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' ABSTRACT

Physiological anxiety symptoms ate expetienced g an ovctwhélming pasiie attack
‘when the person cognitively interprets them as such. Fear is the emotion
initiating the cognitive perception of pessonal doom which becomes le:gély
influential on the future process of a sufferer’s panic disorder, This study wed a
- multimethod research design to investigate the role of fear in panic disorder
sufferers’ pre-diagniostic help-secking, Thirty three already diagnosed panic
disorder sufferers participased voluatarily. Their help-sceking experiences were
quantified in terms of the number and type of treatments sought and their
individual financial costs, 'The directive influence of individual fears’ clearly
emerged, The narrative Jats, accessed via semi-structured individual hterﬁem,
consistently clustered fnto positive and negative consultztion dynﬁmics. Negative
treattent experences uniluterally reinforced subjects’ fears, reciprocally
entrenching their panic disorder, Posiiive treatment experiences consistently
disconfirmed subjects’ fears which left them energized with a reduced sense of
helplessness. These epitomized the beginning of healing, Recommendations are
made for future researchers to operationalize this data into clinieally accessible

diagnostic instumentation,



“THE ROLE OF FEAR IN THE LENGTH, PROCESS AND
~ COST OF PRE-DIAGNOSTIC ILLNESS BEHAVIOUR IN
| PANIC DISORDER PATIENTS

FEAR - THE COGNITIVE LINK AND CONVERTING FACTOR BETWEEN THE
EFFECTIVE AND INEFFECTIVE MANAGEMENT DF PANIC DISORDER

by Lesley Clarence

A dissertation submitted to the Faculty of Health Scietices, University of the
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Diagnosis is further complicated by the many patienss who have
tecurtent panic attacks but do net meet the full ctiteria for panic
disosder. Research reveals that these stmple pﬁnic attacks have a
relatively high lifetime provalence, repottedly 3,6% in the genetal adult
_p_olm_laﬁcm (Klerman, Weissman, Quellette, Johnson & Greenwald,
1991), Italso seoms that simple panic atrack sufferers fall,
intermediately, between those with full-blown sanic disorder and those
with other psychiatrie disosdess, on measutes of impaited quality of life
and medical service utilization (Klerman et al,, 1991), Tt seetns
appropriante that panic attacks which do not meet the critesa for foll
blown panic discrder should be considered as patt of a differentia)

aiggnosis,

Despite tlaese difficulties, a comprehensive study of disgnostic
procedures showed propedy trained and equipped primary care
physicians able to cotrectly diagnose the disorder in 1{0% of cases
(Von ¥ oulf et al.,, 1987),

1.2 Diagnostlc questionnalres |
Resentchers have suggested the use of relatively direct interviews, nimed
at the specific symptoms of specific disonders, a8 useful in promoting
effective and efficient psychiatric diagnosis Paykel & Pricst, 1992).

I'he elassificatory advanees, and associated symptom checklists, of the
DISM 111 facilitated the creavon of such a bridging instrument, in the
form of the National Tastitute for Mental Iealth's (NTMIT) Dingtiostic
Intetview Schedule (DIS) (appendix 13 "This questionnaire offers a
structuted interview format aimed at simplifying the 1 . 1 tasks

involved in making & diagnosis, It can, equally, be used by lay

10}



these classifications, especially to a primary care setting where the

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

Primaty cate practitionets are faced with o mudtitade of different types
and intensitics of llacsses and are reguindy forced to make ceitical
decisions (Katon, 1993). Practitioners appéar' to adequately identify |
psychiattic patients. "The shostcoming is in the differential diagnosis
of the condition and ensuring the proper and mos: effective treatment
plan (von Korff, Shapiro, Butke, Teitlebauin, Skinner, German, -
Turner, Klein & Bums; 1987, |

1.1.1 Irregular presentation
Panic disowder both presents irregulatly and mitnics many other
- conditions. The s.matic symptoms of panic disorder could equally
indicate an organic condition such s mitral valve prolapse,
hypoglyeemi , hypothyroidism, temporal lobe epilepsy, as well as the
abuse of or withdrawal .me zﬂcoh: ], eaffoine o other recreational |
drugs (Katon, 1993), Tt is impostant that a practitioner, while
investizating these possible causal conditions, is teceptive to the

possibility of a panic disorder diagnosis.

1t 15, likewise, important o be sensitive Yo other faitdy commuon somatic
sympioms of panic disorder not included in traditional diagnostic
criterly, such as headnehes, diatthoes, insomnds, chronic fatigué,
colducss of hands, thoughts of suicide, intrusive thoughts and
ruminations (Forrest & Ricketts, 1995), hence, avoiding the untimely

dismissal of 4 panic condition,

Y
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Tuble 1 - Diggnostic critetla for Prnic 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 imrmediately before of on exposure to a
situntion that almosi always causes auxicty, and (2) not triggered by
sitwations in which the person was the focus of others? attention.

b. Either four attacks (as defined above) have occurred within a four-week

~ period, or one or more attacks have been followed by a period of at least -
one month of persistent fear of having another attack,

¢ At least four of the symptomes listed in Table 1.1 occurred during at lexst
one of the attacks,

|d. During art least some of the attacka, at least four of the symptoma
developed suddenly and incressed in intensity within ten minutes of t.hc |
beginning of the firat symptom noticed in the attack,

¢, It cannot be eatablished that an organic factor initinied and maintained
the disturbance (&.g. smphetamine or caffeine intoxication, _

| hyperthyroidism),

£, The absence of agoraphobia

Table 11« Symptoms assoclated with Panic attacks

W ghortness of breath (dyspuea) or smothering scnsations
M dizziness, unsteady feclings or faintness
B palpitations or aceelerated heart rate (taclyenrctia)
| trembling o shaking
| eweating
M choking
W naunsea or abdominal distress
N depersonalization ar derealization
M numbness or tingling senantions (paresthcnius)
W flushes (hot flushies) or chills
W chest pain or discomfort
W fear of dying
B {ear of going crazy or of losing cnnttol

ldgpted fione Diatnastic und statisticnd meanndd of mental r.ﬂuurriu.s o o Washington, 1.2
merican I’J}rr}mmu Andation, 19908 IF403,

1.1  Delayed Diagnasls

Despite these precise dmgnmuc Criterin maty patients remain
undiagnosed, or are incorrectly disgnosed, althowgl they frequently
visit medical and mental health practitioners (Fotrest & Ricketts, 1995),

This raises quesiions regarding both the application and sitability of



so that 8 sound understanding of the condition requires the
conttibutions of information from all associated subsystems (Wating &

Foreman, 1988).

Under the mbric of a biupsychn:mcial, of systems, appﬁmch, which
recognizen the complex reciprocal intetaction of herqditairy, biological,
cognitive, psychologieal, behavioutal and sucial fastors, a set of spucific
diagnostic criteria, a3 provided by DSM 111, and revised in DSM IV
(table 1), is invaluable. Tt lends order to a potentially overwhelming
 and diffuse areay of symptoms and facilitates communication amongst
professionals and lay peuﬁlu alike. Diagnosis on the basts of diserete
ctitetin from a biopsychosocisl pemspeetive epitomdzes caevinga
distinetion or creating an immediate reality with which to work
(Keeney, 1983). | This ¢ffect infiltrates the individuals entice systemic
artangement theough the eybernetic interaction of all associated

subsy: tems, thus initiating change.  Although specific, diserete and

~ sometimes considered infequate (Pagkel & Priest, 1992), clear

dingnostic criteria offer a useful statting point to healing,



CHAPTER 1

CLASSIFICATION AND DIAGNOSIS OF PANIC DISORDER

- Priot to 1980 panic disorder and peneral anxiety wete combined under -

the heading of anxiety neutosis in recognized classifi atory systems,
Panie disorder was given official status 45 sepatate psychiattic
syndeome in the diagnostic nomenclature of the widely recognized
‘Diagnostic and Sratistieal Manual of Mental Disoeders 111 (19SM 117) in
1980,

Pethaps most influential on the cteation of o separate diagnostic
-syndrome for panic disorder was dts idiosyneratic presentation, _
Specifically, panic disonler presents as sudden, discrete and episodic
bussts of anxiety, accompanied by a relatively consistent attay of
somatic symptoms and a strongg sense of impending doom, This
condition does share many predisposing, ptucipitating and reinforcing
charncteristics with other anxiety disorders and often oecuss
simultancously with genetalized anxiety disorder, major depression and

substance abuse conditions (Weinsteirs, 1998),

The advent of the IDSM 1T category of panic disotder in 19811
provided researchiers, clinicians and suffecers with a whaolg fiew ethos
amed iniiated an enerpetic wave of researeh, A Targe and mteresting
bank of knowledge yuickly smssed, reflecting the inany different
theotetical stances of the researchers, This has culminated in panic

disorder being recognized as a comples Diopsychosoeial phenomenon

(.



The secondary aim of the study is to suggest the use of this
undetstanding, to more sehsitively recognize and dingnose panic

disordet,

A multimetiod research design, consisting of both quantitative and

yualitazive techniques, will be used to investigate the complex pre-

 dingnostic help-seeking behaviour of panic disorder sufferers. Both

methods have been chusen to best represent 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 period, the number and

type of practitioners consulted, the type of symptoms experienced, the
presentation of symptoms to practititmefs and the subjects’ cxpétienccs
of vach treatment received will be quantified on self-rating scales, Fach
subject’s unique experience of his panic condition will also be

qualite “vely accessed dusing o semi-steuctured interviow, The
quantitacive and ﬁ]unlitative data will overlap, each substantiating and
adding to the results of the other. The planned methodology is

discussed in detail in chapter 6.

Chaptets 7 details the quantitative results mentioned above, These
results are diseussed in chapter 8 and related to the proposed
hypotheses. Chapler 9 telates the qualitative stoty of this research
stucly. |

Chapter 10 concludes the investigation with an overview of the study,
audining its observations and suggesting possible directions for future

resgarch,



Chapter 5 is devoted to panic disorder suffeters’ help-seeking
behaviout. Panic disorder sufferers consult many and different medicy)
practitioners and other health related setvices regulady (Kateradahl & -
Realini, 1995). Despite this, they typically endute  lengthy petiod of

ineffective treatment searching before they are correctly diagnosed (von.

Kotff & Haton, 1989), During this time, sufferers often undergo many
‘unnecessaty and unpleasémt medical in wstigations, at huge
psychological, social and financial costs (Markowitz, Weissman,
Quellette, Lish & Kletman, 1989), It has been suggested that these

ineffective treatment expetiences can easily become part of, and

reinforee, the negative and defensive behaviousal cycles typical of panic

disorder (Katon & Vitaliano, 1987). A correct and efficient diagnosis
empowers subjects to begin regaining control of theit lives and their
functional efficacy (Weekes, 1983). Tt is suggested that a pi:irnafy
construct underlying the lengthy and costly process of pre-diagnostic
help-secking behaviour in panic disorder sufferets s their fieational but
overwhelmingly threatening fear. It is anticipated that subjects® fea |

cogritions will direcily influence their dilness behaviou,

The prevalence and negative infilteation of panic disorder into
sufforess’ lives is sufficient to reinforee the critical need to investigate
and better understand this condition. This need is further exacerbated
when considering the evtended and often paychologically, physically,
and financially ctippling process of help-secking these suffeters endure
* before they acquite an aceurate diagrosis and effective treatment plan.,
The aim of this study is firstly to glean a better understanding of the
phenomenology of panie disorder sufferers’ help-seeking behavious,
specifically the relationship between sufferers’ particular fear and the

Biologieal, psychological, financial and social areas of his condition,

w



suppott geoup provided most of the subjects used in this study as it

offered an accessible network of diagnosed sufferets,

'The natute of panic disordet, and its nmgular progression and
infiltration into sufferers’ lives, is discussed in chaptet 3. Panie 1ttacks,
their associated anxiety and the accompanyitig sense of dootn, o fear

(Kaplan & Sadack, 1988) mpidly infilteate and control a sufferer’s
entite life (Welmtem, 1995), Irregular behavioural manifestations
develop quickly as the suffeter tries to _avmd any situation that might
trigger another attack (Shechan, 1982a) and, simultancously, to get
some help, professional ot ather, in copirg with this bizatre condition
| (Walker & Asheroft, 1989). Pear is both a precipitating and reinforcing
vatiable in this condition. Trying to alleviate their fear through
avoiding trigger situntions patadoxically reinfotces it Sufferess become
peteified of their ever-present fear, This feat of fear ensnares them in
ineffective avoidance behavious which supetficially create an dllusion

of dealing with their problem.

Chapter 4 provides background information on the aetiology of panic
disorder from the cognitive behaviousal aeﬁologii:al mode) as it is the
most relevant to the method and hypotheses of this study, The central
tenet of this model is that panic disorder develops in accordance with a
subject’s cognitive interpteiation of his panic attacks (Waring &
Foreman, 1988). "This study follows this tenet and propases specifically
that sufferers’ fear cognitions direct their subjective interpretation of
their panic attacks and hence the development of theit panie disorder,

- Panic disorder sufferers’ fear cognitions tend to clustet around the fear
of dying, going mad or losing control to the paint of total
“embarrassment in public (I Iibbest, 1984),



Chapet 2 provides a brief review of reseach o the prevalence of
panic disorder while simultaneously outining the difficulties in
| establishing prevalence pavameters for a condition like panic disorder,
which are iatg_ely due toits episodic and irregular preseﬁtation attd
idiosyneratic infilteation and impact on cach sufferer’s life, Theae
‘considegations ﬁmbably account for the disctepancy amongst recorded
measures of its incidence which seem to vary from: 2% (Lloyd &
Jenking, 1995) to 8% (Gournay, 1995) Fiven cautmualy interpteted,
prevalence data emphasizes the ugent need to better understand this
dcbditaung condition.

Alf:houg,h thete are no formal ps.walence parameters for South Aftica,
some associated information i starting, Pilot prevalence
investigations in Lesotho,_ Africa reported an alasmingly high
occurrence of panic disorder. This is contsadictory to traditional
beliefs that psychiattic conditions are seldom evidenced in developing
countries (Holkifield, Katan, Spain & Pule, 1990), Sociodemogtaphic
suveys tegulatly observe positive corselations betweeti emotional
disturbatices and acculturation processes, ot the realignment of societal
norms (McGolderick, Peatee & Giordano, 1982). On this basis
twenteth century South Africa represents o high risk population for
panic disordet, a fact hatshly reinforced by the developtent of 2
national panic disorder support group which was initiated in
Johannesburg, South Africa, in Septerber 1995 with an immediate
voluntary caucus of 45 membes. By January 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
popular magazines and local media broadeasts empowered many silent

suffetess to tecognize their condition and seek help openly, This

i



INTRODUCTION _ _
Panic disorder is defined by a constellation of psychophysiological,
- cagnitive,-emoti(mal and behavioural responses in human orgatistn
that ate classified as 2 mental disorder only when they occur together,
tepeatedly, over time (Bakér, 1992), Although sharhg hiph levels of
pervasive and frequently uncontrollable anxiety typical of generalized
:mﬁciety disordet, panic disorder is unique, both in its presentation and
 its subjective experience. Panic disorder presents as the repeﬁted _
uecurtence of panic attacks, leaving the sufferer in a state of extteme
and endusing fear. He is afraid of having another debilitating attuck,
afraid of what the attacks ate and afiaid of the dreadful effect they

could have. In fact, the predominant mood of panic disotder sufferers

is fear (Leaman, 1992), Although the fear concomitant of panic
disorder is widely tecopnized and forms past of the disgnostic
requitements, the subjective impact of sufferers’ fears on the process of
their disorder has, to date, not been investigated. It is this that forms
the main focus of the'prescnt study, specifically the sole of fearin

panic disotder,

These anxiety cpisbdes ot panie attacks occur out of the blue, have no
obvious stimulus and comprise severe physiological ansicty symptoms
accompanied by an overwhelming sense of imminent physical,
emotional or social disaster (Rachman, Levitt & Loptka, 1987). The
psychinttic classification and diagnosis of panic disorder requires that
these symptoms oecur simultancously within a specific time frame,

This is discussed i chapter 1 of this study.



9.5  The indirect ¢ost of panic disorder . 140
9.6  The diagnostic experience | _ | _ o 142
97  Ingm o ' 148
CHAPTER 10 . R | | 147
' CONCLUSION E o W ’
APPENDICES - o | | 154

REFERENCES o E 165

o
i
o

Xty



QUALITATIVE RESULTS AND DISCUSSION

9.1
9,1,1
9.1,2
| 5.1.3
9,14
9.1.5
- 9.1.6
9.1.7
9.1.8
92
9.2.1
9,2.2
| 9.2,
9.2.4
9.25
92,6
9.3
9,31
532

9.3.3

934

994

Negative treatment experieaces -

Practitioners” obstinate adlierence to one illness cause

Lack of discussion

Negative tesi cosults

Unmoved accepﬁnce of condition

Arrogﬁnt non-committal practitioners |
Avolidante of anzicty symptoms

Dealing with practitioner uacertalnty

Som_e spedﬁc e:_:p'emuues
I’o.siﬁve treatment experiences

Wil._lingness to ac'cept. s'ubj.ncts’ treatment ﬁeads
Willingness to discuss opl;‘.nly

Negattve test resulis

Knnwledgéable and conmiunicative
Praetltlnnef uncortainty

The beglnning of healing

Genersl consulfation dynamics
Patlent—uundiﬁoﬂ-pracﬂﬂmmr fie

’i‘he paradox of seaking and avoiding treatment
Doctor-active patfent-passive role
‘A label alop: -

A life ling

116

LY,

118

12¢

- 122

123

125
125
126
127

129

129

130

131

LRI

132

133

133

133

134

135

136

137

il




unusual and unpredictable physinlogical and cognitive fear symptoms
of panic attacks. Their usual sickness Frameworks and behavioural
repertoires are inadequate. (Clark, Beck & Beck, 1994). Often, the only
cue to the intense experience of a panic attack is the internal acousal
the sufferer starts to feel (Beck et al,, 1992). Panie disorder patients
develop an acute scnsitivity and a vig-ﬂat_icé aroutid these ihteroceptivc _
stitouli (Bassky, Cleary, Sarnie & Ruskin, 1994) and also tend to
misinterpret taem as dangerous and ovcrcsthhate their subjective

- personal risk Schnide, Jacquin & Teleh, 1994), The experience is one
of imminent doom, The human teaction is to fight o flee but he dous
not know t{i where or from what to flee, The terror of these minutes
quickly manifests in altered behavioutal patterns, These behaviour
patteens are renctive on the unexpeeted and unfathomable
physiological fear response, and often initiated duting a period of

_ c_ngﬁitivc disorientation (Mcl'nyden, 1989) so that the ena_ﬁing :

behaviout typically appears irtational,

The physiological symptoms of atousal, the perceptual processes which
hypcrﬁjcus o these symptoms and the cu@itivc appraisal of them as
daugcrrmé, interact reciptocally t0 minintain an anxicty state, This
aviety quickly -dcvclnim inte pcmisivg amiéipamry fear which scems
it be functionally relpted to the development of a panic disorder

- (eaman, 1992), Anxiety further testricts cognitive fexibility and
exhausts the human person ({evitr, 1971). Panic attack sufferers
quickly find thut their daly routines require sustained conscious effort,
This i doubly difficult because their mental energios have become
internally focused and pruuccﬁpicd with attending to their actacks,
Ovértly, this manifuses in lethargy and disinterest in proviously enjoyed
activities, while the sufferer’s focus fs absorbed in coping with his

pervastve fear,



The four stages of this sequenced stages model depict the complex

psychophysiological, cr:gnitive,. emotionnl and behaviousal components

integeal to panic disonder (von Kotff & Haton, 1989). These criteria
must be recognized as brosd generalizations, The e wrse of a panic |
disorder is irregular \#ithiﬂ the B Sundﬂries of these identified stages,
mainly hecause it depends on the interaction of & number uf different
factors (Turham, 1989), These influencing Fctors would include the
dupree to which the sufferer nvoids situations believed tobe.
responsible for trigueting off attacks, the reaction of significant others,

the lovel of general tension expcﬁmced from day to day, and his ability
t develop adaptive coping strategies for reducing levels of arousal
which would assist him appreise internal sensations in 4 more realistic
manner (Beck et al,, 1992), Contral 1o all these interacting subsystems
-is the sufferer’s initial cognitive interpretation of the attack and the

.' depree of his ensuing fear. Fear s the emotion that gives sise to the
coghition, that gives rise to the bebaviour, all of which interactively

monitor the severity of the panic condition,

3.2.2  Insidious infiitration of panic disorder into

- sufferers’ lives
"The impact that pande disorder has on o suiferer’s life goes far beyend
the number of panic attacks he experiences. "The sense of helplessness
and uncontrollability he fevls dhariig an attack induces acutu wd

intense fear. 1t is very difficult for sufferess 10 make sense of the



3.2  The development of panic disorder

3.51 A sequenced stages of illness model

"Thete are widespread individnal diffetences in the way simple panic
- attacks develop into a fully-blown panic disorder, However,
considerable similarities have been noted, making the use of desctiptive
* models possible. A sequenced stages of illness model has been
 postulated, and is widely accepted, as an appropriate explanation of the
E process of a panic disordet (Mcl"nyden, 1989). 'I"hts mouel typically .
identifics four stagus:
1, The disotder begins with one ot mote sudden, unespected fill-
blown panic attack(s),
2. 'These events are construed as highly dangerous.
3. Following the early spontancous attacks the petson becomes afraid
of and, thetefore, ovetsensitive to, internal physiological sensations,
4, 'The suffetes dcvclops strategies to avmd escape ot minimize the
feared effects of panic attacks.

Fignre 1 « Foar- the m,grmw By central to and influential on the ;:mm: of panie dlsorder
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emotion was expetienced as realistic, appropriate and manageable, The
event i quickly dismissed. Likewise, panie disorder sufferers who have
leatnt to control their condition, interpret the physiclogical cues as
tiresome, but not dangetous, which devoids an attazh of its panic or
fear cletent, Tt is experienced simply as o briel period of unpleasant -

somatic sensations Barlow & Cerny, 1985).

Othet people, however, cannot make such tational interpretations of
this unpeedicted anxiety state. "Those minutes of high emaotional
arousal and intetise foar induge, instead, a sénsc of loss of control and
helplessness (Rachian, Tavitt, Lopatka, 1987). *This tesults in o petiod
of cugnitive disorientation. Durng those few debilitating seconds of
estreme arousal, highor level reflective processes become dissociated
from lower level automatic processes (Melayden, 1989), A non-
pathological explanation of this autonomic arousal and intense fear is
unavailable and the event is experienced as catastrophic, This primazy
alarm reaction, or fear response, is then believed to indieate the
inminent danger of a physicat oz emotions] collapse and is experienced
a8 n complete panic attack. Pasic attachs can thus be described as the
clinical manifestation of the primaty fear emotion, cumprising
uniexpeated physiclogical arousal, and its catastzophic interprcmﬁt n,
Panse has been described us unadulterted fear (Batlow & Cerny,

1985), | |

"The rationally ingppropriate fear emotions expericnced during the
panic attack develop into fear perceptions which focus on the most
severe and threatening human physicel and emotional phenomena, -
phenomena which are all associated with lnunan hclplt:ssnéss. These
perceptions Seom to consistently cluster into three groups: a fear of

dying, going mad or losing control in public (1 libbest, 1984).
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Anxietr testsiets cognitive fexibility or functioning and typically
interrupts the person’s immediate thought processes, forcing their
attentivn away from the task at hand to an internal self-evaliative focus
(Batlow & Cerny, 1985). At this carly stage of the condition, the
person eaduring a panic attack’s focus becotmes intetoceptive. Unable
1o explain, undemtand or cope with the experience renders the petson
helpless, with o sense of une mtrollability (Zuercher-White, 1995). A
panic attack seldom e ntinues longer than ten minutes and subsides as
‘unespectedly as it stasted. The persar is left exbausted, soared and
confused (Zane, 1989),

3.1.1 The cognitive component -

Nat seery ekpcﬁcncu. of an unexpected arousal teaction develops into o
full-blown panie attack, The key, froma éognitivc behaviowsa)
perspective, lies in the imutf:rutaﬁbn of the _eh'u stiun ot of the
physiological arousal cucs "This interpretive process dutermines the
petson’s emotional and behavioural reactions (Beck, Lande & Bohnett,
1974), A more detailed discussion of the cognitive interpretation of 2 |
panic attack is given in chapter 4, with only a qualitative deseription

hure,

Some people can quickly associate physical cues with an external event.
‘They can identify the smoky atmosphiere in a restaurant as causal to
theis sensation of a tightening chest and suffocating feeling. 'This
person will initiate an appropriate flight of fight response such as
requesting a Jifferent table or npcniﬁg a windovw., This reaction will
not significantly interrupt his immediate attention foeus or shift s

concentration towards his internal physiological activitivs. 11is fear

18
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if something really terrible was about to happen, or that T was
dying but wasn't ready ...1 had a strong urge to run, but didn’t

know whete o from what (Leamaﬂ, 1992, p.128).”

A panie attack is 4 sudden and discrete period of intense atousal
frequently accompanied by a sense of imminent danger and an urge to
escape. It mimics the primary human slarm seaction to o threat,
manifesting it high physiological atousal and negative affect, originally
+ designed to enhance out capacity to initiate 2 flight or fight response.
In the gtip of the all consurning arousal of a panic attack, the fndividual
can seldom identify a realistic danger cue ot threat, so that dispelling
this seething cauldron of arousal through .apprc_:priatc flight or fight is
npossible. o '

Hutnan feelings are a wwo-phase phenomena requiting the fndtial
physical symptoms of a primaty emoton, followed by the pumm’é
definition of these physiological cues (Beck, Tande & Bohnert, 1974),
A panic attack begins as an unexpected Fear emotion, chatacterized by
an adrenalin surge and most e :'nnwuﬂy manifesting in physiological |
arousal symptoms such as shaking, heart palpitations, swealing and
shogtress of breath, Defining this untimely fear emotion is difficult, ' __
The conditioned cognitive inferpretatiun af u “ear emotion in human
bbin;,"s i danp;er or doum (Beck, Sokol, Clark, Berchick & Wright,
1992), 'The physiological symptom. of this primaty fear emaotion
Jesignating a cognitive interpretation of danger sam to an intense
fecling, which the person cannot easily rationalize or justify, and
experiences as overwheiming anxiety (Rachinan, Levitt & Topatka,
1987).

