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ABSTRACT

Physiological anxiety symptoms are expeticaced as an overwhelming panic attack
when the petson cognitively interprets them as such. Fear is the emotion
initinting the cognitive perception of petsonal doom which becomes lacgely
influential on the future process of a sufferet’s panic disorder. This study used a
multimethod research design to mvestigate the role of fear in panic disorder
sufferers’ pre-diagnostic help-seeking. Thirty three already diagnosed panic
disorder sufferers participated voluntardly, Their help-sceking expetiences wete
quantified in teems of the number and type of treatments sought and theit
individual financial costs. ‘The directive influence of individual feats’ cleatly
emerged. The nacrative data, accessed via semi-structured individual interviews,
consistently clusteted into positive and negative consultation dynamics. Negative
treatment experiences unilaterally reinforced subjects’ Fears, reciprocally
entrenching their panic disorder, Positive treatment expericnces consistently
disconfirmed subjects’ fears which left them enetgized with a reduced sense of

helplessness. “These epitomized the beginning of healing, Recommendations ate

L

made for futire researchers to operationalize this data into clinically accessible

3

diagnostic instrumentation,
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INTRODUCTION

Panic disordet is defined by constellation of psychophysiological,
cognitive, emotional and behavioural tesponses in 2 human organism
that ate classified as a mental disotdet only when they occut togethet,
repeatedly, over time (Baket, 1992). Although sharing high levels of
pervasive and frequently uncontrollable anxiety typical of genetalized |
anxiety disordes, panic disorder is unique, both in its presentation and A
its subjective experience. Panic disordes presents as the repeated
occuttence of panic attacks, leaving the sufferer in a state of extteme
and enduging fear, Heis afraid of having anothet debilitating attack,

afeaid of what the attacks ate and aftaid of the dreadful effect they

e

could have. In fact, the predominant mood of panic disordet sufferers
is fear (Leaman, 1992). Although the feat concomitant of panic "
disordet is widely recognized and forms past of the diagnostic
requitements, the subjective impact of sufferers’ fears on the process of
theit disotder has, to date, not been investigated. Itis this that forms

the main focus of the present study, specifically the role of feat in

panic disorder.

These ansicty episodes ot panic attacks occut out of the blue, have no
obvious stimulus and comptise sevete physiological anxiety symptoms
accompaniced by an overwheiming sense of imminent physical,

emotional ot social disaster (Rachman, Tevitt & Loptka, 1987). The

psychiattic dassification and diagnosis of panic disordet requites that
these symptoms oceut simultancously within a specific time frame.

'This is discussed in chaptet 1 of this study.
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Chapter 2 provides & brief teview f teseatrch on the prevalence of
panic disotder while simultaneously outlining the difficulties in
establishing prevalence parameters for o condition like panic disordet,
which ate latgely due to its episodic and irreguiar presentation and
idiosyncratic infiltration and impact on each sufferer’s life. These
considetations pobably account for the disctepancy amongst recorded
measutes of its incidence which seem to Vaty from 2% (Lloyd &
Jenkins, 1995) to 8% (Goutnay, 1995). Lven cautiously interpreted,
prevalence data emphasizes the urgent need to better understand this f

debilitating condition. -

Although there ate no formal prevalence parametess for South Aftica,
some associated information s startling. Pilot prevalence
investigations in Lesotho, Africa reported an alagmingly high |
occurtence of panic disordet, This is contradictoty to traditional
beliefs that psychiattic conditions ate seldom evidenced in developing
countties (Hollifield, Katon, Spain & Pule, 1990). Sociodemogtaphic
surveys regulatly observe positive correlations between emotional
distutbances and acculturation processes, ot the realignment of socictal
noems (McGolderick, Peatce & Giordano, 1982), On this basis
pwentieth centuty South Aftica represents & high risk population for
panic disotder, a fact hatshly reinforced by the development of 4
national panic disorder support group which was initiated it
Johannesbutg, South Aftica, in Septembet 1995 with an immediate
voluntary caucus of 43 members. By Januaty 1997, only fifteen
months after its inception, this figure had increased to 3 000 members
and the group had 35 branches nationwide, Public statements in i
. |
populat magazines and local media broadeasts empowered many siletit %
],

suffetets to tecognize theit condition and scck help openly. "I'his
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suppott group provided most of the subjects used in this study as it

offered an accessible netwotk of diagnosed sufferers,

The natute of panic disorder, and its ittegular progression and
infiltration into suffeters’ lives, is discussed it chapter 3. Panic attacks,
their associated anxicty and the accompanying sense of doom, or fear
(Kaplan & Sadock, 1988) rapidly infiltrate and control a suffeter’s

entire life (Weinstein, 1995). Irtegulatr behavioural manifestations
develop quickly as the sufferer tries to avoid any situation that might
trigger another attack (Sheehar, 19822) and, simultaneously, to get
some help, professional or other, in coping with this bizatee condition
(Wallzer & Ashctoft, 1989). Fear is both a precipitating and reinforcing
vatiable in this condition. Ttying to alleviate their fear through
avoiding trigger situations patadoxically reinfosces it. Sufferers become
pettified of their ever-present fear, This fear of fear ensnares them in
ineffective avoidance behaviours which supetficially create an illusion

of dealing with their problem,

Chapter 4 provides background information on the aetiology of panic
disordet from the cognitive bebavioural aetiological model as it is the
most relevant to the method and hypotheses of this study, The central
tenet of this model i that panic disorder develops in accordance with a
subject’s cognitive interpretation of his pandc attacks (Waring &
Foteman, 1988). This study follows this tenet and proposes specifically
that suffetets’ fear cognitions ditect theit subjective interpretation of
thefr panic attacks and hence the development of their pante disorder.
Panic disorder sufferets’ fear cognitions tend to cluster atound the fear
of dying, going mad ot losing control to the point of total

embartassment in public (Iibbert, 1984),
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Chapter 5 is devoted to panic disorder suffeters’ help-seeking
behaviour. Panic disorder sufferers consult many and different mecical
practitioners afnd other health related services regularly (Katerndahl &
Realini, 1995), Despite this, they typically endure a lengthy petiod of
ineffective tteatment seatching before they are correctly diagnosed (von
Kotff & Faton, 1989). During this time, sufferers often undergo many
unnecessary and unpleasant medical investigations, at huge
psychological, social and financial costs (Matkowitz, Weissmar,
Quellette, Lish & Klerman, 1989). It has been suggested that these
ineffective treatment experiences can easily become part of, and
reinforce, the negative and defensive behavioural cycles typical of panic
disorder (IKaton & Vitaliano, 1987), A cottect and efficient dingnosis
empowets subjects to begin regaining control of their lives and their
functional efficacy (Weekes, 1983). Tt {s suggested that a primaty
construct undetlying the lengthy and costly process of pre-diagnostic
help-secking behaviour in panic disorder sufferers ss their irrational but
overwhelmingly threatening fear, It {s anticipated that subjects’ feat

cognitions will directly influcnce their illness behaviour,

The prevalence and negative infiltration of panic disorder iito
sufferees’ lives is sufficient to reinforee the eritical need to investigate
and better understand this condition, "This need s further exacetbated
when considering the extended and often psycliologically, physically,
and financially crippling process of help-seeking these sufferers endure
before they acquite an accurate diagnosis and effective treatment plan,
The ait of this study s firstly to glean a better understanding of the
phenomenology of panic disorder suffesers’ lielp-secking behaviour,
specifically the relationship between sufferers’ particular fear and the

biological, psychological, financial and social areas of his condition.

i (I dtut At A S

LY

PUNGURY



TR T AR Cr T o s i R KL
& i TR TURERIA AR 93 0 iy 1 eage TEROGYO I m w BGAARE. c R e M LR
Wv B SN I i v -

The secondaty aim of the study is to suggest the use of this
undesstanding, to more sensitively recognize and diagnose panic

disordet.

A multimethod tesearch design, consisting of both quantitative and
qualitative techniques, will be used to itvestigate the complex pre-
diagnostic help-secking behaviour of panic disorder sufferers. Both
methods hiave been chosen to best teptesent the biopsychosocial focus
of this study which recognizes the uniqueness of each individual’s
experience as well as the existence of social regularities. The duration
and cost of the pre-diagnostic help-seeking petiod, the number and
type of practitioners consulted, the type of symptoms expetienced, the
presentation of symptoms to practitioners and the subjects’ experiences
of cach treatment received will be quantified on self-rating scales, BEach
subject’s unique expetience of his panic condition will also be
qualitatively accessed duting a semi- structured intetview, The
quantitative and qualitative data will overlap, each substantiating and
adding to the results of the other. The planned methodology 1s

discussed in detail in chapter 6.

Chapters 7 details the quantitative results mentioned above, These
results ate discussed in chaptet 8 and related to the proposed
hypotheses. Chapter 9 relates the qualitative stoty of this research

study.

Chapter 10 cencludes the investigation with an ovetview of the study,
vutlining its observations and suggesting possible directions for futute

rescarch,
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CHAPTER 1 |
CLASSIFICATION AND DIAGNOSIS OF FANIC DISORDER .

Prior to 1980 panic disotdet and general anxicty wete combined under
the heading of anxiety neurosis 1.1 recognized classificatory systems.

Panic disorder was given official status as a sepatate psychiatric

syndtome in the diagnostic nomenclatute of the widely recognized ﬁ
Diagnostic and Statistical Manual of Mental Disorders ITI (DSM i) in Lo
1980, ;
f )
. L] * * ¢ iz
Pethaps most iufluential on the creation of « separate diagnosuc i
syndtome fot panic disorder was its idiosyneratic presentation, L

Specifically, panic disorder presents as sudden, diserete and episodic
bursts of anxiety, accompanied by a relatively consistent atray of
somatic symptoms and a strong sense of impending doom. This
condition does share many predisposing, precipitating and reinfotcing

chatacteristics with other anxiety disorders and often occurs

e

simultancously with generalized anxiety disorder, major depression and [

substance abuse conditions (Weinstein, 1995),

The advent of the DSM IIT category of panic disorder in 1980

provided reseatchers, clinicians and sufferers with a whole new ethos

and initiated an enetgetic wave of reseatch. A large and interesting

bank of knowledge quickly amassed, reflecting the many different

theoretical stances of tha tesearchers, This has culminated in panic

disotder being recognized as a complex biopsychosocial phenomenen
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50 that a sound undetstanding of the condition requires i
conttibutions of information from all associated subsysterre. Wating &

Foteman, 1988).

29

Under the rubtic of a biopsychosocial, ot systems, approach, which

recognizes the complex teciprocal interaction of hereditary, biological,

cognitive, psychological, behavioutal and social factors, a set of specific
diagnostic critetia, as provided by DSM III, and revised in DSM IV
(table 1), is invaluable, It lends ordet to a potentially overwhelming -

and diffuse array of symptoms and facilitates communication amongst
professionals and lay people alike. Diagnosis on the basis of discrete \
ctitetfa from a biopsychosocial petspective epitomizes carving a j
distinction ot creating an immediate veality with which ¢o work
(Keeney, 1983). This effect infiltrates the individual’s entise systemic
artangement through the cybernetic interaction of all associated
subsystems, thus initiating change. Although specific, discrete and
sometimes consideted inadegquate (Paykel & Priest, 1992), clear

diaghostic ceiteria offer a useful starting point to healing,
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Table 1 - Diagnostic criteria for Panic disorder

a. At some time during the disturbance, one or more panic attacks (discrete
periods of intense fear or discomfort) have occurred that were (1)
unexpected, i.e,, did not occur immediately before or on exposure to a
situption that almost always causes anxiety, and (2) not wiggered by
situations in which the person was the focus of others’ ftteniicn,

b. Either four attacks (as defined above) have occurred withn  fousweek
period, or one or more attacks have been followed by a period of .t feast
one month of persistent fear of having another attack.

c. At least four of the symptoms listed in Table 1.1 occurred during at least
one of the attacks.

d. During at least some of the attacks, at least four of the symptoms
developed suddenly and increased in intensity within ten minutes of the
beginning of the first symptom noticed in the attack,

¢ It cannot be cstablished that an organic factor initinted and maintained
the disturbance (e.g. amphetamine or caffeine intoxication,
hyperthyroidism).

f. 'The absence of agoraphobia

Table 1.1« Symptoms associated with Panic attacks

M shortness of breath (dyspnea) or smothering sensations
M dizziness, unsteady feclings or faintness

B palpitations or accelerated heart rate (tachycardia)
M trembling or shaking

® sweating

M choking

® nausea or abdominal distress

B depersonalization or derealization

B numbness or tingling sensations (paresthesias)

B (lushes (hot flushes) or chilla

B chest pain or discomfort

M fear of dying

|®_fear of going crazy or of losing control

Adupted fron Diggrostic aud statistical mannal of montid disorders. #* ed. Washington, 1.0
American Pgychiatiic Association, 1994: 397403,

1.1  Delayed Diagnosis

Despite these precise diagnostic criteria many patients remain
undiagnosed, ot ate incorrectly diagnosed, although they frequently
visit medical and mental health practitioners (Fotrest & Ricketts, 1995).

"I'his taises ¢ sttons tegarding both the application and suitability of
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these classifications, especially to a ptimaty cate setting whete the

majotity of psychiatric patients are first scen (Hisenberg, 1992),

Primaty cate practitioners are faced with a multitude of diffetent types
and intensitics of illnesses and are regularly forced to make critical
decisions (Katon, 1993). Practitioners appear to adequately identify
psychiattic patients. The shottcoming is in the differential diagnosis
of the condition and ensuting the proper and most effective treatment
plan (von Korff, Shapiro, Butke, Teitlebaum, Skinner, Germar,
Tutner, Klein & Butns, 1987).

1.1.1  Irregular presentation

Panic disorder both presents irregulasly and mimics many other
conditions. The somatic symptoms of panic disorder could equally
indicate an organic condition such as mitsal valve prolapse,
hypoglycemin, hypothysoidism, temporal lobe epilepsy, as well as the
abuse of or withdrawal from aleohol, eaffeine or other tecreational
drugs (Katon, 1993). Tt is important that a practitioner, while
investigating these possible causal conditions, is receptive to the

possibility of a panic disorder diagnosis.

It is, likewise, important to be sensitive to other faitly common somatic
symptoms of panic disorder not included in traditional diagnostic
critetia, such as headaches, dinrthoen, insomnia, chwonic fatigue,

coldness of hands, thoughts of suicide, intrusive thoughts and

ruminations (Hotrest & Ricketts, 1995), hence, avoiding the untimely

dismissal of a panic condition.
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Diagtiosis is further complicated by the many patients who have
recurrent panic attacks but do not meet the full criteria for panic
disorder. Research reveals that these simple panic attacks have a
relatively high lifetime prevalence, reportedly 3,6% in the general adult
population (Klerman, Wefssman, Quellette, Johnson & Greenwald,
1991). It also seems that simple panic attack sufferess fall,
intermediately, between those with full-blown panic disorder and those
with other psychiatric disordess, on measutes of impaired quality of life
and medical service utilization (IKlerman et al,, 1991), It seems
approptiate that panic atracks which do not meet the criteria for full
blown panic disorder should be consideted as part of a differential

dingnosis.

Despite these dificulties, a comptehensive study of diagnostic
procedutes showed properly trained and equipped primaty care
physicians able to correctly diagnose the disorder in 100% of cases

(Von Korff et al,, 1987).

