Table 19
Digguortic practitioners

Practitioner Group A | Group B { Group C

Psychiatrist 4 4 3
General 3 2 o
Practitioner

Radio talk 1 2 it

precipititing contact
with suppodt proup

Psychologist 4 1
Homeopath 1
Counselor 1

Psychiatrists and general practitioners were the most frequent
diagposticians across all chree groups. Group A also often teceived
their diagnosis from psychologists, while gtoup C equally often
received theit’s after radio talks initiating contact with a local support

group and appropriate practitionets.
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Chapter 8 :
DISCUSSION

8.1  Subjects and samples

The subjects readily and spontancously fell into 3 groups according to

theit individual fear cognitions verifying the televance of this vatiable

to panic disotdet.

The quantitative analysis of subjects’ tesponses tevealed cleat
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 vatious

practitioners, their unique expetiences of the different treatments

received and the medical costs of their pre-diagnostic help-seeking

years,

8.2  Fear - the cognitive link

It was proposed that panie disorder sufferers’ fear cognitions ate
)

significantly influential on their help-secking behaviour, The cognitive

e

component of panic disorder is direetly influential on sufferers’
behaviour and has tepeatedly been linked to the sevetity and process of
their disotder (Barlow & Ceiny, 1985), This cognitive component

seets most accessed at a pre-rational level, when higher order rational

processes ate momentarily detached from lower order antonomic

processes, cteating a period of cognitive disorientation (McHayden,
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1989). The wdividual’s primary emotion and cognition at this motment
is fear. Embedded in this theoty, this study suggests that the specific
petsonal dang.r, ot fear, the sufferer expetiences is the primasy
cognitive component of his panic disorder. Fear is the centeal cote of
panic and the converting factor between a benign attack and a full-
blown panic disotder. Feat, thetefore, significantly influences suffeters’
behaviout, including the way they chose to seck help for their

condition.

Help-secking behaviour quickly becomes the sole focus of panic
disorder suffeters’ existence, confirmed in statements by subjects in

this study such as: “my life consisted of watding off a panic attack in
whatevet way possible, be it self medication, finding a new doctor or
cleaning the brass all night,” (subject 011); “life centred around finding
a solution to my problem,” (subject (115); “my whole life was ruled by
panic and how to deal with it,” (subject 018). Help-seeking behavious
is, therefore, a pertinent biopsychosocial concomitant of panic disotder
and inextricably linked to the process and impact of the disorder,
Sufferers’ pasticular fear experience seems central to, and directly

influential on, their help secking behaviour,

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

Group A, on average, procated a Jiagnosis of panie diso.der far carlicr
than cither groups I or € (3 years 3 months versus 7 yeats 2,4 months
and 7 years 6 months) but duting this shotter titme span they

underwent altnost as many different treatments (7; 7; and 7,4). These
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results substantiate this study’s fitst hypothesis which expected gtoup A
to teflect the shottest help-seeking petiod followed in ascending order
by gtoup B and group C; and also hypothesis 7 which predicted that
thete would be no diffetence in the numbes of practitionets consulted

by cach group.

Tt seems that these subjects adopted a task-otiented, ptoactive

approach to theit condition, ardently and actively visiting many health
peactitioners. A twofold explanation of this influence is offered.

Titstly, fear that onc is about to dic is a powerfully urgent and
immediate emotion needing active attention, as opposed to being

afraid that one is going to go mad ox embartass oneself in public.

This usgency results in these subjects’ ardently proactive help-seeking
behaviout, cleatly llustrated in their clevated usage of emetgency room
services (5, 1, 1), Subject 016 in this study emotively described the
immediacy of his fear esplaining, “You say to youtself, I escaped
yesterday but this is definitely the end, today T will die” Driven by this
forceful and unquestionable interpretation of one’s physivlogical
symptoms as signifying death, these subjects almost frenetically seck
help, or salvation, The same subject desctibed his desperate need to be
close to medical care manifesting in his spending his evenings sitting in
luds car patked outside a hospital until sleep practically overcame him
and, also, having his daily lunch in a hospital cafeteria. Similatly,
subject 008 created a network of genetal practitioners neat both his
work and his home and in between the two. These behaviouts suppott
Gouthay’s (1995) obsetvations of panic disorder patients’ tendency to
create a medical suppott structure, Medical practitioners ate literally
lifesavers and, thus, able to allay these subjects’ wotst feat, theit fear of

losing theit lives, As subject 012 said of her general practitioner whom
J&8 P
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she tegulatly visited when an attack was unbearable, “He litetally saved

my life every time he put me on a Valium drip.”

Afraid that one is going mad or about to embattass oneself in public,
probably including the possibility of uncontrollable, inappropriate and
bizatre behaviour at any moment, exetts diffetent pressutes and
manifests in diffetent behavioural patterns, Subject 018 in this study
reported this fear as 50 powerful that she could not stay in a
practitioner’s waiting roon, afraid that het awaited uncontrollable
behaviour episode would occur there, and often left before it was her
turn, Subject 021 described how impossible it was for her to return
anywhere she had had an attack, even @ doctot’s rooms, tesulting itx her
often suddenly curtailing a specific course of treatment, Subject 013
said she was so embartrassed by het fears that her life task became to
hide them from everyone, so that any help she sought had to be

outside of het usual social or medical suppott networks,

Group B & C subjects desperately wanted help but equally desperately
feared that the full recital of theit symptoms could precipitate the
dingnosts they most fear, i.c. that they ate insane and will not be able to
cope with their behaviour, These subjects adopted a seticent defense
otiented approach confirming hypothesis 6 of this study which
predicted that the three groups would present their symptoms to
practitioners in different ways, They also took basically twice as long
to receive the same number of treatments, consistent with hypotheses
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 practitioners consulted,
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Secondly, of the three fear categoties (death, madness, social
embatrassment) death is the most discretely definable and
communicable in traditional Westetn medical settings. The feat of
cithet going mad or of embatrassing oneself socially, while equally
threatening, is vague. How either madness ot social embartassment

" ultimately manifest is idiosynctatic and identifiable catalysts ate not
cleat, making the experience difficult to communicate in terms of the
subiects’ usual iliness conceptual framewotks. Communicating a seties
of physiological symptoms as indicative of a heatt attack, ot vrganic
collapse signifying death, is casier. It is simpler to say, “I have frequent
spells of shaking, sweating and palpitations with severe chest pain and
limpness in my left arm and feel tertibly anxious all the time. In fact, I
am sute I am having a heatt attack,” than to verbalize the same
symptoms, believed to 1e indicative of a pending mental collapse ot
social disaster, which is difficult to clearly desctibe and which the

suffeter is pettified the practitionet will confirm.

These phenomenological differences in subjects’ fear expetiences seem
to ditect their help-seeking behaviour and symptom presentation
consistent with three proposed hypotheses. Specifically hypothesis 3
which proposed that group A subjects would use more traditional
medical practitioners, group B more mental health practitioners and
group C more alternative practitionets; hypothesis 5 which predicted
the differential presentation of symptoms to these practitioners by the
three groups and hypothesis 6 which outlined expected differences in

the actual mode of sympLom presentation
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8.4  Symptoms experienced

All the subjects in ail three groups regulatly expetienced somatic
symptoms consistent with research findings and established

clagsificator, systems, especially sweating, shaking and palpitations.

In addition to these recognized panic disorder symptoms, all subjects
repeatedly expeticnced severe anxiety, stress and negative affect
(including depression, exhaustion and desperation) and tepotted

frequent experiences of not coping,

Subjects also experienced unique symptoms distinetly telative to theis

fears:

o group A subjects, aftaid of death, expetienced maore intense and

specific physical symptoms casily associated to physical collapse;

o group B subjects, fearing mental collapse, experienced vague,
imprecise and intangible symptoms rendeting them unsure and

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

o group C subjects, fearing social embarrassment, experienced
symptoms very likely to catalyse just this fear, specifically diarthoea
and loss of biadder ot bowel control, and wese also prone to social

withdtawal behaviour,

The different symptoms experienced by subjects relative to their group,
and, hence, to their idiosyneratic fear, confirms the fourth hypothesis
of this study which expected group A subjects to expeticnce more

physiological symptoms, gtoup B subjects maote psychological
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symptoms and group C subjects symptoms suggesting loss of physical

and/or mental control,

Intetestingly, group B’s tepotts of negative affect wete the lowest.,
Negative affect, including depressed mood, exhaustion and ineffective
functioning, is traditionally associated with emotional distutbances,
These subjects openly teported hiding, and only discriminately
teporting, theit symptoms which is consistent with hypothesis 6 of this
study and teseatch reports of punic disorder sufferets often
uncharactetistically lying and misconstruing of symptoms (Baker,
1992). ‘This suggests that their infrequent identified expetience of
negative affect symptoms could be due to their defensive denial of
those symptoms and efforts to focus instead on their physiological
symptoms, resulting in only a diffuse and confusing acray, including
depersonalization, blurred vision and oceasional balance impaismer,
This obsetvation further supports research findings that have identified
panic disorder patients’ coping styles as centting around dependency,

cognitive avoidance and rumination (Volleath & Angst, 1993,
8 J

Panic disorder paticnts’ “ears have been repotted as reactive on their
somatic symptoms (Schmidt et al, 1994) and subjects’ interpretation of
theit symptoms has been reported ag dependent on the fear they
xpetience (Beck, Sokol & Clark, 1992), 'The fear and somatic
symptom telationship quickly becomes reciprocal and develops into an
escalating spiral of anxiety (Weekes, 1989), This study’s data shows

consistent correlation between the symptoms subjects’ experienced and
) P
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theit individual fears and suggests this is largely directive on the type of

practitionet consulted and the way they present their symptoms.

8.5  Consultation dynamics

8.5,1 Practitioners consulted
Group A subjects gravitated lasgely toward genetal practitionets and
medical specialists, logically consistent with their feat of physical

collapse and the type of symptoms they expetienced,

Hually logically, group B subjects were the highest usets of
psychologists (3,2; 19,65 10,0) and psychiatrists (11,7; 12,55 5,0) and

regulat usets of other merntal health therapists (4,3; 5,43 6,1).

Group C subjects’ less definable fear seems to have directed them
towards alternative practitioners and healers more than their
counterpatts (8,7; 9,05 13,4), "The third hyg sthesis of this study
predicted this differential utilization of ;-actitioners by the three

ZrOups,

Group C subjects explained their practitioner choice in terms of hiding
away and protecting themselves from the insigit and directness of
traditional learn@d practitioners while still fulfilling their need to seek
some help. This phenomena further substsntiates the third hypothesis
and is also consistent with hypothesis 6, which predicted that group C

subjects would show selectivity in both their symptom presentation
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and the practitioners they chose, this is discussed again in the

qualitative analysis of data (chapter 9).

8.5.2 Symptom presentation

Group A subjects split the teporting of their symptoms between
ptactitioners. They only teported theit psychological symptoms to the
psychologists they consulted. In addition group A subjects repeatedly
repotted sevete pain and abdominal distress to both general and
specialist medical practitioners. ‘These subjects, therefore, presented a
very different profile both to diffetent practitioners and, on
compatison, from the subjects in the other groups. This obsetvation
suppotts hypothesis 6 of this study which predicted that group A
subjects would present theit symptoms cleatly and directly to

apptoptiate practitioners,

sroup B subjects, desperately afraid of going insane, admitted to only
differentially disclosing their symptoms to practitioners, One subject in
this gtoup said she was only totally honest about het condition to het
yoga instructress whora she felt sute would not certify her as insane
and intern her, 'The thought of offering a symptom profile casily
indicative of a mental collapse seems, to these subjects, likely to
precipitate the confitmation of this fear, as opposed to group A
subjects whete active and direct communication and trectment could
contain and delay, if not negate, their deeadful fear of dying. Group
B’s manner of symptom presentation is also consistent with hypothesis
6 which proposed that they would selectively present thetr symptoms

to chosen practitioners,

98

T TR RO SN T S S s bR, Y




or e

= . i '

Group C's symptoms mimic those of group A with the inclusion of
mote dramatic and potentially embatrassing digestive conditions. The
symptoms expetienced do, howevet, form a relatively concise and
communicable clustet, far less vague than group B's. These subjects
presented their symptoms faitly equally among the practitioners
consulted. A major difference lies in group C's tendency to frequent
more alternative practitiotiers, therapists and psychologists as well as a

more diffuse areay of medical specialists.