17



GHAPTER 3
THE NATURE AND COURSE OF PANIC DISORDER

3.1 The nature of a panic attack

The single most recognized identifying characteristic of panic attacks is
their uncxpeétedncas and unpredictability. A person often experisnces
an attack, especially a first aftack, in what he would have described as
benign, even relaxed, conditions, such as holidaying with loved ones or

potiering in the gatden,

‘The terrifying subjective experience of a panic attack is poignantly
captured in the following letter from o sufferer: '
“Suddenly, uniexpectedly, for no immediate appatent reason, my
body was overwhelmed by a surge of elemental panic,
Fverything seemed to mace out of control before T could collect
my tmind to cope with the onslaught, .. my mind was so
avercome, T could feel my vision go off. Tverything faded out
and beearnc detached, and my heast felt like it wanted to jump
out of my chest, T felt very dizzy and lightheaded. My batance
got unsteady, My logs turned to jelly. The fluotescent lights
seemed intersely bright and T seemed acutely sensitive to nojse,
As T folt beads of sweat breaking out on my skin, T noticed T
was trembling and h'.wing difficulty controlling the shaldng, I
was also acutely short of breath and the tightoess in my chest
worsened the urge to gasp for air, T £t thatif T couldn’t got
out quickly, T would surely suffocate,  The sheer terror and

menal panic were beyond anything 1 could selate to. It was as

16
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23 Insum

Although these results and statistics must be recognized as 2 still
snapshot from the unfolding progression of the disorder, they are,
nonetheless, sfarﬂing. Panic disorder is clearly a prevalent condition,
Recognition of the limitations of prevalence research clearly highlights
- the need for broad based biopsychosocial investigations of the

disorder,

o e
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& the prevalence of limited-symptom attacks was 2,2%,

A consistent finding acruss most prevalence stucties is the
predominance of panic disordey amrmgkt f'emales; 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),

Hollificld et al. (1990) conducted the first i mvestié,atmn of the
occurtence of panic disorder in a dwelopmg country, Their re.aulm
indicate that 11% of 356 subjects investigated met the disgnostic
etitetia for panic disorder, This is » significantly highet prevalence that
recordud in the United States of Atnerica and conrraty to the common
perception that developing countrics are almost without psychiatric

 conditions encountered in Wosterniznad nations.

Most mental illness is treated in primary care seitings, suggesting the

'_ population of general practitioners’ patients as one worth investigating
to indicate the prevalence of panie disorde. It has been estimated that
a genetal practitioner with o list size of 2 500 patients identifics

- appeoximately 300 cases with & non-psychotic mental fliness pee year
(Tdoyd & Jenking, 1995). Panic disotder patients are said to comprise
a8 any as 27% of those who consult general pm:.tmunurq with
psychiatric symptoms (Naplan & Sadock, 1988), It may then be
estitnated that approximately 81 persons auff‘c.nng from panic disorder

consult o genesal practitiones with « list size of 2 500 annally.

14
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variable pattetn of the condition within established descriptive

frameworks,

Prevalence surveys to date have largely beea cross-sectional, fixed time
_ measusements (Baker, 1992). Bearing the above cotitingency variables
in mind, it is cleat that 2 nominal head count alone will provide only a
limited perspective on this disorder. Differences i prevalence rates
could equally be measures of differences in the incidence of the
disorder, in the dusation of severe episodes and in thelr prubablhty nf
tocutrence {van Korff & Liaton, 1989),

2.2 Brief review of prevalence research |

Despite the above limitations, prevalence research does indicate the
significatt frequency of panic disorder in the genesal population,
Fstimates of the life time prevalence of the disorder tange from 2%
(Lloyd & Jenkins, 1995) to as high as 9% (oreest & Ricketts, 1995),

A detailed and informative prevalence sureey was conducted by the -
National Institute for Mental Health in five independent sites (Baker,
1992), Panic disorder sufferers wete identified by their responses to an

adaptation of the DIS questionnaire, which was discussed in chapter 1.

These researchers identified three levels of panie disorder and repotted

prevalence data accordingly, Their results can be summatized a

follows: | _ _ _

W the lifetime prevalence of panic disorder in the genetal population
was 3,8%;

M the prevalence of panic atracks in patients not meeting the full

criteria for panic disorder war 5,0%%;
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CHAPTER 2

" PREVALENCE OF PANIC DISORDER

Prevalence surveys form past of epidemiological research, specifically
itvestigating the distribution of a disorder within the population {(von
Korff & Eaie, 1989). 'The official recognition of panic disorder in

DSM III gave impetus to the need to estimate the actual incidence and

disttibution of this disorder. As a tesult; during the last two decades,
epidemialogical reseatchers have been preoccupied with the difficult
problem of counting the number of panic disorder cases in the

eommunity ot with prevalence sutveys,

21  Difficulties in prevalence research

The prevalence of panic disorder is difficult to measure because of the

* many “closet” or undiagnosed, as well as misdiagnosed, cases and
because of the inconsistent presentation of this chronic episodic
conditton (Dilsavet, 1989). Sufferers often have intense.ly severe
periods with attacks more than daly and then go into sudden retnission
expetiencing fewer attacks (Katerndahl & Realini, 1993). This is
further complicated by the irregular staged development of the

psychological and behavioural symptoms which follow the initial panic

attacks (McPayden, 1989). Panic disordet typically begins with the
occutrence of panic attacks, followed by each sufferer’s idiosyncratic
cognitive appaisal of his symptoms and sensitization to them. This
- usually initiates reactive avoidance strategies which become sclf-
maintaining, The process of panic disorder is discussed in detail in

chapter 3. Lot present pusposes, it is simply noted to indicate the



interviewers and professionals and seems to be a reliable detector of
panic disotder (Robins, Helzer, Croughan & Ratcliff, 1981),

Simpler and shorter diagnostic questionnaites (appendix 2) have
| subsequenﬂjf been developed and are widely utilized, especially in
ummunity ptojects, aimed at the eatly detection of undiagnosed panic

disorder sufferers,

These and othet instrutnents, sensitively eniployed, could help organize
primasy practitioners’ diagnostic dilemtnas and reduce the large number
of mcorrectly diagnosed, or non-diagnosed, cases of pamc disorder
(Lloyd & Jenkins, 19)5)

1.3 l:i sum

"The delineation of discrete classificatory critetia, used with wisdom and
ernpathy, could be an impottant step towards alerting professionals and
the general public to the occutrence of panic disorder, thus improving
the eatly detection of sufferess, the provision of effective treatment and
destigmatizing the condition, |

1



and helps explain why panic ends ot anxiety decreases ovet dme,
Cognitive behavioural therapy for panic disorder aims to stimulate the

mechanisms of this negative feedback loop.

4.1.2 First and second stage fear mode/

- Weckes (1983) describes the process it tetms of first and second sfagc

feat. "The initial part of a stress feaction consisting of mainly somatic
sensations, sucl as a thumping hears, chest pain, giddiness, sweating, |
agitation and shortoess of breath, ate described as the “first feas”
renction, These symptoms are seen as self-curative given time ancd rest.
Weekes places gtc.at emphasis on the “second fent” stage which she
chat. .nstizes o a sense of Dewiklerment, alarm and flashes of almost
incapacitating teeror, ‘This stage is a reaction to the “first fear” stage
and produces mote physiological sensations, causing mote alasm, and
an ever-increasing spiral of anxiety sympﬁomwtnlogy. "Uhe escalation of
patsic episudus into 8 saverely disabling condition depends on

interoceptive cucing of panic, pereeption of threat and fear of fear.

4.1.3  Contingency varfables

"The variables influencing the pre ).bi.kbility of fiving of the positive
fuedback loop, or second stage fear, to a point of panic, inchude
internal cues, catastrophic ddeations, individual prc(‘ispc':sitiu.ns and

situatinnal Gxctos,
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CHAPTER 4.

THE COGNITIVE BEHAVIOURAL MODEL OF THE
AETIOLOGY OF PANIC DISORDER

Aetinlogical research is most valued for the direction it offers bath
preventative and healing treatments. T'ranslated into cliﬁically
accessible methodology, aetivlogical teseatch could enhance the lives of
“many panic disorder sufferers by directing effective treatment (Regier,
Hirschfeld, Goodwin, Gurke, Lazar & Lewis, 1988). Faton, Badawi &
Melton (1995) deﬁrly lustrate this in their investigé.tion ofthe
precursors to panic disorder. Their results include the predictive power
of the simple question, “Are you a nervous petson?” ‘This questior
cotrelated to the development of panic disurder during the following
yeat in 6% of their research subjects. It is these kind of simple
specifics, made accessible to primary bealth wotker , that could
sipnificantly reduce the misdiagnosis of panic disorder,

Speciﬁc actiological moddls tepresenting the patadigm of their
tesearcher are individually unable to address the problem of panic
dirorder in all its complexity but have great heuristic and clinical value
if seen as part of the broadur contestual picture (Mazgraf & Fhlers,
1989). ‘The following discussion facuses on the cognitive behavioural
aetiological 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 centtal assumption of this study iy that subjects’ fear
cognitions influcnce their interpretation of theit paaie attacks which

then direets the course uf thelr condition,
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inconsistent reinforcing stimuli, but as integral to the qualitative

- experience of the disorder (Matkowitz et al., 1989),

Panie disorder sufferers report mote impaitment in perceived physical

- and emotional health and reductions in occupational and financial

functioning than those suffeting other psychiatric disorders

(Klérman,i 991). They ate often far too afraid to wke holidaye- ot travel
outsids of theit safety netwotk which usually comptiscs medical
practitioners, pharmacies and emergency room (Gournay, 905) bdf
medication is & common and secret coping mechanism and companion
to panic disorder (Bakes, 1992), Suffefcrs ate aftaid and unsure of theit

~ symptoms but equally afraid of facing another day or night without

some help, Over-the-counter medications ate often the most easily

 accossible in the frenzy of the fear of an attack and the 0vcrwhdmmg

fear of collapsc. (Asheroft & Watker, 1989).

- Recoghizing the psychosocial concomitants to panic disosder and their

impact on the sufforer’s qualitative experience of life, helps clasify the
frequent repotts of continued fanctional impairment after effoctive,

“short term treatments have reduced the actual number of panie attacks

expetienced (Klerman, 1991), It also lends validity to sufferers’ self

reports of improvement only when these aspects have been dealt with,

gven despite a much eatlicr psychintric dingnosis and binlogically
offective treatment. Patients need to develop o personal understanding
of their problem and address its impact on their lifestyles, to alleviate
their sense of helplessness (Weekes, 1983). A sense of helplessness is
directly related to the level of fear expetienced (Forrest J Ricketts,
1995}. The negative belavioutal manifestations are resultant on the

intensity of foar and helplessness experienced (Clodtte, Teimberg,

 Lichowitz & Gitow, 1992), Futhermore, as much as the severity of
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CHAPTER &

HELP-SEEKING BEHAVIOUR IN PANIC DISCRDER
PATIENTS | |

Panie disorder very quickly becomes the sole focus of sufferers’

existence, Their lives become a series of avoiding anything that might

precipitate or worsen an attack, their cognitions become internally

focused, aiways alert for a cue signaling anothet attack, Pertinent

amangst the concomitants of panic Jisorder is the time, energy,

- emotionally and fnancially consuming process of help-secking. Panic

attacks are too frightening 1o vvedook, deny of ignote but finding the

- correct, or most effective help, is difficult. Panic disorder patients are

amongst the most frequent users of mental health and medical services

(Salvador-Carutla, Seqiu‘, Fernandez, Cano & Canet, 1995) yut the mean

latency period between the onset of panic attacks and entering an
effective treatment programme ix 12,7 yeats (von Korff & Faton,
1989). ‘The benefits of c-.arly detection and management of mental
iliness are cleady documented as including health gain for the patient,

Luttet progaosis if detected carly and still better progoosis if the

pre.blem is also managed appropriately (loyd & Jenkins, 1995). This

position is especially true of panic disorder beeause, with the rapid
entrenchment and reinforcement of dysfunctional cognitions and
behaviours, the duration of the disorder is inversely related to tie

proghosis (von Kol et al,, 1987).
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overpowering preaccupation with, and response to, increasing numbers

of imagined and experienced dangers (Ift.iﬁ'g!st & Ricketts, 1995),

R %



and experienced as fear (Barsky et al,, 1994) or ax incapacitating tesror
 (Wevkes, 1983), N

4.1.3.4 Shtuational factors |

Situational factors impact on how internal or f)hysinlngical cnes link
intor the positive féedback loop. This seems direetly linked to the -
availability of both explanations for the sensations and of coping
tesuurces (Rachtnan, Levitt & Lopatka, 1987). Panic patients report
fewer catastrophic cognitions and less gencral distress during the
expetience of physiological anxiety cues in the presence of @ safe
person (Garter, Hollon, Catson & Shelton, 1994), Tikewise, expected
panic attacks seldom carry the same foar intensity as unexpected attacks
(Batlow & Cerny, 1985). “Lypical situational factors associated with the
exaggeration of panic include driving on 2 busy highway, shopping
malls and standing in quuiles (Matgaf & Fhlers, I‘JIB‘)). Mudical
treatments experienced as negative and leaving a sufferer confused and
helpless can become a situational varisble reinforcing a panie condition _
(Andrasik, 1990). These external situations guickly becom
conditioned fear cues and the sufferer adjusts his behaviour in an effort

tey avoid these leamt cues,

43 Insum

The central focus of the eognitive modd of panie disorder is fear

- related to coping during unusual or unfamiliar events. Tanic attacks
involve the interpretation of termor around an unusual somatic event,
susulting in an exaggerated emotional experience of fear. Clindcally,
fuar and panic, though qualitatively different, scem linke

quantitatively, passing rom one phase to the other as 2 result of an
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4.1.8.1 Internal cues

- Panic patients are mote likely to experience physical symptoms and

are mote sensitive to their oceurrence. These physical symptotns are

‘exaggetations of normal bodily processes and panic disorder patients

expetience them trore frequently and at a higher level (Batlow &
Curny, 1985).

4.1.3.2 Catastrophic interpretation

The heightened occurtence and awateness of somatic symptoms does
not direstly tripger panic but operates via their interpretation or

‘association with danger (Margref & Fhlers, 1989), Thoughts influence

feelings, behaviours and moods. Panie patients report catastrophic
ideations ot interpretations of physiological arousal and these
distortions typically centre around physical {e.g death, heatt attack) ot
mental (e, losing control, going crazy) catastrophes (Rapeé, 1985).
Research studies very éonsi’stently show that fear cognitions,
patticularly fear of physical or mental collapse, ate mote regulady
reported by panic disorder sufferers compared to other clinical and

notmal control groups,

4.1.3.3 Individual pradispositions

Attempts to identify individval predispositic ns to panic disorder have
shows some cotamon trends but these are not evident in all panfe
patients, It scems that different diatheses precipitare the expesience of

panic by a common pathway. Cognitive Behavioural theorists propose

~ that this pathway, or the link between the physiological cues and @

panic attack, are cognitive and emaotional zeactions centring on dangey

k1

g
i



challenging events, as opposed to the tapid escalation of fear and

catastrophic interpretations reptesented by the positive feedback loop,

~ 4.1.1.1 Components of the positive feedback foop

® Physiclogical ox emotional cues Physiological changes oceur for
which the individual cannot identify a precipitating stimulus
(Matgraf & Ehlets, 1989). |

- ™ Cognitive cues 'The person 11?.;_ticus the physiological changes.

o mnmw The physiological changes are associated
with immediaie danger (Batlow & Cerny, 1985),

W Jgar The petson experiences intense and inexplicable fear which

increases both the physiological and cognitive components and

completes the positive feedback loop. "Uhe fear tesponse escalates to

o panic attack. The positive feedback loop is a fast PIOCOSS.

“L'he four fnteractive components of the positive fuedback loop mirror
the four stages of the development of panic disorder identified in the

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

4.1.1.2 Components of the negative feedback loop
Components of negative feedback processes include solf limiting
activities such as habituasion, fatigue b hotasostatic mechanisms
(Margraf & I=.-1hlers, II‘JS‘J); epeated geauty testing invatidating
catastrophic anticipations anu coping wnechanisms, including breathing
techniques (Rapee & Barlow, 1992); disteaction strategies (Forrest &
Rickotts, 1995);@?: sgnitive strategios (Clark, Beck & Beck, 1994); and '
help-secking behaviour {(Katerncdahl & Realing, 1995), The negative

feedback loop operates mote stowly than the positive feedback loop




41 The nognitive behavioural model

Two of the centeal tenets of a cognitive behavioutal actiological model
of panic disorder inclade the nature of the triggering events (internal
vs. external) and the content of feared éonsequences (immediate

- bodily/tental catastrophes vs. other more long-tetm negative events). -

From this perspective , panic attacks are not spontancous events but
rather the conseque:. ¢ of a feedback loop between bodily sensations
and the person’s teaction to them. Cognitive behavioural theorists use
various heutistic descriptive models explaining these assumpt“inns; A
brief discussion of the Positive and Negative Feedback Loop Moded
(Margraf & Fhlers, 1989) and the First and Second Stage Fear Model
(Weekes, 1983) will be used to llusteate this petspe: five.

411 The positive and negative feedback loop model
"This model deseribes the link between physiologieal or interoceptive
cucs and the expetience of panic in terms of positive and negative
feedback loops (Matgeaf & Fhlets, 1989), The positive feedback loop is
fed by physiological, cognitive and emotional responses and is » quick
process culminating in « pimic attack, Clatk (1987) esplains individual's
pereeptions of the spontanedty of o panic attack as due to the faiure to

recognize the factors feeding this positive loop.

The positive feedback Ioop operates simultaneously with 4 negative
feedback loop which influences all the components of the positive
feedback loop and serves to reduce anxictjf (Mazgeaf & Yihlers, 1989).
The aegative feedback loop is tepresented by effectve coping

mechanisms and assists with the appropriate and rational appraisal of
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panic attacks is relative to the in;censity' of accompanyhg’ feas, dispelling
that fear is likewise positively related to improved social and
occupational functioning (Zane, 1989) and reduced anxiety (Barlow &
Cetny, 1985), thus alleviating the sevetity of the disorder.

The frequency of panic attacks is cleady only patt of the syndrome,
The consecutive qualitative symptoms must bc.-_recogzﬁzed as integral

.~ to the condition and, therefore, s a necessaty patt of treatment and
research, The qualitative expatience of panic can be quantified in
ansiety ratings, quality _df lite ratings ard obsetvations ot tating: f the

degtee of avoidance behaviours (Weinsiein, 1995),

33 Insum

Pa_nic' attacks yepresent the pathological manifestation of the primary
fear emotion which quickly becon s 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 intensities his fear, initiating
repeated panic experiences and ineffective behavioural changes,
wpically chatactetized by the avoidance of events believed to trigger
these attacks. Panic ateacks are not situstion specific so that resultant
avoidance behaviout, following thuir path, is frrogular and e nfuses
both the sufferer and significant others in his life, "These sacial and
psychologieal accompaniments to panic insidiousty creep into the

individual’s Hfe and soon dominate his existence,

26
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integrally part of panic disorder is irregular, not situation specific and
epitomizes a despémte and frenetic attempt to escape the hotror of
another panic attack (Sheehan, 1982a), These istegular behavibural
manifestations make panic disorder even mote pcrplexing for both the
sufferer, significant others in his life, and the medical practitioners he
consults (Peykel & Priest, 1992). 'The driving fotce 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 mroidancé behaviour has been'estimﬁted at three
months with 4 range from one day to two yeats (von Korff & Eaton,
1989). These desperate and dysfunctional behaviouss increase the
sufferers’ anxiety and facilitate the tepetitibn of ﬁanic attacks, Once

“expetienced, whether the triggers are identified of not, it seems that
panic can be reproduced “spontaneously merely by association ot |
memory (Zane, 1989). The progress of panic disorder is individually
vatiable but, geaetally, without treatment it insidiously and rapidly -
invades the petson’s being and life style (I,caman, 1992). |

3.24  Quality of life In panic disorder

The sequeniced stages of illness model describes the process of panic
disorder as evolving from physiologieal symptoms, to cognitive,
psychological and behavioural manifestations (McFayden, 1989), T he
coutse of this evolution depends on the complex interaction of
hereditazy, biological, cognitive, psychological, behavioural and social
influences (Weissinan et al., 1989) and direetly and teciptocally
influences all these systems, Tt s becoming increasingly evident that an
understanding of panic dizorder requites the scrutiny of its

psychological and social concomitants, not as mere by-products or
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Panic disorder sufferers’ typical coping behaviours attempt to avoid
anything ot any place that seems associated with or likely to bting on
another atmck; ot make it wotse, These¢ behavioural chahges_ appear
itrational, the pativnts are afraid and feel foolish, making them reticent
 to discuss their 'changéd behaviours ot changed needs (Ingham, 1993),
but the immediate relief offered by the avoidance behaviour quickly
~ teinfotees it for the sufferer (Forrest & Ricketts, 1995). This imp -cts
almost immediately on theit intespersonal relationships, their social |
functioning and theit work efﬁcacy (Weinstein, 1995). These ate the
: condiﬁon’s first infilteations into the sufferer’s btoader life aystems; ot
into his quality of life and epitomize what has been referred to as panic’
disotdet’s biopsychosocial natute, |

Alack of understanding of the condition in both the sufferet and
significant others in his life is one of the greatest rcasons for its
negative impact on his quality of life. The inability to rationally explain
his condition increases his sense of loss of cdntrol (Rdclm:an, Levitt &
Lopatka, 1987) exacerbated by the disrupﬁcm of his concentration due
to his intensely anxious state (Leaman, 1992). The resultant defensive
behaviours, typically manifesting in o é_t:ries of numing.away, hidiﬁg
and avoiding (Ingham, 1993), further add to his sense of

uncontrollability and a vicious negative behavioural vortex develops.

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

occuting co-maorbidly with panic disorder. Avoidance behaviout that s
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{Cloitre et al,, 1992). The typical doctor-patient consultation style
renders the patient heiplessly under the control of the practitioner.

The experience of tepeated ineffective treatments adds to 4 perception
of fhe enormity of their panic condition (Katon, 1993) as well as their
own helplessness. This interaction quickly becomes self-fueling as the
patient fuels more weak and vulnerable, and relies mote 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 conditior,
by taking full responsibility for his body, including his patic attacks,

and to willfully decide on the help and guidance he will utlize (Weekes,
1983). "The dependence developed in the doctor-active, paticnt»paséivc o
intesctions and the contmdictory'acce;it’m&e of his illness symptoms |
simultaneous with o diagnosis of health, creates the exact antithesis of s r |

sense of cuping, clatity and competency.

5.2  The direct monetary costs of pre-diagnostic help-
seeking ' - | :

It is evident that panie disorder patients make far mote frequent use of F
ttaditional health care facilitics (I*{le.ﬁnah et al, 1991) and other foems
of healing therapics (Katerndahl & Realini, 1995) than patients with

uther psychiatric conditions ot normal control groups, As well as

potentially reinforeing negative behavioural patterns these treatments
all carey a financial cost. Krapnick & Pincus (1992) investigated the

cost-elfectiveness of pyychological treatments and concluded that the
ceonomic costs of panie disorder are in fact enormous, with subjects
making at least twiee ay tmany health eare visits as compatison subjecs, oy

and esperiencing longer hospitalizaion.
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and cubital mﬂ“d s.yndrumc. He suggested | see 2 psychiatrist for
the neur(.zpﬁthy because he felt it was an emotional ptoblem,
At that point T felt that I'd seen enough doctors and would take
cate of the emotional problem myself. T didn’t want to take the
chance of being labelled a hypochondtiac or wotse, |
Finally, » friend prodded me fato seeing her family doctor. He
asked me a lot of questions about my past medical history and my | :
present symptoms, and did a complete physical. He then told me o
I haud panic disorder, and had had it since T was twenty-one. 1 ]

was sutprised and selieved. At last it all made sense, (Lcamaﬁ, ;
1992, p.156).” o o - o

The dramatic advances in the _dingmc)sis and treatment of panic disorder
have seemingly riot relieved the fruitless and individually snd nationally
costly phenomenon of 2 long and ineffective treatment search, Both ¥
panic attack and panic disorder patients have elevated rates of general
and spectelized medical care utlization (Weinstein, 1995) yet they often .
ternain undiagnosed for a long time, often do not 1 :ceive effective .
treatment and very often receive litie oz no psychoeducation or

information on the nature and consequences of theie disorder (Regier -
et al.,, 1988). Mollificld et al’s (1990) pioncer suvey of the incidence of 0 _'.:
panie disorder and associated hedp secking behaviorr in Lesotho, -
Aftica, discussed in chapter 3, teported that 77% of sufferers had in
fact sought help For their condition, Yot, 72% of these, who had
attended Western doctors, did still not kaow how to treat themselves

and 68% did not know what caused their attacks.

‘The high incidence of patieats with panic disorder who are not
receivityg any, o at leaso rot appropeiate, teatment is posing a -

significant problem for psychiatry, Ay the available treatment methods ;
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with sound medical judgement, ean be 2 aseful diagnostic aid (Disaver,
1989). -

5.3.2.1 Influences on their symptom presentation
Individuals differ worldwide in their experience of pain, their labelling
ofa symptom, their communication about theit pain o, symaptom, their
bdief about the cause of thedr fdlness, their atﬁmd:: tos doctors or
medical practitioness and their expectations of treatments
(McGuoldetick, 1982), These individual differences would logieally
effect how they both perceive and communicatu thefr perception of
their symptoms (von Kooff & Vaton, 1989). The symptorm profile of
panic attacks might be interpreted by the patient as the manifestation
of bsychulugical ehistress or physical dlness, "Thedr pursonal |
interpretation is functonelly related to thei fear perceptions (Beck vt
al., 1992) and how they communicate this is influenced by social amd
cultural scripts, as well as idivicdual personality factors (MeGolderick, 4
1982), ' '

Ordinarily, patients explain physic:zl'syn'nptumq in terms of
cotventional illness frameworks, but when they experience somatic
symptoms unexpectedly, and eoncomitantly with emotional acowal,
they do oot easily fit into these pammetors, Furthermore, panie
disorder sufferets feel different and perplexed and will vften present
their symptoms i ways to alleviate these feclings, trying to make them
appear as “normal” as possible Jngham, 1993) often forcing them inte
conventional sickness conceptual frameworks, even emphasizing lesser

spmproms to accommodate this e (Pesry & Cooper, 1989),
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& males who atteibuted the cause of their condition to othets used

- psychologists most.

Lastors associated with seeking care at spucific sites appear to include
attirudes, perceptions and treatment experiences, it addition to |
symptom chatacteristics, sex and sociveconomic status, Panic disordor
subfeters’ pre-diagnosis treatment scarch {3, therefore, a dynamic
PROCESS a8 each attempt reciprocally influences most of these variables

and in turn directs the nest treatment sought, This study aims to

explore the direetive influence of sufferers” foar on their pre-diagnostic

help-seeking behaviour.

53.2 .How do panic disorder patients present thelr
symptoms ? -

- Speeific symptoms reported seem to be similar for benipn panie attacks

- and for attacks associated with panic disorder. Panie disorler paticnts
typically present with multiple somatic complaints often including »
fear ot dying, going mad or losing control (Dilsaver, 198Y), "These
sotmatic compiliats incluce chronic hendaches, myalgias, lack of
energy, poor coacentratinon, irtitability, difficulty breathing, dizziness.
and chest pain (von Kot(l' & Haton, 1989),

This conglomeration of vague physieal symptoms is often difficult to
understandd and car leave a practitioner irvitable, perplesed, anxious
and helpless, Ttis diffieult to find a clear-cut explanation but be can,
eeually, 16 1 be sure that the patieat does not sulfer ffom some physieal
disorder that he has failed to diagnose (Mechande, 1972), It has heen

suggrested that the practitioner’s emotional responses, when tempered
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physical or tnental collapse, death or sacial humiliation (Kaplan &
Sadock, 1988).

