the physiological arousal as too frighten-
ing due to its resemblance to a panic attack. One conse-
quence of avoidance is that it prevents individuals from
re-establishing a sense of safety in feared situations.

Cognitive-behavioral models differ on the degree to
which fears of anxiety sensations are assumed to be learned
as a result of panic attacks. Nevertheless, there is compelling
evidence that these fears occur in individuals without a
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history of panic. There is also are a vulnerability factor for
the development of panic attacks or the reemergence of
panic disorder." This evidence ranges from longitudinal
studies of large cohorts undergoing stress to studies of the
biological provocation of panic. Fears of anxiety sensations
serve as an excellent predictor of panic provocation, includ-
ing provocation rates in individuals without a history of panic
disorder. Moreover, effective treatment leads to significant
reductions in fears of anxiety sensations, and residual eleva-
tions in these fears are associated with risk of relapse.!*
Attention to fears of anxiety sensation as the core fears
maintaining panic disorder has been important for the
development of current treatment packages for panic disor-
der and the emergence of panic disorder prevention pro-
grams. Panic prevention is a noteworthy test of this model of
the etiology of the disorder. For example, using the presence
of at least moderate fears of anxiety sensations (ie, anxiety
sensitivity) and occasional unexpected panic attacks as a
marker of risk, Gardenswartz and Craske'? examined the
efficacy of a 5-hour workshop to prevent the onset of panic
disorder. Elements of treatment were similar to those in full
CBT programs and included education about the nature and
etiology of panic and agoraphobia, cognitive restructuring,
exposure to feared somatic sensations (interoceptive expo-
sure), and instructions for in vivo exposure to avoided situa-
tions. Six-month follow-up data was available for
121 participants. Consistent with rates for other studies of
at-risk individuals, 13.6% of the wait-list group developed
panic disorder relative to only 1.8% of those attending the
prevention workshop. Given the emotional, social, and eco-
nomic costs of panic disorder and its treatment, further
investigation of such preventive strategies is encouraged.
Preventive and treatment programs are increasingly turn-
ing attention away from symptom management skills, such
as relaxation training or diaphragmatic breathing retraining,
in favor of a focus on eliminating fears of anxiety sensations
with a combination of cognitive restructuring and exposure
interventions. This shift draws attention to what may be a
fundamental difference between the elimination of fears and
the use of anxiety coping strategies; the latter may actually
reduce the efficacy of exposure-based procedures when
included in treatment packages.'* Accordingly, the model
of treatment described in the next section focuses most
strongly on fear elimination rather than anxiety coping.

COMPONENTS OF COGNITIVE-BEHAVIORAL
THERAPY FOR PANIC DISORDER

CBT for panic disorder consists of a combination of psy-
choeducational, exposure, and cognitive interventions.
These components are typically delivered in 12—15 sessions
conducted in either individual or group formats.'*"

Psychoeducation

At the beginning of treatment, therapists provide patients
with a strong informational background about the nature of
the disorder from a cognitive-behavioral perspective.

The purpose of these interventions is two-fold. First, the
information helps break the experience of panic attacks into
identifiable elements and provides a rationale for the inter-
ventions to follow. Second, informational interventions are
used to help the patient become a more active collaborator
in treatment. Active collaboration is essential because all
interventions are to be applied, ultimately, in the absence of
the therapist. Indeed, relapse prevention efforts often rely
on patients being able to apply elements of treatment in the
future should new problems be encountered.®*!

Information interventions commonly include a discussion
of the role of thoughts and avoidance patterns in helping cue
and maintain panic episodes (Figure), and review of the phys-
iologic source of panic symptoms. To try to enhance indepen-
dent learning in CBT, informational interventions may
include home reading assignments'®'*" that further explain
the CBT conceptualization and treatment components.