Subjects from group C wete the only ones to present headaches and
sihws as pseudo symptoms dusing a medical consultation they livped
would alleviate their panic condition, These subjects also frequently
doctor shopped or saw 2 or morte practitioners simultancously atd
became adept at copying scripts and filling them at different
phatmacies. This typifies the running and hiding behaviout of panic
disorder sufferers (Leaman, 1992) simultaneously trying to find help
but also teying to hide theit problem (Asheroft & Walker, 1989), Itis
also consistent with the universal tendency for panie disorder patients
to avoid threat and, thetefore, approach their condition defensively
(Patker, Taylor & Bagby, 1993). These events will be discussed again
in the qualitative analysis of data but, at this point, it is noted that,
despite experiencing Faitly clear and concise symptoms, these were
ineffectively communicated and subjects’ help-seeking behaviour

oscillated amongst a diffuse atray of practitioners. These observations

further suppost the third hypothesis’ prediction that these subjects
would use more alternative practitioners, and the fifth hypothesis’

prediction that they would present specific symptoms to these
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practitioners and, finally, the sixth hypothesis’ prediction concerning
gtoup C subjects’ selectivity in both the symptoms they present and the

practitioners to whom they present them,

8.5.3 Treatments received

All subjects teceived frequent anti-depressant and tranquilizing
medication. Group A subjects teceived more preseribed medication
falling into the order categoty, which includes pain preparations, anti-
inflammatorties, muscular telaxants and digestive semedies 29, 10, 11),
This is consistent with their regular reports of pain and digestive
symptoms and theit consistent use of medical rather than psychological

ot altetnative practitionets in compatison to the other two groups.

All subjects undetwent frequent and extensive medical procedures
including blood tests, x-rays, electrocardiographs,

electroencephalographs and, less frequently, but wortying and

unipleasant, gastroscopes, colonoscopes and lumbar punctures.
"The subjects in all groups, cleatly, tecaived comprehensive physical

s
|
diagnostic evaluations with little consideration to the possibility of a ! |
psychiatric condition. Where mention was made of stress or anxiety it ;
was limited to the prescription of anxiolytic and/or anti-depressant gj
medication, seldotn including an explanation, Mechanic (1972) |
conducted a hrief literatute survey of doctor-patient interactions and
concluded that patients will make theit own assumptions of treatments

and, in the absence of cottect explanations, these will be subjective and

often incorrect. "The unexplained preseription of central netvous

system medieation can easily be incorveetly interpreted especially in

1

P e dR, iy e i -




-

R nR AT ,ﬁwyﬁw{v‘(”&"ﬂ"]‘p TV

" ' AT SO AR AR s THUCRY RPWNG s ampmae
‘

. : i

panic disorder patients who are inclined to cognitively catastrophize
(Ract.man, Levitt & Lopatka, 1987) and ovet focus on issues of
petsonal danger (Schmidt et al, 1994). The subjective interpretation of
treatment expetiences and its influence oo the course of subjects’ panic
disorder and life style is discussed in more detail in chapter 9 of this

study.

8.5.3.1 Psychotherapy received
Psychotherapy was regulatly and abundantly utilized across all subject

groups but did not precipitate a diagnosis.

8.5.4 Treatment experiences

Group A subjects rated medical specialists most favoutably which is
not sutptising because, as discussed above, they utilized a small sector
of specific specialists and presented disctete somatic symptoms, Lhis
would facilitate effective communication and focused treatment. A
similar conclusion holds for group C who reported the highest
satisfaction in psychologists and mental therapists visited. These
subjects primarily teported their social withdrawal symptoms to these
practitioners and this syruptom is probably most approptiate to

psychotherapy,

stoup B subjeets’ disappointment in the effect of treatment received

from psychologists 18 hvpothetically intetesting as it is these
practitioners they probably found the most threatening in thele
presumed professional ability to identify subjects’ imminent mentsl
collapse. Paradoxically, these practitioners hold the key to alleviating

this satae fear by declaring it unfounded, Although this group

10l




e
!\Q \Jv 9
NECR VIS

e

el

.;‘,f\

*s
Ty

re

@

¥

frequented mental health practitioners, they presented only a vague
array of somatic symptoms and little negative affect, giving
practitioners very little tangible data with which to wotk, The result is
an unclear consultation making decisive treatment difficult. These

consultation dynamics are qualitatively discussed in chapter 9.

Group A subjects wete exttemely disappointed in their treatment from
mental thetapists despite their feeling that these practitioners certainly
understood theit condition, (5,0, 3,0, 1,5). As discussed, these subjects
only presented their psychological or negative affect symptoms to these
practitioners, It scems that understanding of these symptoms without
some positive approach to alleviating their physiological symptoms,
and hence their fear of imminent death, was inadequate for these

subjects,

Conversely, group C subjects reported significant disappointment in
the treatment teceived from medical specialists, "This coud be
influenced by the atray of different specialists they consulted but it is
suggested that it is also resultant on these subjects’ needs and
communication style. Chatactetized by itiaccurate symptom
presentation (e.g. sinus, headache) camouflaging their teal
requirements, and the spasmodic and itregular usage of a netwotk of
practitioners, it is not surprising that the intermittent alleviation of
these often pseudo symptoms did not tender an enduring experience
of treatment satisfacn. Consider a group A subject consulting an
eat, nose and throat specialist with severe sinus which the specialist
alleviates. ‘This subject will now have one less teason to believe he is

dying, Wheseas, a group G subject, involved in the same consultation
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dynamice, would experience none, or only brief, satisfaction at the

relief of this symptom as it is not directly relevant to his condition.

Subjects’ specific fear ideations ate closely associated with the
symptoms they experience and significantly ditective on the type of
practitionet they choose to consult, how they resent their symptoms
to these practitioners and their individual phenomenological experience

of these consultations.

Subjects’ ratings of treatments expetienced must, however, be
cautiously interpreted with due considerations to their expectations of
cach treatment and their reasons for the consultations, For example, a
petson visiting a gastroentetologist might present only his digestive
problems and feel satisfied if these are successfully alleviated but his
panic attacks and anxiety may continue unchanged, This point is
reinforced by the analysis of subjects’ self ratings of the progressive
severity of their disorder during the treattnent search period. Thete ate
very few indications of significant improvement although subjects have
rated various treatments during the search period as faitly satisfactory.
Tt seems that, although the treatment met some immediate need, it
often made little impact on the panic condition in either its biological,

psychological or social arena.

8.6  Self ratings of pre-diagnostic panic conditions
Maost subjects consisteatly rated their panie condition at e most
severe levels on all three dimensions: specifically the frequency of theit

attachs (7), their associated anxiety (5) and their impact on the subject’s
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quality of life (8). Cleatly, subjects temember those months and years

as debilitating, ineffective, anxiety tidden and panic driven,

The six subjects who did alter their ratings could give cleat teasons why

this had oecurted.

Two group A subjects teported a reduction in the frequency of their
panic attacks during this period. Subject 005 experienced a
spontaneous abatement in the number of attacks she was having as is
so common during the unpredictable course of this condition (Leaman,
1992). This reduction had no impact on her anxiety, which she
described as debilitating, or on her quality of life. She remarked that
one attack per week easily controlled her entite existence which she

said was ruled solely by her panic condition at this stage.

Subject 012’s attacks teduced in number when she was prescribed a
beta blocker and sleeping tablet by a cardiologist. She rated this
treatment experience at 1,2,1, This subject, likewise, reported no
difference in het anxiety levels or quality of life ratings. Her entire life
was simply waiting for that final attack that would kill her and which
she was unquestionably convinced was imminent. She only teported a
widet spread improvement in het final pte-diaghostic treatment which

altered her focus from illness otiented to health oriented.

Three subjects in group B repotted changes in their condition during
this period, Subject 001 noted a reduction in both the frequency of her

attacks and her anxicty levels after private yoga tuition. She rated this
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treatment experience at 4,2,2. She learnt practical coping skills, such as
breathing and relaxation, which helped these aspects but she said her L
quality of life was still abominable and dominated by her panic |

condition.

Subject 006 teported a generalized and significant improvement after
consulting a psychiatrist (tated 4,3,2) whom she desctibes as “more
than a medicine man.” He presctibed an anti~depressant for her but
also clearly undetstood the depth and impact of anxiety and
encoutaged het to face het fears and gradually regain control of her
life.

Like subject 006, subject 032 exptessed distinct relief which impacted
on his anxiety and quality of life when a psychologist told him he was
not going mad and explained his reactions as anxiety deiven. He L

rematks that, although work colleagues still thought he was “incapable

and out of it,” he started to believe he could be functional again. Ile

-

tated this treatment at 3,3,3. | \

A

Group C subject 018 felt het anxiety levels teduce when she was
prescribed a beta blocker and muscular relaxant by a general
practitioner (tated 3,3,2) Initially, this improvement did not infiltrate
the other ateas 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 het like a petson” helping her
to channel some of the energy, gained from her reduced anxiety,

effectively and begin to live again,

LA
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Although these identified treatments did make a positive impact on
subject’s conditions, theit ratings, especially of their satisfaction in the
treatment received, wete low (1,2,2,3,2,3). The highest ratings were for
those practitionets who did addtess or at least acknowledge, either
through fotmal medication ot through their consultation interactions,
the biological, psychological and social aspects of panic: ie. subject
006’s psychiatrist; subject 032’s psychologist; subject 018’s altetnative

practitionet.

These small indications of the expetience of the begitming of healing
were consistent with subjects’ natrative repotts of this expetience,

discussed in section 9.2.6, and suppott hypothesis 8 ot this study.

These subjects’ ratings and explanations clearly show that the
psychological and soctal concomitants of the condition ate in fact
inttinsic to it, not vague by-products (Matkowitz et al,, 1989). The
mere reduction in the frequency of attacks was not tantamount to
cuting the condition, The beginning of healing seems to occur when
subjects feel a little less helpless and experience the first inklings of
regaining control of theix lives. 'This is consistent with Weekes” (1989)
conclusion that panic disorder sufferers need to understand theis
condition and addtess its impact on theit lives which gradually
alleviates their sense of helplessness; and with frequent teseatch tepotts
that correlate the deterioration of a panic condition to the individual’s
experience of uncontrollability and helplessnuss (Cloitte et al,, 1992;
Leaman, 1992; Batlow & Cetny, 1985),
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In this study, these inklings seemed to atise as subjects’ ptimaty feats
wete differentially addressed as anticipated in hypothesis 8. Suhject
012, fearing and focusing on death, tepotts improvement when she
becomes health-otiented. Subject 006, afraid of going mad, repotts
improvement when a specialist acknowledged and encouraged his
effective coping ability by implication respecting him as a functional
versus an insane man. Subject 018, fearing social embartassment, felt
enetgized on being treated like a petson, allaying some of her
expetience of herself as abnormal and 2 social misfit. Subject 032,
feating that he was going mad, was tevitalized by a psychologist simply

notmalizing his teactions and reassuring him that he was not insane,

8.7  Fear - the cognitive link

Subjects’ idiosyncratic fear ideations inttuence their behaviour and life
style, specifically their help-seeking behaviour and treatment
expetiences, This study now suggests that panic disorder may be
maintained through the reinforcement of subjects’ feats, which
infiltrate their biological, psychological and social systems. The
infiltration of panic disorder into subjects’ biological (frequency of
attacks), psychological (associated anxiety) and secial (quality of life
restrictions) systems has been illustrated. The alleviation of only one
aspect, such as the frequency of physiological panic attacks, addresses
only part of the problem, Despite the different manifestations of panic
disorder, a common thread through consultation dynamics seems to be
that the reassurance of subjects’ fears, even a subtle minuscule
reassutance, initiates a glimmer of hope, empowering the suffeters and

reitistating a sense of control or efficacy, and can be a tuning point in
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theit approach to their disorder. This phenomena is consistent with | P

hypothesis 8 of this study and is discussed again in section 9.2.6.