1.2  Diagnostic questionnaires

Reseatchers have suggested the use of relatively direct interviews, aimed
at the specific symptoms of specific disorders, as useful in promoting
effective and efficient psychiatric diagnosts (Paykel & Pricst, 1992),

The classificatory advances, and associated sypinptom checklists, of the

DSM 111 facilitated the creation of such a bridging insttument, in the
form of the National Institute for Mental Health's (NIMIT) Diagnostic
Intetview Schedule (DIS) Gppendix 1), This questionnaire offers a
structured intesview format aimed at simplifying the many tasks

involved in making a diagnosis. It can, equally, be used by lay
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CHAPTER 2

PREVALENCE OF PANIC DISORDER

DPrevalence surveys form patt of epidemiological reseatch, specifically
investigating the disttibution of a disorder within the population (von
Kotff & Haton, 1989). The official recogpition of panic disotdet in
DSM 111 gave impetus to the need to estimate the actual incidence anid
distribution of this disotdet. As a tesult, during the last two decades,
epidemiological reseatchets have been preoccupied with the difficult
problem of counting the numbet of panic disorder cases in the

community or with prevalence surveys.

24  Difficulties in prevalence research
The prevalence of panic disordet is difficult to measure because of the
many “closet” ot undiagnosed, as well as misdiagiosed, cases and
because of the inconsistent presentation of this chronic episodic
condition (Dilsaver, 1989). Sufferets often have inteasely severe
petiods with attacks more than datly and then go into sudden remission
experiencing fewer attacks (Katerndahl & Realind, 1993). This is
further complicated by the itregular staged development of the
psychological and vehavioutal symptoms which follow the initial panic
attacks (McFayden, 1989). Panic disorder typically begins with the
oceurrence of panic attacks, followed by each sufferet’s {diosyncratic
cognitive appraisal of his symptoms and sensitization to them. This
usually initiates reactive avoidance strategies which become self-
maintaining, The process of pantc disordet is discussed in detail in

chapter 3, Lot present putposes, it is simply noted Lo indicate the
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vatiable pattetn of the condition within established descriptive

frameworks.

Prevalence sutveys to date have largely been cross-sectional, fixed time
measurements (Baket, 1992). Bearing the above contingency variables
in mind, it is clear that a nominal head count alone will provide only a
limited petspective on this disorder. Differences in prevalence rates j
could equally be measuses of differences in the incidence of the i
disotdet, in the duration of severe episodes and in their probability of |

recurrence (van Kotff & Laton, 1989),

2.2  Brief review of prevalence research

Despite the above limitations, prevalence research does indicate the
significant frequency of panic disorder in the general populatio., ;;
Estimates of the life titme prevalence of the disorder range from 2%

(Lloyd & Jenkins, 1995) to as high as 9% (Forrest & Ricketts, 1995). |
A detailed and informative prevalence survey was conducted by the

|
|
National Institute for Mental TTealth in five independent sites (Baket, L
1992), Panic disorder sutferers were identified by their responses to an f
adaptation of the DIS questionnaite, which was discussed in chapter 1, |
‘These tesearchers identified three levels of panic disorder and reported
prevalence data accordingly, Their results can be summatized ag
follows:
® the lifetime prevalence of panic disonder in the general population i
was 3,8%; |
m the prevalence of panic attacks in patients not meeting the fll

“k.,4,,.._«A,.‘

critetia for panic disorder was 5,6" o

|
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W the prevalence of limited -symptom attacks was 2,2%.

A consistent finding across most prevalence studies is the
predominance of panic disotder amongst females, younger persons and
sepatated or divorced people (Weinstein, 1995) and that panic disorder

tends to peak in the 25 - 44 year age group (Baker, 1992),

Hollifield et al, (1990) conducted the first investigation of the
occurtence of panic disorder in a developing country. Their results
indicate that 11% of 356 subjects investigated met the diagnostic
critetia for panic disorder. This is a significantly higher prevalence than
recorded in the United States of America and contraty to the common
peteeption that developing counttics ate almost without psychiatric

conditions encountered in Westernized nations,

Most mental illness is treated in pritmaty care settings, suggesting the
population of genetal practitioners’ patients as one worth investigating
to indicate the prevalence of panic disorder. It has been estimated that
a general practitioner with a list size of 2 500 patients identifies
approximately 300 cases with a non-psychotic mental illness per year
(Lloyd & Jenkins, 1995). Panic disorder patients are said to comprise
as many as 27% of those who consult genetal practidoners with
psychiatric symptoms (Kaplan & Sadock, 1988). It may then be
estimated that approximately 81 persons suffering from panic disorder

consult a general practitioner with a list size of 2 500 annually.

g o e e e i ot et e e



23 Insum

Although these results and statistics murst be recognized as a still
stapshot from the unfolding progression of the disorder, they are,
nonetheless, startling, Panic disorder is cleatly a prevalent condition.
Recognition of the limitations of prevalence research clearly highlights
the need for broad based biopsychosocial investigations of the

disorder,
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CHAPTER 3

THE NATURE AND COURSE OF PANIC DISORDER

3.1  The nature of a panic attack

The single most recognized ideatifying chatacteristic of panic attacks is
their unexpectedness and unpredictability. A person often experiences
an attack, especially a fitst attack, in what he would have desctibed as

benign, even relaxed, conditions, such as holidaying with loved ones or

potteting in the garden,

The terrifying subjective expetience of o panic attack is poignantly
captuted in the following letter from a sufferer:

“Suddenly, unexpectedly, for no immediate appatent teason, my
body was overwhelmed by a sutge of elemental panic.
Lverything seemed to race out of control before T could collect
my mind to cope with the onslaught...my mind was so
overcome, I could feel my vision go off. Everything faded out
and became detached, and my heart felt like it wanted to jump
out of my chest. I felt very dizzy and lightheaded, My balance
got unsteady. My legs turned to jelly. The fluorescent lights
seemed intensely bright and T seemed acutely sensitive to noise,
As T felt beads of sweat breaking out on my skin, I noticed I
was tretabling and having difficulty controlling the shaking, T
was also acutely shott of breath and the tightness in my chest
worsened the urge to gasp for aie, T felt that if T coulds’t get
out quickly, T would sutely suffocate.  The sheer terror and

mental panic were beyond anything I could relate to, Tt was as

16




if something really tertible was about to happen, or that I was

dying but wasn’t ready ...T had a strong urge to run, but didn’t

ktow whete or from what (Leaman, 1992, p.128).” i

T et B
T e

A panic attack is a sudden and discrete period of intense arousal

frequently accompanied by a sense of imminent danger and an urge to
escape, It mimics the primary human alatm reaction to a threat,

manifesting in high physiological atousal and negative affect, originally

|
>
|
|
j
i
|
designed to enhance out capacity to initiate a flight or fight response. |
Tn the gtip of the all consuming arousal of a panic attack, the individual %
can seldotn identify a realistic danger cue or threat, so that dispelling i
this seething cauldron of arousal through appropriate flight or fight is f
impossible, ;
|
Hutnan feelings are a two-phase phenomena requiting the initial
physical symptoms of a primary emotion, followed by the person’s
definition of these physiological cues (Beck, Taude & Bohnert, 1974).
A panic attack begins as an unexpected fear emotion, chatacterized by

an adrenalin surge and most commonly manifesting in physiological

!
]
arousal symptoms such as shaking, heatt palpitations, sweating and ;
shortness of breath. Defining this untimely fear emotion is difficult, i
|

The conditioned cognitive interpretation of o fear emotion in human !
] » 3 R ) M 4 !
beings is danger or doom (Beck, Sokol, Clatk, Betchick & Wright, !
1992), The physiological symptoms of this primary fear emotion ;

designating a cognitive interpretation of danger sum to an intense |

feeling, which the person eannot easily tatfonalize or justify, and
experiences as overwhelming anxiety (Rachman, Tevitt & Lopatka,

1987).
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Anxicty restricts cognitive flexibility or functioning and typically
interrupts the pesson’s immediate thought processes, forcing their
attention away from the task at hand to an internal self-evaluative focus
Batlow & Cerny, 1985). At this eatly stage of the condition, the
person enduring a panic attack’s focus becomes interoceptive, Unable
to explain, understand or cope with the expetienice renders the person
helpless, with a sense of uncontre Hability (Zuerchet-White, 1995). A
panic attack seldom continues longer than ten minutes and subsides as
unexpectedly as it started, The person is Jeft exhausted, scared and

coniused (Zane, 1989).

3.1.1  The cognitive component

Not every expetience of an unexpected arousal reaction develops into a
full-blow- panic attack. The key, from a cognitive behavioural
petspective, lies in the interpretation of the emotion ot of the
physiological arousal cues, This interpretive process determines the
petson’s emotional and behavioural reactions (Beck, Laude & Bohnert,
1974). A more detailed discussion of the cognitive interpretation of a
panic attack is given in chapter 4, with only a qualitative description

here,

Some people cart quickly associate physical cues with an external event,
‘They can identify the smoky atmosphere in a restaurant as causal to
their sensation of a tightentng chest and suffocating feeling, This
person will initiate an appropriate flight or fight response such as
tequesting a different table or opening a window. This reaction will
not significantly interrupt his immediate atteution focus or shift his

concentration towards his intetnal physiologieal activities. 1lis fear

18
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ernotion was expetienced as realistic, appropriate and manageable. The
event is quickly dismissed. Likewise, panic disorder sufferers who have
learnt to control their condition, interpret the physiological cues as
tiresome, but not dangerous, which devoids an attack of its panic ot
feat element. It is expetienced simply as a brief petiod of unpleasant

somatic sensations (Batdow & Cerny, 1985),

Othet people, however, cannot make such rational interpretations of
this unpredicted anxiety state, Those minutes of high emoticnal
arousal and intense fear induce, instead, a sense of loss of control and
helplessness (Rachman, Levitt, Lopatka, 1987), This tesults in a petiod
of cognitive disorientation, Duting those few debilitating seconds of
extreme agousal, higher level reflective processes become dissociated
from lowet level automatic processes (McFayden, 1989). A non-
pathological explanation of this autonomic atnusal and intense fear is
unavailable and the event is experienced as eatastrophic. This primary
alatm reaction, or fear responsc, is then believed to indicate the
imminent danger of a physical or emotional collapse and is experienced
us a complete panic attack. Panic attacks can thus be desctibed as the
clinical manifestation of the primaty fear emotion, comprising
unexpected physiological arousal, and its eatastrophic interpretation,

Panic has been desctibed as upadulterated fear Badow & Cetny,

1985),

"The rationally inappropriate fear emotions expeticnced during the
panic attack develop into fear perceptions which focus on the most
severe and threatening human physical and emotional phenomena -
phenomena which are all associated with human helplessness. These
peteeptions seem to consistently cluster into three groups: a fear of

dyitg, going mad or losing control in public (I Tlibbert, 1984).
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3.2  The development of panic disorder

3.2.1 A sequenced stages of illness mode!

There ate widespread individual diffetences in the way simple panic

attacks develop into a fully-blown panic disorder. However,
considerable similatities have been noted, making the use of descriptive

models possible. A sequenced stages of illness model has been

postulated, and is widely accepted, as an appropriate explanation of the
process of a panic disotder (McFayden, 1989). This model typically

identifies four stages:

M A

T .

1. The disotder begins with one ot mote sudden, unexpected full-
blown panic attack(s).

2. These events are construed as highly dangetous.

3. Following the eatly spontancous attacks the person becomes afraid |

of and, thetefore, ovetsensitive to, internal physiological sensations.

4. The sufferer develops strategies to avoid, escape or minimize the R

feared cffects of panic attacks.

Figure 1 « Foar - the cognitive link, central fo and influential en the process of panic disorder
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The four stages of this sequenced stages model depict the complex
psychophysiological, cognitive, emotional and behavioural components
integral to panic disorder (von Korff & Faton, 1989). These criteria
must be recognized as broad generalizations, The course of a panic
disorder is irregular within the boundaties of these identified stages,
mainly because it depends on the interaction of 2 number of different
factors (Dusham, 1989). These influencing factors would include the
degree to which the sufferer avoids situations believed to be
responsible for triggering off attacks, the reaction of significant others,
the level of general tension experienced from day to day, and his ability
to develop adaptive coping sirategies for teducing levels of atousal
which would assist him appraise internal sensations in a more tealistic
mannet (Beck et al,, 1992). Central to all these interacting subsystems
is the suffeter’s initial cognitive interpretation of the attack and the
degtee of his ensuing fear, Fear is the emotion that gives rise to the
coghition, that gives rise to the behaviour, all of which interactively

monitor the severity of the panic condition,

3.2.2 Insidious infiltration of panic disorder into
sufferers’ lives

"The itmpact that panic disorder has on a sufferet’s life goes far beyond
the number of panic attacks he experiences. The sense of helplessness
and uncontrollability he feels during an attack induzes acute and

intense fear, It is very difficult for sufferers to make sense of the




unusual and unpredictable physiological aud cognitive fear symptotns
of panic attacks. ‘Their usual sickness framewotks and behavioural
repertoites are inac uate (Clak, Beck & Beck, 1994). Often, the only
cue to the intense expetience of a panic attack is the internal atousal
the suffeter statts to feel (Beck et al,, 1992). Panic disorder patients
develop an acute sensitivity and a vigilance around these interoceptive
stitnuli (Batsky, Cleaty, Sarnie & Ruskin, 1994) and also tend to
misinterpret them as dangerous and overestimate their subjective
petsonal tisk (Schmidt, Jacquin & Telch, 1994). The experience is one
of imminent doom. The human teaction is to fight ot flee but he does
not know to whete or from what to flee. The terror of these minutes
quickly manifests in alteted behavioutal patterns, These behaviour
pattetns ate teactive on the unexpected and unfathomable
physiological fear tesponse, and often initiated during a petiod of
cognitive disotientation (MeFayden, 1989) so that the ensuing

behaviout typically appeass irtational.