[Tibbert (1 984) invcﬁtihmtcd'thc relationship between somatie

symptoms, ideational content and resulting hehaviour. e aoticed that
paticnts 'ciapcr_icn;ing palpitations, breathlessness and weakuoess, feared
heaet attacks and dentls, and tended to consult medical heaith
practitioners, “Those experiencing sweating, butterflios in the tummy

and depers malization, feaed loss of control and social ;.mb.u'r'tmmml,
annd tended to consult muut'tl health officors or counsellors, e
conchided that the nature of somatic symptoms expetienced is fm'mbly
finfluential on the sufferer’s fear and w1 turn on the choice of hep b
seeking behaviour, | o

Katerndab! & Realini (1995) serutinized cotrelations hetween somatic
symptoms, personality factors and sociodemogeaphic variables with
help-seeking behaviour in panic disorder patients, “They identified the |

Tollowing trends:

W alcohol dependent males, unable to drive themselves, visited
ermergency rooms; _

W persons with severe chest prin and dyspnca and funetionally
impaited pessons consulted peneral practitioners;

™ pativnts who believed their condition was self-caused n.Iau.d
inversely to the use of general practitionurs;

® higher social elass correlated to eardiolugist usagy

W higher coneern about pain corrdated to cardiologiar usagss

W perceived severity of panie attack correlated to ambulance usIg

B patients with greater treatment experience used psychiatrists more; L
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- M 32% used emergency rooms
® 35% used gencl practitioners
9% used cardiologists
W 19 used ambulatice services
M 24% used psychiatrists
® 10% vsed psychologists

B 13% used aliernative settings.

Tt suems unanimous that most panic' conditions are, at some stage,
treated in genetal medical practice (Paykel & Pricst, 1992) but there is,
equatly cicztriy, some immdequacy evident in the many misdiagnosed or
undingnosed cases, This results in the lengthy, individually and sociaily,

costly, experience of pre-treatrent help-secking,

53.1.1 Influences on their cholce of help sites

A lot of the resenrch into pande disorder has focused on identifying
why patticular patients seck help from patticular help sites, Tlness
behaviour is a caping skill influenced by social and cultural vatiables,
personality factors and life experiences (Sue & Zane, 1987, People
tene o appraise new bodily pu_récptiuns v.\g.ﬁinst their own prior
cxperiuncés, and their anticipations, based on the obsrerved experfences
of others, and on genceal knowledge socially and culturally gluaned
(Mechanic, 1972),

At some point & physiological eue alerts an illness pereeption. The
converting factor in the ease of panie disorder séems to be the
sufterer’s fear perception. Remember, the dreadful universal

accompaniment (o patie attacks 18 the everwhelming fear, typically, of
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nlightened positive investment in timeous and effective diagnosis and

teeatraent of panie disorder must become the active commitment of

selevant health workers (Foerest & Ricketts, 1995). This would relieve

~ the teagic human costs and alace the substantial economic burden on
society (Lloyd & Jenkins, 1995), o

53 Characteristics of helpa-seeking behaviour

5.3.1 Where do panic disorder patients seek help?

Tt has been generally observed that most non-psychotic psychiatrie
conditions ae treated in gencral practice (Paykel & Priest, 1992), Tt
s, in Fact, been estimated that as many as half of al persons affected

by a mental disotdes, who are under treatment, recuive eate only from g

| general health provider (von Korff, Shapito, Burke et al, 1987). Panic
disorder sufferers seem to follow this trend as they, especially initially,
espetience the problem as physical (Forrest & Ricketts, 1995).

Research studies have consistently confismed panie disorder patients’
regular and clevated usage of medical services, Klerman et al. (1991)
compared the help seeking behaviour of panic attack, panic disorder
and other psychiateie patients. They reported that 24% of the panic
attack sufferers visited general practitioners, peychinttic professionals
and emergency dcpm'tthunts a opposed to 42,90 of the panic disorder
patients and only 7,5% of other peychinttic disorder patients, These
findings were again confirmed in an extensive review of studies on
panic disorder patients’ helpseeking behavious by Kateendahl &

Realind (1995}, ‘There conclusions wre summarized as follows:

W 49%% gsed medical setings




Still, the direct costs of panic amorder can outsteip those of other
chronic conditions. "The crux is, however, not only this financial

~ diffetence but that most of these medical procedures are unnecessary
and make: livde impact'nn 5uffé_rcrs’ condition, or wosse still, ean

teinforce the negative process of their condition,

The financial otlﬂay can be crippling for the individual and this effect
can reciptocate socially, The sucial costs of panic disorder are twofold,
They include, ﬁrst:ly, theToss of social and economic productivity in
sufferers because of their panic condition (Rupp, 1995); and, secondly,
the unnecessary channelling of medical insurance and, hence,
gm?e_rnrncnt rasouzees to the payment of ineffective medical
procedures (Wolff & Rickstens, 1994). Regier ct b, (1988) go as for o8
hetalding the possibility of shifting even a small pottion of these
indirect costs into ditect tteatment costs, as having a potentially
nfound improvement on the lives of custently untreated or
ertrented sufferers. “The social costs of panie disorder on the
broades social network is not included - the aim of this study but an
alertness to it, while reading the alxeming individual impact, is valuable

and adds emphasis to these haed faets,

The post-dingnosis costs of panic disorder are also beyond the sgope
of this study and there is, generally, a pancity of research in this aren. Tt
is noted, however, that the positive effects of an efficenc dingnosis

- clearly inchude the improvement of both the psyehological and social
suneomitants of the disorder (Salvador-Carulla of al., 1995) amongst

which inulfective and costly treatment searching s pegtinent,
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precipitating further panic attacis and the development of his

condition (Zane, 1989),

The patient sole can be maintined through positive minfritcemcnt,_
such as attenton from others, including empathetic medical
practitioness, while “well” behaviour is insufficicntly acknowledged
(Andrasik, 1990). This is especially easy when the patient has a long
standing, somewhat vague, disordet and is wall known to the
pmctifi:mér (Paykei & Pricst, 1992) ot can be due to fear, or
Ium:crta{nty, on the past of practitioners, or ﬁigﬂiﬁc:'ant others, in the
patient’s life who, out of kindaess, instruct sufferess to do only what
they ean (Stiles, Shapito, Hazper & Mortison, 1995), The patient

receives an atbiguous double-bind, He has been proclaiimed ' L
physeally fit but his pain is recogpized and his dlness behaviour
accepted. The sufferer quickly assumes an illness orientation living

from one diagnostic evaluation o the next (Goutnay, 1995).

- 51.21 The practitioner-patient experience

Westernized patients have been socially schooled to respect a de sctot o
other medical practitioner’s wisdom and tend to assume a doeile role,
immediately giving the practitioner the pe er duting o consultation
(Inghatn, 1993), I

"This typical doctor-active, patient-passive interplay casily feeds the.
neggitive hehaviour patterns sven in panie disorder, Feelings of
helplessness and uncontrollability are positively elated to the
deterioratios of panic disorder (Badow & Cerny, 1985). The degree of
fear experienced in panic # ditectly related to fuelings of ' e

urcontroll=hility and to the perception of the severity of the disorder

3



become increasingly cffective and economical, the difference between
the potential for ameliorating the condition and the actual performance
of health and mental health services in providing this care is likely to

becomie of tantamount concern (von Korff ct al,, 1987

51.2 Medical consultations as part of the negative |
~ behavioural chain | o
~ Duting this pre-diagnostic help-secking perod sufferers often undergo

unnecegsary, unpleasant and costly medical procedures. These are not

only time and financially costly, unpleasant and anxiety provoking, but
can also, unwittingly, become part of the segative vortex of o :
catststttnfihic c:.:g,mitidns and avoidance behaviours centeal to the |
deterioration of panic disorder (Andrasik, 1991). |

A perslnn, experiencing th_é terror of a panic attack, often rushes to
medical roons, where he undergoes 2 thormigh medical examination,
after which hs iy proclaimud healthy, with 1o sigh of pending heart
failure or death. This diagnosis is technically correct, and offers some
immediate relief, but the patient remains confused and aftaid, He
endured powerful, real and dc_:bilitating symptoms for which he has
been offered no explanation ot cansolation. ‘This diagtiostic evaluation
may paradoxically reinforee his cognitive appraisal of panic attacks as
potentally harmful and may, thus, provide social sanction for his
avoidanee behaviours (von Korff & Haton, 1989), Already caught in
- acute interoception and cogaitive catastrophizing Rapee, 1903) the ':
persan may now engage fuars that he has not been told the truth, or |
that there is some vety severe tindcflyiﬂg condition, This inereases the
confusion that typically accomprunics pandc disorder, inereases the

watient's typical feelings of helplessness, all increasing his ansiety, thus V2
¥ ypca 2 ¥
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5,11 Extended pre-diagnostic help-seeking penod

'The extended latency pe.nod between the onset of panic symptoms and
the pre.atement of appropiate treatment contributes significantly to
both the sufferer’s reduced quality of life and to the steadily
detesiorating progtess of the disorder. The following letter from
panic disorder patient after enduting twenty years of the disorder, as

‘well as many stressfirl and unnecessaty medical procedutes, illusteates
the frustration and futility of this ineffective treatment search:

“Although 1 had panic disordet for a long time. I only recently
discovered what it was. 1 had my first attack twenty years ago
when I was 21. T went to my family doctor who told me T was
suffering from anxiety and prescribed Librium, T took the
medication for about a year, then stopred because it wasn’t doing
me much good. T was still having the attacks.

My symptotns (dizziness, unsteadiness, skipped heattbeats,

" shortness of breath, tight chest) recurred off and on over the next
seventeen yeats, slthough fess Erequentljr.
Then 1 developed new symﬁtbms whics [ didn’t realize were part
of the same disorder and which wortied me. ‘These incl .;dcd.
numbness in my hands and feet.
A specialist internist did a complete physical with lab tests, I1e
suspected asthritis, myasthenai gravis or multiple sclerosis,
eventually suling out the first two, "The lab tests were
inconclusive, 5o he referred me to a r-.idiologist fot x-rays, a.
neurologist for further testing, and a physical' thempiét for the
numbness, "The x-tays showed nothing abnormal, The
neurologist petformed another battery of tests, Te concluded 1

had nonspecific idiopathic neuropathy, carpal tunnel syndrome
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51  Help-seeking as a social concomitant of panic
disorder .

The far reaching social and psychblogicai effects of panic disordet are
accepted as integral to the condition, not merely irtegular side effects
(Weiésman et al,, 1989), Panic disorder sufferers’ help-seeking
behaviour is, undoubtedly, on. of these social and psychological -
concomitants which impacts on their condition and general lifl. style,
and can readily become a symptom maintainhz.g environmental
consequence when treattnents are experienced as négative (Katon &

© Vitaliano, 1987). -A large part of a panic patieﬁt‘s life, until he has his

- condition efficiently managed, tevolves asound seatching for an answer

ot for treatment and help. Not only do panic disorder subjects visit
tore 1nedical practitioners than other psychiatric patients (von Korff
& Faton, 1989), they often create a network of health practitioners
around them (Gournay, 1995). This generally includes theee or four
health workets, comptising, for example, two ot three genetal
practitioners, a well known and friendly pharmacist and a hospital crisis
centre, Many patients report living from consultation to consultation
(Ingham, 1993). Panic disorder patients are atways alert for the latest
treatment on the market, including anything from vitamin prepafntirms
to the latest beta-blocker (Baker, 1989). "T'lsis obsessive individual {uest
- often has to be hidden from others, because panic disorder patients
feel abnormal and ashamed (Ingham, 1993), exacerbating the time and
energy it consumes from an osganism already depleted through the
‘process of his panic condition. Help seeking, in some form, is a part
of every panic disorder and ditectly interactive with, and influential on,
‘sufferers’ behaviour and the severiry of their condition (Waring &

[Foreman, 1988).
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6.3  Metiod

6.3.1 Study dasign |
A multimethod research design was utilized to investigate the complex
pre-dingnostic help-seeking behaviour of panic disorder sufferers. This
study 1% embedded in an ecumenical conceptual framework,
recognizing both the subjectivity of panic disorder as well as the
comimon trends, In keeping with this, the method chosen must include
enough formalization to keep the reseach relevant to the problem
utider investigatioh,_spiced with enough flexibility to prevent premature
closute and the loss of valuable phenomenological data, Pre--clesigticd
tcchni@;ucs provided the structure and quantitative information, aftet
which open-ended techniques wete used to explore the individual

experiential component of help-secking behaviout,

- This multimethod design epitomizes the dialectic between deductive
and inductive research (figure 2). The theoty-driven deductive data
both relates to the reseatch hypotheses and simultaneously infotms

- new idens, These create the intuitions that the open-ended techniques
of qualitative data then creatively expldte. These tosults teflect back,

{utthet validating and/or entiching results abeained.

‘The ruethodology of this study also meets the critetia for triangulation
which is characterized by the utiization of more than one research
method, so that the shorteomiugs of one ate compensated for by the
strengths of the other (Rosnow & Rosenthal, 1996). Specifically, the
quantitative approach provides empirical, ubjectively measurable data
while the yualitative approach ensutes the inclusion of valusble
subjective and phenomenlogical data (Miles & §luber, 1984),



63 Method

6.3.1 Study design _
A multimethod research design was utilized to mvutigatt, the complex
pre-diagnostic help-secking behaviour of panic disorder sufferers, This
study is embedded in an ceumenical cnuﬁepmal framework, |
recognizing both the subjectivity of panic disorder as well as the
common trends, In keeping with this, the method chosen must inchade
enough formalization to keep the rescarch relevant to the problem

- under investigation, spiced with enough flexibility to prevent premature
closure and the loss of valuable phenomenological data, Pre-designed
technigues provided the structure and quantitative information, after
which open-ended techuiques were used to explore the indiv{dual

experiential component of help-seeking behavious

This multimethod design epitomizes the dialectic hetween deductive
and inductive research (figure 2). "The theory-dsiven deductive data
both relntes to the research hypotheses and simultancously inforrs
new idens, These create the intuitions that the open-ended techirigues
of qualitative data then creatively explore, ‘These results refleet back,
further validating and/or enziching results obrained, '

The methodology of this study also meets the erdteria for tﬁangmlatinn
which s chatacterized Ly the utilization of mote than one research
method, so that the shortcomings of one are compensated for by the
strengths of the other (Rosnow & Rosenthal, 1996). Specifically, the
quandiative approach provides empirical, objectively measurable data
while the gualitative approach ensures the inclusion of valuable
subjuctive and phenomenlogical data (Miles & Tlubet, 1984).
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3 Giroup A subjects will use more traditional medieal practitioness;
group B subjects will use more mental health practiioners; group G

subjeets will use more alternative practitioners,

Hd: Group A subjeets will expetience more physiological symptoms;
- group B subjeets mote psychological symptoms; group C subjects,
- symptoms suggesting loss of physical and/or mental control,

H3: Group A subjects will present their physiological symptoms to
seacditional practitioners; group B subjects will present their
psychological _syi_nptnms to mental health practitioners; group G

subjects will present their threateningly embarrassing symptoms to

altetnative practitioners,

H6: Group A subjects will present their symptoms cleadly and directly
to practitioners; group B subjects will selectively present thedr
symptoms to chosen praetitioners; group C subjects will show

selectivity in both symptom presentation and peactitioner choice,

H7: Thete will be ao difference in the number of practitionerss i
consulted by each proup despite the differenees expected in the

- duration of the pre-disghostic help-secking periods
HB: "I'scre will be no difference in the experience of the buginning of
healing between the groups. This will coincide with the first

normalization of subjects’ feass.

I19: "There will be no difference between the groups in the type of ;

[

practitioner from whom they teceive an effective diagnosis, This will e

most frequently be a traditional medical practitioner,
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_Fear is the most consistent symptomm accompanying panic disorder. It
is, to date, an under recognized comptmr.-ht of the disoxder utgently

-~ yequiting attention. The primary aith of this study {5 to investigate the
complex impagt of this ovetriding symptom on the prognosis of the
condition. Research has repeatedly reported that panic disorder
sufferers’ fears fall into three clusters: fear of death, fear of going mad,
and Tear of socidl embarrassmc'nt. The presenr study aims to '

-investigate the influence of these fear categoties «n subjects’ dllness

behaviour and the process of their disosder, These recognized fear
- categoties will form the research groups: group A will comprise _

subjects fedrinp; death, group B subjects afiuid of going mad and group 3

C subjects afraid of social embatrassment,

6.2  Hypotlieses
Aginst the above background the research hypotheses of this study

are

HL: Group A subjects will reflect the shortest pre-diagnostic help- | -
secking period followed by group B, Group € subjects will reflect the

longest pre-diagnostic help-seeking petiod.

H2Z Medical costs during the pre-dingnostic help-seeking period will be
highest for group A subjeets, foflowed in descending order by group B .
~and growp G, The medical costs of all tesearch subjects will e higher "
than those of the control groups, '

s

™
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It is imperative that practitioners recognize the existence of a panic -
condition and explain both the nature and process of panic disorder 1o
the patient, as well as outlining available treatment programines. It s,
finally, critical that this explanavon is sensitively couched in teems of

the patient’s idiosyneratic 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 conttol over a
sufferer’s life. The symptoms of panic disorder have been adcquateiy
categorized and organized into diagnostic instrutents. Prevalence
research is diffievlt because of the ircegulat and episordic course of this

- condition but existing dati umphasizes the uigent need to further

understand and recognize panic disorder. Bxtensive resesrch has been

carried out and has clearly shown the complex and idiosyneratic nature
and course of the condition but has also identified recurring trends,
An.extcndcd and ineffoctive pre-diagnostic help-seeking period with an
adveese financid, social and psychological itnpact on a sufferer’s life is
an almost universal phenomenon within this syndtome, This has been
enthusiasﬁcally researched from various prychological paradigms but
probably most convincingly from a cognitive behavioural perspective,
"This model is the most relevant to this study ar they both focus on the
- link hetween t‘(;:ghitivé processes and todividual reactions to extemat
andd fnternal stressors, The speetfie cognitive pﬂjccss of interest to the

present study i the experivnce of fear,
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practitioner and patient (Mechanic, 1972). Conversely, an explanation
of panic disotder as a psychophysivlogical condition favolving the

- geciprocal interaction of both psyéhc logical and physiolagical vagiables
cotld relieve the stigma and fear of a purely mental condition (Baker,
1992). Explanations that do not take into account the patient’s
assessment 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 practitiones must be able to educate the patient further in the
ﬁatute_and treatment of the disorder and must take the tume to do 0.
He should discuss treatment options clearly (Dutham 1992),
Diiscussions should include both the tole of phasmacologic agents and
behavioural treatments and the role of the patient’s self managetent
(Walker 8¢ Ashetoft, 1989), '

Public education is 2 meaningful aspect of psychoeducation, It aims at
addressing sufferets, medical professionals and the general public ¢
reduce the stiging and increase thc..understanding of panic disorder.
This would encoutage paticats to acknowledge theit symptoms, both
physiological and psychological, to the doctor atd to significant others
in their lives (Paykel & Priest, 1992),

65 Insum

Help-seeking behaviout constitutes a significant past of panie disorder
patients’ lives, especially until they embark on a programme of
effectively managing their condition, Ineffective ot negative treatment
 experiences dusing this petiod can have a negative influence ot its

progression while simuliancously imposing o sevete ceonomic burden.
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Whether doctots offer any explanations or not, the patient will _
anticipate and acquire expectations of the cousse of his condition, how
he expects to feel and what is likely to happen. To the extent that the
paticnt is not informed, his expectations may be highly contrary to
what is likely to occur and this discrepancy may alaem him and disrupe
the management of his condition (Mechanie, 1972). Furthermose, 2
panicking person, in the absence of knowledge, can create a host of
unmanageable, although'un_rgal, possibilities to which he then reacts
witht alatm (Zane, 1989), A lack of understandirig is one of the most
comimon reasons for the negative _prt)dess of a panic condition, while
sharper knowledge improves realistic judgment and allows symproms
1o be teconceptualized within the context of this new knowledge
(Rachman, 1avitt & Lopatka, 1987). | |

Fducation about the patient’s condition is vital, but the adequacy of o

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 paticﬁt (MeGolderick et al., 1982),

A physician can generally relieve o patient’s syroptoms to the extent
that he can provide interprotations that are eredible and which can
bolster the patient’s esteem and sense of mastety (Paykel & Priest,
1992). "These explanations must relieve anxiety and be culturally and
psychologically aceeptable to the patient (Sue & Zane, 1987), To offer
explanations meeting these critetin, the practitioner must be aware of
the patient’s sickness Samework arl, therefore, of what kind of
cxplanatit.ms would be appropsiate. For example, if a patient is socially
schooled to minimize and criticize psychologienl complaints, o purely
I_mychnli sical explanation of his condition may exacerbate hus anxiery

and his condition, as well as disrupting relations between the
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& ask questions from patients’ statements not only from theoty
- (Paykel & Priest, 1992),

Once a.trusting and cating rappott has been established, it is important

that the prdctititmer sensitively probe the specific patient’s pahic

expetiences, treatment expectations and ﬁsychologi::al needs (Stiles ct

~ al,, 1995), The patient must experience the practitioner as cating but
also as knowledgeable, ecommumicated thtr:ugh_the nature and direction
of his Llugﬁstions (Paykel & Priest, 1992). It can be useful to enguite
under what conditions concern about illness, in contrast to altemative

defiaitions of » symptom, beeame wanifest. The appraisal of the
internal cues of a panic attack as dangetous and illness related is largely
reactive on the patient’s fear (Schimidt et al,, 1994) and understanding

| andd normalizing this fear correlates positively with the beginning of

improvement (Mcl'ayden, 1992),

54.2 Psychoeducation

As already discussed, the dingnosis of physical health to 2 patient
expetiencing unfathomable panic attacks, is mote likely to influence his
eondition negatively than to vffer him relicf, Likewise, simply naming
his symptoms as ccﬁzsﬁtuting a panic disosder can breed severe
uncérta:inty and add to the patient’s fear and anxiety, - Ceedible
itstructions, pre vided in a symﬁathctic md suppostive way, would
seduce atributional ertors and not offer patients new reasons for
anxiety, 'Lhese might be more helplul to the patient than blanket
reassurances that provide no alternative framework for undeestanding

his symptoms (Mumiford, Schlesinger, Glass, Patrick & Cuerdon, 1984),
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5.4.1 Some guidelines fo effective consultations

The essence of an effective consultation is the fit of the treatment to
the individual’s expectations, expetiences, lifé—style and culture (Sue &
Zane, 1987). Primaty health I'Jfactitiqnets ate faced with an enosmous
number and diversity of cases daily and cannot be expected to be.
expetts in all disciplines, Itis, however, important to realize sensitively
that a patient’s experience of his symptoms is idiosyticratic. This
experience rests as much within the patient’s cognitive intexpretive
framewotk as it does within the stimulus event (Andrasik, 1990). This
was clearly demonstrated in an investigation of patient and pmétitioner
treatment expectations (Packatd, 1983), Of chief concern to the
patient was an explanation of what was eausing the problem, while
physicians rated such an expianation much lower i impottance, with :
pain relief being their top need. This study cleatly emphasizes the
niecessity for open discussion with the patient, to understand both his
neeas and to empower him to help himself, tather than merely offering
hitn a preseription, which ultimately has mote control over his _
condition than he has, obviously exacerbating his sense of helplessness
and uncontrollability (McGoiderick, 1982), Panic disorder patients
‘must be allowed and free to discuss their somatic symptoms, without

fecling stigmatized (Katon, 1993).

Paykel 8 Priest (1992) offer the following guidelines for establishing
and cormnunicaﬁhg trusting, empathetic and effective consultation
dynamies: |

¥ good eye contact;

o listet_i te) patienf with few interruptions;

M appeat not to e in 4 hutry; | |

® ask ditect questions with a psychological and social content;
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established in the consultation is often dictated by socialized habits and
~ oty ihadequately mects individual needs (Ingham, 1983).

Panic attack sj?mptoms can equally tepresent an organic or a pritoary

_ psyc}ﬁafric condition (Dilsaser, 1989), Sadly, although a _
comptehensive physical diagnostic evaluation is cartied out this all too
often, and despite the wealth of research and knowledge, does not
include the evaluation of a possible psychiatric diagnosis (von Kotff &
Eaton, 1989). Even when stress is identificd as a cause, intervention is
often lirnited to brief -cbunselling, or non specific, anti-anxiety

~medications, tather than cleat explanations and the introduction of

appropriate biological -aﬁd/ ot psychological treatments,

The picture is pot all gloom. It seems that, notwiﬁhstanding the | !
unspecific presentation of symptnms, primaty care practitioners are : [
able to identify patients with psychiatric problems relatively acf:urately |
(72%4). The diagnostic problem seemingly Hes not in the identification .
but in the differentiation of 2 gpecific psychiatric disorder (Robins et | _
al,, 1981). "This diagnostic specificity is absolutely necessary as a

precursor to the patient’s understanding of his condition and to

appropriate and effective treatment, ' ' - L

There is, clearly, an uegent need to establish precise clinical methods of
case identification and to understand how to make best use of available

methods of assessing patients,

It
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- Social leagning, if not prescriptive, {s certainly significantly influential
on the vo_cabula:y patients use to present symptom's.and their
willingniess to use different medical assistance and divulge different
symptoms. In social citcumstances whete psychological valrierability is

not tecognized, patients often somatize emotional disturbances and the -

“oatient tole” becomes their coping mechanism (Sue & Zane, 1987).
Somatic symptoms are also mote easily explained 1. traditional
symptoin tesminology than ate the intangible emotional symptoms of |
panic, such as an overwhelining and ﬁeenaingly iseational sense of

 imminent doom,

The dynamic natute of treatment searching in panic disorder must
again be tecognized, Bach treatment expetience becomes part of the
sufferers’ social circumstances and, thus, directly influential on ensuing

symptom preschtation.

5.4  Diagnostic difficulties

The immediate diagnosis of panic disorder is difficult due to the

itregular and confasing nature of the disordet, complicated by the array
of somatic symptoms typically presented to the practitioner and the
frequent comotbidity with othet emotional disturlﬁanccs, most often

- trajor depression and substance abuse (Paykel & Priest, 1992). An
inadequate diagnosis ot treatment expetience is a function of the
patient, the practitioner and their intesaction (Suc & Zane, 1987).

Datients often preseit theit syraptoms in ambiguous and confusing
Ways, pmctitionefs can be too tigidly attached to theoteuesl approaches
ot inclined to avoid cettain, especially emotionsl, diagnoses because of

~ feelings of inadequacy or lack of expertise. T'he communicaton

7

Cen E
o




with sound medical judgement, can be a useful diagnostic zid (Dilsaver,
1989), |

5.3.2.1 Influences on thelr symptom presentation
ndividuals differ wodldwide in their experience of pain, their labelling
of a symptom, their communication about their pain or symptom, their
belief about the cause of theit illness, their attitude to doctors or -
 medical practitioners and their expectations of treatments |
' (McGolder:ick, 1982). These individual differences would logically
effect how they both pesceive and communicate their perception of

thefr symptoms (von Kotff & Eaton, 1989). The symptom profile of |
panic attacks might be interprered by the patient as the manifestation e
of psychological distress ot physical flness, Their petsonal | |
intetiaretation is ﬁmcﬁanally eelated to their fear petceptions (Beck et
al,, 1992) and how they communicate this is influenced by social and
cultural sceipts, as well as individual pers- . ality factors (McGolderick,
1982),

Ordinarily, paﬁcnts explain physical symptoms in terms of
conventional illness framewoks, but when they expetience somatic
symptoms unexpectedly, and concomitantly with emotional asousal, i
they do not easily {it into these patameters, Fuethetmore, panic : b
disorder suffeters feel different and perplexed and will often present
their symptoms in ways to alleviate these feelings, trying to make them
appear 45 “nom 1P as possible (Inghany, 1993) often forcing them into
conventional sickness conceptual frameworks, even emphasizing lesser

symptoms to aceommodate this fit (Perry & Cooper, 1989),

o
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pro-rata basis from their total medical expenses relative to the length of

 theit pre-dingnostic tr atment search,

Part of the social costs of panic disorder, specifically the individual loss

of oecupational and financial productivity, was qualitatively discussed
where it formed patt of the subjects” expetiences duting their pro
dingnostic help-secking and, therefore, of the nasrative data of this

 study.