@

8.8  Directindividual medical costs of pre-diagnostic
freatments |
The mean medical costs calculated for subjects’ pre-diagnostic
treatment search are alarming and substantially highet than the

approximate figure of R12 000,00 reported in tesearch (von Korff &

Eaton, 1989). | /’»
Thete is a wide range amongst individual costs, suggesting that T

calculated means could have been influenced by extreme scores or

outliers, The scrutiny of these extreme scotes is, therefore, necessary.

Substantially elevated costs wete caleulated for 5 group A subjects (009, .
016, 020, 026, 029). All those subjects, except 020, wete hospitalized
for lengthy periods at an enormous cost. Subject 020°s costs were b
inflated by a consistent 6 year period of expensive anti-depressant

medication,

A1 i,

No significantly latge hospitalization costs were recorded for group B
subjects, but 3 subjects (001, 006, 007) did endute particulatly higher
medical expenses. ‘The scrutiny of these totals reveals this to be due to

many, many years of regular psychotherapy,

Subjects 021, 022 and 025 from group C had exceptionally high
medical expenses, Subjects 022's and 025%s costs were inflated by

extended hospitalization. Subject 021 endured twenty yeats of
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ineffective seatching for an answet to het problems, and duting this
time expetienced severe digestive symptoms concuttent with het
anxiety attacks. ‘These wete often medically investigated and regularly

medicated at a considetable financial outlay.

Conversely, thete were 4 subjects (007,008, 004, 013) in the inclusive
sample who spent substantially less on their panic disordet treatment

attempts than the othets.

Subject 007 suffeted for 3 years 4 months before being diagnosed but
did enjoy a petiod of spontaneous temission of about 15 months
during this petiod, when she did noc have any medical treatment. She
also had an extremely negative treatment experience with a
psychologist who unilaterally blamed her marriage for her problems,
this is cliscussed again in the next chapter. This encounter made her
hesitant in her further trearment searching and she suffered silently for

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

Subject 008 initially expetienced very little satisfaction from the
treatments he attempted and, within this frustration, sunk to a very low
ebb but did not immediately know where to seek further help, He
resyned from s job and stayed aitlessly at home for over 8 months.
e seurms the direct medical costs indicate only a small portion of this

wmae's panic disorder debt.,

Subject 004 was one of the fucly ones™ as she describec it Iler
tegular general practitioner diagnosed her condition within 2 months
and put het on the road to effectively managing it. This 5 the fortune

that should be available to all panic disotder suffeters.
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Subject (13 presents an intetesting case. Het treatment searching only
lasted twenty months but duting this time she was totally overwhelmed
by a need to hide her abnormal and humiliating condition from anyone
familiat, including her usual medical practitionets. As a tesult, she did
little active help-seeking and tesorted instead to extreme and
unpredictable withdrawal and avoidance behaviours with negative
effects on her interpersonal relationships. Her first husband left her
during this time and her young son developed setious learning and
behavioural problems, for which she still holds herself, and the way she

mishandled her panic condition, responsible,

These outlier scores ure considered representative of the general
population of panic disorder suffeters and televant to this study, Their
extreme costs wete legitimate and burdensome adding emphasis to the
potentially ctippling years of aimless treatment searching and
reaffirming obsetvations and research findings, In the light of this it is

suggested that the calculated costs ate tepresentative data,

However, in the interests of cautious teliability and content validity, the
following table was composed indicating the mean medical expenses
for each expetimental group excluding hospitalization and

psychotherapy costs.

Table 20
Muan pre-diqunosiic medical expenses excinding hospitalization and pyychotherapy
Group Means
A R 15 903,87
B R 14761,69
G R 14 682,443
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These tevised means ate significantly lower but temain above quoted
research data of a costs of approximately R12 000,00 (von Kotff &
Eaton, 1989). Group A still reflect the most elevated medical
expenses, followed in descending order by group B and group C,
which exactly reflects the predictions of the second hypothesis in this

study.

8.8.1 Practitioner versus freatment costs

Theit different help-seeking behaviout is cleatly illustrated by a
compatison of the 3 proup’s medical expenses divided between the
costs of consulting practitioners and the costs of medical procedures
received, including x-rays, blood tests and medicines, These ate

presented on table 17 in chaptet 7 of this study.

Group A spent mote than twice as much on medical proceduses as on
practitionet consultations while exactly the reverse holds true for group
B, who spent more than twice as much on practitioner consultations.
This verifies the fmipact of extended hospitalization on group A
subjects and psychotherapy on gtoup B subjects, which was discussed
above, This compatison also poignantly captures the different help-
seeking behaviour of these two groups of subjects, each dtiven by theit
idiosyncratic fears. These results support hypothesis 3 of this study
which proposed that group A subjects would use mote traditional
medical practitioners, gtoup B mote mental health practitionets and

group C mote alictnative practitioners,

Group (s consultation and medical procedute costs are almost
identical. This teinfotces the influence of theit unique fear, which was

associated with the symptoms they expetienced, Their reported
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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 complete symptom
presentations, led them to, both, present irrelevant symptoms and
consult a diffuse array of practitioners as anticipated in hypothesis 6.
This unfocused help secking approach resulted in the equal division of
theis expenses between consultations and procedutes and delayed their
diagnosis, These obsetvations suppert hypothesis 1 of this study
which suggested that group C subjects would take longer to be
diaghosed and hypothesis 3 which expected them to utilize more

alternative practitioners than groups A and B.

8.8.2 Comparison with costs of chronic physiological
conditions

The medical expenses of the panic disorder subjects wete compared to
3 matched conttol groups representing the general populations of
subjects with no chronic condition (NC), with chronic asthma (AST)
and chronic hypettension (ITYP). As planned, the costs of ovet-the-
countet medicines wete excluded from these caleulations and, furthet,
as no tandomly chosen control subjects had been hospitalized duting

1996, the costs of hospitalization wete also excluded from the

experimental groups’ means. This comparison unequivocally shows

the significantly high cost of panic disorder sufferers’ help-seeking

despite both asthma and hypertension patients requiting regulat
monitoring and consistent medication, These results confirm the

sectad hypothesis’ prediction that the medical costs of all research

subjects will be higher than those of the control groups. Caution must,

howuver, be exercised as these costs for both groups AST and ITYP
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8.9  Diagnosis
Subjects in this study all tated their experience of the diagnostic
consultation at the most favourable levels (5,5,5) clearly indicating the

impact it had on their condition and life style,

Psychiattists and general practitionets wete the most consistent
diagnosticians actoss all the groups confirming the expectations stated
in hypothesis 9, that there would be no diffetence between the groups
in the type of practitioner from whom they received an effective
diagnosis, and that this would lasgely be a traditional medical

practitionet.

As well as regular diagnosticians, general practitioners were also the
most ftequently consulted practitioners actoss all the groups, and 16 of
the 33 subjects visited general practitioners at their fitst consultation.
Although only 2 subjects visited psychiattists on a fitst consultation
and none psychologists, both practitioners were abundantly utilized by
subjects duting their treatment searching, Despite this, there remained
the tedious time lapse before a diagnosis was procured, There is
unguestionably a serious need to fine tune both practitioners’
receptiveness to and differentiation of this condition. This is not an
untealistic goal as research findings have shown that primaty care
physicians can 100% cortectly diagnose panic disotder when they are

propesly prepared and trained (von Koxff et al, 1987)

All practit: ynets diagnosed subjects on a first consultation, confitming

Paykel & Priest’s (1992) observation that missed and/or misdiagnoses
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ate most common when a practitioner and patient have a familiar and

long standing relationship.

Group C’s diagnoses were frequently initiated by radio talk shows
resulting in introductions to suppott groups and specific practitioners,
which is doubly interesting, It is, firstly, consistent with hypothesis 6’
predictions that these subjects’ would approach help-secking in a
teticent and selective mannet, and, secondly, it fllusteates the vital need
for public education on, and understanding of, panic disordet.
Practitioness, health workers and lay people all erucially need to be well
schooled in the manifestation of this unptedictable condition and alett

to its catly tecognition (Horrest & Ricketts, 1995).

Although the post diagnostic ptocess of their panic condition was
outside the scope of this study, many subjects spontancously recounted
the changes, These desetiptions centred atound the relief that a cleat

explanation of their condition, accompanied by focused treatment

suggestions, offered. Primagily, they no longer felt poised on the brink
of a physical, psychological or social disaster but saw themselves as
normal people, suffeting from a manageable and comprehensible

complaint. The phenomenological espetience of a correct diagnosis is

discussed in chaptet 9, section 9.6,

8.10 Insum

The analysis of the quantitative data, assimilated from subjects’
tesponses to the pre-designed ditect questions and self-rating scales in
this studly, shows that the specific fear component of subjects’ panic
conditions exett « : crong ditective influence on the symptoms they

experience and the way they seek help for these symptoms, This
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reciptocally influences the dutation of their pre-diagnostic help-secking
and theit experience of consultations during this petiod, There are also
suggestions that, even the minimal, reduction of this fear seems to
offer subjects a glimmer of hope and energize them to gradually take

control of their condition and theit lives,
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CHAPTER 9

QUALITATIVE RESULTS AND DiSCUSSION

"The nature of qualitative rescatch negates a discrete split between
results and discussion because the substance of both is natrative, The
only diffetence is in the context, qualitative results form a context of
discovery while their discussion forms a context of presentation
(Collapinto, 1979). Due to the inductive natute of the qualitative
tesearch in this study these two contexts teciprocally feed back into
one another prohibiting their sepatate scrutiny (Bogdan & Taylor,
1975). The qualitative results in this study will latgely comprise direct
excerpts from the raw data ot from subjects’ descriptions, which will
be discussed relative to both the individual’s expetience, the inter-

subject context and the inter-group context.

Chapter 8 discussed the different practitionets consulted by the thtee
expetimental groups and their quantitatively weighted expetiences of
these consultations, In this section treatments ate categotized
according to this expetience and the phenomenology, the individual
why’s and how’s, of this experience ate considered, Bach treatment
expetience comptising one, or a set of, consultations was discussed in
depth. Subjects wete questioned specifically on their « prior/
expectations versus their post hor experienices of each treatment.
Striking in this analysis was the similarity between specific treatment
interactions and their effect on subjects across all the groups. Certain
practitioner attitudes or behaviours ate 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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alleviation of sufferers’ fears. This freed the enetgy, that had been
consutned in containing these fears, to focus, instead, on active living,
Distinct trends in consultation dynamics were easily identified
facilitating the division of this section into negative treatment
expetiences, positive treatment expetiences, general tteatment

experiences and the beginning of healing,

9.1  Negative treatment experisinces

Figure 7 - Dendagram illustrating the extraction of the conceptral meaning from raw data of
negalive treatment experiences
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9.1.1 Practitioners’ obstinate adherence to one iliness

cause

The tendency of practitionets to offer one explanation to subjects for
theit panic symptoms and rigidly adhere to this despite subjects’ pleas
to considet othet causes, ot to te-consider this cause i the light of
othes symptoms, was repeatedly identificd as a negative treattnent

expetience.

Common in this study was practitionets’ identification of marital sttess
as causal to subjects’ problems. This conclusion seemed to arise from
teasons as atbitrary as, “because I get panic attacks at night,” (subject
033); “because my husband travels a lot,” (subject 010); “because I'm
faitly newly wed” (subject 007); and “because I have problems
sleeping,” (subject 004), Subjects professed to ardently disagtee with

these conclusions which practitioners doggedly reinforced,

Other practitioners focused on causes such as low blood sugar (subject
005) ot a possible stroke (subject 025) as primarily influential on

subjects’ conditions.