The physiological symptoms of atousal, the perceptual processes which
hypetfocus on these symptoms and the cognitive appraisal of them as
dangerous, intetact reciprocally to maintain an anxiety state. This
anxiety quickly develops into pervasive anticipatory fear which seems
to be functionally related to the development of a panic disotder
(T.eaman, 1992), Anxicty further testricts cognitive flexibility and
exhausts the human petson (Levitt, 1971). Panic attack sufferers
quickly find that their daily routines requite sustained conscious effort,
This is doubly difficult because their mental energies have become
internally focused and preoccupied with attending to their attacks.
Ovetly, this manifests in lethargy and disinterest in previously enjoyed
activities, while the sufferer’s focus is absorbed in coping with his

pervasive fear,
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Panic disordet sufferers’ typical coping behaviouss attempt to avoid
anything or any place that seems associated with or likely to bring on
another attack, ot make it wotse. These behavioural changes appeat
itrational, the patients ate afraid and feel foolisl:, making them teticent
to discuss their changed behaviours or changed needs (Ingham, 1993),
but the immediate relief offered by the avoidance behaviour quickly
reinforces it for the sufferer (Fortest & Ricketts, 1995). This impacts
almost immediately on their interpersonal relationships, their social
functioning and theit work efficacy (Weinstein, 1995). These are the
condition’s first infiltrations into the sufferer’s broader life systems, or
into his quality of life and epitomize what ha. i.een teferred to as panic

disordet’s biopsychosocial nature,

A lack of undesstanding of the condition in both the sufferer and
stgnificant othets in his life is one of the greatest reasons for its
negative impact on his quality of life. The inability to radunally explain
his condition increases his sense of loss of control (Rachman, evitt &
Lopatka, 1987) exacetpated by the distuption of his concentration due
to his intensely anxious state (Leaman, 1992). The resultant defensive
hehaviouts, typically manifesting in a series of running away, hiding
and avoiding (Ingham, 1993), further add to his sense of

uncontrollability and a vicious negative behavioutal vortex develops,

3.2.3 The irregular pattern of panic disorder
Avoidance behaviour must be distinguished from phobic behaviout
which constitutes a different psychological syndrome, although often

occuting co-mothidly with panic disoider. Avoidance behaviour that is

23
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integrally part of panic disotder is itregular, not situation specific and
epitomizes a desperate and frenetic attemnpt to escape the hotror of
another panic attack (Shechan, 1982a). Thesc irregular behavioural
manifestations make panic disotder even more petplexing for both the
sufferer, significant others in his life, and the medical practitioness he
consults (Peykel & Priest, 1992). The driving force behind this
behaviout is the absolutely unbeatable fear of another panic attack.
"The mean latency period between the initial panic attacks and the
development of avoidance behaviour has been estimated at three
months with a range from one day to two yeats (von Korff & Eaton,
1989). These despetate and dysfunctional behaviouts increase the
sufferers’ anxiety and facilitate the cepetition of panic attacks. Once
expetienced, whether the triggers are identified or not, it seems that
panic can be reproduced “spontancously” merely by association or
memoty (Zane, 1989), The progtess of panic disorder 1s individually
vasiable but, genetally, without treatment it insidiously and rapidly

invades the petson’s being and life style (L.eaman, 1992),

3.24 Quality of life in panic disorder

"The sequenced stages of illness model describes the process of panic
disorder as evolving from physiological symptoms, to cognitive,
psychological and behavioural manifestations (McHayden, 1989). The
course of this evolution depends on the complex intesaction of
heteditaty, biological, cognitive, psychological, behavioural and social
influences (Weisstman et al,, 1989) and directly and reciprocally
influences all these systems, It is becoming increasingly evident that an
undesstanding of panic disorder requires the scruting of its

psychological and social concomitants, not as mete by-products or

)
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inconsistent reinforcing stinauli, but as integtal to the qualitative

experience of the disorder (Markowitz et al.,, 1989).

Panic disotder sufferets report more impairment in perceived physical
and emotional health and reductions in occupational and financial
functioning than those suffering other psychiattic disorders
(Klerman,1991). They are often far too afraid to take holidays ox travel
outside of thetr safety network which usually comprises medical
practitioners, pharmacies and emetgency rooms (Goutnay, 1995). Self
medication is a common and secret coping mechanism and companion
to panic disorder (Baket, 1992), Suffeters are aftaid and unsure of their
symptoms but equally afraid of facing another day ot night without
some help. Ovet-the-counter medications ate often the most easily
accessible in the frenzy of the fear of an attack and the overwhelming

fear of collapse (Asheroft & Walker, 1989).

Recognizing the psychosocial concotnitants to panic disorder and their
ftapact on the sufferer’s qualitative experience of life, helps clarify the
frequent reports of continued functional impairment after effective,
short term treatments have reduced the actual number of panic attacks
expetienced (Klewman, 1991), It also lends validity to sufferers’ self
tepotts of improvement only when these aspects have been dealt with,
even despite & much carlier psychiatric diagnosis and biologically
effective treatment. Patients need to develop a personal understanding
of their problem and address its impact on their lfestyles, to alleviate
their sense of helplessness (Weekes, 1983). A sense of helplessness is
directly related to the level of fear expetienced (Tforrest & Ricketts,
1995). The negative behavioural manifestations ate tesultant on the
intensity of fear and helplessness expetienced (Cloitre, Tleimberg,

Licbowitz & Gitow, 1992). Futhermore, as much as the sevetity of
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panic attacks is relative to the intensity of accompanying feat, dispelling
that feat is likewise positively related to improved social and
occupational functioning (Zane, 1989) and reduced anxiety Batlow &

Cetny, 1985), thus alleviating the severity of the disordet.

The frequency of panic attacks s clearly only patt of the syndrome,
The consecutive qualitative symptoms must be recognized as integral
to the condition and, therefore, as a necessaty patt of treatment and
research, The qualitative expetience of panic can be quantified in
anxicty tatings, quality of life ratings and observations or ratings of the

degree of avoidance behaviours (Weinstein, 1995),

3.3 In sum

Panic attacks teptesent the pathological manifestation of the primaty
fear emotion which quickly becomes associated with intense anxiety
feelings, This unpredictable and inexplicable experience flusters the
individual’s rational thought processes, so that he can only interpret the
event as signalling imminent doom. This intensifies his fear, initiating
repeated panic experiences and incffective behavioural changes,
typically charactetized by the avoidance of events believed to trigger
these attacks., Panic attacks ate not situation speeific so that resultant
avoidance behaviour, following their path, is icregular and confuses
both the suffercer and significant others in bis life. These social and
psychological accompaniments to panic insidiously creep into the

individual’s Iife and soon dominate his existence,
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CHAPTER 4

THE COGNITIVE BEHAVIOURAL MODEL OF THE
AETIOLOGY OF PANIC DISORDER
Actiological research is most valued for the direction it offers both

preventative and healing treatments. Translated into clinically

accessible methodology, aetiological research could enhance the lives of

many panic disotder sufferers by directing effective treatment (Regier,
Hirschfeld, Goodwin, Gurke, Lazar & Lewis, 1988). Haton, Badawi &

Melton (1995) cleatly illustrate this in their investigation of the

precursors to panic disorder. Their tesults include the predictive power

of the simple question, “Are you a nervous person?” This question
cotrelated to the development of panic disorder during the following
year in 60%0 of their research subjects, It fs these kind of simple
specifics, made accessible to primary health wotkers, that could

significantly teduce the misdiagnosis of panic disorder.

Specific aetiological mndels representing the paradigm of their
researcher are individually unable to address the problem of panic
disorder in all its complexity but have great heuristic and clinical value
if seen as part of the broader contextugl picture (Margraf & Tihlers,
1989). The following discussion focuses on the cognitive behavioural
actiological model because its central assumption is that cognitive
processes translate external events into meaningful internal events
which then become the pathogenic agents (Teasdale & Barnard,
1993)and the central assumption of this study is that subjects’ fear
coguitions influcnce their interpretation of theit panic attacks which

then direets the coutse of thetr condition,
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4,1  The cognitive behavioural model

Two of the central tenets of a cognitive behavioural aetiological model
of panic disotder include the nature of the triggering events (intetnal
vs. external) and the content of feated consequences (immediate
bodily/mental catastrophes vs. other more long-tetm negative events).
From this perspective , patiic attacks are not spontaneous events but
rather the consequence of a feedback loop between bodily sensations
and the person’s reaction to them, Cognitive behavioural theotists use
various heutistic descriptive models explaining these assumptions, A
bricef discussion of the Positive and Negative Feedback Loop Model
(Margtaf & Ehlers, 1989) and the Firet and Second Stage Fear Model
(Wecekes, 1983) will be used to illustrate this perspective,

4.1.1 The positive and negative feedback loop model
"This model desctibes the link between physiological o intetoceptive
cues and the experience of panic in terms of positive and negative
feedback loops (Matgtaf & Fhlers, 1989). The positive feedback loop is
fed by physiological, cognitive and emotional tesponses and is a quick
process culminating in a panic attack. Clatk (1987) explains individual’s
peteeptions of the spontaneity of a panic attack as due to the failure to

recognize tae factors feeding this positive loop.

The positive feedback loop opetates simultaneously with a negative
feedback loop which influences all the components of the positive
feedback loop and serves to reduce anxiety (Matgeaf & Lihlers, 1989).
The negative feedback loop is represented by effective coping

mechanisms and assists with the appropriate and rational appraisal of

in
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challenging events, as opposed to the rapid escalation of fear and

catastrophic intetptetations represented by the positive feedback loop.

4.1.1.1 Components of the positive feedback loop

B Physiological or emotional cues Physiological changes occur for
which the individual cannot identify a precipitating stitnulus
(Margraf & Fhlers, 1989).

m Coenitive cues ‘The person notices the physiological changes.

B Cognitive nterpretations 'The physiological changes are associated
with immediate danger (Batlow & Cerny, 1985).

B Iear The person expetiences intense and inexplicable fear which
increases both the physiological and cognitive cotnponents and
completes the positive feedback loop. ‘The fear response escalates to

a panic attack. The positive feedback loop is a fast process.

‘I'he four interactive components of the positive feedback loop mirros
the four stages of the development of panic disorder identified in the

sequenced stages of illness model discussed in chapter 3, section 3.2.1,

4.1.1.2 Components of the negative feedback loop
GComponents of negative feedback processes include self limiting
activities such as habituation, fatigue and homeostatic mechanisms
(Margraf & Lihlers, 1989); repeated reality testing invalidating
catastrophic anticipations and coping mechanisms, including breathing
technicques (Rapee & Badow, 1992); distraction strategies (Forrest &
Ricketts, 1995); cognitive strategies (Clatk, Beck & Beck, 1994); and
help-secking behaviour (Katerndahl & Realini, 1995), The negative

feedback loop operates more slowly than the positive feedback loop
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and helps explain why panic ends or anxiety decreases over time,
Cognitive behaviougal therapy for panic disorder aims to stimulate the

mechanisms of this negative feedback loop.

4.1.2 First and second stage fear modei

Weekes (1983) desctibes the process in terms of first and second stage
fear. The initial patt of a stress teaction consisting of mainly somatic
sensations, such as a thumping heatt, chest pain, giddiness, sweating,
agitation and shortness of breath, are described as the “first fear”
reaction. ‘These symptoms are seen as self-curative given time and rest.
Weckes places gteat emphasis on the “second feat” stage which she
characterizes as a sense of bewilderment, alarm and flashes of almost
incapacitating tettor. ‘This stage is a reaction to the “frst fear” stage
and produces more physiological sensations, causing mote alarm, and
an evet-incteasing spital of anxiety symptomatology. ‘L'he escalation of
panic episodes into a severely disabling condition depends on

intetoceptive cucing of panic, perception of thyeat and feat of fear,

4.1.3 Contingency variables
"The variables influencing the probability of fiting of the positive

feedback loop, or second stage fear, to a point of panic, include

internal cues, catastrophic ideations, individual predispositions and

situational factors,




4.1.3.1 Internal cues

Panic patients are more likely to experience physical symptoms and
ate mote sensitive to theit occutrence, "These physical symptoms are
exaggerations of normal bodily processes and panic disorder patients
expetience them mote frequently and at a highet level (Batlow &

Cetny, 1985).

4.1.3,.2 Catastrophic interpretation

The heightened occurrence and awateness of somatic symptoms does
not ditectly trigget panic but operates via their interpretation or
association with danger (Margeaf & Ehlers, 1989). Thoughts influence
feelings, behaviouts and moods. Pam patients report catastrophic
ideations or interpretations of physiological arousal and these
distortions typically centre around physical (e.g death, heart attack) or
mental (e.g losing control, going crazy) catastrophes (Rapee, 1985).
Research studlies very consistently show that fear cognitions,
patticularly fear of physical or mental collapse, ate more tegulatly
tepotted by panic disorder sufferess compared to other clinical and

normal control groups.

4.1.3.3 Individual predispositions

Attempts to {dentify individual predispositions to panic disorder have
shown some common trends but these ate not evident in all panic
patfents, It seems that different diatheses precipitate the experience of
panic by a common pathway., Cognitive behavioural theorists propose
that this pathway, or the link between the physiological cues and a

panic attack, are coguitive and emotional reactions centring on danger
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and expetienced as fear (Barsky et al,, 1994) or as incapacitating terror

(Weekes, 1983).

4.1.3.4 Situational factors

Situational factots impact on how internal or physiological cues link
into the positive feedback loop. This seems directly linked to the
availability of both explanations for the sensations and of coping
resoutces (Rachman, Levitt & Lopatka, 1987). Panic patients repott
fewer catasttophic cognitions and less general distress during the
expetience of physiological anxiety cues in the presence of a safe
petson (Carter, Iollon, Carson & Shelton, 1994). Likewise, expected
panic attacks seldom carry the same fear intensity as unexpected attacks
Batlow & Cerny, 1985) "T'vpical situational factots associated with the
exaggeration of panic include driving vn a busy highway, shopping
malls and standing in queues (Matgraf & Fhiets, 1989). Medical
treatments experienced as negative and leaving a sufferer confused and
helpless can become a sitvational vatiable teinforcing a panic condition
(Andrasik, 1990). These external situations quickly become
condlitioned fear cues and the sufferer adjusts his behaviour in an effort

to avold these learnt cues.

4.3  Insum

The central focus of the cognitive r.odel of panie disorder is fear
related to coping duting unusual or unfamiliar events, Panic attacks
involve the interpretation of terror around an unusual somatic event,
resulting in an exaggerated emotional experience of fear. Clindeally,
fear and panie, though qualitatively different, seem linked

quantitatively, passing from one phase to the other as a result of an
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overpowering preoccupation with, and responsc to, increasing numbets

of imagined and experienced dangers (Uotrest & Ricketts, 1995),
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CHAPTER 5

HELP-SEEKING BEHAVIOUR IN PANIC DISORDER
FATIENTS

Panic disorder vety quickly becomes the sole focus of sufferers’
existence. Their lives become a series of avoiding anything that might
precipitate or worsen an attack, theit cognitions become internally
focused, always alert for a cue signaling another attack, Pettinent
amongst the concomitants of panic disorder is the time, energy,
emotionally and financially consuming process of help secking, Panic
attacke are too frightening to ovetlook, deny or ignore but finding the
correct, ot most effective help, is difficult. Panic disorder patients ate
amongst the most frequent users of mental health and medical services
(Salvador-Carulla, Sequi, Fernandez, Cano & Canet, 1995) yet the mean
latency petiod between the onset of panic attacks and enteting an
effective treatment programme is 12,7 years (von Korff & Haton,
198%). "The benefits of eatly detection ond management of mental
iliness ate clearly documented as including health gain for the patient,
better prognosis if detected early and still bettet proghosis if the
problem is also managed appropriately {Lloyd & Jenkins, 1995), This
position is especially true of panie disnrder because, with the rapid
enttenchment and reinforcement of dysfunctional cognitions and
behaviours, the duration of the disorder is inversely related to the

prognosis (von IKotfl ct al,, 1987).
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5.1  Help-seeking as a social concomitant of panic
disorder

The far reaching social and psychological effects of panic disorder ate
accepted as integral to the condition, not metely irregular side effects
(Weissman et al., 1989), Panic disorder sufferers’ help-secking
behaviour is, undoubtedly, one of these social and psychological
concomitants which impacts on their condition and general life style,
and can readily become a symptom maintaining environmental
consequence when treatments are expericnced as negative ” " ton &
Vitaliano, 1987). A latge part of a panic patient’s life, until he bas his
condition efficiently managed, revolves atound seatching for an answer
or for weatment and help. Not only do panie disorder subjects visit
more medical practitioners than other psychiatric patients (von Korff
& Haton, 198Y9), they often create a network of health practitioners
atound them (Gournay, 1995), This generally includes three or four
health workers, comprising, for example, two ot three general
practitionets, a well known and friendly pharmacist and a hospital crisis
centre, Many patients teport living from consuitation to consultation
(Ingham, 1993), Panic disorder patients are always alett for the latest
treatment on the matket, including anything from vitamin preparations
to the latest beta-blocker (Baker, 1989). "This obsessive individual quest
often has to be hidden from othets, because panic disorcler patients
feel abnormal and ashamed (Ingham, 1993), exacerbating the time and
enetgy it consumes from an organism aleeacly depleted through the
process of his panic condition. Telp seeking, in some form, is a patt
of every panic disorcler and directly intesactive with, and influential on,
sufferers’ behaviour and the severity of their condition (Waring &
Foteman, 1988).