Cognitive Interventions

Cognitive interventions aim to correct patients’ thoughts
and beliefs about the meaning and consequences of the
somatic symptoms of panic and anxiety. Common targets
include both the tendency to overestimate the probability of
negative outcomes (eg, “I will faint”) as well as the degree of
catastrophe of these outcomes (eg, “I will not be able to
stand it”). Consistent with the application of cognitive inter-
ventions to other disorders,??" a variety of strategies are
used to help patients recognize the content of their thinking,
evaluate its accuracy, and guide themselves more effec-
tively. As a central feature to these interventions, patients
are asked to treat thoughts as hypotheses, and to evaluate
the validity of these hypotheses. Socratic questioning (ie,
open-ended questions guiding self-discovery) may be
adopted to help patients learn from their own history by
becoming better at attending to actual outcomes relative to
their catastrophic expectations. In reviewing past evidence,
for example, patients may realize that their catastrophic
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FIGURE. A COGNITIVE-BEHAVIORAL MODEL OF
PANIC DISORDER.
Adapted from Otto MW, Pollack MH, Meltzer-Brody S, Rosenbaum JF.
Cognitive-behavioral therapy for benzodiazepine discontinuation in panic
disorder patients. Psychopharm Bull. 1992; 28 123-130.
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predictions have never occurred (eg, they realize that they
have never fainted on the subway).

Regular thought monitoring in response to situational,
emotional, and physiologic cues may also be used to help
patients become better observers of their current thoughts,
and to evaluate systematically the objective evidence for
and against the veracity of these thoughts. For example,
patients may be asked to note the situation (eg, being in a
crowded elevator), the emotional and physiologic sensations
(eg, anxiety-increased heart rate, sweating, dizziness), and
the cognitions (“I am going to have a heart attack,” “I am
going crazy”). Patients then learn to challenge these cata-
strophic thoughts and adopt alternative and more accurate
cognitive responses (eg, “I have never fainted in these situa-
tions in the past and chances are that | am not going to faint
now”). More active reality testing may also be adopted in
the context of behavioral experiments—a cross between
cognitive and exposure interventions where patients are
asked to systematically test whether feared outcomes occur
in the context of an exposure assignment (eg, going to the
subway station and checking out the prediction that one is
going to faint). Based on the evidence obtained, patients are
asked to form more accurate thoughts. This kind of “collab-
orative empiricism” is the hallmark of cognitive interven-
tions,” and may be complemented stylistically by a variety
of rich metaphors or stories that are designed to aid reten-
tion and subsequent application of session material .

Exposure Interventions

Systematic exposure exercises are typically offered in
conjunction with cognitive techniques. Interoceptive expo-
sure techniques target patients’ fears of their own physio-
logic anxiety sensations. With the help of specific
procedures (eg, hyperventilation to induce dizziness, paras-
thesias, flushes, etc.), patients systematically confront
feared somatic sensations.*"” For example, patients who are
afraid of being dizzy because they believe they will faint are
asked to hyperventilate for one minute to deliberately
induce dizziness. This exposure allows them to test cata-
strophic fears about these sensations (ie, they learn that they
will not lose consciousness), and also provides them with an
opportunity to rehearse alternative responses. Central to
these alternative responses is learning to simply “note the
sensations” while doing nothing to control or avoid them.
The result is that patients are provided with an opportunity
to examine the outcome of the symptoms apart from their
catastrophic expectations and (often anxiogenic) attempts to
control the symptoms. With repeated exposure, patients find
that they no longer fear the symptoms; and consequently the
symptoms lose their ability to elicit panic episodes.

In addition, patients engage in situational (in vivo) expo-
sure exercises. These interventions are focused on breaking
and modifying patterns of agoraphobic avoidance. In the
early stages of the treatment, the patient and therapist
together establish a hierarchy of situations the patient
avoids due to the situation’s ability to elicit panic. Common

examples of in vivo exposures are riding in an elevator,
going to the grocery store, standing in a crowd of people, or
riding on a subway train. Throughout the treatment, patients
confront these situations in a stepwise manner, starting with
moderately anxiety-provoking situations. The majority of the
in vivo exposures are typically performed as homework
assignments, however, it is also possible to engage in some
of them in the context of therapy sessions. Again, in situa-
tional exposures patients are encouraged to resist the urge
to leave when they start feeling anxious. Instead, they are
instructed to stay in the feared situation until the fear sub-
sides. That way, patients gradually overcome their agora-
phobic avoidance and relearn that the once-feared places
and circumstances are safe.