“The types of symptotns subje .ts rép\.\r_tcd were recorded and separated
into those consistent with DSM IV diaghostic requirements and those
outside of this group. The diffevential presentation of symptoms to

particulas practitioners was also recorded and compared,

The subjective experience of treatments teccived was categotized
ifto treatment expectations, expetience and satisfaction. Subjects rated
these dimenstons oa 5 point Likert scales. A rating of 5 was the most
favourable eating actoss all measures. A biopsychosocial rating of each
treatment expetience was also obtained from ench subject, These
ratings wete cotrelated to different practitioners consulted and.

descriptively arranged relative to the expetimental groups of this study,

The subjective experience of the beginning of healing was nareatively
accessed and qualitatively recorded, This experience was substantiated
by any concurtent fmprovements noted on subjects’ biopsychosocial

rating of theit panic congition,

An effective diagnosis requited not only that the subject’s condition
was nmed “panie disorder” but also that the subject was direeted onto

an appropriate reatment plan allowing him to thereafier, curtail his

67



utilization of one psychologist. In the analysis of medical expenses,

however, cach consultation was costed.

The cost of pre-diagnostic help seeking behaviour was calculated i
South African tads and cents according to 1996 South Aftican
Medical Association’s recomtacnded fees. Hach consultation and
treatment, ot medical iatocedure such as X-Rays, scans ot electrograns,
a subject underwent was costed. The overall total was caleulated and
then separated into the costs of practitioner consultations and of
miedical procedures, The cost of over-the-counter medication was
calculated according to 1996 tecommended retail prices obtained from
 the South African Drug Information Services. The use of 1996
standardized rates, regardless of the actual yeat of Sub]{.t.tb’ treatiments,

ensures uniformity and realistic inter subject compatison.

Panic disorder subjects’ medical grpenses were then compared with
those ui'3 groups of twelve control subjects, matched on age, sex,
matital status and socioeconamic status, These control groups
represented the general population of aub;ct.ta with no elitonic
condition (NC) and with two chronic physiological conditions, namely
asthma (AST) and hypertension ({TYP).. The twelve subjects were
tandomly chosen, usirig a table of random numbers, from medical
scheme administrators’ client profile records. |

Control subjects’ medical expenses wete obtained from medical
scheme adininistrators, for the twelve month period January 1996 to
December 1996, As these expenses did not inchude money spent on
“over-the-counter medicines, these amounts were excluded from panic
disorder subjects’ expenses, to onsure realistic comparisons, The mean

annual moedical expenses for the research groups were caleulated on o

G0
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s the procutement of an effective diagnosis

6.3.4,1 Operationalization of dependent variables
The duration of pre-dingnostic help-secking behaviour was caleulated

from subjects’ m&osPecﬁve recall of their very first aftempt to procure
some forn:al agsistance for theit panic attacks until the time that they
teceived an accurate and effective diagnosis of their condition, Fotmal
assistance was defined as the consultation of # health or hel;iing
practitioner primatily for the alleviation of the sublect’s panic
s_ymptoms. The tite lapse between the first consultation recalled and
receiving an offective diagnosis was caleulated in calendar years and
months, This provided the taw dat representing the duration of pre-

diagnostic help-sceking behaviour.

The specific practitioners sought were listed according to subjects’

recall and categotized into 3 groups: |

W traditional medical practitioners which included psychiatrists,
general practitioners, medical specialists, physiotherapists, and
dicticians, | '

B mental health practitioners which included psychologists,
counselors, hypnotherapists and te-birthers,

M alternative practitioness which included homeopaths,

~ aromatherpists, chitopractors, acupuncture, yoga, reflexologists and

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

terms of each trearment procedure, not vach consultation. Tor

example, a twelve month psychotherapy session was tabulated as ot
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The direct questions and self-rating scale were, thetefore, considered to
have adequate content validity and to offer meaningful measutes of

subjects’ help-sceking behaviour and treatment expetiences,

6.3.4  Independent and dependent variables L
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 1V classificatory requitements:
Growp A - fear of dying

Group B - farof goiag mad
Group ¢ - fear of social embarrassment
These levels of the independent variable could not be expetimentally b

manipulated creating an ex post facto research design which limited

obtaitted results to the description of observed corrclations and i

differences.

"The depeadent variables to which the 3 levels of fear cognitions wete
related are: ' n _ : o

o the duration of pre-diagnostic help-seeking behaviour

»

the cost of pre-diagnostic help-secking - .
o the specific type of practitioners consulted |
' w the type of symptoms experienced
o the presentation of symptoms to practitoners
e the manuer of symptom prce&eﬂtﬂti: n

« the number of pre-disgnostic practitioners or Lreatments

T

utilized

Y
A
s

o the subjective experivnee of the begiuning of healing
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Subjects completed these three pre-designed techniques for cach
treatment they had procured swee first actively seching help for their
panic condition until, and including, their corre.t diagnosis as a panic |
disorder sufferer, in other words, each treatment u~ed duting their pre-

diagnostic help-secking period.

6.2.3.5 Justification of instruments used
The direct questions and one self-rating scale were constructed

|  specifically for the present study and every effort was made to ensure | R
their content validity Content validity cannot be éxpressad in terms of | :
a quantitative index, it is instead evaluated on logical grounds and ‘
informed by theory (ITuysamen, 1996). "This is best achieved by clearly
defining the universe of interest, systeraatically sub dividing it and
ensuring that items adequately represent é_ach one of these sub- ' g
divisions (Bless & Kathivia, 1993). The universe of interest to this : B
study is the pre-diagnostic helprsecking behaviour of pasic disorder
sufferers which was sub-divicled in terms of the hypdtheses of this
study. Distinet items were created to investigate each one of these sub-

divisions or hypotheses,

The selforating scale measured subjects® .cxpcricnces of each treatrent
used in terms of threw variables: how well they thought the practitioner
understood thefr condition, how confident they wete in the proposed
treatment, and how satisfied they were with the results of the
treatment. 'Lhe choice of these variables way based on tepeatedly
emerging themnes during the scruting of case histovies Baker, 1989;
Thamm, 1995) and research studies (MeCrolderick, Pierce & Giowdano, | o
1982; Markowitz et al, 19895 Schimid, Jacquin & lelch, 19.‘)4);
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Tach subject was also asked to rate the severity of his condition at the
-time of consulting each practitioner using the shortened version of the
SCID diﬁgnostic assessment instrument of panic disorder for DEM-IV
(Paykel & Priest, 1992), These tatings epitomize a biopsychosocial
| perspeétive. The biological component of his condition was estimated
by rating the frequency of his panic attacks on a scale from 1 - 7; the
psychological component by tating the severity of his associated
~ anxiety on 4 scale from 0 - 5; and the social component by his
condition’s impact on his quality of life on a scale from ) - 8 (table 5),

Whete appropiate, imptovements indicated on these scales also

substantiated natrative desm‘ipt&)ns of the expetience of the beginning _ ;-
of healing,

“Table 3 1 ikiert self raling seeiles medsHring Fhe sererdty of suijects: punic desorder . "

1. TTow freyuent wore your panic attacks at this stage?

Mote than once o day : : .
everydiy () . ' o

mure than once evety weel [t V
evety weelt 1G)] : |
mote than onee & month (3 : :
mornthly (2

lews froquently ’ -

2. How wuch time didd you spend worrying about your panie attackey

Almoat ol the time &y L
significant majority of tme & : : ;
ubsout half the Hme »

aignificany minuedty of e e 2

rasely (13

none at all ' {o

3. Did your panic attacks cause any of the following problems with ynm work or
other regular daily activities?:

@ o
st dawit on the umount nf e you spent on them Yes Nu
gecomplished fows than you wanld bhe o Yo No
were limited in the kind of sctivities you did Yuds No
had difficulty performing your usuod activites Yes Nuo




Table 3 Direct quertions investigaring each treatnent subjects nnderent

1. What was the first/next attempt you made to get help for
your panic condition?

2. When was this?

3. How did you present your symptoms to thig pfactitioner?

4. What treatment did you receive from this practiioner?

|5, Hlow many times did you consult this practitioner?

6. Were you being treated by other practitionet(s) at the same
- time? ' o

7. Which practitioner diagnosed your panie condition?

|B. What treatment did he prescribe?

6.3.3.4.2 Self-rating scales

Subjects wete also asked to rate their subjective fecling of being

understood by each practitioner, their confidence in the practitioner’s

proposed treatment and their satisfaction in the outcome of this
trentment on Likert scales ranging from 1 - & (table 4).

Toaide 4 Likert seif vattug seales mmmi:g .fn@jacr.r‘ treatment expericicer

Pleass rate your experience of this consultation and treatment on the
following; seales:

I felt und&:rstm.a.d : . :
5 + 3 2 1
(extremely) (hot at all)

I felt coufident in the proposed treatment
5 4

(&)
—

1 was satisfied by the resluts of this weattent .
5 4 3 : 2 |
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allowing for spontaneous discussion and preventing the unnecessaty

loss of valuable information through restricting subjects’ narratives.

These 8 questions simply opened the doot thtough which the

-~ researcher followed the subject’s lead. ‘The researcher’s role then
became twofold: having both to travel the path of the subject’s
expetience, while sensitively leading back to a tesearch otientation
when apptoptiate, Itis essential that, within a conceptual otientation,
the researcher maintains a commitment to ct)mpletioh allowing the

subject to fully expand on and describe associated memories,

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

procedure took between nincty and one hundred-and twenty minutes,

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

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

6.3.3.4.1 Direct questions
The figst question asked subjects to rame the type of treatment under

- discussion, The subsequent questions each directly asked for
inforrnation necessaty to investig:itc the liypothieses of this study (table
3.

ol
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allowing fot spontaneous discussion and preventing the unnecessary

loss of valuable information through restricting subjects’ naxtatives,

These 8 questions simply opened the door through which the
researcher followed the sub'ect’s lead. The reseatcher’s role then
became twofold: having b sth to travel the path of the subject’s

* experience, while sensitively leading bick to a research osientation -
when approptiate. It is essential that, within a conceptual orientation,
the reseatcher maintains a commitment to completion allowing the |

subject to fﬁl[y expand on and desceibe associated memortics,

After discussing each particulat type of teeatinent the subject was asked
to complete a questionnaite and 2 self-rating scales with reference to
that treatment, These are discussed below, The entire testing

proceduse took between ninety and one hundred and twenty minutes,

6.3.3.4 Pre-designed techniques
The pre-designed techniques utilized were 8 direct questions forming a
short questionnaire (table 3) and 2 self rating scales (tables 4 & 5).

' 6.3.3.4.1 Diract questions
"The first question asked _subiecfs to name the type of treatment under
discussion, The subsequent questions each directly asked for

information necessary to investigate the hypotheses of this study (table
3)‘
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- 6.3.3.1 Screening

Respondents completed a panic disorder scieening qﬁestionnaire used

" in community clinics, & fear identification questionnaire and a basic |
 demographic details form (appendix 4). Suitability requited, prinacly, _i-
that the subjects had already been diagnosed as suffering from panic '
disordler and that they had no co-morbid psychiatrde or chronic

physiological diagnosis.

6.3.3.2 Informed consent |
Sereened subjects whio were suitable for this study were asked to read
“and complete a consent form conﬁrmmg their informed voluntary

participation (appcndlx 5).

6.3.3.3 Open-ended technique

A recorded semi-structured intetview was conducted by the researcher l _
with each subject. The structure of the interview was formed by wight | o
open-ended questions (table 2) aimed at maintaining the researcher’s |
conceptual nritmtatidn_ and ensuring that all subjects were asked the |

same questions. The order in which the questions were asked varied

Table 2 Opesr-ended questions
A what was the first/next atternipt you made to get help for your pame cr.ndmnn?
K why did you chose this particular line of treatment?
B what did you expect from this treatment?
Wt what extent did this treatment meot your expectatinns?
M what impact did this treatment have on your panie disorder? i,
M what impact did this treattent have on your quality of life?
M did your panie disorder attect your occupational and financial funetioning?
M why did you stop this line of treatment?

TEe
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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 structures and
recalls his fife is valuable informasion in itself. Clatk’s (1988) teview of
cognitive assessment indicates that no single approach, in vivo vetsus

* delayed, is consistently supetior to anothet, and that there is constant
discordance between tnethods. The gteatest benefit is detived from
the reciprocal ﬁsage of prospective, objective, retrospective and
subjective ditensions recognizing both the discrete and combined

conttibution of each.

63.2  Subjects

~ Volunteer subjects were selected from responses to an explanatoty
request form (appendix 3) which was distributed at a panic disorder
suppott group méeting. The National Panic Disorder Support Group
was discussed in the introduction to this study. The matketing of this
gtoup has ardently attempted to reach every population group through
appropriate media, and a census of membership demographics suggests
that this has been Jargely successful. The group from. which this siudy
dtew its volunteers was, however, a splinter gro'up: representing the

latger Gauteng area, 'This restricts the generalizability of results,

6.3.3 Procedure and instruments

Volunteers” response forms were collected by the reseatcher who then
contacted the respondents to armange an appointment for the testing
- and interview procedures. This took place at subjects’ homes except
fot one subject who was interviewed at the Medical School of the
Uhivvrsity of the Witwaterstand and one who preferred to travel to the

researchet’s home,
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6.3.1.1 A word on retrospective and subjective research

Rettospective and subjective reseatch is often ctiticized fot its opentiess

to memory distottions, post hoc rationalizations or the impositions of

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

charged, personality-fusming expetiences which individuals are unlikely
to forget (Allport, 1951). Further, anxiety, and specifically panic, are

subjective experiences and (¢ is necessaty to re-search and re-examine

these subjective ptocesses, interpretations and behavioural

manifestations to truly understand the phenomena (Atkinson & Heath,

1987). Subjective or petsonal accounts can open the door to new

phenomena, expose the degree of human suffering involved, provide

57



Group C subj ects’ results showed a tendency towards the utilizaton of
alternative practidoners (8,7; 9,0; 13,4) and of other, less traditional,
mental health therapists (4,3; 5,4; 6,1) telative to the other gfoups.

It is also noted that while Group C subjects score on usage of medical
speciatists is high, this usage was divided among the infrequent |
consultation of many and diffemnt:' specialists including nenrologists, |
cardiologists, specialist physicians, ear nose and throat speciglists,
gynaecologists, dermatologists, orthopaedic specialists and
rheumatologists while the medical specialists attended by group A
centred around specialist physicians, cardiologists, neurologists and

gastroenterologists,

Fig 6  Graphle reprosentation of praceltionsrs conswlred
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7.6  Symptom presentation |
Table 12 shows subjects’ differential presentation of symptoms to the
different practitioness they consulted, The single most consistently



7.5  Types of practitioners consulted

Table 11 shows the percentage utilization of different practitioners.

Scotes are presented in pereentages.

Table 11 '

Percentage nttfisation of diffirent proviitianers
Type of treatnent Group A | Geoup B | Groun C

: o D By Dy

Jerteeal Practitioner 3y 28,6 3.3
Dsychintrist o 11,7 12,5 5,0
Paychologiat 52 - 19,6 10,0
Mental hoalth thesapists 4,3 8.4 6,1
M slienl specinlisgs 287 15,9 18,5
Altegniative practitioners 8,7 9.0 13,4
Einwrpeney routs 5.3 1.8 1,2
Hnspitalization . 36 | 5,0
Scif medieaton /help a1 36 2.5

- General practitioners were the most frequently and consistently _
cunsulted practitioners aceoss all the groups, (39; 28,6; 38,3), with the

mean number of consults lowest for Group B,

G mfs A sﬁbiccts visited the most geneeal practitioners (39; 28,6,
38,3) and medicat specialists (25,73 . 15,9; 18,5), a high pereentage of
psychinteists (11,75 12,5; 5,0) and the least psychologists of the theee
groups (3,25 19,6; 10,0),

Group B subjects consulted fewest medical specintsts (25,7 15,9; -
18,5) and, as noted, fewest general practitioners (39; 28,65 38,3).
‘These subjects were the most frequent users of prychologists (3,2; 19,63
10.0) and psychiatr'ists (11,7 12,55 50 and readdily consulted other
mental health therapists (4,3 545 6,1).
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Vigure 5 Graphic sepresentation of symplonts subjecls expenienced

) ._I,,‘(imupt‘;

) 2 TR
V! -“‘h %, . G"’“p B
A e Tt
X _ : - [T, LR S TTTR
£ = n ] o ] 3 L
ST I A A
! ,{ + v " ¥ k -;-'f
P8 [ 8 9 4
5 ] B H N
2 R B % 3 A
LR i 3
1} "
; 3
§

Group A subjects reposted significantly mote expetiences of negative

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

Group B squects reported the least negative affect symprumé (41, 24,
30), the most experiences of blurred vision (15, 19, 5) and they wese the

only group to tepost impaited balanee (0, 8, 0).

Group G subjects” teporied symptoins, additional to thase consistent
with the DSM checklist, teinfoteed their experiences of digestive
discomfort, particulasly dissrhoea (6, 0, 9) and loss of bladder and/or
bowel conttol (2, 0, 9). These subjects also tepotted significantly more

suci_al withdrawal than theie eountetpasts (0, 5, 15),

gy e e



7.4.2  Symptoms additional to DSM diagnostic checklist
In addition to recoguized diagnostic symptoms, significant clustets of

ather symptoms were repeatedly reported, as indicated in table 10,1,
“The most frequently and repeatedly prcscentec_l symptom actoss all the
subjects was anxiety and stress (31, 34, 46). Al subjects 2. teposted
high experiences of not coping ot dysfunctionality (15, 15, 18) and
negative affect (41, 24, 3()), Negative affece was caloulated by the sum
of reported excessive emotinnality, depression, desperation and

axhaustion symptoms.

Talle 10,1 .
Sympronsy additional to IDSM cheeklivt,

N | Group A L Group B § Group O
Anxious/stressod 31 34 46
‘Esxcessively ernotional 19 7 i3
Going to explode 5 - -
Depresyed 9 5 - 7 B
Dlespuerate 7 7 5 E
Vxhausted ) 6 5 5 f
Dysfunetional/nut cuping - 15 15 18
Attacka eontralliog my life 16 5 I X
Social withdeawal - 5 i1 a
Impaited concentiation - _ 8- -
Rlurred vision - 15 19 5 s
Slurted speech ' 0 ) 1
| Draggig legs .8 - y :
158 ol balence - 8 H
Difficulty breathing 10 - 1 L
Ditfeulty swallowing 4 1 Y ;
Pai in arms/licabs 10 - 3
Diarehoca % - 9
Loss bladder /owel control 2 - 9
Acute uniexpected atecky 6 10 6
Vaplined past treatments 3 G 7 i
ITad attack e 12 3 3 '-
Insomnia : i 1 2
LHeadaehes 1 3
Sitlus - - - 2 :
Ragh 1 - : ;
| Woight loss - - 1 _ ;'

BIFFeS:
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7.4.1 Syrhptoms consistent with DSM diagnostic
checklist |

Tble 1) S
- Symptors consistont with DA dicenostie hepbdist,

. Group A | Group B | Group C

Shrtness of hreath 8 3 7
Lyigminess, lightheadeduess 16 © 13 17
DPalpitations 26 14 30
Trembling nr shaking 3 L1..An 36
Sweatinge ' 235 . w 26
(ki 1 - |
Wausea or abdomingl disteess | 18 3 18
Depersonalization 17 19 5
Numbness or tingling 3 . 10 5
Chest pain - 23 | 1 1
Bear of dying, goityg crvy or 4 4 -
sucial cibarrasstnent

- All the subjects from all the groups frequently and consistently |
reported shaking (33, 31, 36), sweating (23, 19, 20) and palpitations
(26,14,30), |

{'}ﬂ':ilp A subjects’ geports of pﬁin symproms, including chese pai and
Doy paitts, were very high relative to the other groups (33, 1, 4) and
they reported Frequent nausea and digestive discomfort (18, 5, 18).

Group B subjects reported less somatie symptoms than the other
subjects. Their idiosyneratic symptom reprorts centeced on

depersonalization (17, 19, 5) and numbness or tingling (3, 10, 5).

Group U subjucts’ spmptoms elustered avound shaking (33, 31, 36},
sweating (23, 19, 26), palpitations (26, 14, 30) and nausea and
“alsdominal cistress (18, 5, 18).

AE T
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7.2 Duration of pre-dfagnostfc help seeking behaviour

- 'l'able 8 indicates the mean lengths of subjects® Fruitless pre-diagnostic

teeatment searches, as well as the relevant tanges and standasd

deviations.
Tuble &
Meun durattion, ranige il shaneuire detiation of pre-thignostic befp seekeng lebariom
Group | Muoan Range S0
A 3y 3 miths. 5 miths, - 8 yes, 8.3
B 7 yes, 2o tnths, 2 mathy, - 16 yrs, 73.2
(. Tyes banths, 11 ye 3 mths, - 2yrs, 41,6

7.3 N&mbér ofprq-diagnosﬁc treatments experiended

‘Table 9 indicates the mean number of treatments procured by each

group and the relevant ranges and standard deviations,

Tulde 9 :
Means, nanger and standard deviations of bre divgnostic treatbrents
Group | Mean | lange | SD
A 7 | 3-13] 25
B 7 3-12 ] 32
[ Tob p 301 ] 225

7.4  Symptoms experienced

“Figure § graphically iflusteates the symptoms subjects expetienced

associated with their panie disosder, Tble 10 vhows the symptoms

subjects repurted, during their treatment search, that are consistent

with DSM diagnostic cheeklists, While, all subjects expetienced

dingniostic spmptoms regularly, there ave distinet Jifferences between

the 3 groups. The bold pumbers indieate results that are particularly

integusting ot are referred to in subsequent discussions,
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and creating an poét facto research design, The distribution of subjects

amongst these 3 groups-is indicated in table 6.

“Table 6

Number of males andd fewaler in each experissental gronp _
Ciroup | Fear -| Femaley | Males | Total
A [ Do I 3 13
B Mrdars K a .
;| Socal w ) 1 1
Tomba s ot
_’I‘ut_nl_ 27 6 33

7.1.2  Demographics

A detailed summaty table of subjects’ demogtaphic detads, mcludmg
the duration of theit pre-diagnostic treatment searching, the aumber
and type of practitionets consulted and a list of theu: diagnostic
practitionets is prcbentcd in Appendxx 6.

AGE
The means, ranges and standatet deviations of subjects’ ages are shown

in table 7.

Tuble 7

Moans, ranges and standerd dordations of subjects’ qoes
' Subjects | Mean | Range SD
I'emales 42 2341 o287

Males 30 21-56 11,67

Bath 41,5 2167 -5 10,30

GENDER AND MARITAL STATUS - |

The thitty-three subjects comprised 27 fomales and 6 males, Of the
twenty-seven female subjects 19 were marsied women, 4 single women,
3 divorced women and 1 widowed woman, The 6 male subjects

comprised 4 marsied men and 2 single men.

13




CHAPTERT7

QUANTITATIVE RESULTS o

All the subjects in this study readily remembered the many yeats nf
unsaﬂsfﬁCtory treatment seatching comprising the frequent, and often
unnecessary, unpleasant and costly, medical procedures before they

were diagnosed as suffering from panic disordes.

7.1  Subjects _ |
Thirty«thrée volw tary subjects, selected from those who responded to
the tequest form distributed at a panic disorder support group meeting,

were deemed suitable for this study, All subjects were white South

Aftican residents from the northern and castern tesidential subutbs of

Juhannesburg,

7.1.1  Screening and sampling

The completion of a panic disorder screening questionnaite confirmed
subjects’ suitability to this study (appendix 4). Subjects wete then
divided into three experilﬁenml groups according to their fear

identification questionnaire responses (appendix 4). All subjects
spontaneously verbalized an overtiding fear falling into one of the

three DSM-IV diagnostic fear categorics, specifically: fear of death,
fear of going mad and fear of extreme social embartassment. These
fear expuriences provided the independent vasiables of this study, '
"These variables ate classification factors so the expetimenter could not i s

manipulate their oceurrence tesulting in rescarch groups of unequal size
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conclusions. This allows the reader to ttﬁly understand the study and
1o, thetefore, personally evaluate conclusions drawn, as well as to deaw
his own conclusions {Atkinson & }leath, 1987),

6.5 Conclusions

The methodology of this study comptised a dual quantitative and
qualimtiﬁe approach. Quantitative data obtained from self-roting scales
and direct question responses investigated the process, costand -
biopsychosocial itnpact of subjects’ help-seeking behaviour,

Qualitative data obtained duting a semi-structured interview |
substantiated the pre-designed techniques and added tich subiedtive
information on ttéaunent dynamics. ‘This approach was chosen to _
create as complete an und.etstanding as possible of the role of fear on | o
panic disorder sufferers’ help-séeldng behaviout. Being an ex-post |
facto design Hmits the inferential capacity of this study but it does - _ N *
provide a rich descriptive and correlational indication of the link | _*

butween fear cognitions and the process of panic disorder,
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This analytical process mitrors both the sequenced stages of illness
model (McFayden, 1989), discussed in chapter 3, and the positive loop

Treatment Noi 1

Figre 4« Bxample of a mmpma@: clustored matvix
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what'd
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Imsense  arovial | {nvhls clever o B
perlods - making me | was  dietanr,
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e byt NEVER qaid
a word exzept i 1
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sdmined,

of Matgraf & Ihlet’s (1989) cognitive behaviousal model of panic
disorder, discussed in chapter 4. The process moves {totn the actual
physical expetience, or the raw data, via the subjects’ cognitive and
emotional interpretations and reactions, to their behavioural

manifestatioas and the impact on their complete lifestyle.

In keeping with the recommendations of qualitative reseatch the
methodologe of this study has been explained at letgth exposing the
process of dats assimilation and interpretation, rather than merely the

0
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Figure 3 Example of a'.rr.'mﬂe checkitse mratrixe
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“made up the third level of abstraction. This ..highest le» tituted
the conceptual meaning and effect of treatments received und created
the conclusions presented in this study, To éladfy this process it will
be graphically presented in the fotm of dendograms fot some of the
recursing trends analysed (fig. 7, section 9.1), Theough the procedute
of trend analysis the tich narrative data collected from subjects’
interviews was ofganized into manageé.ble bites allowing compatison

and interpretation.
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| relentless help—seeking‘. The type of practitionet providing an effective
diagnosis was tabulated telative to cach research group.

84  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 diffetences wese nioted and discussed.