Subjects’ responses to these treatments centred on feeling unheard,
dehumanized and helpless. They intetpreted this interaction as the
practitioner’s need to find a tangible label to prevent him from needing
to tell them the teal wruth of thejr condition, Practitionets were seen as
“copping out” (subject 011) because there was no hope of a cure and,

therefore, it was pointless telling subjects the truth,
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Another thetapist emphasized the need to release inner demons which ~' '

he maintained wete causing the subject’s condition (subject 017). This
subject’s tesponse was that she was bad enough with these demons
caged fnside her, imagine should they be released .. in het mind, this f
would undoubtedly induce immediate and undendable insanity, This
decply entrenched her belief that she was going mad and that this
practitionet knew it. Het reaction was a conscious plan to keep this

sectet hidden, especially ftom mental health practitionets.

Also in this category wete practitioners who focused on oue, or one
set of, symptoms and one way of treating these. For example, subject
008 had an almost consistently weakened tight arm for which a

particular practitioner repeatedly prescribed muscular relaxants, The
subject recounts that these made his whole body limp, He begged to >

tey and find out “why” his atm was limp, rather than only trying to

treat the symptom. This subject interpreted the practitioner’s reticence
to meet his requests as indicative of his intention to hide the brutal

truth, that is that he had only weceks left to live,

Therapists who helped subjects gain improved self insight but did not

or

catty this through to any practical application or conclusion also had a
aegative effect on subjects. They were typically left with a sense of L

everything being wrong in their lives and being totally unable to rectify |

this, reinforcing their feclings of fear and helplessness, Their

intetpretations emerged from practitioners’ decisions to end treatment g

at the point of improved insight with no suggestions of translating this
insight into a different way of being, Subjects attributed these
decisions to the therapists’ awateness of the short time they had left |

before their worst fear came true, that is, they died, went totally mad or

did something overwhelmingly inappropriate and embatrassing,
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Consistent across all the groups in teaction to practitionets who
obstinately stuck to theit petsonal conclusions were subjective feelings
of helplessness and of being totally distegarded as real people. It must
be stressed that these subjects repeatedly questioned the practitioners’
conclusions but they would not te-consider. Equally consistent were
their interpretations of thie tendency as indicating practitioners’
awateness of their imminent and unavoidable fate or doom and,
therefore, the uselessness of any preventative measuse ot even

cxplanation,

9.1.2 Lack of discussion

Subjects frequently reported practitionets’ complete lack of any
discussion ot explanation of theit proposed treatments ot medical
investigations. They often desctibed practitionets as kindly and
empathetic but never discussing what they were presctibing, just
sending the subject off with a sctipt. Subjects weze often grateful to
practitioners who controlled their condition by regular medication and
frequent hospitalization but felt like pawns totally at these practitionets’
metcy, The condition was exacerhbated when specific treatments, that
practitioners had confidently announced would alleviate subjects’
conditions, failed and practitioners did not discuss why this had
happened but simply progtessed to some othet treatment, equally

confidently,

In the absence of any pre~-warning ot discussions many subjects found
the side effects of certain medication very frightening, This was
especially so for two group B3 subjects (001 & 006) who expetienced

these side cffects as indications of an immediate emotional breakdown,
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epitomizing theit worst feat come true. One of these subjects (001)
went 50 far as to believe the medication was actually precipitating the
onset of her dreaded insanity. As a tesult she refused to take any

medication for many years into the futute,

Fqually dehumanizing wete subjects’ (012, 025, 016, 001, 002) teports
of practitioners discussing their cordition with other practitioners in
front of them, often while they wete prodding and examining them,
but totally ignoring their presence. These subjects felt humilfated,
degraded and unacknowledged for even their presence, let alone their

person,

Similatly, practitionets wete accused of frequently referting subjects to
othet practitioners with no reasons offeted. One subject (012)
described her repeated expetience of opening het mouth to ask why,
but before any sound had emanated, the practitioner had smiled and
shown her the doot. Subject 025 reported being admitted to hospital
for five days for obsetvation and tests with no explanation of what
they planned observing or testing, While thete, she was examined by
many and vatious practitionets, who wete equally non-commital, and
then discharged, On telephonically contacting the otiginal referting
practitioner he told her she was actually fine, As subject 016 described,
“these practitionets are focused on stopping your cough, and often
succeed in stopping one of your coughs, ot your cough for a shott
time, but simply refuse to consider or discuss why you ate coughing in

the fitst place, or how they plan to stop your cough.”

All subjects expetienced these interactions as poignantly humiliating
and dehumanizing sorely reinforcing their individual feelings of

helplessness, usclessness and their inability to function efficiently.
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Again, theit interpretations of these consultation dynamics reinforced
theit accompanying fears. These subjects believed practitioners wete
awate of the extreme gravity of their conditions and, hence, thought

any discussion would be totally fruitless.

9.1.3 Negative test results

Another variable repeatedly identified as catalysing negative treatment
expetiences was the procutement of negative test results followed by
the quick dismissal of the patient as healthy., The plea by subjects was
that they accepted the results as valid but then what is wrong; why did

they still feel so terriblep

All subjects believed practitioners had stumbled upon some other
dreadful thing lutking inside them that could neither be controlled not
cured and wete, thetefore, washing their hands of them, The feeling of
being left “high and dty” was often mentioned and always intetpreted
as a conscious practitioner choice precipitated by some life threatening

obsetvation.

Individual interpretations of this expetfence vatfed consistently with
their feats, Group A subjects generally assumned that the practitioner
had uncovered an irreversible physiological condition. Group B
subjects assumed the practitioner now knew they wete going mad.
Group C subjects’ interpretations centred on their individual sense of
being abnormal and reinforced their needs to conttol this seething

monster inside themselves that was imminently liable to crupt.

Subjects’” behavioural manifestations of these intetpretations also vatied

accotding to their individual feats, Group C subjects operationalized
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their need to harness this monster within through cxaggerated
withdrawal, and dishonest or camouflaged symptom presentation.
Group A and B subjects’ behavioural manifestations of these
experiences wete most tragic centting on extrerae tesignation. Subject
033 said she thought she was obviously mad and was too weak and
helpless to tesist; subject 029 believed there was obviously no hope so

why even try, everyone has to die sometime.

9.1.4 Unmoved acceptance of condition

Subjects seemed to find the unmoved ot almost indifferent acceptance
of their condition extremely negative and alatming, This interactinon
style was communicated i descriptions of practitioners who simply
interjected subjects’ explanations with the occasional “Fimim, mmm,”
seldom even raiser their eyes and offered tepeated unexplained

prescriptions.

Subject D17 said, about het general practitioner of many years standing,
that she was sute if she suddenly arrived with a complaint of tonsillitis
she would have got the same medication. This example is, of coutse,
tajnted by the typically stereotyped intetaction between a practitionet
and subject who know each other very well which cottelates positively
to missed ot tisdiagnoses (Paykel & Piest, 1992) but also flustrates

the phenomena under discussion.

Subject 005 reports having a fully fledged panic attack in two different
practitioners’ tooms duting a consultation, to which neither gave 7

glimmer of o reaction and tapidly distnissed her,

o e

b ol st bte st B, MY e ey e s i

[T

¥

R



T, tF OME T

KARPL e DR B

Common in this type of treatment experience wete the pracuiems
who enquired as to the present status of the condition but glisbly
accepted it as a e gua won with no possibility of ever being cured ot
even improved, Patients’ emotional tesponses to these interactions
wete largely humiliation and worthlessness. They did not long for
judgment or evaluation but just fot some human reaction confirming
the practitioner’s authenticity and ciprocally confirming their own

human presence or existence,

Their subjective intetpretations, again, attributed this practitioner
behaviout to their secret knowledge and presumed that these people
were metely keeping them contained until the dreaded event happened.,
Responses such as, “he’s just helping me through the waiting petiod”
(subject 012) fllustrated this. These cognitive reactions exacetbated
subjects’ ptimary fears which ditectly influenced their behaviour and

precipitated futute negative consultation experiences (figure 8),

Subjects’ behavioutal manifestations of these interpretations again
vatied amongst the three groups. Group A subjects responded with
despondent resignation that death was closely imminent. Group B
subjects interpreted practitioners’ unquestioning acceptance as
confirmation of their ineffective and disturbed psychological state
putting them already beyond help, and lived it constant anticipation of
a complete emotional breakdown, Group C subjects ir ternalized an
image of themsclves as dependent on this practitioner’s treatment to

keep a lutking and ovetpoweting force inside themselves. Subject (023

described this sceret foree as, “life threatening should it escape,” similas
to knowing that your father is a murderer. Logically, they tended

largely towards avoidance type behaviouts.
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9.1.5 Arrogant non-cominittal pracfitioners

Subjects deseribed practitionets as atrogant when they lytically told
subjects how well they understood anxiety and its related conditions
but failed *0 accommodate this knowledge to the subjects’ spersfic and
immediate needs. When subjects dated to voice any doubts sbut a
treatment’s efficacy (subject 016) or concern about its side effects
(subject 001), these practitioners offered bland reassuaaces,
summatized by subject 016 in the statement, “just hang in there,”
These subjects felt frustrated and unacknowledged but caught in a bind
between wanting to abandon treatment and simultaneously desperately
needing it. Their interpretations again centted on interpreting
practitionets’ artogance as indicative of theit supetiot knowledge and
that they saw no point in sharing this because the subject was both too

dysfunctional to understand and too ill for it to make a difference.

9.1.6 Avoidance of anxiety symptoms

Five subjects from group A found a reticence among practitionets to
discuss the anxiety component of their condition in any detail, despite
the subjects’ tegular references to it. Ot similarly, to quickly label a
reason for the auxiety component and dismiss it without farther ado.
As subject 016 put it, “it is all very well doing scans and seopes but
some conditions cannot be measuted like that, which does not mean
they do not exist.” This experience was obviously not in the
consultations with psychologists as these subjects only presented
emotional symptoms to psychologists (chapter 7), fotcing theit

tesponse to them,
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Subjects expetienced this reticence as frightening and interpreted it as
the practitioners’ hesitance to embatk on1 a conversation that would
force them to discuss death. The subjects now believed death was very
close and, thetefote, there was no time to, and no point in, trying to
deal with it. Again, it {s clear how subjects teflect these dehumanizing
and unclear intetactions in a sense of futility and helplessness, which is
directly related to their fear, their ensuing help-seeking and to the

severity of theit disorder.

9.1.7 Dealing with practitioner uncertainty

From the above discussions it is evident that subjects do not assume
practitioner uncertainty from their hesitancy to discuss treatments, ox
Iack of explanations, but, instead, intetpret this practitioner behaviour
as a premeditated and conscious decision to withhold insight from
them. The patient fecls undetrated, disregarded and helpless,

reinforcing his feat and its imminence.

Two group C subjects teported treatment expetiences whete the
practitionets wete cleatly unsute and handled it in two different ways,
The first practitioner would not openly admit it. The subject detected
his confusion by his questions and tesponses which wete repeatedly
inappropeiate and which the subject (012) tried to clatify. Fot example,
the practitioner suggested to the subject that it seemed she got
diarthoea after she ate in a restaurant. The subject explained that she
had constant diacthoea, which she was petrified would becot. ¢
uncontrollable, she also often found it almost impossible to swallow,

and was consequently unable to even enter a testausant, She said that

these unsynchronized interchanges continued on different aspects of
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het condition after which the practitionet gave her a prescription and
ended the consultation. The subject said she was confused and
wondeted what he could possibly have prescribed having no idea of
how she felt. She interpreted the inteaction as cleat evidence that she
was dysfunctional and weitd, unable to even conduct an effective

discussion.

Subject (125 reported a practitionet being totally unsute of her problem
and apologizing profusely and anxiously for his own incompetence.
'I'he subject said this accentuated her own anxicty and het petception
of herself as an abnotmal social misfit who had now scared even this

medical person,

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

pot in any way confitm the patients’ existence or peLson.