Relapse Prevention

CBT for panic disorder also includes a relapse prevention
component. The last two or three therapy sessions are devoted
to relapse prevention. The therapist encourages the patient to
identify potential problem areas that he or she may encounter
and think of possible solutions based on knowledge gained
from therapy (eg, to engage in interoceptive exposures in case
panic symptoms return and to implement in vivo exposures if
agoraphobic avoidance recurs). During these final sessions,
therapist and patient may also establish a written relapse pre-
vention contract.” This contract includes an outline of spe-
cific skills learned in therapy and concrete plans for using
these skills under certain circumstances. A formal contract
may be helpful in terms of motivating patients to apply cogni-
tive-behavioral tools in the future.

OUTCOME FINDINGS

There is a wealth of data documenting the efficacy of
CBT for the treatment of panic disorder both with and with-
out agoraphobia.?* Panic-free rates following short-term
treatment often range from 74% to 85%, with evidence that
similar rates can be achieved when this treatment is trans-
ported from research clinics to community mental health
centers.”” However, panic-free rates give an overly opti-
mistic view of treatment response. It is clear that attainment
of remission status (high endstate functioning) occurs at a
lower rate (50% to 70%) than panic cessation. Nonetheless,
CBT results in some of the most promising outcomes in the
literature, especially with regard to the reduction of agora-
phobic avoidance.

Treatment Outcomes of Cognitive-behavioral
Therapy Versus Pharmacotherapy

Meta-analytic review of the panic treatment-outcome lit-
erature indicates that treatment effect sizes for CBT are
equal to or surpass those for antidepressant or benzodi-
azepine treatments.?*3° This conclusion is also supported
by many comparative trials,** including the recent, four-
site, comparison of CBT and imipramine treatment.**
Although these studies suggest a subtle edge for CBT over
pharmacologic alternatives, a conservative conclusion is
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that approximately equal outcome is achieved by these two
modalities of treatment during the acute treatment phase.

However, efficacy estimates for the two modalities of
treatment differ dramatically when longer-term outcome is
considered. It is generally accepted that to maintain treat-
ment gains from pharmacotherapy, medications need to be
continued over the long term.” Indeed, when medications
are discontinued after acute treatment, relapse rates in the
range of 54% to 70% are common.** Even with continua-
tion treatment, there is some evidence that ongoing slippage
in treatment gains may occur regardless of the use of single
agent or combined pharmacologic strategies."

In contrast, there is good evidence that treatment gains
from CBT tend to be maintained over time, with up to 81% of
patients remaining panic free over follow-up periods of
1-2 years.">" This supports the idea that patients may be able
to fundamentally shift fears maintaining the disorder.
Nonetheless, it is important to remember whereas there is
strong overall evidence of continued benefit in cross-sectional
studies, many panic patients continue to have a waxing and
waning course of symptoms, albeit at a lower level of severity.”

Cost-efficacy and Acceptability
of Cognitive-behavioral Therapy

The apparent ability of CBT to confer longer-term advan-
tages with brief treatment is a central strength of the
approach for efficacy estimates. Certainly, this perspective
is supported by the overall performance of patients as
assessed in meta-analytic studies. It is also supported by
direct analysis of costs of and outcome in a specialty anxiety
clinic offering treatment with either CBT or psychopharma-
cology specialists.” Consistent with the controlled treat-
ment-outcome literature, Otto and colleagues® found that
clinic treatment by these specialists resulted in approxi-
mately equal outcome. Examination of the costs of the treat-
ments indicated that individual CBT was somewhat more
costly than pharmacotherapy during the acute 4-month
treatment phase, but then quickly makes up its initial costs
over follow-up, so that by 1 year it was found to be roughly
half as costly as pharmacotherapy. Group treatment pro-
vided a more extreme example, with cost savings relative to
pharmacotherapy starting in the acute treatment phase and
extending forward, so that it was less than 25% of the costs
of pharmacotherapy by the end of the 1-year study.