6.4.2 Qualitative data :
. 'The qualitative analysis procedure used in this study was trend

analysis (Strauss & Corbin, 1990). Tape recorded interviews wete
largely transcribed, “The analytical process then began with identifying
the gist of the responses and noting patterns and recurring trends,
These themes were then coded and tecorded on 4 simple checklist |
matrix for individual subjects (figure 3). Themes wete then cotnbined
onto a conceptually clustered mattix allowing inter-subject comparisons
and analyses (figure 4). ‘This process itivolves shifting from 7 ¢ 1o
their conceptual meanings, or of moviﬁg up to higher levels of
abstraction, The experience of each treatment, as described by the
subject, created the first level of abstraction, His emotional reaction to
these consultations constituted the aext level, flluminating the
subjective effect of this treatment. Flis cognitive interpretations,
guided by the treatment experience and his emotional reactions, and

the behavioutal manifescations of these interpretations,
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frequeﬁcy of theit consultations with each of these practitioner groups;
they reported most negafive affect to paychologists and shaved their
pertinent symptoms of numbness and tingling (4, 4) andloss of
balance (2, 5) between general practitioners and medical specialists and
blutred vision (6, 5.4) among genetl practitioness, psychologists and

alternative practitioness, -

Group C subjects spread their identifying symptoms of nausea (5, 2, 5)
and diaythoea (5, 2, 2) smong general practitioners, psychologists and
medical specialists and loss of bowel and/ or bladder control (4.2,2)
between genetal practitioners, medical spccialistc and alternative
practitioners, They teported their social withdrawal behavious
- primaily to genetal practitioners and also to psychologists, psychiatrists
and alternative practitioners (6,2, 2, 1),

7.7  Treatments received | |
Table 13 ists the medications prescribedd for subjects duting their pre-
dizgnostic treatment search, All subjects teceived frequent
prescriptions for anxiolytics and anti-depressants while group A were

piven significantly mote ofber medication,

Tably 13

Number of micdications preserilied during pro-diquuostic troatvrent seatch
Medieadon [ Geoup A Group B Group &
Anti-depressasits 18 11 18
Anxivlytics 24 20 26
Other ey 10 11
Total : 7 J 55

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

ZIOUPS.
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1989), ‘The individual's pritmary emotion and érxgrﬁti:)11 at this moment
is fear, Eimbedded in this theoty, this study suggusts € Mo specific

~ petsonal danger, or feat, the sufferee experiences is the pr naty
cogaitive component of his panic disorder, Fearis the central core of
pandc and the converting factor between a benign attack and o full-
blown panie disotdet. Feat, therefote, f.&ghificanﬂy tnfluences sufferers’
behaviour, including the way th'ey chose to seck help for their

enndition,

| Felp-secking behaviour quickly becomes the sole focus of panic
disorder sufferess’ existence, confirmed in statements by subjeets in
this study such as: “ry life consisted of warding off a panic attack in
~ whatever way possible, be it self modication, finding o new ductof ot
cleanitg the brass all night,” (subject 011); “life centred around ﬁnding
a solution to my problem,” (subjeet U15); “my whole life was ruled by
patiic and kow to deal with it,” (subject 018}, Help-secking behavious
i, therefore, a pertinent biopsychosoeial concomitant of panic disorder
and invxtricably linged to the process and impact of the disorder.
Sufferers’ particular fear experience seems contral to, and diseetly

influential on, their hodp seeking buhaviour,

8.3  Duration of pro-diagnostic treatment search and
number of treatments

Cine )ﬁp A, on average, procured o diagnosis of panie disorder far earlier
than efther groups B or G (3 vears 3 months versus 7 years 2,4 tnonths
and 7 years 6 months) but during this shorter time span they

underwent alinost as many different teestments (72075 and 7,4), These o
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chaptér 8
DISCUSSION

8.1  Subjects and samples
The subjects readily and spontancousty fell into 3 groups according to
their individual fear cognitions verifying the relevance of this vasiable

to panic disordur,

The qumititativc analysis of subjects’ responses revealed clear
differences amongst the three groups in this study with respect to the
frequency with which they sought treatments, the practitioners they
consulted, the symptoms they expetienced and presented to vatous
practitioners, their unique experiences of the different treatments
received and the medical costys of their pre-disgnnstic help»suékin‘g

- yuats.

82  Fear - the cognitive link

It was proposed that panic disorder sufferers’ fear cognitions ate
significantly influential on their help-secking behavinue, The cognitive
component of panic disorder is direety influential on sufferers’
behaviour and has wpeatdly been linked to the sevesity and process of
their disorder (Badow & Ceiny, 1985), This cognitive ecomponent
seefny most accessed at 2 pre-tational level, whet higher ordet tational
processes are momentuily detached Som lower order autonomic

processes, ereating 2 petod of cognitive disotientation (Melayden,
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Tuble 19
Diugaortic practitioners

Praciitioner Group A | Group B | Group €
Payehintrist 4 4 3
CFesteral 3 e |

| Pracivioner : .
Radio tdk 1 2 4
precipitiing contact .
¥ith suppost group
1’sychnhagist 3 1
Liotneapath {

1 Coutiselie 1

Psychintrists and general practitiopers wure the most _&equcﬁt

~ disgnosticians across all three groups. Group A also often teceived
their diagnosis from psychologists, while group < eqmllly often

© seceived their's after tadio talks initisting contact with u local support
| group and appropriale practitioners.

B9



specifically Januaty 1996 to December 1996 inclusive, excluding
dentistty and optometry. '

Tuble 18,1
© Medns, raroes and standard desiutions of control groups” anhnal medivdl expenses

Groups | Means . Ranges - [7%)
NG 11 288.(]?_._ 151,10 - R5 930,61 1.6
AST R 173,22 R614,30 - R5 611,06 1,5

YD R2 225,13 R48,00 - R6 62036 | 1.7

Table 18,2 lists the mean, ranges and standard deviations of medical
expenses, over a 1 year perdod, for both the conteol and the
expetimental groups. As no control subjects had been hospitabized
duti.g the twelve month period investigated, hospitatization costs were
exeluded from the éxpm'méntal groups’ means. ‘The cost of ovet-the-
counter medication utilized by panic disorder subjects wax also
excluded as this would not be included in the control subjeets’ medical

aid claitns from which ther expenses were caleulated,

Tuble 18,2 :
Muuns, ranges and standard devieninns of annied sredied espenves for borh experdoental and
oerol gronps

Group . 0 Mem Rangey 1 -8
A 1’6 269,73 1009.81 - 14 851,86 X
I Ré V&8, 18 126590 - 18 alg,0u 6,1
{ R3 22304 245584 -9 051,12 A1
NG| R128a02 51,10 - 5 93D 61 6
AST W2 173,22 614,30 -5 611,06 L5
HYP R2 235,13 C R L6 620,36 L7

7.11  Diagnosis
Table 19 indicates the practitioners whe finalty diagnosed the subjects

of thiy study as suffesing from panic disnrdes
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The total medical expenses wete divided between the cost of

| consultations with medical pmctit:idners and the cost of treatments
received, includiﬁg x-rays, blood tests and Iﬁrescribed medicines for
‘cach subject. "These are presented in appendix 7 with their means

presented in fabie 17 below.

Lubh 17
Means, vanges, and standayz dessetions of the wsts of, jxmf‘lmom 15 and ma!z’m! procedures
{insludding medicines) for e gronp.

 Croups i A B ¥
Meae proeti  ercosts |+ Ro B6RS4 ' | R18 B71.53 {12 486,26 :
L Range of prow whogue coste | R1 60860 - R4 697,60 | RAYT.00 - 55 A85,20 L6100 - RGU 30,50 s
5L} of pravkitiner tosts ah 21,4 16,9 : Lo
Moan treaimenteodt | RIS 700,71 | RB 284,60 R12 486,144 :
Ruftye of Henn Lt vl BAH4AT - Rol of 1(:,7‘.’ R'l 6,26 - R3G Rlb, A7 RROO,60 - T8 90784 :
I SD of pewtm ent guet, - | 180 7.6 1 140

Talile 18 presents the mean nges, tanges and standard deviations for
the control subjects utilized. The groups consisted of subjects with no
chronic dilness diagnosis (l\](“,j, subjects diagnosed ay sufi’éring froma
~chronic asthma condition (AST) and subjects diagnosed as suffeding
from a chronic hypertension condition (TTYP). Hach group had 12
subjects made up of 9 females and 3 males, | '

Toble 18 : :

Mean, ranges and standrd detations of contral subjects” uges ' : :
{atoup Age Ranpo s

NC 383 2616 X .

AST 40,7 285G 8.1 ' _ '

HYP 4200 3008 10,6

Table 18,1 show the means, tanges and standard deviations of medieal

expenses incurred by control groups over a 12 month petiod,
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pesiod showed very litde ﬂltemtion. Most subjects tated their disorder

~ at the most sevete rating in terms of frequency of attacks (7), anxiety

around theit disorder (5) and the impact of their disorder on their

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

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

7.10  Direct medical costs of pre-diagnostic treatments
Table 16 indicates total pfe?diagn_ostic 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.

Tehle 16 3
Hean, mmge atnd standard detiation of toted prv-didgnastic medical ogenses - for all s ;erfs .
- Mean R24 506,43
Rty RIALLG0 - RYY 559,02
sD 241
!‘aMe 16,1 '
Means, sanpes and stanthard dm‘ Lagions of pre-diagiostiy mr&m! gxpestey for cach - wp. o
Group Muan Range 31 : "
A ~ R22 269,25 R3 362,67 - 75 721,09 14,7 ' :
B R27 156,13 R2 426,11 - R63 581,75 22,0
{ R24 962,43 R1 511,60 - ROY 559 02 31,1
Telle 14,2 i
Cosfs of pre-diqgnostse fnuﬂ.wrz! .
Froup A Group B t Group O .
Suhert e | Comn ER) Sjert | Closta (R) Salijeel no, Cinta (R} :
D03 | 1851042 L O01 | 88&iige | 003 431408 o
(K] 1034261 [ 004 242811 )10 J:419 40
{07 3362,07 006 | 63581,75 043 { 1511,60
[ 4334,31 14 1E6H2. 90 0f- 582585
[ JOR0L,59 [ 017 3313848 {1 ,.... U11466,02
011 15004,14 [ 024 642950 019 13875,13
{12 1232766 | 028 157287 19 [ 50145,54 |
6 301224 | 032 AN031,37 H22 99559,02
20 2627175 | 133 1165.4,28 (2% MTL67
{126 220.465,80 : 025 BA2067. 1
027 1JK51,80 113} 1154%,11
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7.9  Severily of panic disorder

Tuble 15
B Sulgeels’ self mfu;g.a uf the reverity of their pre« d:qgwmw»;r mmimw)
Citoup A {3roup B Group
Treq. | Anx | QUL | Freq. | Anx, | QOL, | treg, | Ang, | QUL |
Subject No. 005 Subject no. 001 - Subjuct no. 018
7 8 6 7 5 4 4 4 o
7 5 8 7 5 8 5 5 6
7 B 8 R A 6 5 A 6
0 5 &8 | 5 8 7 5 B
5 5 8 7 3 8 7 5 8
5 5 8 7 5 8 7 5 8
§ 4 8 7 B ] 7 5 8 .
b 5 8 6 4 8 7 3 ]
7 5 8 : 8 3 6
7 5 8 : 5 5 6
Sub;cct nn, 012  Subject no, 006 '
7 5 4 6 o} 6
7 5 | 6 4 6
7 5 - B ] 5 6
7 5 8 3 4 4
6 & 8 7 5 8
G 5 8 7 5 8
5 4 6 7 5 8
s} + 6
5 4 0
Subject no, {132
6 5 8
i 5 #
7 5 8
-1 4 B
7 it 8
T 5 8
b 4 6
7 3 6
7 3 6
7 3 0

Stibiucts rated the process of their condition on Likert self rating scales, -
'The frequency of their attacks was rated from 0 - 7, theit associated

anxiety from 0 - 5 and the impact of their condition on thedr quality of
life from (0 - 8, as outlined in chapter 6. Generally, subjects’ satings of

the severity and impact of their disorder during the treatment seatch
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Group A and group B subjects rated medical specialists highest on all
three aspects while Group C subjects wete most satisfied with

psychologists’ and mental therapists® treatment,

G roup C's ratings of mental therapfsts’ treatments is especially
interesting as it is the only occasion where subiecﬁ: tated their
expetience of the satisfaction of the treatment higher than cither -
feeling understaod by the practitioner or confident in ixis proposed
treatment (3,0; 2,5 3,8). .

Conversely, subjects seemed patticularly disappointed in the effects of |

some treatments received, Specifically, group A’s experience of
satisfaction from mental health therapists (5,0, 3,05 1,5), group Bs
from psychologists (2,9; 2,1; 1,6) and group C’_s from medical
specialists (3,3; 3,1; 2,5) were patticulady low relative to thefr

experience of being understood and their confidence in the proposed

treatmoents.
Vetlolo 14 _
Ao n safinnr of freatent experionees _ . .
Practitioner Cigeap A . ) Gioup B Ciroup (;

Untped ol Hatis, l?,r‘sirm_d Uonf.  Bafin, Tistnesl Clanf, Sl
Getteral 2.1 20 1o 28 0 %46 18 24 2% 20
Practittoney
Prychiatring 2.2 l 1,2 an el 1,7 24 2.0 13
Paycholopiut 20 X I W 2,9 2.1 1,6 3.3 0 28
Medical Specialist 4,6 46 34 44 300 40 3.8 31 25
Meatal therapist, 50 18 1,3 i 1 30 28 35
Altesntive prac, 3.2 28 AN 2.5 15 1,3 1 34 A SN

Bl

-
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subjects wete exposed to 44% mote medical procedures that either
© groups B or C subjects although the mean number of practitioners
| t_:onsﬁlted by cach group was almost the same (7, 7, 74).

7.8 Treatment experience

Table 14 lists s.ubjects’ mean self-ratings on Likert scales ranging from

i) - 5 for each practitioner group, Treatments were rated by subjects on

3 components; :

W subjects’ experiences of prastitioners’ undersfénding of their
problein |

 subjects’ confidence in practifioness’ proposed treatments

W subjects’ satisfaction in the treatment provided.

Practitioners consulted were divided into 6 groups:
- W general practitioners | '
M psychiatrists
M medical specialists (excluding psycl-;iatﬁsts and'including
physiotherapists and dieticians) | N
These 3 categpsies comprised the traditional medical practitioners
referred to in section 6.3.4.1 and in the hypotheses of this study.
B mental therapists (including counscllors and re-bitthors)
® psychologists | | |
These 2 categories comprised the mental health practitioner group
referred to in section 6.3.4.1 wind in the hypotheses of this study.
® alturnative prectitioners (inclllding ht_;mcnpaths, aroniatherapists,

reflexologists, chitopractors, acupuncture, yoga and run-for-life)
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Table 13,1

Number of pre-diagnastic prychotherapy freatments

Group A | Group B

Group ©

H i

12

Tuble 13,2

- Nisntber of pre-diapnostly #ed!m!pmmf#m

Treatment

Group A

Group G

HCG

Steess HCG

Holter ECG

EEG '

Brain CAT scan

Brain MRI sean

Lumber punctare

Myelogram

Iull Blowd eount

Liver functiony

- | Hormone Ametions
Thyroid functions

Kidney turctions

Glucose test

AIDS test

Malaria test

Allatyry tusts

Usinie test

Cholesterol test

"Filt test

Pap smear

D&C

Carpel tunnel test

Pregnancy test

Lunyg capacity test

Spine X-ray

Chost Xeray .

Alrdominal ultragound

Gall bladder X-ray

Nuclear X-ray

Batiuen Meal X-ray

Gastrosenpe

Colonoseope

13
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Table 13,2 (above) lists the vardous medical procedures subjects
endused dusing theit frequent consultations with medical practitioners

before they were disgnosed as panic disorder safferers, Group A

Y




| reported symptom by all subjects to all practitioner groups was anxicty

and stress.

Tabls 12

Differential presemtation of symploms

Symptoms ar Pachlaria Prothrlogles Medtesd spactaltye Menn fiegth Al
therapisn praes.
Groupn A B C YA 8 T A 8 C A B C A B C |A B €
o N e R R e e A
Swiatihy 1207 13 43 . w4k 4 3 3 - - - 3 3
Shaking 13 10 15 5 4 2 te & 4 (& 3 g « 1+ 2 |l 3 35
Puphavions 4 8 14 [JE 1 |- & 2 [T 2 s - . 2 w v &
Divlneng & 1 3 e 2 |- . 2 8 4 1 1« . - . 1.
e 12 92 15 (5 3 1 2z w s )5 3 ¢ |1 1 3 ls 4 g
Dupersapaiissdon § 11 4 4 1 1 | B I B | I LY S|
Negulve Arest 1 Y 18 2 . ool 1w le v 4 - 5 . - 1 .
Nauzes w 1 5 e 1 - 1 4 1 & - . . - . B
Pamrm ez ime 12 5 - . L] . 1202 1 - e 1. . . .
Not saping - ! B - - e b " 1 - 1 P 1
Anacks I canteed) F T | A 4 3 . . - 1 1 - . 2
Had aveck there 4 .3 1 10« 1 - . - - - e
lurred viston 5 &6 3 q2 1 - & .« 4T 3 Ot - . . - & 1
Numbnes 2 4 % - 1 . - e | “« 1 . - . .
Lnst ot batance - 2 AL S B K e
Blarshoes i . 8 - .o 1 o 2 - w v,
'::d" ;E bl.:ddlu* 2 . 4 AR T R N |
owel conten
Soetl wiindtawal - 2 8 - 1 2 |- 2 2 |- < . “ . - 1

* including excussive emotionality, depressiun, Jusporazion and sxhaaston

All subjects clearly took their somatic symptoms to tmedical

professionals, primaridy to general pracetioners and secondly to medical

specialists.

Group A subjects also descuibed somatic symptoms to psychistrists but

not to psychologists at all. The only symptoms these subjects reported

to psychologists were anxicty and negative affect.

Group B subjects reported their somatic and anxiety symptoms Fairly

evenly between genera’ practitioners and psychologists, relative 1o the



dynamk.,, would expurience nonhe, or only brief, satisfaction at the

relief of this symplom as it is not direetly relevant to his condition.

Subjects” specific fear ideations are closely associxced with the
symptoms they experience and significantly directive on the type of
practitioner they choose to consult, how they present their symproms
tor these practitioners and their individual phenomenological expetience

ur these consultations,

Subjects’ ratings of treatments expetienced pwust, howeves, be -~
cautiously interpreted with due considerations to their expectations of
each treatment and their reasons for the consultations. For example, a
person visiting a gastroenterologist might preseat oniy his digestive
problcms and feel satisued if these arc successfully alleviated but his
panic attacks and anxiety may continue unchanged, This point is
reinforeed by the analysis of subjects’ self mtings of te srogressive
severity of their disordy . duting the treattuent search fwcrind. ‘There are
very few indications of significint improvement although subjects have
rated vagious teeatments during the search period as fairdy satisfactory.
Tt seems that, although the treatment met some immediate nevd, it
often inade little impact on the pmﬁc condion i either ity biological,

psychological or soeial arena,

8,6  Self ratings of pre-diagnostic panic conditions
Most subjects consistently rated thedr panic condition at the most
severe levels on all threw dimensions: specifically the frequency of their

- attacke (7), their sssociated anxiety (5) and theit imp. »* on the subject’s
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frequented mental health pactitioners, they presznted only a vague
artay of somatic symptoms and little negative affect, giving
practitionets very little tangible data with which to work, The tesult is
an uncleat consultation making decisive treatment difficult. These

consultation dynamics are qualitatively discussed in chapter 9, -

Group A subjects were extremely disappointed in their treatment from.
mental therapists despite their fecling that these practitioners certainly
undetstond their condition, (5,0, 3,( 1, 1,5). As discussed, these subjects '
only pt‘éscnrcd thetr psy_chulngical or negative affect sympt(mis to these
practitiones, 1t seems that understanding of these symptoms without
some positive approach to allevinting their physiological symptoms,
and hence their fear of imminent death, was ina'dequate for these

sulbjects,

Conversely, group G subjects ruported significant disappointment in
the treatment received from medical specinlists. “This could by
influenced by the atray of different specialists they consulted but it i
suggrested that it is also resultant on these subjects’ needs and |
communication style. ( Saracterized by inaccurate symptom
preseutation (e sinus, headache) cansouflaging their real
reyuitemnents, and the spasmedic and ieregular usage of a network of
practitioness, it is not sutprisiog that the intesmittent alleviation of
these often pseudo symptoms did not render an enduting experience
of treptment satisfaction. Consider a group A subject consulting an
eat, nose and threat sg- cialise with severe sinus which the specialise
allevintes. This subjeet will now have one luss reason to believe he (s

dying. Whereas, a group O subject, involved i the same consultation
Yig,
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panic disordet patiehts who atv inclined to cognitively catastrophize
(Rachman, Levitt & Lopatka, 1987) and over focus on issues of
petsonal danger (Stﬁlunidt ot 2, 1994), The subjective intetpretation of
treatment expericnces and its mfluence on the coutse of subjects’ panic
disorder and life style is discussed in more detal in chapter 9 of this
study, | '

8.5.3, 1 Psychotherapy rsce:ved

Psychathesapy was regulmdy and 'Lbundantly utilized across all subject
- groups but did net precipitate o diagnosis.

8.5.4 Treatment exporiences
Group A subjects tated medical specialists most favourably which is
not surprising because, as diseussed abovy, they utilized a small seetor
of specific specialists and presented discrete somatic symptoms. Dhis
would faedlitate effective communication and focused treatment, A
sitilag conclusion holds for group ( Jwho reported the highest
satisfaction in psychologists and mental therapists visited, These
sultjects primarily reported their social withdrawal sympﬁ:ms to these
pmétitiunum and this symptom s probably most approptiate to
psychotherapy. |

Group B subjects’ disappointment in the effect of treatment tuceiverd
from psychalogists is hypothetically interesting as it is these
practitionees they probably found the mos thwntcrﬁng in their
presumed professtonal whility fo identify subjects” imminent meatal
collapse. Paradoxieally, these practitionsis hold the key 1o alleviating

this same fear by declaring it unfounded,  Alihough this group

)Y




practitioners and, finally, the sixth hypothesis® prediction concerning
group @ subjects’ selectivity in both the symptoms they present and the

practitioners to whom thoy present them,

8.5.3 Treatments rocelved

All qubwcts teceived frequent anti-depressant and tmnquﬂum;.,
medication. Group A subjects reeeived mote preseribed medication
falling into the arder category, which ini:ludes pain preparations, anti-
inflammatoties, musculat relaxants and digestive remedis (29, 10, 11).
'This is consistent with thelr regular teports of pain and digestive

symptoms and thedr consistent vse of medieal eather than psychologieal

or alternative practitionets in compatison to the othet two groups,

All subjects urklerwent frequent and extensive medical procedures
including blood tests, x-rays, electrocardiographs,
dectroencephalogephs and, less frequently, but worrying and

unpleasant, gastroscopes, colonoscopes and lumbar punclures.

"Uhie subjects in all groups, clearly, received comprehensive physieal
diagnostic evaluations with little considderation to the possibility of a
psychintric condition, Whete mention was made of stress of ansicty it
was limited to the proseription of andolytic and/or anti-depressant

~ medication, scldom including an explanation. Mechanie (1972)
cotrducted a brief lireeature survey of doctot-patient interactions and
concluc xl that patients will mahe their own assumptions of treatmenty
and, in the absence of correct explanations, these will be suljective and
often incorrect. The unesplained prescription of central nervous

- system mmedication can easily be incorrectly intexproted especially in
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~Group (Vs symptoms mitmic those of group A with the inclusion of
more deamatic and potentially embarrassing digestive conditions. The
symptoms expetienced do, however, form a relatively concise and
communicable cluster, far less vague Jhan group Bs. These subjects
'prUSentud theit 'sj':nptoms faitly equally among the practitioners
consulted, A ;riaiur difference lies in group C's tendency to frequent
tnote alternative practitioners, therapists and psyche Aogists as well as 2

mote diffuse array of medical specialists,

Subjects from group € were the only ones to present headaches amd
sitius as preudo '_sym'ptmns during a medical consultation they hoped
would alleviate their panic condition, "These subjects also ffuquchﬂy
doctor shopped or saw 2 or more practitioners simultaneously and
brearne adept at copying scripts and flling them at different
pharmacies, This typifics the sunning and hiding behaviour of p'.mic.
disorder sufferers (Teaman, 1992) simultancously teving to find help
but also teying to hide their problem (Asheroft & Walker, 1989), Itis
also consistent with the uaiversal tendency for panic disorder patients
to avoid threat and, thesefore, approach their eondition defensively
Parker, Taylor & Bagby, 1993), These events will be discussed again
in the qualitative analysis of data but, at this point, it is noted that,
duspite experdencing fairly clear and conelse symptorms, these were
ineffectively communicated and subjects’ help-seeking behaviour
oscillated amongst o diffse aomy of practitioners. These observations
further support the third hynothesis’ prediction that these subjects
would use more alternative practitioners, and the fifth hypothests®

prediction that they would present specific sysnptoms 1o these
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and the practitioners they chose, this is diseves~¥ again. in the
qualitative analysis of data (chapter 9).

8.5.2 Symptom presentation

Group A subjects split te reb'urting of their symptmmi between
peactitioness. "Ihey only reported their psychological symptoms to the
paychologists they consulted. In addition group A sibjects repeatedly

“reported severe pain and abidominal distress to bath gem_:tal and
specialist medical practitioners, These subjects, thetefore, presented a
.very different ﬁmﬂlc both o different pmctitﬁmera-and, on - - >
compatisots, from the suﬁiccts in the other groups, This obscrvation - |
supports hypothesis 6 of this study which predicted that group A
subjrets would present their symptoms cleatdy and direetly to

appropriate prachitioness.

Group B subjucts, desperately afraid of going inse. +, admitted to only
differentially disclosing their syraptoms to practinoness, One subject in
this group said she was only ttally honest about her condition to her
yoga insteuctress whom she felt sure would not certify het as insane
and intern her ‘Uhe thought of offuring a symptom profile éasily
indicative of o mental collapse seems, to these subjects, likely to
precipitaze the confitmation of this fear, as opposed to group A
subjects where active aml direct e mmunication and treatment eould |
contain and delay, if not negate, their dreadful fear of dying. Group
B's maener of symptom presentation is also consistent with hypothesis
6 which proposed that they would selectively present their symptoms I

to chosen practitiongrs,
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symptoms and gmup ( subjects symploms suggesting loss of physical

and/ot mental control,

Interestingly, group B’s reports of negative affect were the lowest,
Negative affecf; inciuding depressed mood, exhaustion and ineffective
Functioning, is traditionally associnted with emotional distutbances,
These sub;c.cts apenly rt.purted hiding, and only ducrimmatdy

 teporting, thelr spmptoms whxch is consistent with hypothesis 6 of this

study and seseatch seposts of p'u'uc disorder sufferers often
unchatactetistically lying and misconstruing of symptoms (Baket, S
) : [ 4.