5.1.1 Extended pre-diagnostic help-seeking period

I'he extended latency period between the onset of panic symptoms and
the ptocutement of appropriate treatment contributes significantly to
both the sufferer’s teduced quality of life and to the steadily
deteriorating progress of the disotder, The following letter from a
panic disorder patient after enduring twenty yeats of the disorder, as
well as many stressful and unnecessary medical procedutes, fllustrates

the frustration and futility of this ineffective treatment search:

“Although I had panic disorder for a long time. I only recently
discovered what it was. T had my first attack twenty years ago
when I was 21, T went to my family doctor who told me I was
suffering from anxiety and prescribed Librium, I took the
medication for about a year, then stopped because it wasn’t doing
me much good. T was still having the attacks,

My symptoms (dizziness, unsteadiness, skipped heartbeats,
shortness of breath, tight chest) recurred off and on over the next
seventeen years, although less frequently.

‘Then T developed new symptoms which T didn’t realize were part
of the same disorder and which wortied me. These included
numbness in my hands and feet.

A specialist internist did a complete physical with lab tests, ITo
suspected artheitis, myasthenai gravis or multiple sclerosis,
eventually raling out the first two, The lab tests were
inconclusive, so he referred me to a radiologist for x-rays, a
neurologist for further testing, and a physical therapist for the
numbness. The xorays showed nothing abnotrmal, The
neurologist performed another battery of tasts, 1le concluded I

had nonspecific idiopathic neutopathy, catpal tunnel syndrome
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and cubital tunnel syndrome. e suggested T see a psychiatrist for
the neuropathy because he felt it was an emotional problem.

At that point T felt that I’d seen enough doctots and would take
cate of the emotional problem myself. T didn’t want to take the
chance of being labelled a hypochondiac or worse.

Finally, a friend prodded me into secing her family doctor, Te
asked me a lot of questions about my past medical histoty and my
present symptoms, and did a complete physical. He then told me
T had panic disorder, and had had it since I was twenty-one. I
was surptised and relieved. At last it all made sense, (Leaman,

1992, p.156).”

The dramatic advances in the diagnosis and tteatment of panic disorder
have seemingly not relieved the fruitless and individually and nationally
costly phenomenon of a long and ineffective treatment search, Both
panic attack and panic disorder patients have elevated rates of general
and specialized medical care uulization (Weinstein, 1995) yet they often
remain undiagnosed for a long time, often do not receive effective
treatment and very often reeeive little ot no psychoeducation or
information on the natute and consequences of theit disorder (Regier
et al,, 1988), ITollifield et al’s (1990) pioneer survey of the incidence of
panic disorder and associated help seeking behaviour in Lesotho,
Aftica, discussed in chapter 3, reported that 77" of sufferers had in
fact sought help for their condition, Yet, 72°0 of these, who had
attended Western doetors, did still not know how to treat themselves

and 68" did not know what caused their attacks.

The high incidence of patfents with panic disordet who ace not
receiving any, or ax least not appropriate, treatment is posing a

sigtificant problem for psychiatry, As the available treatment metbods
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become increasingly effective and economical, the diffetence between
the potential for ameliotating the condition and the actual performance
of health and mental health services ifn providing this care is likely to

become of tantamount concern (von Korff et al., 1987),

5.1.2 Medical consultations as part of the negative
behavioural chain

Duting this pre-diagnostic help-seeking period sufferets often undergo
unnecessary, unpleasant and costly medical procedures. ‘These are not
only time and financially costly, unpleasant and anxiety provoking, but
can also, unwittingly, become patt of the negative vottex of
catastrophic cognitions and avoidance behaviours central to the

deterioration of panic disorder (Andrasik, 1990).

A petson, expetiencing the terror of a panic attack, often rushes to

medical rooms, where he undergoes a thotough medical examination,

after which he is proclaimed healthy, with no sign of pending heatt
failure or death. "This diagnosis is technically correct, and offers some
immediate relief, but the patient remains confused and afraid, Ile

enduted powerful, real and debilitating symptoms for which he has

been offered no explanation or consolation. This diagnostic evaluation

e e

may patadoxically reinforee his cognitive appraisal of panic attacks as
potentially harmful and may, thus, provide social sanetion for his
avoidance behaviours (von Koeff & Haton, 1989), Already caught in
acute interoception and cognitive eatasteophizing (Rapee, 1985) the
petson may now engage fears that he has not been told the teuth, ot
that thete is some very sevete underlying condition, "This increases the j
confusion that typically accompanies panic disorder, incteases the L

patient’s typical feelings of helplessness, all increasing his anxicety, thus P oo
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precipitating further panic attacks and the development of his

condition (Zance, 1989)

"The patient role can be maintained through positive reinforcement,
such as attention from others, including empathetic medical
practitioners, while “well” behaviour is insufficiently acknowledged
(Andrasik, 1990), This is especially easy when the patient has a long
standing, somewhat vague, disorder and is well known to the
practitioner (Paykel & Pricst, 1992) ot can be duc to feat, or
uncertainty, on the patt of practitionets, ot significant othets, in the
patient’s life who, out of kindness, instruct sufferets to do only what
they can (Stiles, Shapito, Haeper & Mortison, 1995). The patient
receives an ambiguous double-bind, ITe has been proclaimed
physteally fit but his pain is recognized and his illness behaviour
accepted, The sufferer guickly assumes an illness otientation living

from one diagnostic evaluation to the next (Gournay, 1995),

5.1.2.1 The practitioner-patient experience

Westernized patients have been socially schooled to respect a ductor ot
other medical practitioner’s wisdom and tend to assume a doeile role,
immediately giving the practitioner the power duting a consultation
(Ingham, 1993).

"This tynical doctor-active, patient-passive interplay casily feeds the
negative behaviour patterns seen in panie disorder, Feelings of
helplessness and uncontrollability are positively related to the
detetiosation of panic dicorder (Badow & Cerny, 1985). The degree of
fear expetienced n panic is ditectly selated to feelings of

uncontrollability and to the petception of the severity of the disorder
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(Cloitre et al,, 1992). The typical doctor-patient consultation style
renders the patient helplessly under the control of the practitioner.
The experience of repeated ineffective treatments adds to a perception
of the enormity of their panic condition (Katon, 1993) as well as their
own helplessness. This interaction quickly becomes self-fueling as the
patient feels more weak and vulnetable, and telies more and mote on

the practitionet,

‘The only way a patient can manage and eventually overcome the
negative impact of panic disorder is by taking control of his condition,
by taking full responsibility for his body, including his panic attacks,
and to willfully decide on the help and guidance he will utilize (Weekes,
1983). The dependence developed in the doctor-active, patient-passive
intetactions and the contradictory acceptance of his illness symptoms
simultancous with a diagnosis of health, creates the exact antithesis of a

sense of coping, clatity and competency.

5.2  The direct monetary costs of pre-diagnostic help-
seeking

It is evident that panic diser e patients make far mote fiequent use of
teaditional health cate facilite s (Nleeman ot al, 1991) and other forms
of healing therapies (Katerndahl & Reaiind, 1908) than putients with
other psychiatric conditions or normal control groups, As well .o
potentially reinforeing negative behavioural patterns these treatments
all carry a financial cost. Krupnick & Pincus (1992) investigated the
cost-effectiveness of psychological treatments and concluded that the
eeonomic costs of panie disorder are in fact enormous, with subjects
making at least twice as many health care visits as comupatison subjeets,

and experiencing longer hospitalization,
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Stll, the direct costs of panic disorder can outsteip those of other
chronic conditions. The crux is, however, not only this financial
difference but that most of these medical procedures are unneeessary
and make little itmpact on suffere 2" condition, ot worse sall, ean

reinforce the negative proces.  their condition,

The financial outlay can be etippling for the individual and this effect
can reciprocate socially,. The social costs of panie disotder are twofold,
They include, firstly, the loss of social and economic productivity in
sufferers beeause of their panic condition (Rupp, 1995); and, secondly,
the uanecessary channelling of medical insurance and, henee,
government resources to the payment of ineffective medical
procedutes (Wolff & Reskstens, [994). Regier et al. (1988) go as far as
hetaiding the possibility of shifting even a small portion of these
indirect costs into direct treatment costs, as having a potentially
profound improvement on the lives of curtently untreated or
undertreaind sufferers, The social costs of panic disorder on the
broader social network is not included in the aim of this stady but an
alertness to it, while reading the alarming individval impact, is valuable

and adds emphasis to these hard facts.

The post-tiagnosis costs of panic disogder are also beyond the seope
of this study and there is, generally, a paueity of research in this aren, It
is noted, however, that the positive effects of an efficient diagnosis
clearly include the improvement of both the psychological and social
concomitants of the disorder Salvador-Carulla et al,, 1995) amongst

which ineffeetive and costly treatment searching is pertinent,

ik,



Enlightened positive investment in timeous and effective diaghosis and
treattent of panic disorder must become the active commitment of
relevant health workers (Forest & Ricketts, 1995). This would telieve
the tragic human costs and also the substantial economic butden on

society (Lloyd & Jenkins, 1995).

5.3 Characteristics of help-seeking behaviour

5.3.1 Where do panic disorder patienis seek help?

It has been generally observed that most non-psychotic psychiatric
conditions ate treated in general practice (Paykel & Priest, 1992), Tt
has, in fact, been estimated that as tnany as half of all petsons affected
by a mental disorder, who are under treatment, receive care only from a
general health provider (von Korff, Shapiro, Butke et al,, 1987). Panic
disorder sufferers seem to follow this trend as they, especially initially,

experience the problem as physical (Forrest & Ricketts, 1995).

Research studies have consistently confirmed panic disorder patients’
regular and elevated usage of medical services. Klerman et al, (1991)
compared the help secking behavicur of panic attack, panie disorder
and other psychiatrie patients, They reported that 24° o of the panic
attack sufferers visited genetal practitioners, psychiatric professionals
and emergeney depagtments as opposed to 42,9 o of the panic disorder
patients and only 7,5 0 of other psychiatric disorder patients, These
fincings were again confirmed in an extensive teview of studies on
paaic disorder patients’ help-seeking behaviour by Katerndahl &

Realini (1995). There conclusions are summatized as follows:

M 49" used medical setlings
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® 32" used emergency rooms

W 35% used general practitioners
® 9% used cardiologists

& 19" used ambulance services
| 24%% used psychiatrists

m 10%% used psychologists

K 13%0 used alternative settings

It seems unanimous that most panic conditions are, at some stage,
treated in general medieal practice (Paykel & Priest, 1992) but there is,
equally clearly, some inadeyuacy evident in the many misdiagnosed or
undiagnosed cases. This results in the lengthy, individually and socially,

costly, expetience of pre-treatment help-seeking,

§.3.1.1 Influences on their choice of help sites

Alot of the research into panic disorder has focused on identifying,
why partticular patients seek help from patticular help sites, Hiness
behaviour is a coping skill influenced by social and cultural variables,
personality factors and life experiences (Sue & Zane, 1987), People
tend to appraise new bodidy petceptions against their own prior
experiences, and their anticipations, based on the observed experiences
of others, and on general knowledge socially and euiturally gleaned
(Mechanic, 1972),

At some point a physiological cue alerts an illness pereeption, The
converting factor i1 the case of panie disorder seems to be the
sufferer's fear perception, Remember, the deeadful universal

accompaniment to panie atlacks is the overwhelming fear, typically, of
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physical or meatal collapse, death or social humiliation (Kaplan &
Sadock, 1988).

Iibbett (1984) investigated the relationship between somatic
symptoms, ideational content and resulting behaviour, Tle noticed that
patients experiencing palpitations, breathlessness and weakness, feared
heart attacks and death, and tended to consult medical health
practitioners. Those expetiencing sweating, butterflies in the tummy
and depetsonalization, feared loss of control and social embartassment,
and tended to consult mental health officets or counsellors. [Te
concluded that the nature of somatic symptoms expetienced is possibly
influential on the sufferer’s fear and in turn on the choice of help

sceking behaviour.

Katerndahl & Realing (1995) scrutinized correlations between somatic
symptoms, personality factors and sociodemogtaphic vatiables with
help-seeking behaviour in panic disosder patients, They identified the

fullowing trends:

m alcohol dependent males, unable to drive themselves, visited
CIMELZENGCY LOOMS;

W persons with severe chest pain and dyspnea and (unctionally
impaired persons eonsulted general practitioners;

B patients who believed their condition was self-caused related
inversely to the use of general practitioners;

W higher social class correlated to cardiologist wsage:

M higher concern about pain cotrelated to card slogist usage;

M pereeived severity of panic attack correlated to ambulance usage;

W patients with greater treatment expetience used psychiateists more;




® males who attributed the cause of their condition to othets used

psychologists most.

Factoss associated with sceking care at specific sites appear to include
attitudes, perceptions and treatinent experiences, in addition to
symptom chatacteristics, sex and socioeconomic status, Panic disorder
suffeters’ pre-diagnosis treatment search is, therefore, a dynamic
process as each attempt reciprocally influences most of these variables
and in turn directs the next treatment sought. This study aims to
explote the directive influence of sufferers’ fear on theit pre-diagnostic

help-secking behaviour.,

5.3.2 How do panic disorder patients present their
symptoms 7

Specific symptoms tepotted seem to be similar for benign panic attacks
and for attacks associated with panic disorder. Panic disorder patients
typically present with multiple somatic compuaints often including a
fear of dying, going mad ot losing control (Dilsaver, 1989). These
somatic complaints include chronic headaches, myalgias, lack of
energy, poot concentration, irdtability, difficulty breathing, dizziness

and chest pain (von Korff & Haton, 1989),

This conglomeration of vague physical symptoms is often difficult to
understand and can leave a practitioner irritable, perplexed, anxious
and helpless, It is difficult to find a clear-eut explanation but he can,
equally, not be sure that the patient does not suffer from some physical
disorder that he has failed to diagnose (Mechanic, 1972). It has been

suggested that the practitionet’s emotional responses, when tempered
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with sound medical judgement, can be a useful diagnostic aid (Dilsaver,

1989),

5.3.2.1 Influences on their symptom presentation
Individuals differ wotldwide in their expetience of pain, their labelling
of a symplom, their communicatic  about theit pain or symptom, their
belief about the cause of their illness, their attitude to doctots ot
medical practitioners and theit expectations of treatments
(McGoldetick, 1982). These individual differences would logically
effect how they both perceive and communicate their perception of
their symptoms (von Kosff & Eaton, 1989). "The symptom profile of
panic attacks might be interpreted by the patient as the manifestation
of psycholugical distress or physical illhess. 'Their personal
interpretation is functi nally related to their fear perceptions (Beck et
al,, 1992) and how they communicate this is influenced by social and
cultural seripts, as well as individual personality factors (McGoldetick,

1982),

Ordinatily, patients explain physical symptoms in terms of
conventional illness framewotks, but when they expetience sonatic
symptoms unexpectedly, and concomitantly with emotional atousal,
they do not casily fit into these parameters, Futthermore, panic
disorder sufferers feel different and perplexed and will often present
their symptoms in ways to alleviate these feelings, trying to make them
appeat as “normal” as possible (Inghany, 1993) often forcing them into
conventional sickness conceptual framneworks. even etnphusizing lesser

symptoms (o accommodate this fit (Perry & Cooper, 1989),
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with sound medical judgement, can be a useful diagnostic aid (Dilsaver,

1989).