Given that both CBT and pharmacotherapy can offer
promising treatment outcome (albeit with different profiles
of maintenance strategies), on what basis should one modal-
ity of treatment be selected over the other? So far, there is
an absence of data indicating how patients should be
matched to either treatment modality based on characteris-
tics of their symptom profile. Moreover, predictors of poor
outcome appear to be similar for CBT and psychopharma-
cology. Greater baseline panic and agoraphobic avoidance,
depressed mood, personality psychopathology, and marital
dissatisfactions, as well as lower motivation for treatment
have all been linked to poorer treatment outcome.”" In the

absence of any empirically validated matching criteria, what
other considerations should guide the decision process?

In a study of treatment preference and acceptability,
Hofmann and colleagues™ examined reasons potential par-
ticipants refused randomization in a large multicenter trial
at sites known for their specialization in CBT or pharma-
cotherapy. Whereas 34% refused participation due to con-
cerns over imipramine treatment, <1% refused participation
due to concerns about CBT. Examination of treatment pref-
erence among clinic patients also supports the notion that
CBT compares well with pharmacotherapy for treatment
preference, with evidence of approximately equal rates of
preference of CBT and pharmacotherapy.”

CBT also appears to be an especially tolerable treatment,
at least as estimated by dropout rates in clinical trials.
In Gould and colleagues™ meta-analytic review of well-
controlled treatment trials, CBT had an average 5.6% dropout
rate, compared with 13.1% for benzodiazepine treatment, and
25.4% for antidepressant treatments (excluding selective
serotonin reuptake inhibitor [SSRI] treatment). Subsequent
examination of dropout rates in SSRI trials suggested that, at
least in the acute treatment phase, dropout rates (19.9%)
were not substantially different from older agents.*

Part of the acceptability of CBT may come from its rela-
tively quick onset of action, well within the time frame of
antidepressant treatments for panic. For example, studies of
CBT indicate improvements as early as the second session,
with evidence of incremental improvement thereafter."

Cognitive-behavioral Therapy for Pharmacotherapy
Nonresponders and Medication Discontinuation

CBT also appears to be an effective strategy when nonre-
sponse to pharmacotherapy is encountered. Examination of
outcome for patients who are either partial responders or
nonresponders to an adequate dose and duration of pharma-
cotherapy indicates that brief CBT offers an efficacious
alternative.”* Moreover, there is good evidence that
patients can use CBT as a strategy to discontinue their phar-
macotherapy while maintaining or extending treatment
gains. Studies in support of this application originally
focused on the difficult job of helping patients discontinue
their benzodiazepine medication. Three studies indicate
that brief CBT, typically offered during and after the taper
process, helps patients tolerate benzodiazepine withdrawal
while further treating panic disorder and extending treat-
ment gains.”** Furthermore, preliminary evidence from an
ongoing, two-site study of benzodiazepine discontinuation
indicates that nonspecific effects of treatment cannot
account for the success of the CBT program.” Specifically,
manualized CBT for benzodiazepine discontinuation®
appears to offer a significant advantage over an adjunctive
treatment program offering relaxation skills alone.
Examination of the nature of symptom changes across ben-
zodiazepine discontinuation, suggests that the ability of
CBT to further reduce fears of anxiety sensations is one
important element of treatment.”
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More recent evidence has also emerged documenting the
value of CBT for SSRI discontinuation. In a case series,
Whittal and colleagues® documented successful SSRI dis-
continuation in the context of improved clinical outcome
with a brief program of group CBT, with maintenance of
improved outcomes at 3-month follow-up. In a second study,
Schmidt and colleagues® randomly assigned patients with
panic disorder to either continue or discontinue their SSRI
treatment in the context of group CBT. Both groups of
patients improved dramatically, with over 75% of patients
meeting criteria for high endstate functioning, without sig-
nificant differences in the magnitude of improvement
between groups. Together, these early studies suggest that
the success utilizing CBT for medication discontinuation in
panic disorder can be extended to SSRIs, and underscores
the important role CBT can play in replacing medication
treatment, particularly in individuals who have not fully
responded to pharmacotherapy.