9.8 Some spevific experiences

Subect 018, who repeatedly had panic attacks duting consultations,
even duting a reflexology session, to which practitioners showed vety
little teaction, internalized these expetiences as affirmation of her social
inadequacy and reinforced het fear that vety soon she would behave in

an uncontrollably 2ad overwhelmingly inapproptiate mannct.

Lastly, subject 028, instructed to take medication when necessary,
found it vety difficult, and reported becoming totally, one hundred
petcent, introspective and illness otiented, constantly waiting and

wondeting whether she now felt bad enough. "Thinking she was bad
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enough she would believe it was hopeless because the medication
nieeded time to work, and so the negative vottex became entrenched
until she felt sure insanity had set in, This is consistent with Andrasik’s
(1990) subjects’ negative repotts of medication presctibed when

necessaty.

Consistent actoss all treatments expetienced as negative {s a lack of
cleat and effective practitionet-patient communication, This allowed
patients’ subjective assumptions to tun amok. They regulatly credited
practitioners” with supetiot insight into and knowledge of their
imminent physical, psychological or social doom. Fitmly believing this,

they rapidly and resignedly accepted it. T'reatments cxperienced as

Fignre 8 Schemalic representation of the efficts of negative consultation dymamics

Behavioural
reactions
(&g Il juse
wait until I
die - extreme
withdrawal)

Cognitive
interpretations
(e He s
hiding
something)

Negative
¢onsultation
dynamics

Emotional
reaction
(e.g U'm wietd)

FEAR
exacerbared

negative wete interpreted consistently with individuals’ feats and

simultaneously reinforced the feat component of their panic disordet,
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interacting on theit futute treatment expetiences and the severity of

theit disotdet: (figute 8).

9.2

Subjects’ discussions of their positive treatment expetiences

Positive treatment experiences

spontancously fell into the same categoties as theit negative treatment
experiences except that practitioners now exhibited the cybetnetically
complimentaty, ot traditionally opposite, type of behavioural

interaction, experienced as affitmative by patients.

9.2.1

As opposed to obstinately adheting to his favouted treatment, a group

Willingness to accept subjects’ treatment needs

C subject (010) reported a practitioner as discussing her treatment
preferences at length. This subject felt very dubious about taking
psychiatric medication. She said the practitioner did try to encourage
her but kindly explained that with her unwillingess it would probably
be mote hatmful than beneficial. The practitioner suggested she,
initially at least, try the therapy route, always remembering medication
might be necessaty as patt of the whole pictute, In retrospect, this
practitioner did nothing tangible to help the subject’s condition but she
felt tecognized and acknowledged as a pesson wortthy of an opinion
and, therefose, obviously not “too far gone yet,” pethaps there was

hope.
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9.2.2 Willingness to discuss openly
Subjects appreciated and respected practitioners’ openness to

discussion of both their investigations and teasons fot them.

Group B subject 006 remembered a medical practitioner, to whom she
presented her physiological symptoms, offering to investigate these but
explaining to her that, in the light of both past medical procedures and
results, and listening to the subject’s explanation of her condition, he
felt sure it was an emotional probiem and suggested an alternative

freatiment route.

Group A subject 012 fondly temembets consultations with a
practitioner who did intensive medical investigations, many of which
she had previously undetgone, but this man explained what he was
doing, why he had chosen to do them, and what the tesults could
indicate. She said suddenly anticipating even the worst became less
anxiety provoking. She felt accepted as a reasoning and reasonable
person and empoweted to deal with whatever 1esults atose. She
intetpreted this as evidence that thete was still time and she could enjoy

some quality of life.

Subject 011, who unashamedly abused ovet-the-counter medication for
many yeats, explained her positive treatment expetience with a
practitioner who, although only addressing the pain aspect of her
condition, talked her through the whole specttum. e not only
allowed, but encouraged and led the discussion, until she found herself,
“telling all.” She reports this as such a diffetent expetience from

“receiving a quick script and a pat vn the back.” She said the relief of
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tevealing her secret abuse of medication diffused the need and initiated

its cure. She says she watked out of the consultation feeling “20 »
kilograms lighter.” She interpreted this practitiones’s open interest and
honest discussion, as evidence that she was a wotthwhile petson and

must still have some time ahead of het.

|
|
!
1
|
i
|
J
Subject 027 explained the empoweting experience of a practitioner f
who, after hearing her recount het condition profile, actually saidk:
“This is not fatal but you cannot go on in such torment” Her !{
tesponse was, “Wow, I’'m not dying and someone is going to help me!” ;
. . . . |
She said he then discussed how he planned to suppott and guide het
through managing her condition. She said she not only believed she
!
?
|
i
i
|
¢

was not dying but also that she could actually live again,

9.23 Negative test results

Subject 027, whose many and different medical investigations all
rendered negative tesults, reports the diffetent expetience of a
practitioner who did not metely dismiss her ag fit, but reinforced for
her that she was physically sound and healthy but needed to find help
in dealing with the way she was feeling, Together they discussed and |
planned possible alternatives, This subject tepotts having felt accepted, : 8

supported, and undetstood, which she interpreted as indicative that

there was still every reason to seek and expect recovery and life,

9.2.4 Knowledgeable and communicative o |
As opposed to the experience of a highly professional practitionet who
expounded the depth of his knowledge but never met the patient’s

situation, subject 002 repotts one practitionet who was exttemely
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knowledgeable and explained the neutology of anxiety to her in great
depth. He then related all this theoty to her immediate condition and
discussed possible ways of deal’sg with it. I1e also reinforced that his
treatment was patt, albeit a lagge patt, of the whole pictute, and they
discussed other areas of het life she would gtadually have to addtress.
This subject temembers fecling understood and accepted, despite the
fact that she felt and had behaved so abnormally, She found this

expetience both nogmalizing and chcoutaging.

9.2.5 Practitioner uncertainty

Two subjects tepotted the positive experience of consultations with
practitionets who openly admitted and discussed theit own
uncettainties regarding the subjects’ condition. Both practitionets were
bewildered and said so. They explained what they nad investigated,
what they had hoped to find, and that no cleas causative results had
emerged, They then acknowledged the patients’ suffeting and the
utgent need to alleviate this. Together, these practitioners and the

subjects discussed plausible alternatives and planned a line of action.

Thtough their frank and open discussions, these practitioners appeated
authentic and, reciptocally, the subjects felt heard, recognized and
empoweted. They, again, intetpreted this intetaction as indicative that
thete was still hope and every teason to try and de [ with their panic
condition. This reaction is the antithesis of the despondently resigned

apptoach subjects adopted after negative treatment expetienices.
These practitionets did little ostensibly or tangibly diffetent from those
expetienced as negative by subjects, except that they were honestly and

sincerely communicative, "Uheir interactional style meets many of the
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critetia outlined in chapter 5 as instrumental in fostering effective

medical consultations.

9.2.6 The beginning of healing
As discussed in the quantitative analysis of this study’s data, a few
subjects did pinpoint patticular treatment expetiences as having a
positive and enduting impact on their panic disorder, These will only
be discussed in summaty hete. Subjects identified similar practitioner
styles to those discussed undet positive treatment expetiences. These
pactitioners all explained, discussed, listened, encouraged and
suppotted subjects. In these processes they regularly asked subjects’
opinions and exploted their wishes. The focus shifted from an illness
to a health otientation. Subjects all reported feeling recognized as real
people which encouraged them to live like real people. They
interpreted these practitioner reactions as evidence that theit feats wete
unfounded ot at least prematute. These consultations initiated some of
the components of the negative feedback loop discussed in chapter 4,
which slowly dissipates anxiety and restores individuals to at Jeast a
functional equilibtium (Matgraf & Ihless, 1989), and illustrated the
teversal of the doctor-active patient-passive role so typical of

traditional Western illness culture, as discussedl in chapter 5,

9.3  General consultation dynamics

9.3.1 Palient-condition-practitioner fit
Patients often acknowledged the value of a practitionet’s line of
treatment but felt it was offered at an fnappropriate time in theit panic

disordet,
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Subject 006 underwent efficient cognitive behavioural therapy a few
years into het panic condition when it was patticulatly sevete and when
she had, as yet, not received any effective treatment for it This
practitioner tried to desensitize het to her fears and feated situations
but, the subject recounts, she was in a constant state of panic and
anxiety, and simply not accessible for this kind of therapy, ot definitely

not without some othet help such as medication,

Subject 019 received a seties of what she described as excellent
hypnotherapy sessions but, again, this was at a time when she was one
hundred petcent under the control of, and overwhelmed by, her panic
condition. She was unable to focus on, or wotk through, her tepressed

needs that wete surfacing,

Both these expetiences teinforced subjects’ self pesceptions of
usclessness, stupidity and ineffectiveness, and hence their feats of

losing their grasp on reality to an ecmotional or socfal ctisis.

9.3.2 The paradox of seeking and avoiding treatment
Subject 001 vividly described this conttadictory help-seeking behaviour
of panic disorder patients. Tler first treatment was supposed to have
been a ten day sleep therapy session, On the first night this subject
experienced severe reactions to the treatment, to the point of
hallucinating, struggling to speak, losing her balance and her fine motor
co-ordination, This reinforced for her that psychiatric tteatment, ot in
fact any medication, would simply precipitate het total emotional
collapse and her primary aim becamye, therefore, to avoid these

treatments. She says the irony was that while focused on avoiding
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these treatments, which ate amongst the most frequently presctibed for
panic disordet, she had an irrepressible need to address her increasingly
debilitating condition, This resulted in her regular attendance of
diffetent practitioners but, equally regular, streamlining of every
presentation of her symptoms to suit the particular practitioner and
lead him towards any diagnosis other than insanity, This subject said,
“you are actually conning yourself into believing that you are doing
yout utmost to get help and it is the practitioners that are ineffective,”
This process continued for 9 - 10 years for this subject, It is suggested
that het fruitless and exhausting seatch could have been mitigated at
that fitst sleep theeapy session by the clear discussion and explanation
of its benefits and possible side effects, as well as the closer monitoting

of the subject.

9.3.3 Docgtor-active patient-passive role

Traditional Western fllness-behaviour expects a patient to assume a
subsetvient role during medical consultations (ICaton, 1993), This is
deeply ingrained and, typically, Westetn patients seat themselves on the
onposite side of a practitionet’s desk, explain their problem and accept
his interpretation and proposed treatment with little ot no enquity,
These interactional dynamics pave the way for practitioner to take
unilateral control without any discussions or explanations, tesulting in
negative treatment experiences, as discussed above in section 9.1.2

above,

Subject 016, who is a dynamic, confident and extroverted man,
desctibed how, “crazily you have faith in these leatnéd, well dressed
men in their ivory towers, you mould yout life to suit the you that they

present and create through their medication and treatment” "Lhis
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subject was fited at the height of his panic disotder because of his
panic condition. After being unemployed for approximately 3 months
he started combing the job matket but, as he desctibes, “stupidly set
my sights much lower because medical practitioners had now dulled my
serses, and my petceptiveness, to believing that this new, only partially
functional, person was me.” e said, “you become like a little bird
being fed by its mother, accepting every morsel (of wisdom) coming
yout way.” Retrospectively, he believes his behaviout was detrimental
to his life style, his sclf esteem and his career, and that this could have
been prevented through frank and open discussions with practitionets
regarding the probable prognosis of his condition and what life style

changes might become necessaty and unnecessaty,

This interactional format is pacticularly dettimental to panic disordet
sufferers who are, generally, ready and willing to hand over control
(Vitaliano ct al,, 1987) but who desperately need to take contsol of the

management of their condition (Weekes, 1983),

9.3.4 Alabel alone

Before discussing the diagnostic experience in detail, it seems pettinent
to mention two subjects who wete both labelled “panic disorder
sufferers” early in their help seeking behaviour but for whom this label

was meaningless.