1992). This suggests that their infreguent identified experience of b

negative affect symptoms could be due to their defensive denial of N
those symptoms and cfforts to focus instead on their physiological
syrxiptoms, resulting in only a diffuse and confusing atray, including
depersonalization, blurted vision and occasional balance itnpairment,
This obse-vation further supports research findings that have identified
panic disorder patients’ coping styles as centring around dependency,
coghitive avoldance and rumination (Volleath & Angst, I‘J‘)”:)

Panic disorder patients’ fears have been reported as reactive on thefr

somatic symptoms (Schmidt et al, 1994) and subjects’ integpretation of

their symptoms has been reported as dependent on the fear they
experience (Beck, Sokol & Clark, 1992). The fear and somatic

| symyitom relati :11§l1ip quickly becotnes reciprocal and develops into an

escalating spiral of anxiety (Weekes, 1989). ‘This study's data shows a

eonsistent corgelation between the symptoms subjects’ experienced and

:
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Hyually logically, group B subjects were the highest users of

their individual fears and sugpests this is largely directive on the type of

‘practitoner consulted and the way they present their symptoms.

8.6 - Consullation dynémi_cs

8.5.1 Practitioners consulted | _
Group A subjects gravitated largely toward general practitioners and o
medical specialists, logically consistent with their fear of physical ' Coaw

collapse and the type of symptoms they expetienced,

psychologists (3,2; 19,6; 10,) and psychiattists (11,7; 12,55 5,0) and S '_
tegular users of other mental health therapists (4,3; 5,43 6,1). !

Group C subjects’ less definable fear scems to have directed them

towards altemmative practitioners and healers more than their

- counterparts (8,7; 90; 13,45, 'The third hypothesis of this study : ¢

prodicted this differentinl utitization of practitioners by the three ' R

BLOupS, _ ' i

Group C subjects explained their practitioner choice in terms of hiding
away and protecting themselves from the insight and directness of
teadlitional learndd practitioners while still fulfilling their need to sek
some help This phenomena further substantiates the third hypothesis
and is also consistent with h}’pnthusik 6, which predicted that group C

subjects woulkl show selectivity tn both their symptom presentation
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8.4  Symptoms experienced

All the subjects in all three groups regulary eiperienced sumatic
symptoms consistent with research findings and established

classificatoty systems, especially sweating, shaking and palpitations.

Inx addition to these recognized panic disorder symptogms, all subjects
repeatedly expetionced severe anxiety, s*tess and negative affect
(inchuding deptession, exhaustion and despetation) and teported . |

- frequent experiences of not coping.

Subjeets also experienced unique symptoms distinctly refative to their _ I

fears:

¢ group A subjects, afiaid of death, expéﬁenced mote intense and

specific physical symptoms easily associated to physical collapse;

e proup B subjects, fearing mental collapse, expetienced vague,
irnprecise and intangible symptoms rendering them unsure and N

helpless, reinforcing and/or teactive on their fear of truly going mad;

o group C subjects, fenring social embasrassment, experienced

symptoms very likely to catalyse just this fear, specifically dintthoea
and Ie - of bladder or bowel control, and were also prone to social

withdrawal behaviout,

The different symptoms expetienced by suljects relative to their group,
and, hence, to their idiosyneratic fear, confirms the fousth hypothesis
of this study which expected group A subjects to experience more

ﬁhysinlogical symptoms, group B subjects mose psychological



Secondly, of the three fear categories (death, madness, social
embatrasstment) death is the most discretely definable and
communicable in traditional Western medical settings, ‘The fear of
either going mad ot of etnbarrassing oneself socially, while equally
threatening, is vague. How either madness or social embatrassment
‘ultimately manifest is idioﬁynﬁmtic and identifiable cotalysts ate not.
clear, making the expetience difficult to cumm'unicate. i1 terms of the
*subjects” usual illness concéptual framewotks, Communicating a seties
of physiological symptoms as indieative of a heart attack, or organic
collapse signifying death, is casier. [t is simplet to say, “1 have frequent
spells of shaking, sweating and palpitations with severe chest pain and
 limpness in my left arm and feel terribly anxious all the time. In fact, T
am suge ] am having a heart attack,” than to verbalize the same
symptoms, believed to be indicative of a pending mental collapse or
social disaster, which is ditficult to clearly desctibe and which the

sufferer is petrificd the practiioner will confiem.

'These phenomenological differences in subjects’ fear expetionces seem
to direct thejr help-secking behaviour and symptom presentation
consistent with three proposed hypotheses. Specifically hypotheéis 3
which prupuscd.that group A subjects would use more teaditional
medical practitioners, group B more mental health practitioners and
group G mote alternative practitionars; hypothcsis 5 which predicted
the differential presentation of symptoms to these pactitionets by the
three groups and hypothcsis 6 which outlined expected differences in

the actual mode of symptom presentation,
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she regularly visited when an attack was unbearable, “He literally saved
 my life every time he p it me on 2 Valium drip.”

Afraid that one is going mad or about to embartass oneself in public,
ptobably including the possibility of unicontrollable, inapproptiate and
bizatre behaviour at any moment, exexts different pressutes and '
manifests in different behavioural patterns, Subieét (18 in this study
reporied this fear as so pcﬁWerful that she could not stay in a

- practitioner’s waiting room, afioid that her awaited uncontrollable

behaviout episode would oceut there, and often left before it was her

furn. Subject (21 described how impossible it was for her to return

anywhere she had had an attack, even a doctor’s tooms, tesulting it her
often suddenly custuiling 4 specific course of treatment, Subjeat 013
said she was so embarrassed Dy her fears that her life task became to e
hide them from evetyone, so that any help she sought had to be |

outside of her usual social ot medical support netwotks.

- Group B & C subjects desperately wanted help but equally desperately
 feared that the full recital of their symptoms could precipitate the
dingtiosis they most fear, Le that they ate insane and will not be able to |
© cope with their behaviour. "Ihese subjects adopted 2 reticent defense
oriented approach confirming hypothesis 6 of this study which
predicted that the threc groups would present their symptoms to
practitioners in different ways, They also teok basically twice as long

to teceive the same number of treatments, consistent with rypotheses 2
1 and 7, which respectively predicted differences in the duration of the .
three groups’ pre-diagnostic help-seeking petiods but no difference in

the number of prastitioners consubted,
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results substantiate this study’s first hypothesis which expected group A
to teflect the shortest help-seeking period followed in ascending order
by group B and group C; and also hypothesis 7 which predicted that
 there would be no difference in the sumber of practitioners consulred

by each group.

It seems that these subjects adopted a task-otiented, proactive
“approach to their condition, ardently and actively visiting many health |
~ practitioners. A twofold explanation of this influence ir offered. | _ S
Fitstly, fear that one is about to die is a powerfully urgent and g

immediate emotion reeding active attention, as opposed to being
afraid that one is going to go mad or embareass oneself in public,
This urgency results in _th’eée subjects’ ardently proactive help-seeking
behaviour, cleardy illustrated in their clevated usage of emergency room
services (5, 1, 1), Subject (16 in this study emoﬁvely desctibed the
immediacy of his fear explaining, “You say to yourself, I escaped
yesterday but this is definitely the end, today I will die” Driven by this
forceful and unﬁﬁestiomble intetpretation of one’s physiological.
symptoms as signifying death, these subjects almost frenetically seek N '_
help, or salvation, The same subject described his desperﬂte.ngcd to be
 close to modical cate manifesting in his spcﬁding his evenings sitting in
his cat patked outside @ hospital until sleep practically overcame him
and, also, kaving his daily lunch in 2 hospital cafetetia. Similatiy,
‘subject (108 created a network of general practitioners near both his
work and his home and in between the twa. These behaviours support
Gournay’s (1995) observations of panic disorder patients’ tendency to
create a .nedical support structure. Medical practitioners ase literally
lifesavers and, thus, able to allav these subjects’ worst fear, theit foar of E

Tosing their lives. As subject D12 said of her genetal practitioner whom

3 )¢



reciprocally influences the dutation of theis prg-dia;mdstic help-secking
and their experience ol consultations during this petiod. These aze also
suggestions that, even the minimal, reduction of this fear seems to
offer subjects » glimmer of hope and enusgize them to gradually take

control of their condition and their hves.

(%
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are most common when o practitioner and patient have a funiliar and

lony standing telationship.

Group C's diagnoses were frequently initinted by dio th shows

| resulting in introductions to suppost groups and specific practitioners,
which is de-ably interesting, Tt i, frstly, consistent with hype sthesis 6's
predictions that these subjects’ would appronch liclp seeking in 2
.rcticent and selective manger, andl, secondly, it illusteates the vital need
for public education on, and understanding of, panie disordee o b
Preactitioners, health workess and lay people all erucially need to be well
schooled in the manifistation of this uuprcdictabiu condition and alett
to its early recognition (Forrest 8 Ricketts, 1995).

Although the post diagnostic process of theit panie condition was :
outside the seope of this study, many subjects spontancously rece :ﬁntcd .
the ehanges. These deseriptions centred aronnd the relief that 4 clear : :
explanation of their eondition, accompanied by focused freatment | |
suggestions, offered. Primarily, they ne longer felt poised on the brink
of o physical, psychologieal or social disaster but saw themselves as
normal f)cupie, suffering from a manageable and comprehensible
complaint. The phenomenalogieal experience of a corseet diaghosds is

discussed ia chapter Y, section 9.0,

810 Insum

The analysis of the quantitative data, assimilated from subjects’

responses o the pre-designed direet questions and self-oating seales in

this stealy, shows that the specific fear o mponent of subjects’ panic |
conditions excet o strong direetive influence on the symptoms they e

expetivnee and the way they seek help for these symptoms, This

1t



8.9  Diagnosis
Subjucts in this study all sated their expetience of the dingnostic
consultation at the most favourable levels (5,5,5) cleady indicatityg the

itnpact it had un their condition and life style.

Daychiaseists and genesl pmctitiuhers wete the most consistent
diagnosticians actoss all the-groups éunﬁrming the expectations stated -
in hypu_tlm.sis 9, that there would be no difference between the groups
in the type of prctitioner from whom they received an effective
dingmmia, atid that this would lasgely be a traditional medienl

practitioner.

As well as regular dingnosticians, general practitioness were also the
most frequently eonsulted practitioners across all the groups, and 16 of B
the 33 subjeets visited geoeral practitioners at their first consultation. I
Although only 2 subjects visited psychiatrists on a fiest consultation
and none psychologists, both practitioners wete abundantly utilized by
subjects during theit treatment Scm'ching. Despite this, there remained
the tedious time lapse before o diagnosis was procured. These is .
uncuestionably a serious need to fine tune both practitioners’

reeeptiveness to and differentiation of this conditon, This is not an

unrealistic goal as research findings have shown that primaty care

physiciany can T00% correetly diagnose panic disorder when they are

properly prepared and trained (von Korff et al, 1987),

All practitioners diagnosed subjeets on a fitst consultation, confirming ' "

Payliel & Priest’s (1992) observation that missed and/or misdiagnoses
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symptoms formed a definable cluster, similar to that of group A’
subjects but their desperate need to avoid socfal embarrassment, which
- they believed would be precipitated by clear and eomplete symptom
presentations, led them to, both, present irrelevant symptoms and

- consult a diffuse aay of practitioners as anticipated in hypothesis 6,
This unfocused help seeking approach resultud in the equal division of
their expunses between consultations and progedures and delayed their
Jiagnosis, These observations support hypothesis 1 of this study |
which suggested that group (¢ subjects would take Joner to be -

~ diagnosed and hypothesis 3 which expected themn to wilize mone

alternative practitioners than groups A and B,

8.8.2 Comparison with costs of chronic physiologicar
conditions o
The medical expenses of the panic disorder subjects were compared to
-3 matched control groups sepresenting the gcr:lcral. populations of
subjects with no chronie condition (NC), with chronie asthma (AST)
-and chronie hypertension (LIYP), As planned, the costs of aver the-
counter mcdicihcs wete excluded from these caleulations and, futther,
as no mndomly chosen control subjects had buen hoypitalized during
1996, the costs of hospiralization were also excluded from the
expetimental groups’ means. This -cumpatiscm unequivocally shows
the significantly high cost of panic disorder sufferers’ help-seeking
despite both asthma and hypertension pationts requiting ru;,miat
mbnitm'ing aml consistent medication. These results confisi the
sucond hypothesis’ predietion that the medieal costs of all research
subjects will be higher than those of the control groups, Caution must,
however, be exercised as these costs for both groups AST and 11YP : iy

tre post-diagnostie,



These revised means ate signiffeantly lower but remain above quoted
research data of o costs of approximately R12 000,00 (von Korff &
Haton, 1989), Group A still seflect the most clevated medical
espenses, followed i duseending ordur by group B and group C,
which exactly reflects the predictions of the second hypothesis in this

study,

8.8.1 Practitioner versus treatment cos*s

Their different help-« eking hehaviour is clearly flustrated by 2
comparison of the 3 group’s medieal expenses divided between the
costs of consulting practitioners and the costs of medical procedues
received, including xvrayé, blood tests and medicines. ‘These are

presented on table 17 in chapter 7 of this study.

-Group A spent more than twice as much on medieal procedures as on

practitioner eonsultations whilk exactly the reverse holds true for group

- B, who spent more than twice as much on practitioner consultations.

"This verifies the impact of estended hospitalization on group A

subjects and paychotherapy on group B subjects, which was discussed

-above, ‘This compatison also poignantly captures the different help-

seeking behaviour of these two groups of subjects, each driven by their
idiosyneratic foars, These results support hyputheaiS 3 of this study
which proposed that group A subjects would use more traditional
mueddical practitioners, group B more mental health practitioness and

group € mote alternative practitioners,

Group C's consuttation and medieal procedure costs ate almost
identical. ‘This teinforces the influcnee of thetr unique fear, which was

associated with the symptoms they experienced, Their teported
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Subject (113 presents an interesting case, Ter treatment scarching only
lasted twenty months but dusing this time she was totally overwhelmed
by a need to hide her abn mal and humilisting cond'Hon from anyone
 familing, including her wsual medical practitionets. As a result, she did
Kttle: active help-secking and resorted instead to extreme and
unptedictable withdrawal and avoidance behaviours with negative
effc_f:ts on her interpessonal relationships. Her fisst husband left her

duting this titne and het young son developed serious learning and

hehaviousal poblems, for which she still holds herself, and the way she

mishandled het panic condition, respuonsible.

These outlier scores are consitered representative of the general

population of panie disorder sufferers and relevant to this study. Their

extreme costs were Jegitimate and burdensorne adding emphasis to the
potentially erippling years of aimless treatment searching and
reaffienyicg observations and research findings. In the light of this it 4s

suggested that the ealeulated costs are representative data,

However, in the interests of cautious reliability and content validity, the
following table was composed indicating the muan medical expenses
for each expesimental group exeluding hospitatization and

psychotherapy costs.

Teable 20 : :
Mean pro-digunostic saediodd expenses e Suding hospitalication and pyychotherapy
Ciponp Meas |
A R 13 WA RY
B R 14 761,69
G| RI‘oH2I3
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ineffective searching for an answer to her problems, and duting this
time experienced severe digestive symptoms concusrent with her
anxiety attacks. These were often medically investigated and regulasdy

medicated at 3 considerable financial outlay.

Conversely, there wore 4 subjects (U07,008, 104, 013) i the fnclusive
¥ ) _

sample who spent substantially less on theit panic disorder treatment

atternpts (hat the others,

 Subject (07 sufered for 3 yeats 4 months before being diagnosed _bixt

did enjoy & petiod of spontaneous remission of about 15 months
duting this period, whert she did not have any medical treatment, She
also had an extremely nugative treatment experiencewitha
psychologist who unilaterally blamed her marsiage fo. her problems,
this is discussed again in the next chapter. This encounter roade het
hesitant in ber further treatment scat‘chhzg and she suffered silently for

many months, These 2 events together explain het lower costs.

Subject 008 initially expericnced very litde #atisﬂwtion from the
treatmens he gttemﬁtcd and, within this frusteation, sunk ta a very low
ebb but did not immediately know where to seek further help, Tle
sesigned from his jub and stayud aimlessly at home for over 8 months,
It seema the ditect medical costs indicate only a small portion af this

man’s papic disorder debt.

Subject (04 was one of the “lucky ones” as she descrdbes i, Tler
regular general practitioner diagnosed her condition widiin 2 months

and put her on the road to effectively managing it Thisds the fortune

that should be available to all praic disorder suffetets.

NI
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theit approach to their disorder. "This phenomena is consistent with

hypothesis 8 of this study and is discussed again in scetion 9.2.6,

88  Direct individual medical costs of pre-diagnostic
treatments

"The mean medical costs caleulated for subiect#’ pre-diagnostic

treatment search are alarming and substantially higher than the -
approximate figure of R12 000,00 reported in research (von Korff &
fiaton, 1989), |

"There is a wide rnge amongst individual costs, suggesting that
caleulated means could have been influenced by extretne scores or

oudiers. "Lhe scrutiny of these extreme scoxes is, therofore, nocessary,

Substantially elevated costs were caiculated for 5 group A subjects (009,

16, 020, '026, 029), - All those subjects, except 020}, wete hospitaized

for lengthy putiods at an enotmous cost. Subject 02(Ps costs were

inflated by a consistent 6 year petiod of expensive anti-depressant -

medication,

Na significanty large hospitalization costs were recorded for group B
subjects, but 3 subjects (001, 006, 107) did endure particularly higher
medical expenses. The scrutiny of these totals reveals this to be due to

miany, many years of repular psychc.:thci‘apy.
Subjects 021, 022 and 028 from group C had exceprionally hipgh

medical expenses. Subjects U22% and 025% costs were inflated by

extended hospitalization, Subject 021 endured wwenty yeats of
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In this stﬁdy, these inklings seemed to atise as subjects’ pitnaty fears
wese diffetentially addressed as anticipated in hypothesis 8. Subject
012, Feating and focusing on death, repotts improvement when she
becomes Ihgalth-oriented. Subject (06, afraid of going mad, tepotts
_itnpfdvement when a specialist acknowledged and epcouraged his
effective coping ability by implication tespecting him as functional
Vetsus an insape man, Subject 018, fearing social embactassment, Felt
enetgized on being treated like a person, allaying some ot her
expetience of herself as abne mal and a social misfit, Subject 032,
fearing that he was going mad, was revitalized by 2 psychologxst simply

notmalizing his reactions and .- assuring him that he was not insane.

87  Fear- the cognitive link

Subjects’ idiosynesatic fear ideatiors influence their behaviour and life
style, specifically their help-seeking behaviour and tteatment |
expetiences. This study now suggests that panic disorder may be
maintained through the reinforcement of subjects’ fears, which
infiltrate their biological, psychological and social systems. The
infiltration of panic disorder into subjects’.biologi_cal .(ftequency_of
attacks), psychological (associated anxiety) snd social (quality of life
restrictions) systeras has been flusteated. The alleviation of only one
aspeér, such as the frequency of physiological panic attacks, addresses
only patt of the problem. Despite the different manifestations of paﬁic
disorder, a common thread through consultation dynamics sesms to be

that the reassurance of subjects® feats, even a subtle minuscule

- reassurance, initiates a glimmer of hope, empowering the sufferers and

reinstatifig o sense of conttol or efficacy, and can be a tutning point in
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Although these identified treatments did make a positive impact on
subject’s coﬂdiﬁons, their ratings, especially of their satisfaction in the
treatment teceived, wers low (1,2,2,3,2,3). The highest ratings were for
those pmctitioziﬂts whe, did address or at least acknowledge, cither
thtough fotmal medication or thtough their consultation interactions,
the biological, psychological and social aspects of panic: fe subject
006's psychiatrist; subject 032's psycholowst; subject 018's alternative

practitionet,

These small indications of the experience of the beginning of healing
were consistent with subjects’ natrative reposts of this expedence,

discussed in section 92,6, and suppost hypothesis 8 o this study,

“These subjects’ tatings and explanations cleary show that the

psychological and social concomitants of the condition are in fact
inttinsic to it, not vague b}'-pmdudts' (Matkowitz et al,, 1989), The
mete teduction i the frequency of attacks was not tantamount to
cuting the condition. ‘The beginning of healing seems to occut when
subjects feol a little less helpless and experience the first inklings of
regaining control of their lives. This is consistent with Weelkes® (1989)
conclusion that panic disorder sufferets need to undetstand their
condition and address its impacf on their fives which gradually
alleviates their sense of helplessness; and with frequent research repotts
that cotrelate the deterioration of a panic condition to the individual’s
experience of uncontrollability and helplessness (Cloitre et al,, 1992;
Leaman, 1992 Batlow & Cerny, 1985),
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treatment expetience at 4,2,2. She learnt practicﬂ coping skills, such as -
breathing and relaxation, which helped these aspects but she said hes

.quahty of life was qtill a.bornmable and donunated by her panic

condition,

Subject 006 reported a generalized and significant improvement after
consalting ﬁ psychiateist (rated 4,3,2) who. she describes as “more
that 2 medicine man” He presciibed an anti-depressant for her but -
also clearly understood the depth and impact of anxiety and
encoutaged hcr to f'acc her feags and gradually regain conttol of her
life,

Like subject 006, subject 032 expressed distinct relief which impacted
on s anxiety and quality of life when a psychologist told him he was
not joing mad and explained his reactions as anxietj driven. He
rematks that, although wotk colleagues still thought he was “incapable
and out of it,” he statted to b(.hevc he could be functional again, [le

| rated th.t:- treatimy nt at 33,3,

L-:roup C subject 018 felt her anxiety levels reduce when she was
presceibed a beta blocker and muscular velaxant by a genetal
practitioner (rated 3,3,2) Initially, this improvement did not infiltrate
the other areas of her life but the improvement was catalysed on |
visiting an alternative practitioner (rated 4,4,3), She felt he
acknowledged her suffering and “treated her like a person” helping her
to channel some of the eneryy, gained from her reduced anxiety,

effectively and begin to live again,
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described as deBil{taﬁng, ot on het quality of life, She remarked that

© was simply waiting for that final attack that would kill her and which

quality of life (8). Cleardy, subjects temember those months and years

as debilitating, ineffective, anxietv ridden and panic dtiven,

The six subjects who did alter their.ratings could give clear reasons why
this had ocoutred. '

‘Two group A subjects teported a reduction in the frequency of their O
panic attacks during this period. Subject 005 expetienced a _ | ,
spontanicous abatement in the number of attacks she was having as is '
50 common duting the unpredictable coutse of this cqndit_ion' (Leaman,
1992), This reduction had no impact on her ansxiety, which she

one attack pet week easily controlled her entire existence which she
said was ruted solely by her panic condition at this stage.

Subject (112’ attacks reduced in numbert when she was prescribed 4 ' !

* beta blocker and sleeping tablet by a cardiologist, She tated this

treatment expetience at 1,2,1. This subject, likewise, repotted no -
difference in her anxiety levels or quality of life tatings, Her entite life

she was unquestionably convinced was imminent. She only teported
widet spread improvement in ber final pre-diagnostic treatment which

altered her focus from iliness o-lented to health oriented.

Theee subjects in group B reported changes in their condition duting
this perod. Subject 001 noted a reduction in both the frequency of het

attacks and her anxiety levels after prevate yoga tuition. She tated this
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her condition after which the ~ractitioner gave her a prescription and
ended the consultation. The sunject said she was confused and |
wondered what he could possibly have preseribed having no idea of
how she felt. She interpreted the interaction as cleat evidence that she
was dysfunctional and weird, unable to even conduct an cffective

discussion,

Subject 0125 reported & practitioner being totall unsure of her problem
and apologizing profuscly and anxicusly for his own incompetence.
The subject said this accentuated her own anxicty and her perception
of herself as an abnotmal social misfit who had now scared even this

medical petson,

The subjects longed for discussions with their practitioners, but both
these forms of diseussion reflected the practitioness’ agendas and did

not in any way confirm the patients” existence or petson,

9.1.8  Some specific experiences

Subject (118, who repeatedly had panic attacks during consultations,
even during a reflexology session, to which practitioners showed very
little tenction, internalized these expetivness as affirmation of hes social
inadequacy and reinforeed her fear that vety soon she would behave in

an uncontrollably and overwhelmingly inappropriate mannet.

Lastly, subject (28, instructed to wke medication when necessary,
found it very difficult, and reported becomning totally, one hundred
peteent, introspective and fllness ovented, constantly wadting and

wondeting whether she now felt bad enough, 1 hinking she was bad
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Subjects experienced this reticetice as friphtening and intetpreted it as

 the practitioners’ hesitanice to embark on 2 conversation that would

foree them to diseuss death, The subjects now believed death was very
close and, thetefore, there was no time to, and no point in, teying to
deal with it. Again, it is clear how subjects reflect these dehumanizing
and unclear interactions in o sense of futility and helplessness, which is
directly related to thed .fear; their ensuing help-secking and to the

severity of their disorder.

9.1.7  Dealing with practitioner uncertainty

From the above discussions it is evident that subjects do fiot psume
practitioner ungertainty from their hesitaney to disenss treattaents, o
lnck of explanations, but, instead, interpret this practitioner behaviour
as 2 premediated and conscious decision to withhald msight from
them. The patient feels unduftatud, disregarded and helpless,

reinforeing his fear and its imminence.

"Two group C subjects repotted treatment experiences where the
practitioners wete cleardy unsure and handled it in two different ways,
"The fiest practitioner would not openly admit it. “The subject detected
his confusion by his questions and responses which were repeatedly
inappropiate and which the subject (012) tried to clanify, Por esample,
the practitioner suggested to the subject that it seetned she got

- diarrhoea after she ate in o restaurant. The sulfect explainoed that she

- had constant dinrthoea, which she was petrified would begome

uticontrollable, she also often found it almaost impossible w swallow,

and was consequently unable to even enter a restaurant. She said that

these unsynchronized interchanges continued on different aspects off
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9.1.5 Arrogant non-committal practifioners

Subjects described practitioners s arrogant when they lysically told

- subjects how well they understood anxiety and its related conditions
but fulled to accommodate this knowledge to the subjects’ specific and
immediate needs. When subjects dated to voice any doubts about a
treatment’s efficacy (wubject 016) or concern about its side effects
(subject UD1), these pmctmonm offered bland reassurances, r
summatized by subject (16 in the statement, “just hang in there,” i
These subjects felt frusteated and unacknowledged but caught in a bind b
between wanting to abandon tre; atrnent and simmultancously despemtt.ly - :
nieeding it. "Their interpretations again centred on intetpreting - -
practitioners’ preogance as indicative of their supetior knowledge and |
that they saw no point in sharing this because the subject was bothtoo ' l '_

dysfunctional to understand and too il for it to make a difference. |

9.1.6  Avoidance of anxiety symptoms

Tive subjects from group A found a reticence among practitioners to
discuss the atwiety component of their condition in any detad, despite
the subjects’ regular references to it. Or similatly, to quickly label a
season for the anxivty component and dismiss it without fusther ado.
As subj' =t (16 put it, “it is all very well doing seans and scopes but
some conditions cannot be measured like that, which does niot mean
they do not exist” This cxpuricﬁce was obviously not in the
consultations with psyclml’ngists as these subicets only prosented
emotional wmptrnm to psychologists (chapter 7), forcing their ?

CSPONSC 10 them.



Common in this type of treatment experience wete the practitioners
who enquired as to the present status of the condition but glibbly
accepted it as a wine gua son with no passibility of ever being cured o
even improved. Patients’ emotional responses to these interactions

* were largely humiliation and _wurtlﬂessness.. ‘They did not long for
judgment or evaluation but just for some human feaction confirming
the practitioner’s authenticity and ra¢ciprocally confirming their own

- human presence or existence.