COMBINATION TREATMENT STRATEGIES

Thus far, we have discussed the issue of combination
treatment primarily from the perspective of sequential treat-
ment: adding CBT as an adjunctive or replacement strategy
for patients already on medications. What about the issue of
regular combined treatment strategies?

Considering the evidence that most patients will enjoy acute
improvement with either CBT or pharmacotherapy, it is tempt-
ing to consider combination treatment as a strategy to boost
efficacy. Although, there is some evidence for synergistic
effects, this relationship appears to be especially complex.
There is good evidence that CBT can extend the gains from
pharmacotherapy, when added sequentially or as an initial
strategy, 5% ¢

and there is limited evidence that pharmacother-
apy holds promise for CBT nonresponders.” However, for the
addition of pharmacotherapy to CBT, there are some indica-
tions that any additive effects achieved during the acute treat-
ment period may come at a cost to longer-term outcome. Two
large multicenter trials®* provide evidence of this cost; each
suggests that some of the benefits of CBT provided during med-
ication treatment may be lost when medication is discontinued.

The first investigation examined® the relative and com-
bined efficacy of exposure therapy and treatment with alpra-
zolam. There was evidence of marginal gains in efficacy with
combined treatment, but this treatment strategy had poorer
longer-term outcome. After discontinuation of the alprazolam
the combined treatment group fared less well than the expo-
sure alone treatment condition. The second study* examined
the individual and combined efficacy of CBT and
imipramine at each of four treatment centers,* utilizing five
different treatment conditions: CBT alone, imipramine alone,
placebo alone, CBT plus imipramine, and CBT plus placebo.
The last condition was especially important since it allowed
the assessment of the nonspecific effects of pill taking in
combination with an active treatment like CBT.

Consistent with prior research, this study® found that both
CBT and imipramine alone were superior to placebo alone.

Patients who received CBT or imipramine had responded
equally well to the treatments at the end of the acute trial. In
the short-term, combined treatment with CBT and
imipramine turned out to be superior to either monotherapy
on several measures. However, it is important to note that
this combination treatment did not outperform CBT plus
placebo. This suggests that nonspecific effects associated
with pill-taking account for many of the advantages of adding
imipramine to CBT. Moreover, when patients were re-
assessed at long-term follow-up (after discontinuation of
medication use), CBT alone and CBT plus placebo both
showed an advantage over combined treatment, suggesting
that the addition of imipramine to CBT may have under-
mined the long-term stability of treatment gains from CBT.

These results are consistent with findings from studies of
other anxiety disorders,” and also consistent with data from
the animal laboratory, indicating that extinction of fear
learning may be strongly dependent on context. Bouton®
details findings from his animal laboratory indicating that
changes in internal state, such as anxiety reduction from a
benzodiazepine, may be a powerful enough context such
that adequate safety learning from exposure (extinction) is
achieved only in that context. When the drug state is with-
drawn, so is the learned safety. This principle is also consis-
tent with the maintenance of treatment gains seen with
medication discontinuation programs utilizing CBT. In these
programs, CBT is offered during the process of medication
taper, allowing patients to learn safety in response to cues
present during and after the withdrawal of medication
effects. This timing of treatment may provide the crucial
experience in a medication-free state that may be required
to help maintain fear-extinction effects from exposure.