Subject 026 remembers an eatly practitionet using the label panic
disorder with no claifying explanation whatsoever and cettainly with
no suggestion of appropriate treatment, e said it made no impact on

him ot his condition.
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Likewise, subject 008 said a practitioner, at the statt of his help seeking,
talked about panic disotder. The subject actaally enquired what this

was but the practitioner only offered a glib, uninformative and closing

IESponse.

These subjects tespectively endured 5 years and 5 treatments aw a cost
of R22 945,89, and 2 years and 5 treatments at a cost of R 4 334, 31,
after thesc initial labels and before receiving an effective diagnosis of
panic disorder, Subject 008 also resigned from his work due to his
panic condition duting this petiod and subject 026 tepotts the sad,
negative effect his condition had on his intet-personal telationships,
especially his matriage, [tis tragic to think that these two men’s
suffering could have been significantly teduced had these catly
diagnoses been effectively and coherently communicated and followed
through, This is reinforced by both their reported improvements when

this did finally happen,

9.4  Alifeline

A recutting phenomenon noted in subjects’ discussions of theit help-
seeking behaviour was the reliance on a non-judgmental, accepting,
reassuting pewson, These persons included family members, wotk

colleagues and medical practitioners who literally became subjects’ life

R linws, sometimes their only regular contact with the outside wotld,

" v“' S 4, V ‘};\‘,. (' ’
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RSN ~3}*‘“ B Subject 1115 had only recently artived in South Aftica and was
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peoo Ty entrenched in avoidance behaviour, did not work and only shopped
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with her husband on week-ends. Her life line was a local general
practitioner. She visited him frequently and, when she felt her anxiety
attack symptoms had been over presented, she would dream up some
other complaint. She dreaded her husband getting ill, not because, as
she guiltily admits, she did not want him to suffet, but because he
would use up the medical aid allowance thus restricting her visits, This
genetal practitiones did very litdle for her anxiety attacks but showed

het tespect, honest concern and interest.

Subject 005 celied on her pharmacist to keep her “sane” for may
months. At this stage the height of her activity was taking her children
to and from school. She would visit her pharmacist almost evety
morning on her way back home. Together, they would explote any
new product on the market for ansiety and decide vhether she should

tey it

Subject 011 had great difficult sleeping due to almost consistent: panic
and hyperventilation, When she was totally exhausted she would just
visit her doctot’s rooms and sleep i the chair, She says she felt safe,

cated for and unpressutized there,

Subject 029 was forced to continue working and says this would have
been impossible without the company doctors who wege always there
for her. They regulatly helped her with medication and always had a
ready empathetic ear but never suggested she was not tunctioning
efficiently, or that she should not be at work, She interpreted this
silent acceptance as a subtle acknowledgement of her still adequate

coping ability.
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Subject 028 received support from worlk colleagues when driving over
ot on highways was very difficult for het, Iler colleagues rearranged
their wotk terraing so that her own client base was within clos2

proximity. Fot some weeks colleagues also drove her to and from

L wortk daily. Despite this practical help, these people never gave this
« “ LR .
IR subject the impression that she was losing it, or in any way incapable,
SALPS SN

They included hei in all discussion and decisions and did not even try

to reduce her wotk pressure in any other ways,

Subject 027 fondly remembers her family’s commitment. Her matried
sister and her patrents visiced her daily. They regulatly brought
prepared meals and helped with houschold chotes but they still
encoutaged and, in fact, expected her pasticipation in family occasions.
She says she sometimes wished they wouldn’t but was, simultaneously,

grateful to be treated as if she wete still normal,

Subject 006 teceived wonderful and unconditional suppott from her
mothet. She says her mother helped het in a practical way when she
really needed it, but left her free when she felt she could manage, She
nevet, 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 loved the

teal me”

Similar relationships were mentioned by 18 of the 33 subjects (55 %)
suggesting this to be o faitly consistent need in panic disorder sufferers.
The recurting experiences they valued in these relationships were an
unconditional acceptance that was communicated in a tespectful and
cating way, never taking control, pressutizing or rendering them

helpless. “[his was communicated by these caregivers’ teadiness to
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offer practical assistance while, at the same time, recognizing and
accepting, in fact expecting, subjects retained ability to function
effectively, While these relationships did not cure their problems, they
did contain subjects’ feats and help them maintain some semblance of |

a normal lifestyle. ;

9.5  The indirect cost of panic disorder

As mentioned in chapter 6 this topic is largely outside the scope and
aim of this study. Brief mention {s, therefore, only made of the

financial and occupational impact on ten individual subjects by whom x
it was spontaneously related. An awareness of this impaci emphasizes
the crippling cost of this chronic condition befote it is effectively

managoed.

Subject 001 resigned, ot literally walked out of, a position she had held

for ovet G yeats which she valued and fot which she was respected,

This subject was divorced at that time and suppotting herself

financially.

Subject 002 was fited from 2 vacation jobs. Tirstly, because she

avoided people contact due to her panic condition, and the second

- PR—— v ~ .

time, because she had repeated panic attacks in the motning traffic,
forcing het to stop het car and wait, making her late for work, She )

tried to explain her teasons but they fell on deaf ears. This subject was ‘

! o L
: R R ,f; trying to finance her own tertiary education and was in desperate need :
o, @ '
‘ i of this moncy. | |
§ Tl |
: yo N I
S | L )
LA R Subject 004 ended her hairdressing career because she was despetately
B aftaid of having a panic attack duting a hair appointment and not being h
" ' o
.
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able to contitwe, She subsequently started selling real estate because it
was mote individually flexible and she could artange it around her
panic condition, Subject 006 also had to end het chosen cateer of
dancing for similar reasons and embatked on a marketing cateer, which
she controls from her home and can, likewise, organize her own
timetable. Subjects 014 and 015 similatly relinquished cageers that
requited fitting into established toutines, financial adviser and private
sectetaty tespectively, to pursue less financially rewarding endeavours
opetated by themselves and allowing for the irtegular influence of theit

panic condition.

Subject 009 simply left her position of petsonal assistant to a senior
managet and remained unemployed for 2 years totally controlled by hes

panic condition.

Subject 008 left the only job he had ever had since leaving school, and
an organisation in whicli he had climbed the corporate ladder and
received acknowledgment and recognition, on the spur of a panic-
stricken moment. He remained unemployed for 6 months, only 3 of
which were remunerated by his employees and, eventually, returned to
a position of lower reward in a much smaller otganization.,

Finally, subject 016 was fired from a senior managerial 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 inappropriate to his ability and expetience because

of the self-csteem his panic disorder had deained from him,

These events add impact, ot hottot, to the already startling ditect costs
of pre-diagnostic panic disorder discussed in chapter 8, They offer

only a briel account, but after the preceding discussions on the
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mediocre position inappropriate to his ability and expetience because

of the self-esteem his panie disorder had drained from him,

These events add impact, or hortor, to the alteady startling direct costs
of pre-diaghostic panic disorder discussed in chapter 8, They offer
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biopsychosocial nature of panic disorder, their widespread infiltration
can easily be tecognized including their impact on the bigger social and
economic picture, ‘They, finally, add weight to the urgent need fot
active and aggressive multi-disciplinary efforts to improve the
availability of appropriate and efficient care for panic disordet patients
(Regicr et al,, 1988),

9.6  The diagnostic experience

The diagnostic experience centred on subjects’ receipt of a name ot
label and explanation of their condition and, i most cases, this was
followed by a cleat treatment plan, These dynamics were inherent 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). Fixplanations that wete not only
theotetically sound but also streamlined to suit a subject’s immediate
condition and life style were particularly successful (subject 028),
Subjects agreed that the name and explanation were important but
second to a clear treatment path, which seemed to catalyse theit

renewed sense of taking control and living,

Subjects’ expetiences of these consultations clustered cohesively
around feclings of relicf, acknowledgement, empowerment, hope,
security and normalization, with almost all subjects expetiencing relief
and renewed hope (figute 9). These manifested in the alleviation of
their fears and instilled instead a sense of being a teal person again and

being able to statt living again,
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Figte 9 - Dendogram ilnstrating process from diagnostic consnitation dynamies fo their

behavionral nanifestation
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]
Addressed fear no mare secres | T —

That the cmotions of telief and hope wete explained as offering metely
the possibility of being a petson, and being able to live again, implics
just how despondently low these subjects had sunk and how
dehumanizing their lengthy and aimless help-seeking years had been.
This was often poignantly conveyed in their desctiptions of their own
resigned acceptance of 4 hatshly imminent physical, emotional ot social

collapse. It is only from these levels that hope and relief simply signify

life, as opposed to excitement, exuberance ot excellence.
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Subject 133 was so weakened by her panic condition and unable to
concentrate or comprehend the practitioner’s diagnosis that he
requested she retuen with her husband, which she did. She says,
however, that although she could aot tepeat ot discuss what the
practitioner had said, she knew she was different from the petson who
had walked into that consuitation, and that she would nevet go back to

being that petson again,

Subjects 030 and 013 desctiptively expanded their relief by verbalizing
their undesstanding that it was not they, but theit panic disordet, that

was abnhosmal,

Subjects 013 and (23 both noted the incredible unburdening of
honestly and openly disclosing their symptoms and fears and no longet

cartying this dark and weighty sceret inside themselves.

Two subjects experienced initial anger after their diagnosis, Subject
(24 was angty that all the previous practitioners had missed the core
problem and put her through so many and unnecessary medical
procedures. Subject 015 felt angry that she could have such a
condition and initially denied it. Only through interactions with othet
sufferets in a support groun did she gradually come to accept it, which,
she says, was necessaty betore she could begin the path to recovery,
Subject 027 experienced intense guilt at being so weeble as to succumb
to such a condition. He, also, gradually wotked this through by joining
a suppott group and mixing with othet panic disotder suffeters who

were still highly functional and effective people,
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An cffective diagnosis is undisputedly the answet to panic disotder
sufferers’ problems, An effective diagnosis has three central and
necessaty components: a name ot label, an explanation and a cleat
treatment plan. It s, furthet, necessaty that these ate communicated in

a respectful way.

8.7 Insum

Al these reactions to and interpretations of consultation dynamics are
clearly consistent with relevant literature’s repeated refetence to the
severity and progtession of panic disotdet being relative to subjects’
feclings of helplessness and hopelessness (Batlow & Cerny, 1985) and
the ease with which practitionets can unwittingly reinforce (Andtasik,
1990) sufferets’ catastrophic cognitions and theit vortex of negative
self statements, so typical of panic disorder (Beclks, Sokol & Clatls,
1992). Likewise, all subjects interpreted and made assumptions from
theit expetience of medical consultations and, in the absence of cleat
explanations, these attributions wete often incortect (Mechanic, 1972)
and consistent with subjects’ individual feass (Schmidt et al, 1994).
Also indicated in these obsetvations was, not only the close link
between subjects’ individual fear and thei cognitive integpretation ol a
medical consultation, but also the influence of this on their associated
Lehaviout, tesulting in both a frequent tendency to misconstrue ot
misteptesent symproms (Waring & lfoteman, 1988), and to assume
avoidance strategies (Vitaliano ct al., 1987) exetcising only an
ineffective facade of help-secking (Sheehan, 19824). [urthermote, it is
interesting how subjects constantly, silently acknowledged practitioners’
supetior knowledge. When a practitioner offered no explanation ot

alternative, subjects believed he was hiding this supetior wisdom ot
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insight, not that he did not know. This deeply ingrained respect for
practitioners 1§ intrinsic to traditional Western medicine (Katon, 1993)
as is patients’ tendency to assume an accepting submissive role

(Ingham, 1992),
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CHAPTER 10

CONCLUSION

The primaty aim of this study as stated in the inttoductory chaptet was
to glean a better undesstanding of the phenomenology of panic
disorder sufferers’ help-seeking behaviout, specifically the role of theit
patticular fear expetiences in this process, The research hypotheses
directed this aim by identifying constructs within this process to be
exploted. These hypotheses have been substantiated as was discussed
in chapter 8 of this study, T'wo directions emerged within the
investigation, The first focused on the overt indications of the
extended and debilitating petiod of pre-diagnostic help-secking
behaviout panic disorder sufferers typically enduse relative to theit
individual fears. The second focused on the influence of these fear
cognitions on their help-seeking behaviout. The burdensome pre-
diagnostic help-seeking petiod is well documented in existing literature

and further expounded in the present study.