Their subjective interpretations, again, attributed this practitioner

) behaviour to their secret knowledge and presumed that these people
wete merely keeping them contained until the dreaded event happened.
Responses such as, “he’s just helping me through the waiting perod”
(subject 012) illustrated this. These cognitive teactions exacerbated
subjects’ primaty fears which directly infiuenced their behaviour and

precipitated fatuse negative convultation expeticnces (figure 8),

Subjects’ behavioural manifestations of these interpretations again
varied amongst the theee groups. Group A subjects responded with
despondent resignation that death was closely imminent. Group B
subjects interpreted peactitioners’ unquestioning acceptance as
confirmation of their ineffective and disturbed psychological state
putting them alweady beyond hiedp, and lived in constant snticipation of
a complete emotional breakdown, CGroup C subjects internalized an
image of themselves as dependent on this practitiones’s treatment to |
keep a lucking and overpowering foree inside themselves, Subsject 023
deseribed this secpet force as, “life throntening showld it escape,” simiar
to kinowing that your fother 15 a musderer. Logically, they tended

Targely towands avoidance type bebaviours,
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their niced to hamess this monster within through exaggetated
withdrawal, and dishonest or camouflaged symptom presentation.
Group A and B subjects’ behavioveal manifestations of these

_ experiences were fnost tragic cuatsiisg on extreme tesignation, Subject
033 said she thought she was obviously mad and vas too weak and
helpless to resist; subject 029 believed there was obvirusly no lmpc. 50

why even try, everyone has to die sometime.

9.1.4 Unmoved acceptance of condition

Subjects seemed to find the uﬁnju.}ved. or almost indifferent acceptance
of theit condition extremely negative and alarming, ‘Ihis intetaction
style was communicated in descriptions of practitioners who sirhply
interjected subjects” explanations with the oceasional “Hmm, mmm,”
seldom even raised their eyes and offered repeated vnexplained |

| prescriptions.

Subject 117 said, about her genetal practitioner of many years standing,
that she was suse if she suddenly artived with a complaint of tonsillitis
she would have got the same medication, "This example s, of course,
tainted Ly the typically stereotypud interaction between a practitiones

“and subject who know cvach other vety well which cotrelates positively
to missed or misdiagnoses (Paykel & Priest, 1992) but also flusteates

the phenomena under discussion,
Subject 005 reports having a fully fedged panic attack in two different

practitioners’ ruoms during 2 consultation, to which neither gave a

glimmer of a reaction and rapidly dismissed her,
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~ Arother variable repeatedly identified as catalysing negative treatment

- that they accepted the results as valid but then what is wrong; why did

Again, their interpretations of these consultation dynamics reinforced
theit accompatying fears, These subjects believed practitioners were
awate of the extreme gravity of their conditions and, hence, thought

anty discussion would be totally fruitless, _ -

9.1.3 Negative test results

experiences was the procurement of negative test results followed by

Lo

the quick dismissal of the patient as healthy. The plea by suljécts was
they still feel so tersble? . - o

All subjects belteved practitioners had stumbled upon some other
dreadful thing lurking jnside them that could neither be controlled nor
cured and were, therefore, washing their hands of them, The fecling of
beityg left “high and dry” was often mentioned and always interpreted
as a conscious practitioner choice precipitated by some life threatening

observation,

Individual interpretations of this expetience varied consistently with _
their fears. Group A subjucts generally assumed that the practitioner N
had uncovered an irreversible physiological condition. Group B

subjects assumed the practitiones now knew they wete going mad.

Group C subjects’ interpretations centred on their individual sense of

being abnormal and reinforced their needs to conttrol this seething

monster inside themselves that was imminently liable 1o ctupt,

Subjucts’ behs  fourl manifestations of thuese interpretations also varied

according to their individual fears. Group C subjects operationalized it
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epitomizing theit worst fear come true, One of these subjects (001)
went s0 far as to belfeve the medication was actually precipitating the
onset of her dreaded insanity. As a result she refused to take any

medication for many yeats into the future,

Equally dehumanizing were subjects’ (012, 025, 016, 001, 002) reports
of practitioners discussing their condition with other practitioners in
front of them, often while they were prodding and examining them,
but totally ignoting their ptesenre; "These sub]'ecfs felt huiniliated,
d_cgtaded and unacknowledged for even their presence, let alone their

person,

Similadly, practitioners wete aceused of frequently referring subjects to
othet practitioness with 10 seasons offered. One subject (012)
described het repeated experience of opening her mouth to ask why,-
but before any sound had emanated, the practitioner had smiled and
shown her the door. Subject 025 reported being admitted to hospital
for five days for obsetvation and tests with no esplanation of what |
they planned obsetving or testing, ‘While there, she was examined by
many and vatious practitioners, who were equally non-comimital, and
then discharged, On teiephonicﬂly contacting the osiginal referring
practitioner he told her she was actually fine, As subject 016 dcécribed,
“these practitioners are focused on stopping your cough, and often
succeed in stopping one of your coughs, ot your cough for a short
time, but simply refuse to consider or discuss why you are coughing in

“the fiest place, or wow they plan to stop your cough”

All subjects expetienced these interactions as poignantly humiliating

and dehumanizing sorely reinforcing their individual feclings of

~ belplessnuss, uselessness and their inability to function efficiently,

-
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Consistent actoss all the groups in reaction to practitioners who
obstinately stuck to theit pessonal cbnclusibns were subjective feclings
of helplessness and of being totally distegarded as teal people. It must
be stressed that these subjects tepeatedly questioned the practitioners’
“conclusions but they would not te-consider. Equally co_nsiétent were
their interpretations of this tendency as indicating pré.ctitionets’ |
awateness of their fimminent and unavoidable fate ot doom and,
therefore, the uselessness of any preventative measure of even

~ explanation.

9.1.2 Lack of discussion

Subjects frequently reported practitioners’ complete lack of any
‘discussion ot explanation of theit proposed treatments ot medical
: investigaﬁohs.' They often described practitionets as kindly and
empathetic but never discussing what they were presceibing, just
sending the subject off with a seript. Subjects were often grateful io
practitioners who contolled their condition by regular medication and
Frequeht hospitalization but felt like pawns totally at these practitioners’
mercy. The condition was exacerbated when specific tteatments, that
practiioners had confidently announced would alleviate subjects’
conditions, failed and practitioners did not discuss why this had
happened but simply progressed to some other treatment, equally
confidently.,

~ In the absence of any pre-warning or discussions many subjects found
the side effects uf cectain medication very frightening, This was |
especinlly 5o for two group B subjects (001 & 1X)6) who experienced,

these side effects as indications of an iminediate emotional Breakdown,
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“sectet hidden, especially from mental health practitionets.
- set of, symptoms and one way of treating these, For example, subject
“subject tecounts that these made his whole body limp. He begged to

 to meet his'tequests as indicative of his intention to hide the brutal

Another thetapist emphasized the need to release innet demons which

e maintained wete causing the subject’s condition (subject 017). This

subject’s tresponse was that she was bad enough with these demons
caged inside her, imagine should they be released ...in het mind, this

would undotzbtedly_induf:e immediate and undeniable insanity. "This

deeply entrenched her belief ti at she was going mad and that this

. peactitioner knew it. Het reacdon was a conscious plan to keep this

Also in this category were practitioners who focused on one, or one

008 had an almost consistently weakened tight arm forwhicha =~ o
patticular practitioner repeatedly. presetibed muscular relaxants. The

try and find out “why” his attn was limp, rather than only tiying to |
treat the symptom. This subject interpreted the practitioner’s reticence

truth, that is that he had only weeks left to five.
Therapists who helped subjects gain ir_npiovud self insight but did not -

cazty this through to any practical application ot conclusion also had 2
negative effect on subjects, They were typically left with a sense of

everything being wrong in their lives and being totally unable to rectify
this, reinforcing their feclings of fear and helplessness, Their '
intetpretations emerged from practitioness” decisions to end treatment
-at the point of improved insight with no suggestions of translating thm
insight into a diffetent way of being. Subjects attibuted these
decisions to the therapists’ awareness of the short time they had lefy

before their worst feat came tmt,, that is, they died, went totally-mad or | F

: *-h -

oid .sumcthmg overwhelmingly inappropriate and embareassing. ' :
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9.1.1 Practitioners’ bbsﬁnate adherence to one iliness
cause | ’ _'

The tendency of practitionets to offer one explanation to subjects for
theit panic symptoms and tigidly adhere to this despite subjects’ nki- s |

to consider other causes, ot to re-consider this cause in the light of

 other symptoms, was repeatedly identified as o negptive treatment

experience,

Common in this study was practitioness’ identification of masital stress

as causal to subjects’ problems. This conclusion seetned to atise from
teasons as atbiteary as, “becausc I get panic attacks at night,” (subject

(33); “because my husband travels a lot,” (subject 010); “because I'm
faitly newly wed™ (sﬁbiecn_: 007); and “because I have problems |

| sleeping,” (subject 004). Subjects professed to ardently disagree with

these conclusions which practitionets doggedly reinforced,

Other practitioners focused on causes such as low blood sugar (subject

(108) or & possible stroke (subject 025) as primarily influential on

subjects’ conditions.

Subjects’ responses to these treatments centred on feeling unheard,

dehumanized and helpless. They interpreted this interaction as the

practitioner’s need to find a tangible label to prevent him from needing
to tell them the real truth of their condition, Practitioners were seen as
“copping out” (subject 011) because there was no hope of a cure and,

thetefore, it was pointless telling subjects the truth,
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alleviation of suffetess’ fears. This freed the energy, that had been
consuined in containing these fears, to focus, instead, ot active living,
Distinct trends in consultation dynatnics wete easily identified
facilitating the division of this section into negative treatment
experiences, p.osilive treattnent expetiences, genetal {reattnent
experiences and the beginning of healing.

9.1  Negative treatment experiences
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CHAPTER 9.

QUALITATIVE RESULTS AND DISCUSSION

The 'naturé of qualitative tescatch negates a discrote split between
results and discussion because the substance of both is nartative. The

only difference is it the context, qualitative results form a context of

- discoveiy while theit discussion fosms a context of presentation
(Collapinto, 1979). Dug to the inductive nature of the qualitative
tesearch in this study these two contests teciprocally feed back into

 one another prohibitin their separate scruting (Bogdan & Taylor,

- 1975). The qualitative tesults in this study will largely comprise
excetpts from the raw data or from subjects’ desétiptinns, which will
be discussed relative to both the individual’s experience, the inter-
subject context and the intet-group context, |

Chapter 8 discussed the different practitioners consulted by the three
experimental groups and their quantitatively weighted expesfences of
these consultations. In this section creatments are categotized
tccording to this expetience and the phenomenology, the individual
why's and how's, of this experience ate consideted. Hach treatment
expetietice comprising one, or a set of, consultations was discussed in
depth. Subjects were questioned specifically on their a prion
expectations versus theit pos? o expetiences of each treatment,
Striking in this analysis was L:e simslarity between speciﬁé treatment
interactions and their effect on subjects across all the groups.  Certain
practitioner attitudes or behaviours are cleatly expetienced as positive
ot negative by panic disorder sufferers and impact on their condition

accordingly. A positive impact was consistently associated with the
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Subject 028 received suppozt from work colleagues when deiving over
vr on highways was very difficult for her, Ter colleagues rearraﬁged
their work terrains so that het own client base was within close
proximity. For some weeks colleagues also drove her to and from
wotk daily, Despite this practical help, these people never gave this
subject the impression that she was losing it, or in any way incapable.
They included her in all discussion and decisions and did not even try

to reduce her work pressute in any other ways,

Subject 027 fondly temeimbers her fumily’s commitment. Her matried
 sister and het patents visited her dadly, They regulady brought _z_
prepated meals and helped with houschold chores but they still

encouraged and, in fact, expected her participation in family occasions.

She says she sometimes wished they wouldn’t but was, simultaneously,

grateful to be treated as if she were still normal.

Subjuct 006 teceived wonderful and unconditional suppost from hey
mothet. She says her mother helped her in o practical way when s ¢
teally needed it, but left her free when she felt she conld manage, $he
never, even temotely, suggested that the subject might not be strong or
capable enough to do the things she wanted. ‘The subject says, “she
never labelled me as weird or odd but just recognized and Juved the

real me”

Simitar relationships were mentioned by 18 of the 33 subjects (55 %)
suggesting this to be a furly consistent need in panie disorder sufferers,
The recuering experiences they valued in these relationships were un
unconditional acceptance that was communieated in a respectful and
cating way, never taking control, pressutizing or rendering them : 2

helpless, “This was communivated by these caregivers’ readiness to
_ ¥ £ .
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with her husbsnd_cm week-ends, Her life line was a local general
practiioner, She visited hitm frequently and, when she felt her anxicty
attack symptoms had been cver I"srcseritcd, she would dream up some
othet complaint. She dreaded her husband getring ill, not because, as
she guiltily admits, she did not want him to suffer, but because he
would use up the medical aid allowance thus restricting het visits. “This
general practitioner did very litthe for her ausiety attacks but showed

her respect, honest concen and in.ctest,

Subject (105 telied on het phatrmaacist to keep her “sane” for maay
months. At this stage the aeight of het activity was taking her children
to and from school. She would visit hee pharmacist altnost evesy
morning on her way back home, Tugether, they would explore any

new product on the market for anxiety and decide whether she should

try it

Subject 011 had grent difficult sleeping due to almost consistunt panic
* and hyperventilation, When she was totally exhausted she would just
visit her doctor’s tooms and sleep in the chait. She says she felt safe,

cared for and unpressusized there.

Subject 029 was forced to continue working and says this would have
been impnssible without the company doctors who were always these
for her. They regulatly helped her with medication and always had 2
reicdy empathetic ear but never suggested shie was not functioning
efficiently, or that she should not be at work, She interpreted this
silent acceptance as o subde acknowledgement of hee still adequate

coping ability.
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Likewise, subject 008 said 1 practitiones, b the start of his hclp secking,
talked about panic disorder. The subject actually enquired what this
- wai-but the practitioner only offered a glib, uninformative and closing

fesponse,

These subjects respectively endured 5 yeats and 5 treatments at a cost
of R22 945,89, and 2.yea'rs and 5 treatments at 4 cost of R 4 334, 31,
after these initial labels and before receiving an effective diagnosis of
panic disorder. - Subject (108 also tesigned Bom bus work due to his
panic condition during this period and subject 026 reports the sad,
negative effect his condition had on his inter-petsonal relationships,
especially his marriage. It is toagic to think that these two tmen’s
suffering could have been simiﬁéant_ly reduced had these catly
disgnoses beens effectively and coherently communicated and followed
theough. ‘This is reinforced by both their reported improvements when

this did finally happen.

94  Alifeline

A tecurting phenomenon fioted i subjects” discussions of theie help-
seeking behaviour was the selisnce on a non-judgmental, accepting,
reassuring person. These persons included family members, work
colleagues and medical practitioners who literally became subjects” iife

lines, sometimes their only regular contact with the ouside wotld,

Subjeet (115 had only wweently ardved in South Africa and was

- entrenched in avoidance behavious, did not work and only shopped
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subject was fired at the height of his panic disorder because of his

panic condition. After being unemployed for approsimately 3 months

he started combing the job market but, as he deserdbes, “stupidly see

my sights much lower because medical practitioners had now dulled iy

senses, and my perceptivencss, to belicving that this new, only pactially -

fanctional, person was me.” 11¢ said, “you become like a litde bira | | | i

being fed by its maother, accepting every morsel (of wisdom) coming :

your way.” Retrospectively, he believes his Dehavious was detsimental _ ' 1
to his life style, his sclf esteemn and his cateer, and that this could have _ | 1
been prevented through frank and uﬁen discussions with practiioness i

regacling the probable prognosis of his ccmdiﬁ_tm and whatlife style = N

changes might become necessary and unnecessagy. 1;
This interactional format is particularly detrimental to panic disosder _ o
sufferers who ate, generally, ready and willing to hand over control e
(Vitaliano et al., 1987) but who desperately reed to take control of the . t

management of their conditinn (Weekes, 1983). _ i

9.3.4 A label alone

Before discussing the dingnostic experience in detail, it seems portinent
to mention two subjects wha were buth labelled “panic disordor
sufferers”™ early in their help secking behaviour but for whom this lnbel

was meaningless,

Subject 26 remembers an eatly practitioner using the label panic
disorder with no clarifying esplanation whaesoever and eettainly with
1o suggestion of appropriste treatment, e said it made no impact on

hitn or his condition.
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Tlead him towards any diagnosis othet than insanity. This subject said,

~ of the subject.

these treatments, which are amongst the most frequently preserbed for
panc d_isnrder, she had an jrrepressible need to address her increasingly
debilitating condition. “This resulted in her regular attendance of
different practitioners but, eyually regular, strentolining of every

presentation of her symptoms to suit the pasticular practitioner and

“wou are actually conning yousself into believing that you are doing
FOUL Utmost get help and it is the practitionuers that are incffective” _
“This pmééss continyed for 9 - 10 yuars for this sulbiuct, It is suggested
that her fruitiess and eshausting search could have been mitigated at
that firse sleep therapy scssi(m.b'y the clear discussion and explanation

of its benefits and possible side effects, as well as the closer monitoting

9.3.3 Doctor-active patlent-passive role - :

Traditional Western illness-behaviour expects a patient to assume a

subsetvieat role dutitg medical consultations (Katon, 1993). This is

deeply ingrained and, typically, Western patients seat themselves on the

opposite side uf a practitioner’s dusk, explain their problem and accept | g
his intespretation and proposed treatment with fittle or no enuiry. ' r _
‘These intetactional dynamics pave the way for practitioners to tke i
unilateral control without any discussions or explanations, resulting in

negative treatment experionces, as discussed above in section 9.1.2

above.

Subjeet 016, who is a dynamic, confident and exteoverted man,
desetibed how, “erazily you have faith in these learndd, well dressed

men i theit fvory towets, you mould your Hfe to suit the you that they

e, o=

present and create through their medication and (teatment,” This
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‘Subject (119 received a seties of what she de_scrib_cd as excellont

- hundred percent under the control of, and overwhelmed by, her panic : L

- Subject 006 underwent efficient cognitive behavioural therapy a few

© years into her panic condition when it was particulatly severe and when

she had, as yet, not received aty effective trentment for it This
practitioner tried to desensitize her tt_)..hel‘ fears and feated situations
bﬁt, the subiec:t recounts, she was in a constant state of panic and
anxiety, and simplv-not accessible for this kind of thcmp.}r, ot definitely

not without some othet help such as medication. . i

hypnotherapy sessions but, agein, this was at a time when she wasone |

condition, She was unable to focus on, or work through, het repressed

needs that were surfacing, _ ' - i
Both these experences reinforced subjects” self perceptions of

usclessness, stupidity and ineffec.iveness, and hence their fears of

fosing theit gtasp on reality to an emotional or social crisis.

9.3.2 The paradox of seeking and avolding treatment

Subieat (01 vividly described this contradictory help-secking behaviour
of ﬁam’c disorder patients, Her first treatment was supposed to have
been a ten day sleep therapy session, On the first night this subject
expetienced severe reactions to the treatment, to the point of
hallucinating, struggling to speak, losing her batance and her fine motor
co-ordination. ‘This seinforced for her that psychintric trentment, of in
fact any medication, would simply precipitate her total emotional
collapse and her primary aim became, thc_mfnrc, to avoid thuse i

treatments, She says the irony was that while focused on avolding
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ctitetia outlined in chapter 5 as instrumental in fostering effective

medical consultations,

9.2.6 The heginning of healing

As discussed in the quantitative analysis of this study’s data, » few
subjects did pinpoint particular trentmenst experiencgs as having a |
positive and .enduring impact on their panic disorder, These will only
be discussed in summary here. Subjects identified similar practitioner
styles to t_hbse discussed under positive treatment expetignees. These

| practitioners all explained, discussed, listened, encouraged and
suppotted subjects. In these processes they segulurly asked subjects’
opinions and explored their wishes. ‘The focus shified from an iliness
to a health orlentation. Subjects all reposted feeling recognized as teal
people which encouraged them to live like real people. They
interpreted these practitionet teactions as evidence that their fears were
unfounded or at least premature. These éonsuhatio_ns initiated some of
the components of the negative feedback loop discussed in chapter 4,
which slowly dissipates anxicty and restores individuals to atJeast »
functinnal equitibrium (Margraf & F.hlcrs, 1989), and illustrated the
reversal of the doctot-active patiénf-passive. role o typical of

aditional Western liness culture, as diseussed in chapter 5.

9.3  General consultation dynamics

9.3.1 Patient-condition-practitioner fit
Patients often acknowledged the value of a practitioner’s line of
treatment but fult it was offered at an inapproptiate tirae in theit panic

disorder.
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expetience both normalizing and encoutaging. S Y

 knowledgeable and explained the neutology of anxiety to her in great

depth. He then related all this theory to her immediate condition and
discussed possible ways of dealing with it. He also reinforced that his
treatment was parf, albeit 2 large part, o_f the whole picture, and they
diseussed other arens of her life she would gradually have to address.
This subject temembers feeling understood and accepted, despite the
fact that she felt and had behaved so abnotmally, She found this

8.25 Practitioner uncertainty \ |
‘Two subjects reported the positive expcrieﬁce of consultations with o ';
practitioners who openly admitted and discussed their own . 3
uncertainties regarding the ,ubjects’ condition. Both practitioners wete | %
bewildered and said so. They explained what they had investigated, |
what they had hoped to find, and that no clear causative results had
emetged, They then acknowledged the paients’ suffeting and the

urgent need to alleviate this. Together, these practitioners and the

subjects discussed plavsible alternatives and planned a line of action.

Through their frank and open discussions, these practitioners appeated
authentic and, reciprocally, the subjects felt heard, recognized and _ !
empoWemd. Thuy", again, interpreted this interaction as indicative that :
there was stll hope and every teason to try and deal with their panic

condition, This reaction is the antithesis of the despondently resigned

“approach subjects adopted after negative treatment experiences,

These practitioners did lile ostensibly ot tangibly different from those

experienced as negative by subjects, except that they were honestly and

sincercly communicative. Their interactional style meets many of the .t
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r’.?.

tevealing her secret abuse of medication diffused the tieed and initiated

its cure. She says she walked out of the consultation feeling “20

kilograms lighter,” She interpreted this practitioner’s open interest and

Thonest discussion as evidence that she was a wotthwhile person and

tnust stifl have somne time ahead of her,

Subject 027 explained the c.mpmvering experience of a practitionet

who, after heating her recoutit her condition profile, actually said:

~ “This is not fatal but you cannot go on in such totment.” Her

response was, “Wow, I'm not dying and someone is going to help mel”
She safd he then discussed how he planned to support and guide her
thtough managiog her condition, She said she not only believed she
was not dying but also that she could actually live again, |

9.2.3 Negaiive test results |

Subject 027, whose many and different medical investigations all
rendered negative results, teports the different expetience nfa
practitionet who did not mci'ely dismiss het as fit, but reinforced for

her that she was physically sound and he?;-.lthy but needed to find help

in dealing with the way she was fecling. Together they discussed and
planned possible alternatives, ‘This subject teports having felt accepted,
supported, and undesstood, which she intetpreted as indicative that

thete was still every reason to seck and expect recovery and life,

9.2.4 Knowledgeable and communicétive

As opposed to the experience of a highly professional practitioner who
expounded the depth of his knowledge but never met the patient’s

sttuation, subject 2 reports one practitionetr who was exttemely

3




9.2.2 Willingness to discuss openiy
Subjects appreciated and respected practitioners’ openness to

 discussion of both their investigations and reasons for them,

Group B subject 006 remembered a medical practitioner, to whom she

ptesented her physiological symptoms, offering to ihvest:igate these but

explaining to het that, in the light of both past medical procedures and |

results, and listening to the subject’s explanation of het condition, he
felt sure it was an cmotional problem and suggestes) an alternative

treatment toute.

Group A subject 012 fondly remembets consultations with a
practitioner who did intensive medical investigations, many of which
she had previously undergone, bt this man explained what he was
doing, why he had chosen to do them, and what the results could
indicate, She said suddenly anticipating even the worst became less
anxiety provoking. She felt accepted as o reasoning and reasonable |

person and empowered to deal with whatever results atose. She

interpreted this as evidence that thete was still time and she could enjoy

some qualily of life.

Subject (111, who unashamedly abused ovet-the-countet medicﬁtibn for
many years, explained her positive treatment experience with a
practitioner who, although only addressing the pain aspect of her
condition, talked her through the whole spectruta, He not only

allowed, but encouraged and led the discussion, until she found herself,

“telling all.” She reports this as such a different experience from

“saceiving a quick script and a pat on the back” She said the relief of
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‘conplitnentaty, or traditionally opposite, type of behaviousal

' -9.2.1 Willingness to accept subjects’ treatment noeds

interacting on their futute treatment expetiences 'a_n.d the séverity of
their disorder (Sgute 8). '

9.2  Positive treatment experiences
Subjects’ discussions of their positive treatment experiences
spontancously fell into the same categories as their negative treatment

experienices except that practiioness now exhibited the cybernetically

interaction, expetienced as affirmative by patients,

As opposed to obstinately adhering to his favouted treatment,  group
C subject (010) repotted a practiioner as discussing het treatment - I
preferences at Jength, This subject felt very dubious about takitg :
psychiatric medication, She said the practitioner did try to encourage

het but kindly explained that with her nnwillingess it would ptobably

be mote hatméul than beneficial, The practitioner suggested she,

initially at least, try the therapy route, always remembecing redicrtion

might be necessaty as patt of the whole pictute. 1n +etcospe

- practitioner did nothing tangible to help the subject’s condition i she

felt recognized and acknowledged ags a person worthy of an opinion
andl, thetefors, obviously not “ton far gone yet.” pethaps there was

hope,
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enough she would believe it was hopeless because the medication

‘needed time to wbtk, and so the negative vortex became enttenched
until she felt sure insanity had set in. 'This is consistent with Andrasik's
(1990) subjects’ negative tepotts of medication prescribed when

necessaty,

Consistent actoss all treatments exPetieﬁced as negative is a lack of
cléar and effective practitioner-patient communication. This allowed
patients’ subjective assumptions to run amok. They regulatly credited
practitioners’ with superior .insight into and knoﬁrledge' of their

- imeibent physical, psychological or social doom. Firmly believing this,
they rapidly and resignedly accepted it. "Treatments experienced as

Figure 8 Schemattc represemtation of the effects of wigative consultation dynamics

Behavioural
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. Cognitive _
Negartve interpreratinns Emotiaaal (5. Tl juse

coneuluaion (e He is reaction wair undl
dynamics hiding {e.g 'm wieed) die - extreme
withdnawal)

something)
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exacerbared

negative wete interpteted consistently with individuals’ fears and
simultaneously reinforced the fear componetit of their panic disotder,
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able to continue. She subsequendy stasted selling real estate because it

was more indiﬁdually flexible and she could arrange it around her
panic condition. Subject 006 also had to end her chosen career of
dancing fot similar reasons and embarked on a marketing career, which
she controls from her horae and can, Hkewise, organize het own
timetable, Subjects (14 and 015 similasly relinquished carcess that
required fitting into established toutines, financial adviser and private -
secretary respectively, to pursue less financially rewarding endeavours
operated by themselves and allowing for the itregular influence of theit

panic condition,

" _ 'Sub_icct 009 simply left her position of personal assistant to = senior
maﬁager and remained unemployed for 2 years totally controlied by her

~ panic condition.