5.3.2.1 Influences on their symptom presentation

Individuals differ wotldwide in theit expetience of pain, their labelling
of a symptom, theit communication about their pain or symptom, their
belief about the cause of their illness, their attitude to doctots ot
medical practitioners and their expectations of treatments
(McGoldetick, 1982). These individual differences would logically
effect how they both pesceive and comtunicate theit perception of
their symptoms (von Korff & Eaton, 1989). The symptom profile of
panic attacks might be intetpreted by the patient as the manifestation
of psychological disttess ot physical iliness. Their personal
interpretation is functionally related to theit fear petceptions (Beck et
al,, 1992) and how they communicate this is influenced by social and
cultural sctipts, as well as individual petsonality factors (McGolderick,

1982),

Ordinatily, patients explain physical symptoms in terms of
conventional illness framewotks, but when they experience somatic
symptoms unexpectedly, and concomitantly with emotional atousal,
they do not easily fit into these patameters, Furthermore, panic
disorder sufferers feel different and perplexed and will often present
their symptoms in ways to alleviate these feelings, trying to make them
appeat as “notmal” as possible (Inghatn, 1993) often forcing them into
conventional sickness conceptual framewotks, even emphasizing lesser

symptoms to accommodate this fit (Perty & Coopet, 1989).
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Social leatning, if not prescriptive, is certainly significantly influential
on the vocabulaty patients use to present symptoms and theit
willingness to use diffetent medical assistance and divulge different
symptoms. In social citcumstances whete psychological vulnerability is
not recognized, patients often somatize emotional disturbances and the
“patient role” becomes their coping mechanism (Sue & Zane, 1987).
Somatic symptotns ate also mote easily explained via traditional
symptom terminology than ate the intangible emotional symptoms of
panic, such as an overwhelming and scemingly irrational sense of

imminent doom.

The dynamic natute of treatment searching in panic disorder must

again be recognized. Hach treatment expetience becomes patt of the

suffeters’ social circumstances and, thus, ditectly influential on ensuing
symptom presentation, \\ )
54  Diagnostic difficulties i
!
The immediate diagnosis of panic disorder is difficult due to the
itregular and confusing natute of the disordet, complicated by the array !
of somatic symptoms typically presented to the practitioner and the
frequent comorbidity with other emotional distutbances, most often
majot depression and substance abuse (Paykel & Priest, 1992). An
inadequate diagnosis ot treatment experience is a function of the
patient, the practitioner and their intetaction (Sue & Zane, 1987), {
C .
Patients often present theit symptoms in ambiguous and confusing - E
i i b
ways, practitioners can be too rigidly attached to theoretical approaches | DB
i T
ot inclined to avoid certain, especially emotional, diagnoses because of ]
feelings of inadequacy or lack of expertise. The communication - )
P
+7 ’
L ouiced Lt il a e #h 0 e b < e b R R - g “‘ e . ‘43;




Rl R o P (SATE SOERYEE T RO, 2 Lo se ot P ipaiet s el AL S I A v
' - 3 WY iz OB AR T S

established in the consultation is often dictated by socialized habits and

only inadequately meets individual nceds (Ingham, 1983).

Panic attack symptoms can equally represent an organic or a primaty |
psychiattic condition (Dilsaver, 1989). Sadly, although a
comptehensive physical diagnostic evaluation is cartied out this all too
often, and despite the wealth of teseatch and knowledge, does not
include the evaluation of a possible psychiatric diagnosis (von Kotff &
Eaton, 1989). Even when sttess is identified as a cause, intervention is
often limited to btief counselling, ot non specific, anti-anxiety
medications, rather than cleat explanations and the introduction of

approptiate biological and/or psychological ireatments.

The picture is not all gloom. It seems that, notwithstanding the

unspecific presentation of symptoms, primary care practitioners ate

able to identify patients with psychiatric probletns relatively accurately
(72%). The diagnostic problem seemingly lies not in the identification
but in the diffetentiation of a specific psychiatric disorder (Robins et
al,, 1981). This diagnostic specificity is absolutely necessary as a
precutsor to the patient’s understanding of his condition and to

appropriate and cffective treatment.

"Thete is, cleatly, an urgent need to cstablish precise clinical methods of

o

case identification and to understand how to make best use of available

methods of assessing patients.
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54.1 Some guidelines fo effective consultations

The essence of an effective consultation is the fit of the treatment to
the individual’s expectations, experiences, life-style and culture (Sue &
Zane, 1987). Primaty health practitioners ate faced with an enormous
number and diversity of cases daily and cannot be expected to be
expetts in all disciplines. It is, howevet, impottant to realize sensitively ;
that a patient’s experience of his symptoms is idiosyncratic. This
experience rests as much within the patient’s cognitive interpretive !
framewortlk as it does within the stimulus event (Andrasik, 1990), This
was cleatly demonstrated in an investigation of patient and practitioner
treatment expectations (Packard, 1983). Of chief concern to the
patient was an explanation of what was causing the prolkilem, while
physicians rated such an explanation much lower in impottance, with
pain telief being theit top need. This study cleatly emphasizes the

necessity for open discussion with the patient, to undetu:and both his
i

needs and to empower him to help himself, rather than merely offering
him a prescription, which ultimately has mote control ovet his |
condition than he has, obviously exacetbating his sense of helplessness -
and uncontrollability McGoidetick, 1982). Panic disorder patients |
must be allowed and free to discuss theit somatic symptoms, without I

feeling stigmatized (Katon, 1993).

Paykel & Priest (1992) offer the following guidelines for establishing
and communicating trusting, empathetic and effective consultation :
dynamics:

M good eye contact;

W listen to patient with few interruptions; ”

® appeat not to be in a hurey;

|
® ask ditect questions with 4 psychological and social content; Jf
|

W



B ask questions from patients’ statements not only from theoty

(Paykel & Pricst, 1992).

Once a trusting and cating rappott has been established, it is impottant
that the practitioner sensitively probe the specific patient’s panic
expetiences, treatment expectations and psychological needs (Stiles et
al,, 1995). ‘The patient must expetience the practitioner ag caring but
also as knowledgeable, communicated through the nature and direction
of his questions (Paykel & Priest, 1992). It can be useful to enquire
under what conditions concern about illness, in contrast to alternative
definitions of a symptom, became manifest. The appraisal of the
internal cues of a panic attack as dangerous and illness related is largely
reactive on the patient’s fear (Schmidt et al,, 1994) and understanding
and normalizing this fear cotrelates positively with the beginning of

improvement (Mcl'ayden, 1992).

54.2 Psychoeducation

As already discussed, the diagnosis of physical health to a patient
experiencing unfathomable panic attacks, is mote likely to influence his
condition negatively than to offer him relief. Likewise. simply naming
his symptoms as constituting a panic disorder can breed severe
uncettainty and add to the patient’s fear and anxiety, Credible

instructions, provided in a sympathetic and suppottive way, would

reduce attributional errors and not offer patients new reasons for
anxiety, These might be more helpful to the patient than blanket
teassurances that provide no alternative framewotk for undetstanding

his symptoms (Mumford, Schlesinger, Glass, Patrick & Cuctdon, 1984),
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Whether doctors offer any explanations ot not, the patient will
anticipate and acquize expectations of the course of his condition, how
he expects to feel and what is likely to happen, To the extent that the
patient is not informed, his expectations may be highly contrary to
what is likely to occur and this discrepancy may alarm him and distupt
the management of his condition (Mechanic, 1972), Furthetmore, a
panicking petson, in the absence of knowledge, can cteate a host of
unimanageable, although unteal, possibilities to which he then reacts
with alarm (Zane, 1989). A lack of understanding is one of the most
common teasons for the negative process of a panic condition, while
shatper knowledge improves realistic judgment and allows symptoms
to be teconceptualized within the context of this new knowledge

(Rachman, Levitt & Lopatka, 1987).

Hducation about the patient’s condition is vital, but the adequacy of a
P

practitioner’s management of a patient depends, not only on the

provision of expectations and instructions, but also on the relevance of

this information to the patient (McGolderick et al., 1982),

A physician can genertally relieve a patient’s symptoms to the exteat
that be can provide intetpretatio as that ate credible and which can
bolstes the patient’s esteem and sense of mastery (Paykel & Priest,
1992). These explanadons must relieve anxiety and be culturally and

psychologieally acceptable to the patient (Sue & Zane, 1987). To offer

explanations meeting these ctiteria, the practitiones must be aware of
the patient’s sickness fiamework and, thetefote, of what kind of
explanations would be apptopriate. ot example, if a patient is socially
schooled to minimize and criticize psychological complaints, a putely
psychological explanation of his condition may exacethate his anxicty

and his condition, as well as distupting relations between the
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ptactitionet and patient (Mechanic, 1972). Conversely, an explanation
of panic disotder as a psychophysiological condition involving the
reciptocal interaction of both psvchological and physiological variables
could telieve the stigma and fear of a purely mental condition (Baker,
1992). Explanations that do not take into account the patient’s
assessrent of the threat that he faces might serve only to mystify him
and to undermine his confidence in his physician and his prognosis

(Andrasik, 1990),

‘The practitioner must be able to educate the patient further in the
natutre and treatment of the disorder and must take the time to do so.
e should discuss treatment options cleatly (Dutham 1992).
Discussions should include both the role of phatmacologic agents and
behavioutal treatments and the role of the patient’s self management

(Walket & Ashctoft, 1989).

Public education fs a meaningful aspect uf psychoeducation, It aims at
addressing sufferers, medical professionals and the general public to
recduce the stigma and increase the understanding of panic disorder.
This would encoutage patients to acknowledge theit symptoms, both
physiological and psychological, to the doctor and to significant others

it their lives (Paykel & Pricst, 1992),

55 Insum

Help-secking behaviour constitutes a significant patt of panic disotder
patients’ lives, especially until they embark on a programme of
effectively managing their condition, Tneffective ot negative treatment
experiences during this period can have a negative influence on its

progression while simultancously imposing a severe economic busden,
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It is imperative that practitioners tecognize the existence of a panic
condition and explain both the nature and process of panic disorder to
the paticnt, as well as outlining available treatment programmes. It is,
finally, critical that this explanation is sensitively couched in tetms of

the patient’s idiosyncratic illness framework.

CHAPTER 6
METHOD

6.1 Aims of the present study

From the preceding chapters it is clear that panic disorder is an
insidious and debilitating condition that rapidly assumes control over a
sufferer’s life. The symptoms of panic disotder have been adequately
categorized and organized into diagnosiic instruments, Prevalence
research is difficult because of the itregular and episodic course of this
condition but existing data emphasizes the utgent need to further
understand and recognize panic disorder. Hxtensive research has been
catried out and has cleatly shown the complex and idiosyncratic nature
and course of the condition but has also identified recurting trends,
An extended and ineffective pre-diagnostic help-seeking petiod with an
adverse finarcial, social and psychological impact on a sufferer’s life is
an almost universal phenomenon within this syndrome. This has been
enthusiastically researched from various psychological paradigms but
probably most convincingly from a cognitive behavioutal petspective,
This model is the most relevant to this study as they both focus on the
link between cognitive processes and individual teactions to external
and internal stressors, The specific cognitive process of intetest to the

present study is the experience of fear,
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Fear s the most consistent symptom accompanying panic disorder, It
is, to date, ah undet recognized component of the disorder urgently
requiting attention. The primary aim of this study is to investigate the
complex impact of this oversiding symptom on the prognosis of the
condition. Research has repeatedly teported that panic disordet
sufferers’ fears fall into three clusters: fear of death, feat of going mad,
and feat of social embarrassment. The present study aims to
investigate the influence of these fear categotics on subjects’ illness
behaviout and the ptocess of their disorder. These recognized fear
categoties will form the research groups: group A will comprise
subjects fearing death, group B subjects afraid of going mad and group

C subjects afraid of social ecmbartassment.

6.2 Hypotheses

Against the above background the reseatch hypotheses of this study

are:

H1: Group A subjects will reflect the shottest pre-diagnostic help-
seeking petiod followed by group B. Group C subjects will reflect the

longest pre-dingnostic help-secking petiod.

112: Medical costs duting the pre-diagnostic help-seeking pediod will be
highest for group A subjects, followed in descending otder by gtoup *
and group C. The medical costs of all research subjects will be highe:

than those of the control groups,

= - IR VSRRSO - Wrene W Aot v OB < s

A

S

e




[

Ve

N "l‘,""\"""".ﬂﬁp*-wvfhw

}

R e T O TR TS VY T it ™
8 e < b 3 Vo B g
it Y ™ > A S LR R W e e e

-

& i f

H3: Group A subjects will use more traditional medical practitioners;
group B subjects will use mote mental health practitioners; group C

subjects will use moze alternative practitioners,

H4: Group A subjects will experience mote physiological symptoms;
group B subjects more psychological symptoms; group C subjents,

symptoms suggesting loss of physical and/or mental control,

H5: Group A subjects will present theit physiological symptoms to
traditional practitioners; group B subjects will present their
psychological symptoms to mental health practitionets; group C
subjects will ptesent their threateningly embarrassing symptoms to

alternative practitionets.

H6: Group A subjects will present their symptoms cleatly and ditectly

to practitioners; group B subjects will selectively present their
symptoms to chosen practitioners; group C subjects will show

selectivity in both symptom presentation and practitionet choice,

H7: There will be no diffetence in the number of practitioners
consulted by each group despite the differences expected in the

duration of the pre-dingnostic help-secking periods

I8 'There will be no difference in the experience of the beginning -f

healing between the groups, This will coincide with the fiwst

notmalization of subjects’ feats,

I19: Thete will be no difference between the groups in the type of
practitioner from whom they receive an effective dingnosis, This wii

most frecuently be a teaditional medieal practitionet.
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6.3 Method

6.3.7 Study design
A multimethod research design was utilized to investigate the complex

pre-diagnostic help-secking behaviour of panic disorder sufferers. This
study is embedded in an ecumenical conceptual framework,
recognizing both the subjectivity of panic disorder as well as the
common trends. In keeping with this, the method chosen must include
enough formalization to keep the research relevant to the problem
under investigation, spiced with enough fexibility to prevent premature
closute and the loss of valuable phenomenological data, Pre-designed
techniques provided the structure and quantitative information, after
which open-ended techniques were used to explore the individual

expeticntial component of help-seeking behaviout,

"This multimethod design epitomizes the dialectic between deductive
and inductive research (figute 2). The theory-driven decluctive data
both relates to the research hypotheses and simultancously informs
new idens, These create the intuitions that the open-ended techniques
of qualitative clata then cteatively explore., These results reflect back,

further validating and/or entiching results obtaitied,

The methodology of this study also meets the critetia for triangulation
which is charactetized by the utilization of mote than one reseatch
method, so that the shortcomings of one are compensated fot by the
strengths of the othes (Rosnow & Rosenthal, 1996). Specifically, the
quantitative approach provides empitical, objectively measutable data
whit the qualitative approach ensutes the inclusion of valuable

subjective and phenomenlogical data (Miles & Ilubet, 1984).
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6.3 Method

6.3.1 Study design

A multimethod research design was utilized to investigate the complex
pre-diagnostic help-seeking behaviour of panic disorder sufferers. This
study is embedded it an ecumenical conceptual frameworlk,
recognizing both the subjectivity of panic disorder as well as the
common trends. In keeping with this, the method chosen r st include
enough fortnalization to keep the research relevant to the problem
undet itvestigation, spiced with enough flexibility to prevent premature
closuse and the loss of valuable phenomenological data. Pre-designed
techniq.r.« provided the structure and quantitative informatiot, after
which open-ended techniques wete used to explore the individual

experiential component of help-secking behaviour.,

This multimethod design epitomizes the dialectic between deductive
and inductive research (figure 2). The theory-driven deductive data
both telates to the reseatch hypotheses and simultaneously informs
new ideas. These create the intuitions that the open-ended techniques
of qualitative data then creatively explote. These results reflect back,

further validating and/ot cariching results obtained.