"The quantitative data in this study shows the extreme debilitating, in
fact agonizing, symptoms sufferers endure, their multiple attempts at
getting help for them and the encemous direct financial cost of these
attempts, All research subjects had been through this tedious period
identifying it as almost integral to panic disorder conditions, There
wete difference between the three expetimental groups on all these
vatiubles recognizing the influence of different fear cognitions, The
futility of those years becomes more tragic tealizing that the

expenditure of their energy and resources on theit panic condition was
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often unnecessaty. The sufferets emerge biologically, psychologically

and socially depleted. ‘Those years are a waste,

The pheniomenological investigation of panic disorder patients” help-
secking behaviour in this study expsessively captured its enormity.
There is no doubt that duritg those pre-diagnostic months and years
the primaty focus of sufferers’ lives is their panic disorder and how to
deal with it. As subject 024 eloquently explained, “if all the cnergy that
I used trying to hide and contain my panic, while at the same time
teying to expose and explain it; and trying to ignorte and forget it, and
at the same time ttying to concenteate on it and understand it, could be
captured it would be sufficient to launch the space shuttle all the way
to Mats.” The descending spital of negative affect after expetiencing
repeated ineffective treatments was also poignantly shown, Ina
nutshell subjects assume and live out a “patient xole,” almost ad

absurdiom, as many resignedly repott simply waiting Lo dic,

Cutrent psychological and psychiatric expertise can capably and
effectively treat this condition, The extended time lapse between
people’s needing and obtaining appropriate help cannot be allowed to

continue.

The second ditection i this study, the influence of fear cognitions in
the above process, had not been researched in this context to date,
Iear has been accepted as a regular companion to panic disordet from
almost all explotatoty perspectives. In Fact, it has been so well
documented and accepted it has almost become ovetlooked. This
study, through diteetly exploring the tole of fear in the panic process
found it not only influenced the overt manifestations such as the

duration, cost, types of symptoms experienced, and types of
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practitioners consulted but was also directly related to inndividual
suffetet’s subjective expetience of their condition and their well being,

especially the beginning of theit healing,

In fact, the fear component cleatly emerged as the primary cognitive
link between a state of emotional arousal and an ensucing panic
disordet. Fear peaks during the cognitive disorientation caused by the
inexplicable and overwhelming physiological symptoms. Fear
traditionally indicates danger and, in the absence of any tangible danger
cue, the person creaies a petsonal WJunger cue centting on death,
insanity or socfal embatrassment. Fear then becomes the drivirg force

of his panic condition.

The abstraction of conceptual meanings from the raw data collected in
thie studly cleatly indicates tecurting consultation dynamics, patient
reactions, their typical interpretations and their behavioural
manifestations. The ditective force behind all these processes is

sufferers” immediate experience of theit patticular fear.

Rach treatment experienced as negative, reinforced subjects’ fear which
is intimately connected to the sevetity of theit condition, Variables in
consultations expertienced as negative centred largely on a lack of
direct, authentic and empathetic communication and interaction
between the practitioner and patient. Acutely inttospective, subjects
absotbed all negative consultation interactions into and adding to thei
own inadequate selves, never seeing these as shortcomings in the
practitioness or significant others, These experiences were unilateral
actoss all subjects and left them feeling dehumanized, disempoweted
ardd helpless, Subjects’ interpretations of these emotions confirmed

panic disorder patients’ universal tendeney Lo cognitively catastrophize,
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They conclusively uitributed their feelings of disempowerement ased
helplessness to theit imminent physical, psychological ox social

collapse, ot as teinforcing theis petsonal feats.

"T'reatments expetienced as positive engendered the exact opposite
emotions. Sufferers felt empoweted and capable. The success ofa
specific medical procedute was not the most important vatiable, The
way it was communicated was the crux, Open, honest and authentic
consultation interactions engender a positive treatment expeticnce. It
is impottant to reduce a panic disorder patient’s sense of usclessness.
This can be achieved through cleat and gently explanations and
treatment suggestions withoat autocratically taking conteol of his
condition away from him. "I'he conversion factor in these equations is
the subjects’ fear expetience. Once fears were normalized and
disconfitmed, even pattially, subjects experienced renewed hope and
vigour which they opetationalized in a bealth otientation and gracually
reaained zest for life, Ttis only through these feclings of hopefulness
as opposed to hopelessness and effectiveness as opposed to
ineffectivencess that sufferers can learn to manage & panic condition, Tt
is, therefore, highly pertinent to scrutinize the types of treatment

intetactions that engendered these feclings.

The preceding literatuse review and research study unequivocally show
that panic disorder is an overwhelming, frightening and unpredictable
condition that rapidly depletes sufferers’ coping resoutces tendeting

thetn exhausted and confused, fecling helpless and wotthless,

"T'his depleted pesson presents only a diffuse and unclear symptom
profile to the many medical practitioners he consults, making @ quick

and clear diagnosis very difficult. A practitioner, enttenched in specific
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theotetical treattment approaches, can readily miss the crux of the
treatment requitements and, with the best intentions, focus only on
supetficial aspects. The patient, unaware of his ineffective symptom

presentation, feels snubbed, dehumanized and afraid,

To the patient his fear and his condition have assumed mammoth, all
consuing propottions which he believes he wears like a banner clearly
visible to the world. From this perspective it is difficult for him to
understand that others cannot see and identify his condition just by
looking at him. Vague and defensive as these subjects’ symptom
ptesentations may be, they tequite clear and ditect consultation
interactions. A label, or specific treatment alone, are cleasly inadequate
unless grounded in authentic discussions and explanations, These
thiee components comprise an effective diagnosts which leaves the
patient feeling understood and less afraid. The level of his fear is

direetly related to the severity of his disorder.

Having successfully substantiated the hypotheses and primaty aim of
this study by indicating the critically influential role of fear in panic
disordet it is suggested that the feat component of panic disordet could
simultaneously be the key to its alleviation (figure 10). It could be
valuable for future rescarchers to focus on c>peratio‘mlizing this insight

into clinfcally accessible methods,

Accessing and exploting fear could become a diagnostic tool for
practitioners when faced with a confusing artay of vague symptoms for
which no organic cause is evident, A shott and concise screening
questionnaire could help clarify their diagnostic dilemma, followed by
an informed and sensitive enquity into subjects’ feats. These

procedures could unlock and unleash the datk sceret of panic disorder
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early in its existence and reduce, or prefetably prevent, endless years of

depleting and fruitless treatment searching,

Such interventions would need to be cleatly monitoted in practice and

the effects carefully noted. As the majority of panic disordet suffetets

visit primaty health cate practitioners in the eatly stages of their help-
seeking, they would provide a logical tesearch site, In this way primaty
practitioners could act as local scientists (Miller & Magrudet, 1997)
conttibuting substantially to the reciprocal link between reseatch data

and clinical methodology.

1t is further recommended that a treatment intervention focusing
specifically on the fear component of panic disorder be cteated,
Studies comparing its efficacy with that of cuttent treatments could

expand the results of this study.

Figure 10 - Fear is the key
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The subtleties of consultation dynamics are another area suggested ag
wotthy of further investigation, Patients and practitioness alike could
benefit by understanding the effects of theit behaviour and pethaps be

helped in developing mote effective interactional styles,

A final wotd of caution, although some of the data obtained in this
study offers a shocking desctiption of the treality of panic disorder
while sufferets are still unsute and groping aimlessly fot help, the
limited genetaltzability of these results must be tecognized, The study
would need at least to be cross culturally replicated to extend its

external validity in a Southern African context,
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APPENDICES
APPENDIX 1

Diagnostic interview schedule (1D18) version 3 ]
(Questions relating, t panic disorder - adapted from Robins et al, 1981)

Have you ever considered yourself a nervous person? i

Tlave you ever had a spell o attack when all of a sudden you felt frightened,
anxious, ot very uncasy in situations when most people would not be aftaid? ®

Duting onc of yout worst spells of suddenly fecling frightened or anxious or
uneasy, did you ever notice that you had any of the following problems? -

Duting this spell:
R were you short of breath, having trouble catel ing your breath?
B did your heart pound?

® were you dizzy or light-headed?

did your fingers or face tingle?

did you have tightness or pain in your chest?
did you feel like you were choking or smothering? |’ v
did you feel faint?

did you sweat?

did you tremble or shake?

did you feel hot or cold fashes?

did things around you seem unreal?

wete you aftaid cither that you might die or that you might act in a crazy way?

How old were you the fisst time you had one of these sudden spells of fecling
frightened or nnxious?

[ORp—

If don’t know and age under 40, code as such,

If don’t keiow and age over 19, ask “would you say it was before of after you were Y
“‘O?" ;(}
s
Iave you ever had 3 spells like this close together, say within a 3-week petiod? | ¥
\:‘
ITave spells like this occurred during at least 6 different weeks of your lie? §
I
Iave you had a spelt like this within the last 2 weeks? 1
1
If no, ask “when did you last have a spell like this?”
B within lagt 2 weeks
N within Jast month ‘
B within st 6 months? , X
W within last year? "
B mowe than | year ago? ~
I _
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APPENDIX 2

Diagnostic questionnaire

Duting the past month (check all that apply)

1. Did you experience a sudden, unexpected attack of
intense fear, anxiety or panic for no appatent teason?

(IEYLS checked, please answer 1a, 1b and e, IFNO
checked go on to no.2).

la, Were you afraid that you might have more
of these attacks?

1b, Were you worried that these attacks could mean
you were losing con*rol, having a heart attack or
“poing crazy”?

1. Did you have unesphined heatt palpitations, a
racing heart or shortness of breath for no apparent
reason?

2. Have you been aftaid of not being able to get help
or hut being able to escape it certain situations, like
being on a bridge, in a crowded store or in similat
situations?

3. Have you been aftaid or unable to tiavel alone
without a companion or friend?

B O RENespEags .

Yes

Yos

Yes

Yes

aaat

No

No

No

No

No

No
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APPENDIX 3

EXPLANATORY REQUEST FORM

An investigation of the treatments people try in order to alleviate their panic
attacks

My name is Lesley Clarence. Tam a tasters student at the University of the
Witwatersrand and would like to conduct a research project investigating why it
typically takes many years before panic disorder sufferers obtain a correct
dingnosis. Duting this petiod they often consult many and vatied practitionets,
spend large amounts of money and endure both unnecessary medical procedures
and a reduced quality of life. It is my aim to claify and understand this process
paving the way for catlicr diagnosis and sppropriate treaument, thereby alleviating
some suffeting,

In order to carty out this projest I need your help. Ideally I would like to spend 1-
1,5 houts with you disrn-sing the treatment(s) you tried, and your experience of
them, until you were diagnosed, ot realized in some way, that you suffer trom
panic disorder,

The results of this study will be strictly confidential and your name will not be
used,

If you are willing to help tne in this project please fill in your particulars in the
space provided below and I shall contact you,

Address:

Tel. No(s)« O

When is the most convenient time to contact you?

R N N N R N N R R NN

Thank you vety mueh for agrecing t - ~e pact of this project.

I N RN RN R RN
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APPENDIX 4
SCREENING QUESTIONNAIRE

[Tave you cver had a panic attack when you Felt frightened,
anxious or extremely uncomfortable for no particular
reason? s No

ITave you cver had a panic attack that seemed to come
out of the blue? Yes No

ITave you ever had < attacks like that in a < week
petiod? Yes No

If “no,” then ask, “did you worry a lot about having
another attack? Yes No

ITow much time did you spend worrying about
having another attack?
None at all
Vety little
About half the time
More than half the time
All the time

o e D3 b
7

Tlow long did you continue worrying about having another
attack?