Subject 008 left the .only job he had ever had since l.eaving school, and
an otganisation in which he had dlimbed the corporate ladder and
received acknowledgment and recognition, on the spur of o panic-
stricken moment, Fe remained unemployed for 6 months, only 3 of
which wese remunerated by his employecs and, eventually, retumed to
a position of lower teward in s much simallet osganization.

Finally, subject 016 was fited from a seniot managesiel position because
of his changed and irregular behaviour as a result of his panic
condition. After 3 months, he began job hunting but settled for a
mediocre position inapptopriate to his abiity and expcricnée hecause

of the self-esteemn his panic disorder had diained from him,

- These events add impact, or hottor, to the already startling direct costs

of pre-diagnostic panie disosder discussed in chaptet 8. They offer

‘only a briel account, but after the preceding discussions on the
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They conclusively attributed their feelings of disempowerement atul
helplessness to their imminent physical, psychological or social

collapse, or as einforeiug their personal fears.

Treattnents exfmricnccd a8 positive engendered the exact opposite
emotions. Sufferees felt empowered and capable The success of &
specitic medical procedure was not the most important variable, The
way it was enmmunicated was the crux, Open, honest and authentic
consultation interactions engender a pt)siﬁve treatment expesience, It _
is important to reduce a pattic disorder paticnt’s.sensc of usu]cs_sr_mss. |
This can be achieved through clcar and gently explanations and
 treatment suggestions without autoeratically taking control of his
condition away from him. The conversion factor in these cyuations is
the subjects’ fear expotience. Onee fears wete nogmalized and
disconfitmed, even partially, subjects experienced tenewed hope and
vigout which they operationalized it a heaith orieatation and gradually
tegained zest for life. Tt is only through these foclings of hopefulness
as opposed to hopelessness and effectiveness as opposed to
ineffectivenesy that sufferers can leamn to manage a panie condition. Tt
is, thetefore, highly pettinent to scrutinize the types of treatment
interactions that engendered these feelings.
‘The preceding literature teview and research study unequivorally show
- that panic disorder is an overwhelming, frightening and unpredictable
condition that rapidly deplutes sufferers’ coping resourees sendeting

them exhausted and confused, feeling helpless and worthless,

This depleted person presents only a diffiuse and unclear symptom
profile to the many medical practitioners he consults, making n quick

and clear diagnosis very difficult. A practitioner, entrenched in specific
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practitioners cnmultcd but was also directly related to individual
sufferer’s subjective c.xpuu.ncc. of their condition aml their well being,

especially the beginning of their healing,

In fact, the fear component cleatly etﬁcrgcd as the primaty cognitive
link between a state of emotional arousal and an ensucing panic |
disorder, Fea: peaks during the cognitive disorientation caused by the
inexnlicable and overwhelining physiological symptn_im. Fear
traditionally indicates danger and, in the absence of any tangible danger
cue, the person creates o persi nal dapger cue centring on death,
insanity or social cinbarrassment. Fear then becomes the driving force

of his pauic condition.

‘T'he abstraction of cuncupfual meanings from the raw data collected in
this stady cleatly indicates recurting consultation dynamics, patient
reactions, their typical interpretations and their behavioural
manifustations, "The directive force behind all these processes is

sufferets’ immudiate experience of ' «ir particular fear.

Fach treatment experieticed as negative, reinforeed subjects’ fear which
1s intimately connected to the severity of their condition, Vatiables in
consultations experienced as negative centred latgely on a lack of
direct, authentic and empathetic communication and intetaction
between the practitioner and patient. Acutely introspective, subjects
absothed all negative consultation interactions into and adding to their
own inaduuate selves, siever secing these as shortcomings in the |
practitioners of significant others, Thoese e*#}acricxicuq wete unilteral
actoss il sulyeets and left tht.m focling dehumanized, disempoweted
Al hdpluss. Subjects” interpretations of thuse emotions confi tmed

panic disorder patients” univetsal tendency 1o cognitively catasttophize.

44



- often unneeessary. The suffosers emerge biologically, psych(.ﬂ(':gicall_y

and socially depleted. Those yuafs are @ waste,

The phenomenological investigation of panic disorder patients” help-
secking behavious in this studdy c:ﬁprcssit‘ely cariturvd its en srmity.
~'There is no deubt that during those pre-diagnostic months and years
the primary focus of sufferess’ lives is thedr panic disorder and how to
deal with it. As subicct.(_lzf-i- eloyuently explained, “if all the energy that
I used trying to hide and conain my panic, while at the same time |
trying to expose and explain ity and trying to ignore and ﬁ)rget it, and
at the same time trying to c:mcéntﬂl’cc on it and undetstand it, could he’
captured it would be sufficient to launch the space shuttle Al the way
to Mars.” The descending spital of negative affect after experiencing
tepeated ineffective treatments was also pcsi;matiﬂy shown, Ina
nutshell subjects assume and live out a “patient role,” almost #d

absurdiom, as many resignedly report simply waiting to dic.

Cutrent psychological and psychiatsic expertise can capably and
effecavely treat this condition, The extended time lapse between
people’s needing and obtaining appropriste help cannot be allowed to

continue.

The second direction in this study, the influence of fear cognitions in
the above process, hed not been rescarched in this context to date.
Fear has hoeen accepted as a rcgular commpanion to panic disorder from
almost all explogatory perspectives, In fact, it has been so well
documented and accepted it has almost become ovedooked. This
study, through direetly exploting the role of fear ia the panic process
found it not only fnfluenced the overt manifestations such s the

duration, cost, types of symptoms esperienced, and types of
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CHAPTER 10

CONCLUSION |

The primary aitn of this study as stated in the inteoductory chapter was
to glean a better understanding of the phene :ﬁwnnlugy of panic
disorder sufferers’ help-seeking behaviout, specifically the role of their

pattirular fear expetiences in this process, The research hypotheses

- directed this aim by identifying constructs within this process to be

explored. These hypotheses have been substantiated as was discussed
in chapter 8 of this seudy. Two directions emerged within the
investigation, 'The frst foeused un the overt indicatic n_ﬁa of the
extended and debilitating pesiod of pre-diagnostic hcip_—s_ceking
behaviour panic disorder suffercrs typically endurc relative to their
indivichal feats, “The second focused on the influence of 'rhésc fear
cognitions on their help-secking behaviour, The burdensume pre-
diagniostic help-seching period is well documented in existing liteeature

and further expounded in the present stady.

The quantitative datn in this study shows the extreme clcbilitﬁting‘ in
fact agonizing, symptoms sufferess endure, theit multiple attempts at
getting lelp for fhem and the enormous direct financial cost of these
attempts. Al research subjects had been through this tedious period
identifying it as almost integeal to panic disorder con-ftions, There
were difference between the three experimental groups on all these
vatiables recognizing the influence of different fear cognitions, The
futility of those years bucomes more teagic realizing that the

expenditure of their energy and resourees on their panic condition was
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insight, not that he did not know. "This deeply ingrained respect for
practitioners i infrinsic to taditional Westetn medicine (Katon, 1993)
as is patients’ tendency to assume an aceepting submissive role

{Ingham, 1992),

146

R



An effective diagnosis is undisputedly the answer to panic disorder
suffetors’ problems. An effective diagnosis has three centeal and
necessary components: 4 name o label, an explanation and a cleas
treatment plan. It is,. further, necessary that these are communiéatcd in

a tespectful way.
9,7 Insum

All these reactions to and intetpretations of consultation dynamics are
clearly consistent with relevant literature’s repeated reference to the

severity and progression of panic disorder being telative to subjects’

feclings of helplessness and hopelessness (Batlow & Cerny, 1985) and

the ease with which practitioness can unwittingly reinforee (Andrasik,
1990) sufferers’ catastrophic cognifi_c.:ns and their vortex of negative
self statements, so.typical of panic disorder (Beck, Sokol & Clack,
1992), Likewise, all subjects interpreted and made assutaptions frors
their experience of medical connultations and, in the absence of cleor
explanations, these attributions were often incorrect (Mechanic, 1972)
and consistent with subjects” individual fears (Schmidt et al, 1994),
Also indicated in these obsetvations was, not only the close link
betweoen subjects’ individual fear and thei cognitive interpeetation of 4
medical eonsultation, but also the influence of this on their associated
behaviour, resultiﬁg in both a frequent tendency to ps cone o or
mistepresent symptoms (Waring & Fmenan. 1988}, wued to assumme
avaidance strategies (Vitaliano et al., 1987) ecercising only an
ineffective facade of help-secking (Shechan, 1982q), Fusthermore, it is
intetesting how subjects constantly, silently acknowledged practitioners’
superior knowledge, When a practitioner offered no explanation or

alternative, subjects believed he was hiding this superior wisdom or
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Sﬁbject (133 was 50 wcakéned_by her panic condition and unable to
concentrate o comprehend the practitioner’s diagnosis that he
requested she return with her husband, which she did. She says,
however, that although she could not repeat or diﬁ:cuss what the
practitioner had said, she knew she was different from the pegson who
had walked into that consultation, and that she would never go back to
being that person again. |

Subjects 030 and 013 descriptively expanded theis selief by verbalizing
theit understanding that it was not they, but their panic disotder, that

was abnotmal.

Subjests 013 and 023 both noted the incredible unburdening of
honestly and openly disclosing theit symptoms and fears and nolr ger

carrying this dark and weighty sceret inside themselves,

Two subjects experienced initial anger after their diagnosis, Subject
024 was angry that all the previous practitioners had missed the core -
problem and put her through so many and_unneccssurj medical
procedures, Subject 015 Felt angry that she could have such 2
condition and initially denied it. Only through interactions with other
sufferess in a support groups did she gradually come to accept it, which,
she says, was necessary before she could begin the path to recovery.
Subject 027 expetienced intense pudlt at being so feeble as to succurnb
to such a condition. e, also, gradually worked this through by juining
a support group and mixing with other panic disorder sufferers who

were still highly functional and effective people.
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Fipure 9 - Dandogram illistrating process from diagnostéc consultation dyncmics fo their
behavionral mangfestation ' '

Cleat caplanation Mm _
Labelled and explained st - Antmalized i retief b st - F

" Hxplained and made relevast o nahie and securs | S <an live - B N
subject's comdition again [ la A
Thearetical explanation bus relevant __dmpowered 1 hopetol "l _
tresttmerst : R
Clear explanation and ereatment T okay | - S feel poal bl B
direction . ' : again dd D.
.\I:amed, cuplained and offered greanment |__acknowledeed | relief | — u
plan : _ _ : C
Mixing with and listening 1o other normalized o Feel like B
saffercrs Tved _ a persos (| dd D

Aiddressed fear no move fecrers | hopefal e

'That the ¢ notions of relief and hope wete explained as offering mesely
the possibility of being 2 petson, and being able to live again, implics
just how despondently low these subjects had sunh. and how
deburmanizing their lengthy and simless help-secking years had been,
This was often poignantly conveyed in their descriptiohs of their own
resighed acceptance of a harshly imminent physical, emotional o social
collapse. 1t is only from these levels that hope and relief simply signify

life, as opposed to excitement, exuberance or excellence.
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biopsychosocial natute of panic disorder, their widespread infilteation.

~ can easily be recognized including theit {mpabt on the bigger social and -

economic pictute. They, finally, add Wci_ght to the urgent need for -
active and aggressive multi-disciplinasy efforts to imptove the .
availability of approptiate and efficient cate for panic disorder patients
(Regior et al., 1988).

9.6 The_diaghosﬁc expeﬂénbe | |
The diagnostic experiénce centred on subyects’ receip of 4 name ot
lalsel and explanation of theit condition and, in most cases, this was

- followed by 4 clear trearment plan, These djrnarfﬂcs were inhetent in

all diagnostic consultations, even those procured through exposure to a

support gtoup. Where explanations were cold and theoretical, it seems

this could be compensated for if the subject was offered a clear and

" practical treatment plan (subject 006), Explanations that were not only
theoretically sound but also steeamlined to suit a subject’s immediate
condition and life style wete particulady successful (subject 028),
Subjects agreed that the name and explanation wese impottant but
second to a cleat treatment path, which seemed to catalyse their |

renewed sense of taking control and living,

Subjects’ expertiences of these consultations clustered cohesvely
around feclings of relief, acknowledgément, empowerment, hope,
security and normalization, with almost all subjucts experiencing relief
and renewed hope (figure 9). These manifested in the alleviation of
thetr feats and instilled instead a sense of being & real pe'rsnn again and

lelng able to start living again,
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“gble to continue. She subsequently started selling real estate because it

was more individually flexible and she gould arrange it around her -
panic condition, Subject 006 also had to end her chosen caxcet of
dancing for similar seasons and embarked on a matketing careet, which
she coritrols from het home and can, likewise, otganize her own
timetable. Subjects (114 and 015 similady relinquishcd cateers that
required fittirs;, into established routines, financial adviser and private
secretary tespectively, to putsue less financially rewarding endeavouts

operated by themselves and allowing for the irregular influence of their

panic condition.

~ Subject (09 simply left her position of personal assistant to & senior
manager and remained unemployed for 2 years totally controlled by her

panic condition.

Subject 108 left the only job he had ever had since leaving school, and
an otganisation in which he had climbed the corporate Iadder and
received acknowledgment and tecognition, on the spur of a panic-

stricken moment, He remained unemployed for 6 months, only 3 of

- which were remuncrated by his employees and, eventually, returned to

a pusition of lower seward in 4 much smaller organization,

Finally, subject 016 was fired from a settior managetial position because
of his changed and irregular behaviour as o result of his panic
condition, After 3 months, he began job hunting but settled fot a
mediocre positibn inappropriate to his ability and experience because

of the self-esteem his panic disorder had deained from him,

These events add impact, or hotror, to fie already startling direct costs

- of pre-diagnostic panic disorder discussed in chapter 8. They offer

only a bricl account, but after the preceding discussions on the

14t
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offer practical assistance while, at the same time, recognizing and
accepting, i fact expecting, subjects retained ability to fianction
effectively, While these telationships did not cure theit ptoblems, they
did contain subjects’ fears and help them maintain some semablance of
2 nopmal lifestyle. -

9.5  The indirect cost of panfc' disorder

As mentioned in chapter 6 this topic is largely Qut_side the scopé and
aim of this study., Brief mention {s, therefote, only made of the
financial and occupational impact on ten individual subjects by whom
it was spontaneously related. An awareness of this impact emphasizes
the erippling cost of thix chronic condition before it is effectively

managcd.

| Subjeét 001 resigned, ot literally walked out of, a position she bhad held

for over 6 years which she valued and for which she was respected.,
This subject was divorced at that time and supporting herself
Gnancially. |

Subject 002 was fired from 2 vacation jobs. Fitstly, because she

avoided people contact due to her panic condition, and the second
time, because she had repeated panic attacks in the morning traffic,
forcing her to stop her car and wait, making her late for wotk. She

tried to explain her reasons but they fell on deaf ears. This subject was _

“trying to finance her own tertiaty education and was in desperate need

of this money,

Subject 004 ended her hairdressing career because she was desperately

- afid of having 2 pandc attack during a hair appointment and not being
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FEAR IDENTIRICATION QUESTIONNAIRE

Twoull like you to try and remember your (est panie atack and specificully the
thoughts that went through your mind.

LRI TN TR RN Y T e R A e

I woukl fike you to try and rc.mc.ml:cr ﬂp(clhc"llly what ynu feared was gomg w

-happen to.you,

R N R RN R R R R L R RN Y NN RN N Y AN

Which of the following best deseribes what you feared was going to happen?
M Iam yumg to die

M Iam puing ey
N [ am goin to do something uncontrollable or sncmﬂy unbarraasmgr

DEMOGRAPHIC DETAILS

SUbicct l'l.()l IR R RN R RN NN RN R R PR PR T R NTY
ﬁgﬂl EEE RN R P RN NN N Y Y N PR PR R N 1Y

Sext L T
Marital
smtua: . .‘Ill"‘ll'lllll‘lll‘iil"!'!!!."‘

When did you prmum your fest sipnificant p'\nu: nttf\ck?

L R R NN N R N R N R R R R R R R R N R R N TRy |

When and how did you lean that you sutter from pagie disorder:

R R R R N N TN N L Y P Ry ¥
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APPENDIX 3 -
EXPLANATORY REQUEST FORM

- An investigation of the treatments people try in order to alleviate theit panie
attacks - :

My name is Lesley Clarence. Tam a masters student at the University of the
Witwatersrand and would like ta conduct a research project investipating why it
typically takes many years before panie disorder sufferers obtain a coreect
dingrowsis, During this pesied they often consult many and varied practitioners,
spend fnrge amounts o money and endute both unnecessacy medicnl procedutes
and a teduced quality of life, Tris my atm to clarify and viderstand this poocess
paving the way for catlier dingnosis and appropriate treatiment, thereby alloviating
some suffering. 3 ' '

In order to catry out this project I need your belp. Ideally 1 would like o spend 1-
1,5 hours with you discussing the teeatment(s) you tried, and your experience of
them, until you were diagnosed, or sealized in some way, that you suifer from
panic disordet, : '

The results of this study will be stﬁctly confidential and yous name will not be
used

It you are willing 1o help me in this project please Gl in your particnlars fn the
space provided below and T shall contact you,

Name: R
- . AL{‘{ress: |||l|l'!ltll!l'ill‘l'll.ll.ll!!llll‘- LA NN T EANNNNN]]
'I'RLNU(“)J AR LR RN R R RN NN AN AN R N R RN AL NN RN

When is the most convenient time 1o gontact you?

(AR IR RN IEEXRF Y F I E R FFRRFRY TN BiminrarE ST YT TRRERES IRRIRR NI [ZENR NN

Thank you vety mucls for aprecing Lo be parct of iy project.
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APPENDIX 2
Diagnostic questionnaire

During the past month (cheek all that apply)

1, Did you expetience a sudden, unespected attack of Yes
intense fear, unxiety or pande For no appatent reason?

({F YES checked, please answer 11 b anr.i fe. NQ
checked B0 on ta po. 2 .

1a. Were you aftaid that you m:ght have more
of these attacks? o : _ Yes

b, Were you wortied that these attacks could mean _
you were losing control, having 2 heart attack or
“going ceazy"? - Yes

Le. Did you have unexplained heart palpitations, a
racing heart ar shottness of breath for no apparent
reason? Yoy

2. Itave you been aftaid of not being able to get help

or fiot being able to escapx in cortain situations, ke

being on 1 bridge, in a crowded store or in wimilec

situntions? Yus

3. Flave you heen aftaid or unable to travel alone
without a eompanion or fiend? Yo

Nu

Nu

- Nu

Nu

Nt
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APPENDIX 6
* ATL SUMMARY

{ NO.

Sex

Murital

Status
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Age

Lreatment
duration

No. of
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Type of
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APPENDIX 5
INFORMED CONSENT FORM

My name is Lestey Clarence. [ am o masters student in Psyehology and am
cunducung, a researeh projeet to determine the wole that specifie feartil thoupghs
play in panic disorder and to deteemine the health eosts involved in the search for
A enerect dingtesis, Specifically, Twoulbd like to see i there s any eclationship
between, peoples’ ditferent feats and the kind of treatment they choose, the cost _
© of these freatments, the lengthh of time it tak(-s to pret 3 correct disnosis and the - D
development of their disorder :

"The study involves a short '-acrf.'mim, questionnisire focusing on your panic ;
symptoms, fullowed by-an interview discussing the different treatments you tried ;
before you were correctly informed of your panic disorder. 1 also need to quantity '
the costs of treatments you pursued from iy records you iy have, 1€ you no
longget have specitic records L am able to get reliable estimates of the cost of 2

particular practitioner, medieation or thegpy in a specﬂw year, ‘This should take
ne longer than 1-1,5 howry of your titne.

Although there i no diree’ benefit o you a3 a subject [ hope that this swdy will ;
both alert the medieal and general population to . reality of panie disorder ard ,
pave the way for catlier disgnosis and appropriate treaitnent, theeeby alleviating S P
some suffering

Your patticipation in this study is entirely vohmtary and there will, of eourse, be
110 cost to you s 4 participant and you ave free to withdraw at any stage.

‘Tha results of dhis study will be strictly confidential and your namae will not be
used

o yo congent to take part, please complete the test of this form, Thaak yon very
- tueh for your help in this project.

L ceereeerininievimnnanes s onensens vt read and understand the information
above and ¢onsent to participate in this study utder the terms stated,

Siiu]ctlt I L LN T T S T I);“l,‘: PR R AN TR AR ey
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APPENDIX 4
SCREENING QUESTIONNAIRE

ITave you ever had a panic attack when you felt friphtened,
- anxious or exeremely uneomtortable for no pasticular
reasoi? : -~ Yu No .

[Tave you ever had a panie attack tha su.,rncd 1o come
out of the blue? ' _ Yes No.

Flave you ever had - attacks like thot in a - week :
petiod? Yes No

IF¥*no,” then ask, “did you worry 4 lot abewg h:wmg _
another attck? _ . Yes  Nuo

How much time did you spend worrying about -+
having another attack?
Nune at all
Very little
About half the time
Mo than half the tite -
All the iime

D e 0 By

Tow long did you continue wortying about having another
attack?

Leas thast a month
One month
More thot 3 munth

» Subjects must have had at Jeast 4 avtacks in o 4 woek period or have spent
at kast el his time worgying about having another attack for a month or
lomgror to be eligible for this study,
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APPENDICES -
"APPENDIX 1
Diagnostic interview schedule (D18} version 3
-_ (Questmns relatmg ® pattic disorder - adapted from Robins o al, 1981)

Have you ever considered yourself a nervous person?

Have you ever had 2 spell or attack when all of a sudden you felt fightened,
anxious, or very uneasy in simations when most people would not be afaid?

During one of your worst spells of suddenly feeling frightened or anxious or
uneasy, did you ever notice that you had any of the t‘ullmwing ptobletns?

During this spell
M wete you shott of breath, h'wm;., trouble cutchmg your breath?
& did your heart pound?
& were you dizzy ot light-headed?
B did your fingers or face tingle.? : -
B did you have tighmess ot pain in your chest?
W did you feel like you were chokmg or smuthemg"‘
W did you feel faint? :
B did you sweat?
B did you tremble or shake? .
l did you feel hot or cold flashes?
& did things around you seem eneeal?
® were you atkaid cither that you might die ot fhat you might actin o crazy way?

How old were you the fist time you had one of these sudden hpl..l]'i of ttelmy
frightened or snxious? _

If don’t know and age undet 40, cude ag such,

409"

Have you ever had I wells like this close together, say within a 3-week period?
Have spells like this neeurred .L{uring at leaet O Jifferent weeks of your life?

Have you had « sped! like this within the last 2 weeks?

1 s, ask “wlen did you st have a speld like this?™

B within last 2 woeks

M within lost month

W within last & months?

M within inst year?
N mote thon 1 year ago?
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The subtleties of consultation dynamics are another area suggested as
wotthy of further investigaﬁon. Patients and practitioners afike could
benefit by understanding the effects of theis behaviour and perhaps be
helped in developing more effective intetactional styles, |

A final word of caution, although some of the data obtainied in this
study offers a shocking description of the reality of panic disordet

- while sufforers aze still unsure and groping aimlessly for help, the
limited generalizability of these results must be recognized, The study

would need at least to be cross culturally reblicated to extend its

external validity in a Southern Aftican context.
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R

eatly i its existence and teduce, ot preferably prevent, endless yeas of -

deplet:ng and fruitless treatmenc searching,

Such interventions would need to be cleatly monitored in practice and
the effects carefully noted. As the majotity of panic disorder sufferers
visit primaty health cate practitioners i the eatly stages of theit help~
seeking, they would provide a logical teseatch site. In this way pritnary
practitionets could act as local scientists (Miller & Magmdet, 1997) |

~ contributing substantially to the rempro;al link between teseatch data

and clinical methodology

It is futthet tecotnmended that a treatment intervention facusing

- specifically on the fear component of f:anic disorder be created.

Studies compating its efficacy with that of cutrent treatments could
expand the results of this study, |

Figure 10 « Fearisthe by
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 theoretical treatment approaches, can readily miss the crux of the
_ treatment requirements and, with the best intentions, focus only on
supetficial aspects. The patient, unaware of his ineffective symptom

presentation, feels snubbed, dehumanized and afraid.

T the patient his fear and his condition have assumed mammoth, all
consuming proportions which he believes he wears like a banner cleatly
visible to the wotld, From this perspecti#e it s difficult for him to
understand that others cannot see and dentify his condition iﬁét by
looking at him. Vague and defensive as these subjects’ symptom
presentations maf T, i:hey require cleat and direct consultation
interactions. A label, ot specific treatment alone, ate cleatly inadequate.
-unless gtoﬁnded'in authentic discussions and explanations. These
three components comptise an effective diagnosis which leaves the
_ pé.tient feeling undesstood and less afiaid. The level of his fear is

dircctly refated to the severity of his disorder.

Having successfully substantiated the hypotheses and primary aim of
this study by indicating the critically influential tole of fear in panic
disordec it is sugpested that the fear component of panic disorder could
sinultaneously be the key to its alleviation (figure 10,, It could be
valuable for flture resenrchers to focus on npet'atin‘nalizing this insight

into clinically accessible methods,

Accessing and exploring fear could become a diagnostic tool for
practitionets when faced with a confusing array of vague symptoms for
which 1o otganic cause is evident. A short and coneise sereening
questionnaire cowid help clanfy their disgnostic dilemma, followed by
an informed and sensitive enquity into sobjects’ fears, These

procedures could unlock atd unleash the dark secret of panic disorder
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Group C

Subject | Consultation Treatment Total
no, _ costs CoRts

003 2011.00 2303.28 4514.28
018 3619.20 800.60 4419.80
013 621.00 B90.60 1511.60
015 9410.10 5415,75 15825.85
018 601170 545432 11466.02
(2R 3Z78.80 __]10596.33 1387:. .3
021 | 17237.70 389%07.84 56145.54
022 - 6930050 1 30258,72 99559.02
023 193330 1939.37 | 387267
025 20689.50 3157821 52267711
30 3236.50 §312.61 11549.11 -
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APPENDIX 7 .
Individual subjects’ practitioner and medical procedure (inchiding medication)

expenses
Group A _

Subject | Consultation Treatment Total

0o, costs costs _

002 10400.80 3109.52 18510,32
005 3315.30 702731 10342.61
007 2978.30 384,37 3362.67
008 2087.20 2247.11 453431

009 5753.00 35048.59 40801.59
011 11634.80 A269.34 15904.14 -
012 3966.60 G461.06 12427.66
016 14697.60 22214.64 36912.24
020 §194.50 18083.25 1 2627715
026 1 6386.10 16559,79 22945.89
027 5253,90 D597.96 14851,86
029 = 1430 68606.79 75721.09
03 1608.60 5499.61 108,21
Group B _

Subject | Consultation Treatment Total

no. COBLS - Costs _

(0 57865.5¢) ' 1006.26 SHB71.76
) 897.60 153(.51 2428.11

006 55883.20 T696.55 63581,75
014 5953,30 8629.60 1458290
07 26962.50 6175.98 33134.48
02 2636,70 3792.80 6429.50
028 5116.50 9670.56 1478706
032 12114.90 26816.47 3893137
033 241160 9242.68 11654.28
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