"The methodology of this study also meets the ctiteria for triangulation
which is chatactetized by the utilization of mote than one reseatch
method, so that the shostcomings of one are compensated for by the
strengths of the other (Rosnow & Rosenthal, 1996), Specifically, the
quantitative approach provides empirical, objectively measutable data
while the qualitative approach ensutes the inclusion of valuable

subjective and phenomenlogical data (Miles & [Tuber, 1984),

50

ekt e Uil . TR

PRI

S OR R et S b R b R

i PO bt ikl RS

e ) R e

4

B




Hu
2
oy o N

gt ey

dton 4
v

ot

ORI RTE TR PRI IR M

Fip.2 - Schematic rpresentation of research method

[ RESEARCH HYPOTHESIS |

}

FRESEARCH QUESTIONS

[7 PRE-DESIGNED TECHNIQUES J e~
! i ENDED
TECHNIQUES
DIRECT SELF RATING T
QUESTICNS SCALES
T 1 EEM!-STRUCTURED INTERV]E\\:‘
TABLES 1
PROCESS ! i PROCESS RECURRING THEMES &
OF o OF CONCEPTUAL MEANING
DEDUCTION ~ FREQUENCY INDUCTION |
DISTRIBUTIONS ¥ b ool
) [ QUALITATIVE DATA )
|
QUANTITATIVE M ' ' ' '
DATA g [ EMERGING CONCEPTUAL FRAMEWORKR !

et et v e

RECIPROCALLY
INTERACTIVE

6.3.1.1 A word on retrospective and subjective research

Retrospective

and subjective reseatch s often criticized fot its openness

to memoty distortions, post hoc rationalizations ot the impositions of

present viewpoints on cadier events. Panic attacks ate emotional, ego-

chatged, petsonality-forming experiences which individuals are unlikely

to forget (Allpott, 1951), Fusther, anxiety, and specifically panic, ace

subjective expetiences and it is necessaty to re-search and te-examine

these subjective processes, interpretations and behavioural

manifestations to truly understand the phenomena Atkinson & Heath,

1987). Subjective ot personal accounts can open the doot to new

phenomena,

expose the degree of human suffering involved, provide
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more detail and offer a sense of the process ot continuity of a
condition (Baker, 1992). The manner in which a subject structutes and
recalls his life {s valuable information in itself. Clark’s (1988) teview of
cognitive assessment indicates that no single approach, in vivo vetsus
delayed, is consistently superior to another, and that there is constant
discordance between methods. The greatest benefit is detived from
the reciprocal usage of prospective, objective, rettospective and
subjective dimensions tecognizing both the discrete and combined

conttibution of each.

6.3.2  Subjects

Volunteer subjects were selected from responses to an explanatory
request form (appendix 3) which was disttibuted at a panic disorder
suppott group meeting, The National Panic Disorder Support Group
was discussed in the introduction to this study. The marketing of this
group has ardently attempted to reach every population group through
appropriate media, and a census of membership demographics suggests
that this has been largely successful. The group from which this study
drew its volunteers was, howevet, a splinter group tepresenting the

latget Gauteng atea, This restricts the gencralizebility of results.

6.3.3  Procedure and instruments

Volunteers’ response forms were collected by the reseatcher who then
contacted the respondents to atrange an appointment for the testing
and interview procedures. This took place at subjects’ homes except
for one subject who was interviewed at the Medical School of the
Univetsity of the Witwatersrand and one who prefetted to travel to the

researcher’s home,
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6.3.3.1 Screening

Respondents completed a panic disorder screening questionnaite used

in community clinics, a feat identification questionnaite and a basic
demographic details form (appendix 4). Suitability tequited, primatily,
that the subjects had already been diagnosed as suffeting from panic

disorder and that they had no co-motbid psychiattic or chronic

physiological diagnosis.

6.3.3.2 Informed consent \
Screened subjects who were suitable for this study were asked to tead
and complete a consent form confirming their infotted voluntaty

patticipation (appendix 5).

6.3.3.3 Open-ended technique

A recorded semi-sttuctured interview was conducted by the researcher
with each subject. The structure of the ititerview was formed by eight
open-ended questions (table 2) aitmed at maintaining the teseatchet’s o
conceptual orientation and ensuting that all subjects were asked the

samic questions, The order in which the questions wete asked vatied

Tuble 2 Qpen-ended questions
B what was the first/next attempt you made to get help for your panic condition?
® why did you chose this particular line of treatment?
8 what did you expect from this treatment?
B to what extent did tlds treatment meet your expectations?
® what impact did this treatment have on your panic disorder?
B what impact did this treatment have on your quality of life?
B did your panic disorder affect your occupativnal and financial fanctioning?
W why did you stop this line of treatment?
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allowing Fot spontaneous discussion and preventing the unnecessary

loss of valuable information through testricting subjects’ natgatives,

These 8 questions simply opened the doot through which the
reseatcher followed the subject’s lead. The researcher’s role then
hecame twofold: having both to travel the path of the subject’s

expetience, while sensitively leading back to a reseatch otientation

when approptiate. It is essential that, within a conceptual otientation,

the reseatcher maintains a commitment to completion allowing the

subject to fully expand ot and desctibe associated memotics.

After discussing each particular type of treatment the subject was asked
to complete a questionnaire and 2 self-rating scales with reference to
that trestment. These ate discussed below. The entite testing

procedute took between ninicty and one hundged and twenty minutes.

6.3.3.4 Pre-designed techniques

"The pre-designed techniques utilized were 8 ditect questions forming a

shott questionnaite (table 3) and 2 self tating scales (tables 4 & 5).

6.3.3.4.1 Direct questions

The fisst question asked subjects to name the type of treatment under
discussion. The subsequent questions each ditectly asked fot
information necessaty to investigate the hypotheses of this study (table

3),
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allowing for spontaneous discussion and preventing the unnecessaty

loss of valuable information through testricting subjects’ nartatives.

These 8 questions simply opened the door through which the
teseatcher followed the subject’s lead. The teseatcher’s role then
became twofold: Laving both to travel the path of the subject’s
expetience, while sensitively leading back to a research otientation
when approptiate. It is essential that, within a conceptual orientation,
the researcher maintains a commitment to completion allowing the

subject to fully expand ¢ n and desciibe associated memories,

After discussing each patticular type of treatment the subject was asked
to complete a questionnaire and 2 self-rating scales with refetence to
that treatment. These are discussed below. The entire testing

procedute took between nincty and one hundred and twenty minutes.

6.3.3.4 Pre-designed techniques
‘The pre-designed techniques utilized wete 8 direct questions forming a

short questionnaire (table 3) and 2 self rating scales (tables 4 & 5).

6.3.3.4.1 Direct questions

The first question asked subjects to name the type of treatment under
discussion, The subsequent questions each directly asked for
information necessaty to investigate the hypotheses of this study (table
3).
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Table 3 Direet questions investigating each treatment subjects underwent
1. What was the first/next attempt you made to get help for
yout panic condition?

2, When was this?

o

. How did you present your symptoms to this practitioner?

L

L What treatment did you receive from this practitioner?

(%1

. How many times did you consult this practitioner?

o

. Were you being treated by other practitioner(s) at the same
titme?

7. Which practitioner disgnosed your panie condition?

8, What treatment: did he prescribe?

6.3.3.4.2 Self-rating scales

Subjects were also asked to rate their subjective feeling of being
understood by each practitionet, their confidence in the practitioner’s
proposed tteatment and their satisfaction in the outcome of this

trentment on Likert scales tanging from 1« 5 (table 4),

Lable o+ Likert self mting scales measuring sulifects’ treatment experiences

Please rate your experience of this consultation and treatment on the
following scales:

1 felt understood
5 o+ 3 2 1
(extremely) (not at all)

I Fele confident in the proposed treatment

5 ) 3 2 t

I was satistied by the resluts of this treaement
5 4 3 2 1
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Tiach subject was also asked to rate the sevetity of his condition at the |
time of consulting each practitioner using the shottened version of the
SCID diagnostic assessment insttument of panic disorder for DSM-IV
(Paykel & Priest, 1992), These ratings epitomize a biopsychosocial
perspective, The biological component of his condition was estimated
by rating the frequency of his panic attacks ou a scale from 1-7; the
psychological component by rating the severity of his associated

anxicty on a scale from 0 - 5; and the social component by his

condition’s impact on his quality of life on a scale from 0 - 8 (table 5).
Whete approptiate, itmprovements indicated on these scales also
substantiated natrative desctiptions of the expetience of the beginning

of healing,

Lable 5 Likert self rating scales wedsiring the sevenity of suyjects’ panie disorder
8 4 { /4

1. Tow frequent were your panic attacks at this stage?

Mote than once o day M ;
everyday ©}
mote than once every week 5)
every week «H
mote than once 4 month 6))
monthly @
less frequently 1

2, How much time did you spend wortying about your panic attacks?

g et - .

Almaost all the timg )] R
significant majority of time &) '
ahout half the time ©)]
significant minority of the time @
tarely 4))
none at all (O]

3. Did your panic attacks cause any of the following problems with your work or
other regular daily activitios?
@ O
No

cut thown on the amount of tine you speat on them Yes

accomplished less than you would tike to Yes No
were limited in the kind of activities you did Yes No
had difficulty perforning your usual activities Yes No

<

[
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Subjects completed these three pre-designed techniques for each
treatment they had procured since first actively sceking help for their
panic condition until, and including, their correct diagnosis as a panic
disorder suffeter, in other words, each treatment used during their pre-

diagnostic help-seeking period,

6.3.3.5 Justification of instruments used
‘The ditect questions and ore selferating scale wete constructed

specifically for the present study and every effort was made to ensute
their content validity. Content validity cannot be expressed in tertns of
a quantitative index, it is instead evaluated on logical grounds and
informed hy theory (fTuysamen, 1996). This is best achicved by cleatly
defining the universe of interest, systematically sub-dividing it and
ensuting that items adequately represent each one of these sub-
divisions (Bless & Kathivia, 1993). The univetse of intetest to this
study is the pre-diagnostic help-seeking behaviour of panic disorder
sufferers which was sub-divided in terms of the hypotheses of this
study. Distinct ttems were created to investigate each one of these sub-

divisions or hypotheses,

‘The self-rating scale tmeasured subjects’ expetiences of each treatment
used in terms of three variables: how well they thought the practitiones
understood their condition, how confident they wete in the proposed
treatment, and how satisfied they were with the results of the
treatment. The choice of these variables was based on tepeatedly
emetging themes duting the scruting of case histories (Baker, 1989;
Thamm, 1995) and research studies (McGolderick, Pierce & Giordano,
1982; Markowitz ct al, 19895 Schmidt, Jacquin & T'clch, 1994),
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The direct questions and self-rating scale were, therefore, congidered to
have adequate content validity and to «ffer meaningful measutes of

subjects’ help-seeking behaviour and treatment experiences.

6.3.4 Independent and dependent variables

Fear cognitions created the three levels of the independent variable in
this study on the basis of which subjects were divided into tesearch
groups consistent with DSM IV classificatory requirements:

Group A - fear of dying
GroupB - fear of going mad
stoup C - - fear of social ernbartassment
These levels of the independent variable could not be experitnentally
matipulated creating an ex post facto research design which limited
obtaitied tesults to the description of obsetved cortelations and

differencaes,

‘The dependent variables to which the 3 levels of fear cognitions wete

related ate:

-4

the dusation of pre-diagnostic help-seeking bebaviour

£

the cost of pre-diagnostic help-seeking

o the specific type of practitioners consulted

¢ the type of symptoms experienced

¢ the presentation of symptoms to practitioners

¢ the manner of syraptom presentation

e the number of pre-diagnostic practitioners or treatments
utilized

e the subjective experience of the beginning of healing
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e the procurement of an effective diagnosis
P

6.3.4.1 Operationalization of dependent variabiles
'The duration of pre-diagnostic help-seeking bebaviour was calculated

fromn subjects’ retrospective recall of their very first attempr to procure
some formal assistance for their panic attacks until the e thar ey
teceived an accutate and effective diagnosis of theit condition, Fotmal
assistance was defined as the consultation of a health or helping
practitioner primarily fot the alleviation of the subject’s panic
symptoms. The time lapse between the fitst consulzation recalled and
receiving an effective diagnosis was calculated in calendar years and
months. This provided the raw data representing the duration of pre-

diagnostic help-secking behaviour.,

The specific practitioners sought were listed according 1o subjects’

recall and categotized into 3 groups:

® traditional medical practitioners which included psychiattists,
genetal practitionets, medical specialists, physiotherapists, and
dicticians.

® mental health practitioners which included psychologists,
counselots, hypnotherapists and re-bitthets.,

B alternative practitioners which included homeopaths,
aromathetapists, chitoprictots, acupunctute, yoga, reflexologists and

run-forlife.
The number and types of practitionets consulted were tabulated in

terms of each treatment procedure, not each consultation. For

example, a twelve month psychotherapy session was tabulated as one
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utilization of one psychologist. In the analysis of medical expenses,

howevet, cach consultation was costed.

The cost of pre-diagnostic help seeking behaviour was calculated in
South Aftican tands and cents according to 1996 South Aftican
Medical Association’s recommended fees. Tiach consultation and
treatment, ot medical procedure such as X-Rays, scans ot electrograms,
a subject underwent was costed. The overall total was calculated and
then separated into the costs of practitioner consultations and of
medical procedues. The cost of ovet-the-counter medication was
calculated accotding to 1996 recommended tetail prices obtained from
the South African Drug Information Services. The use of 1996
standatdized rates, regatdless of the actual yeat of subjects’ treatments,

ensutes uniformity and tealistic inter subject compatison,

Panic disorder subjects’ medical expenses wete then compared with
those of 3 groups of twelve control subjects, matched on age, sex,
matrital status and socioeconomic status. These control groups
repesented the general population of subjects with no chronic
condition (NC) and with two chronic physiological conditions, namely
asthma (AST) and hypertension ([TYP). The twelve subjects were
randomly chosen, using a table of tandom numbers, from medical

scheme administrators’ client profile records.

Control subjects’ medical expenses were obtained from medical
scheme administrators, for the twelve month petiod January 1996 to
December 1996, As these expenses did not include money spent on
over-the-countet medicines, these amounts wete excluded from panic
disorder subjects’ expenses, to ensure tealistic compatisons. The mean

anmual medical expenses for the research groups wete calculated on a
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pro-rata basis from their total medical expenes relative to the length of

theit pre-diaghostic treatment search,

Part of the social costs of panic disorder, specifically the individual loss
of occupational and financial productivity, was qualitatively discussed
whete it formed patt of the subjects’ experiences duting their pre-
diagnostic help-secking and, thaefore, of the natrative data of this

stucly.