Less than a month
One month
More than a month

o e

o Subjects must have had at least < attacks in a 4 week period or have spent
at least half the time worrying abour having another attack fora month ot
longee to be eligible for this study.

1
?
k!
|
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FEAR IDENTIFICATION QUESTIONNAIRE

.

I would like you to try and temember your first panic attack and specifically the
thoughts that went through your mind.

llllllllltllll!lllll‘illlIililllilllllllt-v!‘lllIlllllllililtlOlullII!I!IJIIQlIIIIlOv!I

'lllon'lllllitlol:I|ﬂ|tl'p|lltllllllll||l|llllIlll'lhls!Alllll'llcll!illll!ll!tlrlilt!h

I would like you to try and remember specifically what you feared was going to
happen to you.

Iahillllilllll!l'Ill!lOltlI!Ill!llil!ltlllllll|ll|llbtlIIAIOIlllqll'lll!ll'lltltllllbl!

Which of the following best describes what you feared was going to happen?

® 1 am going to die
W 1 am going crazy
] am going to do something uncontrollable or socially embarrassing

DEMOGRAPHIC DETAILS

Subject RO:  coiicrcrnin

q(,n
OUN AN RN R L R RE AR AR RN RRNRL)

Marital
Status:

When did you experience your first significant panic attack?

T e  F R R U LR R RN AR R RN R RN TRAR R LA R AR

When and how did you leatn that you suffer from panic disorder:

R R T R R L e e N R R R AR R A
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APPENDIX 5
INFORMED CONSENT FORM

My name is Lesley Clarence. Iam a masters student in Psychology and am
conducting a research project to determine the role that speeific fearful thoughts
play in panic disotder and to determine the health costs involved in the search for
a correct diagnosis. Specifically, Twould like to see if there is any relationship
between peoples’ different Fears and the kind of treatment they choose, the cost
of these treatments, the length of time it takes to get a correct diagnosis and the
development of their disorder.

'The study involves 2 short screening questionnaite Focusing on your panic
symptoms, followed by an interview discussing the different treatments you tried
before you were correctly informed of your panic disorder. I also need to quantity
the costs of treatments you pursued from any records you may have, It you no
longer have specific records 1 am able to get reliable estimates of the cost of a
patticular practitionar, medication or therapy in a specific year, This should take
no longer than 1-1,5 hours of your time.

Although there {s no direct benefit to you as a subject 1 hope that this study will
both alert the medical and general population to the reality of panic disordes and
pave the way for eaglier dingnosis and appropriate treatment, thereby alleviative
some suffering,

Your patticipation in this study is entirely voluntary and there will, of coutse, he
1o cost to you as a patticipant and you are free to withdraw at any stage.

‘The results of this study will be strictly confidential and your name will not be
used,

If you consent to take part, please complete the rest of this form, "Thank you very

much for your help in this project.

Lo lave tead and understand the information
above and consent to participate in this study under the terms stated.

Signedt o oo Dater v

WAMIESSES* Tovriiisniniriviininininne

L N NN SN RN NN RS XY
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APPLENDIX 6
DATA SUMMARY

No. '5ux | Marital | Fear | Age | Treatment | No, of "Lype of Diag.
Status duration Treat- Practitioners
ments
14 4 Q Paychintristx 2 Dsychintrist
001 | F M Mad 48 10 years 8 Hameopath
Yo
DMeychologisis x 2
Acupuncivee
Sell Help
O Paychiatrists x 4 Gopnitive
Hypuotherapist Behaviourl
Speciulist Physivian Thetupist

o2 I ] Death

oy
j N

4 years

It O S 2 yoare & CGeneral Practitioner X4 Generl
003 L M Social M A & 8 Homeoputh Ductitioner

Emb, 4 months Gymecologistx 2
Deruatolopist

004 | T? M Mad | 47 2months |3 Genend Paacitionec X3 Generl : . “
mclitioner

005 It M Death {35 1 yeat & ¢ 10 ;‘cum;l l’lt:cli\iuncrxz Homeopeth
eurologis
months Cardliologist
Pathologist
Neutophaycholopist
Phasmacist
Specinlist Pliysicinn
Pliysiothempist
Yopa
006 Iv 5 M:d 30 13 years 9 Genets] Practitionerx 2 Psychiateist
' DMavchologist x4
Psyclilateist x 2
Cognitive Behavinuml
Therapist
i [ EYN ) e Re Cieneral Thactitionee % 2 General
007 |1 M Death |32 3 years & 5 Deychologit Puctitoner |
4 months BEmerpency Rooms i
Tsychiatrist
008 M M D(’Mh 23 a2 YCN'S & 7 :.f((‘m-Ia\l"l'lnni(iulm xd Paychitatciat
sounsellor
< months Giasteo Sprecinlist
Ulapaid Jeave
00Y I M Death | 33 ] years 7 :;‘pn;*m)l Practitionery 3 Psychintrist
itologist
Selt Medication
Specialist Physician
Aromutherpaist
Ruy for lite
| H ) 2 : E A P Gedeeal Pesetitioner k 2 Tanie
010 |1 M &A‘()Clﬂl 67 18 years 6 Specinlist Physician Disordec i
Timb, Tar Nose & Theont Suppont !
Specinlist Giroup
Psycholopist
Daveliiatost
ot ig W Lyeath | 55 1 year & 5 General Practitionerx 3 adtio alk &
) * Selt Medication Pawie
10 months Physiotheapist Disosdur
Support
RIRELAH
012 N M Death |46 Smonths |7 lametpeny Pogchatat =
rooms *Neurologist i
Cardivlogist |
Gastroenterofogist i
Neutologist 1 3
J

Gyniecologist
Chitepractar
Pave holopist
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! Ty e e Counsellor Gieneral j
M S,( rcial 52 1 yeat &8 3 Genenl Practitioner x 2 Practitioner
imb. months
Nl . iy & ‘ Emergency General
b Mad 34 5 years & 6 wun\g,’lh)upilnliznlim\ Pruetitioner .
8 months Aromatherapist |
MNeuwlogistx 2 !
Cardinlogist :
Paycholopist !
¢ in 3 ¢ C Gener] Practitioner 87 Gutieral I
M Sf‘)m"l 30 6 years & 9 Geneticist Practitioner {
imb. 7 months Dyyhologist
£ Y K e [ Lmeggenty General |
M S Death | 40 2 years & 13 tooms /Dsychiatric ward Peactitioner [
11 months Poychintrist x4 found through ||
Cieneral Putc titioner x 3 Punic ]
Dietician Disorder ;
Hypuotherpist Support |
Actipunctute Group |
Yogu
Specialist Physicinn ?
R v 400 ( Selt Medicativn Tanic
D Mad 54 16 yeues ) DPeycholopist x 2 Disorder
CGieners] Deactitionee x 3 Support l\
Uypnothempist Goup I
Payeliiatristx 2 |
B S Soctal | <13 1. veats 11 General Practitionerx 6 Daychinttist |
* ot t L Peycholopist I
Ismb. Re birther
Run-for life |
Reflexology i
Reika ‘Thewpy 1
¢ ¥ P K # goae Newrologist Psychiateist i
1 M Sacial 16 2 years 7 Specialist Dhysicion |
emb, Hypnotherapist |
Aromatherupist |
Re(lexologist |
Paychintrist ; S
Ceneal Puctitioner
1 M Dieath | 51 7 years 5 Gietern] Dractitioner x 4 Gounselor
" v Spocinlist Miysician
T M Social | 42 20 years ) Genetal Prac oonecx 2 Panic i
: o i N Gstrolopist Disorder ,
FHimb, Dietician Support ‘
lomeopath Group |
Spevialist Physician ,
Gynncologist
Rhcumatologist J )
Py hologist |
I M Social | 8 years 8 Gieneral Practitionerx 2 Generl |
A Gynacologist Practitionee :
imb, Doyt hologist 4
Tlaspitalization I
DPayehintrist
M S S()Qiﬂl 21 1 ye:w & 5 Generdl Fractitionee N 2 Genetal i
’ ' Tinergeney Practitioniee
emb, 2 months room3/hospitalization vin
Paychintrin Panie !
Yop Disorder i
Suppott AJ !
Gronp .
N M Mad 43 5 years 3 Genel Practitionee 5 3 Paychinttist J‘ 1
i X o KN 2 wante Qe ¢ Generl Peychuntrist |
* 3 Q\()Ql(\l k o YUAS & ) Practitioner/ hospitalisatio y |
smb. 9 months " !
Typnothermpist |
Physiothermpist E !
Emergenty ;
tovmshaspitalization |
Psychologist |
Ogthopedic surgeon l ; L
Neugolopist x & |
Chiropririo i t
f
|
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M Death | 43 5 years 8 Emergency rooms/ Tacholopist
hospitalization
General practitioncrx 4
Neutologist
Homeopath
M Death | 35 8 months 7 Genenl Practitionerx § DPsychinvsist
Specislist Physician
Gustrolopist
D Mad 4{) 8 months 6 Genetal Practitionerx 2 Copnitive 1
Lmergency Rooms Behaviouml
Psychologist Therugist J
Laychintist
Hospitaliration
M Death | 40 3 years & 8 General Practitionee x 3 Genentl
’ ) Emergency ooms Practitioner
10 months Nesieologist
Jar Nose & Throat
Speainlint
Psychiatrist
Dsychologist
] 3yt C d 2 R Generah Puctitioner v 3 Danie
M b:)(-lﬂl 59 l years 8 6 Self Medication x 2 Disorder
imb. 9 months Fnergeacy tooms Support
Ciroup
M Death | 38 1 year & 3 Gettetal Practitionern 2 Peycholopist
S : Peychiatrist
1 month
M Mad 56 13 yeats 12 ﬁ(:;:'(l:lup,ist x3 Dsychiateist
Orthopaedic Surpeon
Gonert Practitioner x4
Dsychologist
Cardiolopist
Neutophsycholopist
M Mad 32 1 year & 3 Genenl Practitionee x 2 Psychinteist
Cinstrologist via
2 months Panic
Disorder
Support
Ciroup
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APPENDIX 7 7
Individual subjects’ practitioner and medical procedure (including medication) @ e
expenses i A
Group A
Subject | Consultation Treatment Total
no. costs costs
002 10400.80 8109.52 18510.32
005 331530 7027.31 10342.61
007 2978.30 384.37 33562.67
008 2087.20 224711 4334.31 =
009 5753.00 35048.59 40801.59
011 11634.80 4269.34 15904.14
012 5966.60 6461.06 12427.66
016 14697.60 22214.64 36912.24
020 8194.50 18083.25 26277.75
026 6386.10 16559.79 2294589
027 5253.90 9597.96 14851.86
029 7114.30 68606.79 75721.09
031 1608.60 5:499,61 7108.21
!
i
Group B
Sukject | Consultation Treatment Total
1o, costs costs R
001 5786550 1006.26 58871.76 N
004 897.60 1530.51 2428.11
006 55885.20 7696.55 63581.75
014 5953.30 8629.60 14582.90 /
017 2696250 6175.98 33138.48
024 2636.70 3792.80 6429.50 j
028 5116.50 9670.56 14787.00 |
032 12114.90 26816,47 38931,37 !
033 211,60 9242.68 11654.28 “
!x
!
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Group C
Subject | Consultation Treatraent Total
no. cosis costs
003 2011.00 2303.28 4314.28
010 3619.20 800.60 4419.80
013 621.00 890.60 1511.60
015 9410.10 6415.75 15825.85
018 6011.70 5454.32 11466.02
019 3278.80 10596,33 13875.13
021 17237.70 38907.84 56145.54
022 69300.30 30258.72 09559.02
023 1933.30 1939.37 3872.67
025 20689.50 31578.21 52267.71
030 3236.50 8312.61 11549.11
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