In addition, completion of CBT in the absence of medica-
tion may also provide patients with more complete learning
of safety, especially in relation to emotional cues of anxiety.
When CBT is conducted without medications, patients have
the experience of completing exposure and cognitive
restructuring in the context of anxiety, at least in the initial
phase of treatment. Anticipatory anxiety and occasional
panic episodes become part of the context of exposure treat-
ment. As documented by Bouton,” inclusion of occasional
aversive outcomes (in this example, a panic attack) during
exposure (extinction trials) may confer greater resistance to
relapse, assuming that at some point in the future the
patient will again confront contextual cues of anxiety. This
effect may help explain indications of deleterious effects of
medication on the maintenance of treatment gains in CBT,
even when the medications are continued.® This may be
manifested clinically in the difference between a recovered
patient who can respond with resilience to a subsequent
episode of anxiety compared with the patient who responds
with a dramatic increase in fear, reporting that “it feels like
I have gone back to square one.*”

Given these data, it appears that any routine application
of combination treatment should proceed cautiously. Indeed,
from the perspective of long-term cost-benefit, it appears
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that, when CBT is available, it should be considered as a
monotherapy for patients who are new to treatment.

INTEGRATING COGNITIVE-BEHAVIORAL
THERAPY ELEMENTS INTO STANDARD
PHARMACOTHERAPY PRACTICE

In the context of the many strengths of CBT for panic dis-
order, perhaps the greatest limitation is the availability of
CBT providers. That is, many communities and clinics may
not have access to state-of-the-art CBT providers.
Accordingly, pharmacotherapy applied alone or in conjunc-
tion with dynamic treatment will continue to be a common
treatment.” To try to enhance gains from pharmacotherapy,
several elements of CBT may be added to standard pharma-
cologic care. Upon entering treatment, we recommend that
all patients receive education about the role of negative
thoughts, fears of anxiety sensations, and avoidance pat-
terns in maintaining panic disorder. There is nothing about
this model that is inconsistent with the use of medications to
help control anticipatory anxiety, negative affect, and panic.
This information may offer patients immediate benefit,” and
it provides a model for the adjunctive or subsequent addi-
tion of CBT strategies.

In particular, stepwise exposure to avoided situations also
presents an uncomplicated addition to pharmacotherapy. As
noted, controlled trials indicate that exposure extends treat-
ment gains from pharmacotherapy. ™% In addition, simple
exposure assignments, relative to assurance alone, are pre-
dictive of better outcomes for patients with panic disorder
presenting to hospital emergency departments.”

Exposure treatment should begin with a discussion of the
range of situations the patient avoids. Then, therapists
should encourage patients to confront these avoided situa-
tions in a gradual manner, starting out with moderately diffi-
cult situations. Patients should remain in the situations until
their anxiety decreases. In addition to instructing patients in
the role of negative thoughts during exposure, clinicians
may also consider utilizing self-help books to help patients
expand their independent role in treatment. Similarly, many
therapy manuals are available that can aid therapists with
integrating elements of CBT into their practice.'™"" For clini-
cians considering referral to a CBT specialist, professional
associations, such as the Association for the Advancement
of Behavior Therapy (www.aabt.org) or the Anxiety
Disorders Association of American (www.adaa.org), can
help identify CBT specialists in a given area.

CONCLUSION

In summary, in the past 2 decades, a great deal of
research has emerged in support of the efficacy of CBT for
panic disorder. Treatment packages commonly include psy-
choeducation, cognitive restructuring, exposure to feared
somatic sensations (interoceptive exposures), and situa-
tional (in vivo) exposures to reduce agoraphobic avoidance.
Evidence suggests that in terms of long-term outcome, CBT
applied as a monotherapy appears to result in more stable

gains than treatment combining CBT and medication. CBT
offers beneficial outcome when applied during any of a
number of phases of the disorder. It should be considered as
an effective first-line treatment for the disorder, and for
patients who have not responded to, or who have exhibited
only partial improvement with pharmacotherapy. CBT can
also be of particular benefit during the medication discon-
tinuation phase. Finally, brief CBT interventions have
shown promise in stemming the tide of new cases of panic

disorder in vulnerable individuals.
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