The types of symptoms subjects repotted were tecorded and separated
into those consistent with DSM IV diagnostic tequirements and those
outside of this group, The differential presentation of symptoms to

patticular practitionets was also recorded and compared.

The subjective experience of treatments received was categorized
into treatment expectations, experience and satisfaction, Subjects tated
these dimensions on 5 point Likett scales, A rating of 5 was the most
favoutable rating actoss all measutes. A biopsychosocial tating of each
treatment expetience was also obtained from each subject. These
ratings wete correlated to different practitionets consulted and

descriptively arranged relative to the experimental groups of this study.

The subjective expetience of the beginning of healing was nattatively
accessed and ualitatively recorded. This experience was substantiated
by aty concutrent improvements noted on subjects’ biopsychosocial

rating of Jheir panie condition,

An effective diagnosis required not only that the subject’s condition
was named “panic disorder” but also that the subject was directed onto

an approptiate treatraent plan allowing him to, theteafier, curtail his
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relentless help-seeking. The type of practitioner providing an effective

diagnosis was tabulated tclative to cach tescarch group.

6.4  Analysis of data

6.4.1 Quantitative data
"The tesponses to both the ditect questions and self-rating scales

provided the quantitative data of this study. These were ordered and
presented in frequency distributions and graphs. Trends and between

group differences wete noted and discussed.

6.4.2 Quailitative data
'The qualitative analysis procedute used in this study was trend

analysis (Strauss & Corbin, 1990), Tape recorded interviews were
latgely transcribed. The analytical process then began with identifying
the gist of the tesponses and noting patterns and recutring trends,
These themes wete then coded and recorded on a simple checklist
mateix for individual subjects (figute 3). Themes were then combined
onto a conceptually clustered mattix allowing inter-subject compatisons
and analyses (figute 4), This process involves shifting from facts to
thetr conceptual meanings, ot of moving up to higher levels of
abstraction. The experience of each treatment, as described by the
subject, created the first level of ahstraction, Ilis emotional reaction to
these consultations constituted the next level, illuminating the
subjective effect of this treatment. ITis cognitive interpretations,
guided by the teatment experience and his emotional reactions, and

the behavioural manifestations of these interpretations,
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Figure 3 Example of a simple checklist matrix

Subject No: 007

Sevetlty of Disordet

Sevs

Anx,

QoL

Type
of
Prae,

Treatment

Symptom
Presentation

Consultation
Dynatnles

Treat

mis3spuny

“pyuog
surg

s

o

G.P.

ECG. Full blood profile.

Tranguilizers (situations
aily).

Suill in panfe, Durst Into
tears, Baid  she  wus
shaking. having
pulphations & feeling
tetrible,

Bxpeeted answer, E
relaxed het, Said it
wasn't a heart ateack,
He didn't know what
1t was except that her
B.B, was  raised,
Guessed It was
anxiery. § thought «
“now what"?

v
—

i S

s

G.P

Jusr talked.

Attacks. tecurting often
& contralling her kife.

B suid  nothing
physlalogieai, She
must g0 1o &
psyehologise. § found
this very hatd,

ooyksg

s

Therkpy.

Sure she was dying but
doctor would hot admit
ft.

T seld that as most
uttucks happened at
night the problem
was het hame life,
As she wat newly
martled, It muse he
het marrluge,
Pethups she should
consider divotee, §
was futlous.

Emet,
Rms.

Vallum injection.

Attived sweating,
shuking, crving wrapped
ity & blanke1 & swuttering,

5 wanted to be suved
from dylng. Prae. did
not suy much hut
wete efficient & took
control They
Luntainad § eanicty
she reluxed & felt
momenturlly safe.

made up the thitd level of absttaction. This highest level constituted
the conceptual meaning and effect of treatments received and created
the conclusions presented in this study, To clarify this process it will
be graphically presented in the fotm of dendograms for some of the

recurting trends analysed (fig. 7, section 9.1), Through the procedure

of trend analysis the rich narrative data collected from subjects’

interviews was organized into manageable bites allowing compatison

and interpretation,
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This analytical process mirross both the sequenced stages of illness

model (McFayden, 1989), discussed in chapter 3, and the positive loop

Figare 4 - Bxanyple of o conceptnally clustered matrix

Treatment No: 1

Sub) Severiny of Disctder Type Trenment Symptem Conmultatien Trear
Q. of Fisenndon Dynamies 35
Drse,
Sev, | Ane | QOL [ oL B
B el
g | B
007 H H J GP ECG, Pull blod prefiles | Sl In panie. Burse | Expected amwen B | 4 3 b}
Tranguilizers isituations intw teans. Sald she | relaned her, Sad it
[Ri3) a1 ghaking, having | wasn't s hesre anaek,
puplating & feeling | He  didnt knew
wrrible, what ft was except
that her BP was
rafeed, Guessed It
wat aaglety. §
thought » “now
what"?
o0 ? B 3 Arafranil Aewre & unexpeered | S had complete falta | 4 4 i
tntente  arousal | Inthl elever min B
E period e making me | was  disvant,
-8 dyefunedonal intellecsualized her
i problem, explained
;!-. brain snatemy &
1old het 1o take her
plils, § felt confused
& sexred,
012 7 5 [ Em. Admined to0 JCU - ECG, Uncontrellable | Heped they eould |1 3 1
Rt | Vallum drip, EEG Ylood shaking Terrible paln | save me. Guess they
newr. | tezes. nuclear Xeray, In am & these | did butthe) were so
steeping pills, Petrified, cold. Attached tubes,
pr dded & paked at
me put NEVER aid
aword exespt that |
would hive (0 me
*dmitied.

of Margraf & Iihler’s (1989) cognitive behavioutal model of panic

disotder, discussed in chapter 4. The process moves from the actual

physical experience, ot the taw data, via the subjects’ cognitive and

emotional interpretations and teactionss, to their behavioural

manifestations and the impact on their complete lifestyle,

e e

In keeping with the recommendations of qualitative reseatch the
methadology of this study has been explained at length exposing the

process of data assimilation and interpretation, rather than merely the
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conclusions., This allows the reader to truly understand the study and
to, therefore, personally evaluate conclusions drawn, as well as to draw

his own conclusions (Atkinson & Ilcath, 1987).

6.5 Conclusions

The methodology of this study comptised a dual quantitative and
qualitative approach, Quantitative data obtained from self-tating scales
and ditect question responses investigated the process, cost and
biopsychosocial impact of subjects’ help-seeking behaviour.
Qualitative data obtained duting « semi-structured interview
substantiated the pre-designed techniques and added rich subjective
information on treatment dynamics. This approach was chosen to
create as complete an understanding as possible of the role of fear on
panic disorder suffeters’ help-secking behaviour, Being an ex-post
facto design limits the inferential capacity of this study but it does
provide .. tich descriptive and correlational indication of the link

between fear cognitions and the process of panic disordet.
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CHAPTER 7

QUANTITATIVE RESULTS

All the subjects in this study readily remembeted the many years of
unsatisfactory treatment searching comprising the frequent, and often
unnecessary, unpleasant and costly, medical procedures before they

wete diagnosed as suffering from panic disorder,

7.1 Subjects

Thitty-thtee voluntary subjects, selected from those who responded to
the request form distributed at a parie disorder support group meeting,
were deemed suitable for this study. All subjects were white South
African residents from the notthern and casteen residential subutbs of

Johannesbusg,

7.1.1  Screening and sampling

The completion of a panic disorder screening questionnaire confirmed
subjects’ suitability to this study (appendix 4). Subjects were then
divided into three experimental groups according to their fear
identification questionnaite responses (appendix 4), All subjects
spontaneously verbalized an overriding fear falling into one of the
three IDSM-IV diagnostic fear categoties, specifically: fear of death,
fear of going mad and fear of extreme social cenbartagsment. These
fear expetiences provided the independent variables of this study.
"These variables are clagsification factos so the expetimenter could not

nanipulate their occurrence tesulting in research groups of unequal size

-



DA LR L T aa LA

and creating an post facto research design, The distribution of subjects

amongst these 3 groups is indicated in table 6.

Table 6
Number of wrales and females in each experimental gronp
Group | Tear Females | Males | Total
A Denth 10 3 13
B Mudness 7 p) 9
¢ | Socul 10 1 11
Fanbageassment
Total 27 6 33

7.1.2 Demographics

A detailed summaty table of subjects’ demoggaphic details, including

the durtation of their pre-diagnostic treatment searching, the numbet

and type of practitioners consulted and a list of their diagnostic

practitionets is presented in Appendix 6.

AGE

The means, ranges and standatd deviations of subjects’ ages atre shown

in table 7.

Table 7
Means, ranges and standerd detiations of subjects’ ages
Subjects { Mean | Range SD
Demales 42 2267 9,87
Males 39 21-56 11,67
Both 1,5 2167 10,30

GENDER AND MARITAL STATUS

The thitty-three subjects comptised 27 females and 6 males, OF the

twenty-seven female subjects 19 were mattied women, 4 single women,

3 divorced women and 1 widowed woman, The 6 male subjects

comprised 4 married men and 2 single men.
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7.2  Duration of pre-diagnostic help seeking behaviour
'Table 8 indicates the mean lengths of subjects’ fruitless pre-diagnostic

treatment searches, as well as the relevant ranges and standagd

deviations,
Table 8
Mean duration, range and standard deviation of pre-diagnostic help seeking bebationr:
Group Mean Range SD
A 3 yrs. 3 mths. 5 mths. - 8 yrs, 28,3
B 7 yrs. 2.4 mths, 2 mths, - 10 yrs. 73,2
) 7 yts. 6 mths, 1 yr, 2 mths, - 20yts, 81,6

7.3  Number of pre-diagnostic treatments experienced

Table 9 indicates the mean number of treatments procured by each

group and the relevant ranges and standatd deviations,

Tuble 9
Means, ranges and standard deviotions of pre-dignostic realments
atoup | Mean | Range | SD
A 1 3-13 | 25
B 7 3-12 | 32
G 700 1311 ) 225

7.4 Symptoms experienced

[igure § graphically illustrates the symptoms subjects experienced
associated with their panic disorder. Table 10 shows the symptoms
subjects reported, duting their treatment search, that are consistent
with DSM diagnostic checklists, While, all subjects experienced
diagnostic symptoms regulatly, there are distinet differences between
the 3 groups. The bold numbets indicate tesults that are particularly

interesting or are teferred to in subsequent diseussions,
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7.4.1 Symptoms consistent with DSM diagnostic
checklist

Table 10
Symptoms consistent with 1DSM diagnostic cheeklist,
Group A | Group B | Group G

Shortness of breath 8 3 7
Dizziness, lichtheadedness 16 13 17
Palpitations 26 14 30
Trembling ot shaking 33 31 36
Sweating 23 19 26
Choking 1 - 1
Nausea or abdominal distress 18 5 18
Depersonalization 17 19 5
Numbness or tingling 3 10 5
Chest pain 2 1 1
Pear of dying, going crazy or 4 4 -
social embarrassment

All the subjects from all the groups frequently and consistently
teported shaking (33, 31, 36), sweating (23, 19, 26) and palpitations
(26,14,30),

Group A subjects’ reports of pain symptoms, including chest pain and
body pains, were vety high relative to the other groups (33, 1, 4) and

they reported [requent nausea and digestive discomfort (18, 5, 18).

Group B subjects reported less somatic symptoms than the other
subjects. Their idiosyncratic symptom repotts centered on

depersonalization (17, 19, 5) and numbness or tingling (3, 10, 5).
Group C subjects’ symptoms clustered around shaking (33, 31, 36),

sweating (23, 19, 26), palpitations (26, 14, 30) and nausea and

abdominal dlistress (18, 5, 18),
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7.4.2 Symptoms additional to DSM diagnostic checklist

In addition to recognized diagnostic syniptoms, significant clusters of
othet symptoms were repeatedly reported, as indicated in table 10,1,
The most frequently and repeatedly presented symptom across all the 3
subjects was anxiety and stress (31, 34, 46). All subjects alse repotted |
high expetiences of not coping or dysfunctionality (15, 15, 18) and
negative affect (41, 24, 30)), Negative affect was calculated by the sum
of repotted excessive emotionality, depression, desperation and

exhaustion symptoms.

Table 10,1
Symproms additional to LSM eheeklist,
Group A | Group B | Group C

Anxious/stressed 31 34 46
Kxcessively emotional 19 7 13
Going to explode 5 - -
Lepressed 9 5 7
Desperate 7 7 5
Fxhausted 0 5 5
Dysfunctional/not coping 15 15 18
Attacks controlling my life 16 5 G ;
Social withdeawal - 5 i1 !
Impaired coticentration - 5 ;
Blutred vision 15 19 5
Slurred speech 6 ] 1 s
Dragping logs 5 - 9 . :
Loss of balance . 8
Difficulty breathing 10 - 1
Difficulty swallowing 6 1 9
Pain in arms/limbs 10 - 3
Diacthoen 6 - 9
Loss bladder/bowel control 2 - 9 !
Acute unexpected attacks 6 10 6 ;
Fixphined past treatments 3 6 7 L=
Fad avtack there 12 3 3 ! o
Insomnia 4 1 2
[Teadaches 1 . 3
Sinug - - 2 !
Rash -
Weight loss -

o
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Group A subjects repotted significantly mote expetiences of negative

emotions than cithet groups B or C (41, 24, 30).

Group B subjects repotted the least negative affect symptoms (41, 24,
30), the most expetiences of blursed vision (15, 19, 5) and they wete the

only group to epott impaited balance (0, 8, 0).

Group G subjects’ repotted symptoms, additional to those consistent
with the DSM checklist, teinforced their expetiences of digestive
discomfott, particulatly diarthoea (6, 0, 9) and loss of bladder and/ot
bowel contol (2, 0, 9). 'These subjects also tepotted significantly mose

social withdrawal than their counterpatts (0, 5, 10).

- e e i g Pt e e
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Scotes are presented in percentages.

Table 11
Percentage neiligalion of difjerent praclitioners

7.5  Typ=s of practitioners consulted

T s R B AR s
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‘Table 11 shows the percentage utilization of different practitioners.

Type of treatment Group A | Group B | Group C
%% % %
(General Practitionet 39 28,6 38,3
Pyychintuist 11,7 12,5 5,0
Psychologist 32 19,6 10,0
Mental health therapists 4,3 544 6,1
Medical specialists 25,7 15,9 18,5
Alternadve practitioners 8,7 9,0 13,4
Kmergetcy rooms 5,3 1,8 1,2
Hospitalization « 3,0 5,
Self medication /help 21 3.6 2,5

groups (3,23 19,6; 10,0).

mental health therapists (4,3; 5,43 6,1).

mean numbet of consults lowest for Group B

I PR

General practitioners were the mou. frecquently and consistently

consulted practitioners actoss all the groups, (39; 28,6; 38,3), with the

Group A subjects visited the most general practitioners (39; 28,6
38,3) and medical specialists (25,7; 15,9; 18,5), a high petcentage of
psychiateists (14,75 12,5; 5,0) and the least psychologists of the three

Group B subjects consulted fewest medical specialists (25,7; 15,9;
18,5) and, as noted, fewest general practitioners (39; 28,6; 38,3),
‘I'hese subjects were the most frequent users of psychologists (3,2; 19,65

10,0) and psychiateists (11,7, 12,65 5,0) and readily consulted other
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Group C subjects’ tesults showed a tendency towards the utilizadon of
alternative practitioners (8,7; 9,0; 13,4) and of other, less traditional,

mental health therapists (4,3; 5,4; 6,1) relative to the other groups.

It is also noted that while Group C subjects scote on usage of medical
specialists is high, this usage was divided among the infrequent
consultation of many and different specialists including neurologists,
cardiologists, specialist physicians, eat nose and throat specialists,
gynaecologists, dermatologists, orthopaedic specialists and
rheurnatologists while the medical specialists attended by group A
centred around specialist physicians, cardiologists, neurologists and

pastroenterologists.

Fig. 6 Graphic rpresentation of practitioners conslted
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7.6  Symptom presentation
Table 12 shows subjects’ differential presentation of symptoms to the

different practitioners they consulted. The single most consistently
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repotted symptom by all subjects to all practitioner groups was anxiety

and stress.

Table 12
Differential presentation of symiploms

N
$ymproms G.P Psychiasrisy Bryantlogis Medleat spsetalire Mental health Als.
theraplsts e
prags.
Groups: A B C A B C J]A B ClA B C A B C€C|A B C
Feut J . . - 1 . 2 2 . - . . - ' . - 4 .
Swesting 17 N 42 . - 4 4 4 03 3 - . - 3 3
Shaking 18 10 16 |5 4 2 [- & 4 (& 5 & la 1 2 |- 3 3
Pulpitations 18 14 5 . 1 - & 2 T2 4 - . 2 - . 3
Dizainers 6 7 3 3 . 2 - s 2 A4 1 . “ . 1
Anninos 12 12 15 5 3 1 2 10 5 3 9 1 1 3 5 4 8
Depersanaiizadon H 11 4 42 1 P4 . & . I . 3 3 ]
Negulve Amrset® 18 7 13 8 2 . 2 110 s 1 4 - . . - 1 .
Nacrea 100 1 5 - 1 - 1 2 4 1 3 ~ . . - .
Puln mesrmume 12 . 5 - . - . 1222 1 .- . 1 . .
Not ¢oplng - 2 8 - 1 1 “ 4R - 1 - 1 - . 1
Agacks in control 7. 1 2 3 1 LI U I - 1 1 - . 3
Had attack there 4 2 1 1 . - .. .- e - ..
Blurred vislon 5 6 A 2 1 . - 5 T | ~ e - 4 1
Numbness 2 4 3 - 1 - 1 4 2 “~ 1 . -
Luss of balance - 2 - - - 1 - 5 . - e - ..
Dlazthoea 5 . 3 S A T b - e
Lost of bladder’ a2 .4 S U LR (Y S U I
bowel control
Soelu] withdrawal - 2 6 L S A N R S

* includinyg excestive emodonality, depression, desperation snd exhigtion

All subjects cleardy took theit somatic symptoms to medical
professionals, primarily to genetal practitioners and secondly to medical

spucialists,
Group A subjects also described somatic symptoms to psychiatrists but
not to psychologists at all. The only symptoms these subjects teported

to psychologists were anxicty and negative affect,

Group B subjects reported their sotratic and anxiety symptoms faisly

evenly between general practitioners and psychologists, telative to the

s R PRI
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frequency of their consultations with each of these practitioner groups;
they teported most negative affect to psychologists and shared theit
pertinent symptoms of numbness and tingling (4, 4) and loss of
balance (2, 5) between general practitioners and medical specialists and
blutred vision (6, 5,4) among general practitioners, psycholngists and

alternative practitionets,

Group C subjects spread their identifying symptoms of nausea (5, 2, 5)
and diarthoea (5, 2, 2) among general practitionets, psychologists and
medical specialists and loss of bowel and/or bladdet control (4, 2, 2)
between general practitioners, medical specialists and alternative
practitioners. They tepotted their social withdrawal behaviour
primarily to genetal practitioners and also to psychologists, psychiattists

and alternative practitioners (6, 2, 2, 1).

7.7 Treatments received

Table 13 lists the medications prescribed for subjects during their pre-
diagnostic treatment search, All subjects received frequent
prescriptions for anxiolytics and anti-depressants while group A wete
given significantly more ober medication.

Table 13
Nimbher of wedications preseribed dining pre-dinenostic treatment search

Medieation Group A Group B Group C
Anti~depressants 18 11 18
Anxiolytics 24 20 20
Other 29 10 11
"Total 71 1 55

Table 13,1 shows the number of psychotherapy sessions each group
undervent, This was a consistently utilized treatment across all 3

BLOUPS.,
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Tuble 13,1

Number of pre-dicgnostic psychotherapy treatments

Group A | Group B | Group €
10 13 12

Tabte 13,2
Niuber of pre-diaonosece medical procednres

‘Traatment Group A Group B Group €
BCG 13 6 4
Stress HCG 2 2 1
Holter KCG 2 - -
RIG 5 ; 3
Brain CA'T scan 3 - 2
Beain MRT scan 2 2 1
Lumber puncture 1 1 5
Myelogram - - 2
Tl blood count 12 9 i1
Liver functions 2 2 -
Ilormone functions 4 2 5
Thyroid functions 3 1 o
Kidney functions 1 1 -
Glucose test 6 5 2
AIDS test 1 1 -
Malatia test - 1 -
Alletgy tosts - 1 .
Urine test - 2 "
Cholesterol test - 1 .
Tl tost - 1 .
Pap smear 1 - 1
D&C - 1
Carpel tunnel test 1 . .
Pregnancy test 1 - .
Lunyg capacity test 1 - .
Spine Xeray . 2 -
Chest X-tay - 1 .
Abdominal ulteasound | 2 2 1
Gall bladder X-ray - - 1
Nuclear Xty 1 2 -
Batium Meal X tay 1 . 3
Gastroscope 5 1 2
Colonoseupe 2 )\ 1
Total 72 5() 50

Table 13,2 (above) lists the vatious medical procedutcs subjects
endured during their frequent consultations with medical practitioners

before they were diagnosed as panie disorder sufferers, Group A

i
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subjects were exposed to 44% more medical procedutes that either
groups B or C subjects although the mean number of practitionets

consulted by cach group was almost the same (7, 7, 7,4).

7.8  Treatment experience

Table 14 lists subjects’ mean self-ratings on Likert scales ranging from

(0 - 5 for each practitioner group. Treatments were rated by subjects on

3 components:

| subjects’ expeticnces of practitioners’ understanding of their
problem

B subjects’ confidence in practitioners’ proposed treatments

W subjects’ satisfaction in the treatment provided

Practitioners consulted wete divided into 6 groups:

® peneral practitioners

® psychiatrists

® medical specialists (excluding psychiatrists and including
physiotherapists and dieticians)

These 3 categories comptised the traditional medical practitioners

referred to in section 6.3.4.1 and in the hypotheses of this study,

® srental thetapists (including counsellots and re-bisthers)

® psychologists

'These 2 categories comprised the mental health peactitioner group

referted to in section 6.3.4.1 wind in the hypotheses of this study,

B alternative practitioners (including homeopaths, aromatherapists,

reflexologists, chiropsactots, acupunctute, yoga and rn-for-life)
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Group A and group B subjects rated medical specialists highest on .l
three aspects while Group C subjects were most satisfied with

psychologists’ and mental therapists’ treatment. |

Group C's tatings of mental therapists’ treatments is especially

interesting as it is the only occasion whete subjects rated theit
expetience of the satisfaction of the treatment higher than cither
feeling understood by the practitioner or confident in his proposed

treatment (3,0; 2,5; 3,5).

Conversely, subjects seetmed patticulatly disappointed it the effects of
some treatments teceived. Specifically, gtoup A’s expetience of
satisfaction from mental health therapists (5,05 3,0; 1,5), group B’s
from psychologists (2,9; 2,1; 1,6) and group C’s from medical .

specialists (3,8; 3,1; 2,5) wete patticulatly low elative to theit

expetience of being understood and their confidence in the proposed

treatiments.

Tuble 1+
Lean rafings of Treataent exheriences

|
Group ;
!
|
|
!
|

Practitioner Group A Group B
U stood Gonl. Satie, | Udstond Conl.  Satis, Ustood Caont, Satis,
General 21 20 1,6 2,8 2,6 1,8 244 2.3 2,0
Practitioner
Psychintrist 22 21 12 20 23 1.7 2.8 20 1,3
Pyycholopist 20 20 1,7 2,9 2,1 1,0 33 2,9 2,9 5
Medical Specinlist 4,6 4,6 3t ol 4,2 3,6 3,8 3,1 2,5 |
Mental theeapist, 5,0 30 1,5 1,3 1,0 1,0 3,0 2,5 35 !
Alternative prag, 32 25 abf as 15 13 31 27 al |
|
i
i
i
|
i
i
{0
i
#l
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7.9  Severity of panic disorder

Tuble 15
6 Subjects’ self ratings of the seterily of theiy pre-diqunostic panic eondition
Group A Group B Group
Treq. | Anx | QUL | Ied, [ Ame | QOL | ey, | Anx | QOL
Subject No. 005 Subject no. 001 Subject no. 018
7 5 6 7 A 4 4 4 4
7 5 8 7 5 8 5 5 6
7 5 8 5 5 6 i) 5 6
6 5 8 0 5 8 7 5 8
5 5 8 7 5 8 7 5 8
5 5 8 7 5 8 7 5 8
5 4 8 7 5 8 7 5 8
6 5 8 6 4 8 7 3 8
7 5 8 5 3 6
7 5 8 5 5 6
Subject no. 012 Subject no. 006
7 5 6 6 ) 0
7 5 8 6 & 6
7 5 8 6 5 6
7 5 8 3 < B
6 5 8 7 5 8
6 5 8 7 5 8
5 4 6 7 5 8
o 4 0
5 4 O
Subject no. 032
6 5 i
7 5 8
! 5 8
1 i 8
7 4 8
7 5 8
7 3 (]
7 3 6
7 3 d
7 3 ¢

Subjects tated the process of their condition on Likert self sating scales.
The frequency of their attacks was gated from O - 7, theit associated
anxiety from () - 5 and the impact of theit condition on their quality of
life from ( - 8, as outlined in chapter 6. Generally, subjects’ ratings of

the sevetity and impact of their disorder duting the treatment search
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Table 16

Mean

Range

sD

241

Table 16,1

pre-diagnostic search. These are shown in table 15 above,

Means, ranpes and standavd doviations of pre-diqunostic sedical expenses for each gronp,

period showed very little alteration. Most subjects tated theit disotder
at the most severe rating in tesms of frequency of attacks (7), anxiety
around their disorder (5) and the fmpact of theit disotder on their

quality of life (8). Six subjects did report changed ratings duting the

7.10  Direct medical costs of pre-diagnostic freatments
Table 16 indicates total pre-diagnostic medical expenses for all subjects
in this study. Table 16,1 splits these among the 3 groups, while table

16,2 gives the individual subject’s pre-diagnostic medical costs.
p 8

Mean, range and standard deviation of total pre-diagnostic medical expenses for ali subyjects
R24 506,43
R1511,60 ~ R9Y 559,02

Group Mean Range SD
A R22 209,25 R3 362,67 - R75 721,09 197
B R27 156,13 R2 428,11 - R63 581,75 22,0
G R2.4 982,13 R1 511,60 - R99 559,02 ALl
Table 16,2
Casis of bresdicenostic teeqtment
Group A Group B Group €
Subject o, | Gosty (R) Subject Costs (R) Subjeet no. Costa (R)
3G
o 002 18510,32 001 58871,76 (03 +431.1,28
005 103:42,01 004 228,11 (10 419,80
X 007 3362,67 006 63581,75 (13 (511,60
ST (08 +4334,31 (14 1.4582,90 015 1582585
- 009 {0801,59 (17 33138,18 018 11:166,02
S 011 15904, 11 0244 6:429,50) 019 13875,13
012 12427,66__ | 028 | 1178706 021 501:(5,5:4
Q; : 016 3691224 1032 | 38931,37 ()22 99559,02
020 20277,75 033 1105:4,28 023 3872,67
- 026 229.45,80 025 52267,71
{ ' A 027 14851,80 030 11549,11
v T B | 029 75721,09
0 A (031 7108,21
86
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The total medical expenses wete divided between the cost of

consultations with medical practitioners and the cost of treatments

received, including x-tays, blood tests and prescribed tedicines for

cach subject. These are presented in appendix 7 with theit means

ptesented in table 17 below,

Table 17

Means, ranges, and standard deiations qf the cosls of pructitioners and miediced procedures
(including medicines) for eaeh group,

Ciroups A J¢] G
Mean practitiones costs RO 568,54 R18 871,53 R12 486,28
Riage of practiioner costs | R1 608,60 - R1:4 697,60 | R8Y7Z,60 - R85 885,20 RO21,00 - RO 300,30
SD) of practitioner costs 3.9 21,4 19,9
Mean tteatnient costs R15 700,71 RB 284,60 R12 490,14
Ranpe of trentment costs RAZ:LIT - RGE 606,79 R10006,26 - R26 81647 | RGO « R38 907,81
SD of trentment costs 18,5 1.0 1440 ,

Table 18 presents the mean ages, tanges and standard deviations for

the control subjects utilized. The groups consisted of subjects with no

chronic illness diagnosis (NC), subjects diagnosed as suffering from a

chronic asthma condition (AST) and subjects diagnosed as suffering

from a chronic hypestension condition (FTYP), Fach group had 12

subjects made up of 9 females and 3 males.

Tuble 18

Mean, ranges and standerd deviations vf control subjects’ qees

(atoup Age Range sD
NG, 38,3 26-16 )
AST 40,7 2856 8,1
1TIYP 434 308 10,6

‘Table 18,1 show the means, ranges and standard deviations of medical

expenses incurted by control groups over a 12 month period,
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specifically Januaty 1996 to December 1996 inclusive, excluding

dentistty and optometty.

Table 18,1
Means, ranpes and standard deiations of control groups’® annual medical expenses

Groups Means Ranges S ’
NC 11 288,02 R51,10 - R5 930,61 1,6
AST R2 173,22 R61:4,30 - R5 611,06 1,5
1Yp R2 225,13 R48,00 - R6 620,36 1,7 )

Table 18,2 lists the mean, ranges and standard deviations of medical
expenses, over a 1 year period, for both the control and the
expetimental groups. As no control subjects had been hospitalized
duting the twelve month petiod investigated, hospitalization costs were
excluded from the expetimental groups’ means, The cost of over-the-
counter medication utilized by panic disorder subjects was also
excluded as this would not be included in the contol subjects” medical

aid claims from which their expenses wete caleulated,

A

Table 18,2 - .
Mears, ranges and standard deviations of annal niedical exprenses for both experimental and |

control gronps
Group Mean Ranges SD
A R6 269,73 1009.81 - 1.1 851,86 3.9
B Re 958,18 1285,90 - 18 618,09 0,1
G 23 222,94 215,54 - 9 951,12 31 ®
NG R1 288,02 51,10 - 5 930 61 1,6
AST R2 173,22 014,30 - 5 611,06 1,5 |
1IYP R2 225,13 48 0 < 6 620,36 1,7 I

7.11  Diagnosis ‘
Table 19 indicates the practitioners who finally diagnosed the subjects ‘

of this study as suffering from panic disordet.
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