
 
WEEK 4  
 
A COGNITIVE APPROACH TO PANIC 
 
Summary 
According to the model, panic attacks are said to be the results of misinterpreting certain 
bodily sensations. The sensations usually include normal anxiety responses such as 
palpitations, breathlessness and dizziness. Misinterpreting these sensations involves 
perceiving them more dangerous than they actually are.  
 
The model is consistent with the major features of panic. That is, it is consistent with the 
nature of the cognitive disturbance in panic patients, the perceived sequence in a panic 
attack, the occurrence of spontaneous attacks.  
 
Introduction 
• It has been accepted that panic attacks are a frequent accompaniment of certain types 

of anxiety disorder.  
• Only recently has there been a shift in research of panic attacks on its own. This is 

because of a guys called Donald Klein who demonstrated that anxiety disorders which 
are characterised by panic attacks respond to imipramine whilst anxiety disorders not 
characterised by panic attacks don’t respond to imipramine.  
- This pharmacological evidence led Klein to believe that panic-anxiety is  

qualitatively distinct from non-panic anxiety.  
- This distinction was seen in the DSM 3 which had two separate diagnostic 

categories: panic disorder and agoraphobia with panic in which the presence or 
absence of panic attacks was a major criteria. 

• Following the DSM 3 there has been a lot of research on panic attacks.  
 
A Cognitive Model of Panic Attacks  
• Introduced by work that focused on neurochemical and pharmacological approaches 

to the understanding of panic.  
• This work led to the finding that panic attacks can be evoked in patients with infusions 

to lactate, yohimbine and isoproterenol; voluntary hyperventilation; oral 
administration of caffeine and the inhalation of CO2.  
- These agents don’t really provoke panic attacks in patients without a history of 

them.  
- These agents do result in some bodily sensations associated with panic attacks in 

most individuals.  
- This evidence highlights that certain biological changes have a direct panic inducing 

effect and that individuals vulnerable to these changes have a biological disorder.  
• These conclusions have provided a gateway for the further exploration of drug 

treatments for panic and studies which attempt to identify neurochemical 
abnormalities in patients.  

 
• It was found that individuals varied with their responses to hyperventilation and 

carbon dioxide inhalation.  



• The extent to which individuals had a good or bad experience was determined by 
cognitive factors such as their expectation and the recall of previous experiences with 
the induced sensations.  

• This suggests that the ability of pharmacological and panic-inducing effects to actually 
induce a panic attack depends on the persons interpretation of the event.  
- This is the central notion behind cognitive theory.  

 
According to the model, panic attacks are said to be the 
results of misinterpreting certain bodily sensations. The 
sensations usually include normal anxiety responses such 
as palpitations, breathlessness and dizziness. 
Misinterpreting these sensations involves perceiving them 
more dangerous than they actually are.  
• Examples of misinterpretation include a health 

individual experiencing palpitations may think it is 
heart attack  

 
For panic attacks which are not proceeded by a period of 
heightened anxiety, the trigger for an attack often seems 
to be the perception of a bodily sensation which itself is 
caused by different emotional states.  
 
If the bodily sensation is perceived as catastrophic it could lead to a panic attack. In such 
attacks, patients often fail to distinguish between the triggering body sensation and the 
subsequent panic attack and so perceive the attacks as having no cause and coming out of 
the blue.  
 
So far, the sensations whose misinterpretation results in a panic attack has been 
concentrated on sensations which arise from the perception of internal physical processes. 
However, it has been found that sensations which arise from the perception of mental 
processes can also contribute to the vicious cycle that culminates in a panic attack.  
 
The final thing about this model is regarding the temporal stability of patients catastrophic 
interpretations of bodily sensations.  
• For some patients the panic triggering sensations and their interpretations of those 

sensations remain fairly constant across time.  
• However, in other patients both the sensations and interpretations change over time. 

 
Research on Panic Attacks   
1. Ideational Components of Panic Anxiety  
• If the model is correct, it is expected that patients who suffer from panic attacks would 

be dominated by thoughts which relate to the catastrophic interpretation of bodily 
sensations 

• Hibbert (1984) found that patients who experienced panic attacks were significantly 
more likely to have thoughts concerned with the anticipation of illness, death or loss of 
control.  



• There was no difference between patients who suffered from panic attacks and those 
who didn’t in the frequency of thoughts relating to being unable to cope with the 
anticipation of social embarrassment. 

 
2. Perceived Sequence of events in a panic attack  
• Hibbert (1984) and Ley (1985) – patients have reported that the first thing that they 

notice during an episode of anxiety is a physical feeling.  
 
3. The role of hyperventilation in Panic Attacks  
• The bodily sensation produced by a voluntary hyperventilation are very similar to those 

experienced in naturally occurring panic attacks  
• It has been found that in some panic patients:  

- Voluntary hyperventilation produces a panic-like state 
- Hyperventilation accompanies naturally occurring panic attacks such as those 

produce by stress or induced by sodium lactate.  
 
It is clear that hyperventilation does not produce panic. It only induces panic if the bodily 
sensations which it induces are perceived as unpleasant and interpreted in a catastrophic 
fashion.  
 
4. Lactate-induce panic 
• Infusions of sodium lactate are most frequently used as a technique for inducing panic 

attacks.  
• Even when they don’t result in a panic attack they do lead to a wide range of 

physiological and biochemical changes. These changes in bodily function could be 
misinterpreted leading to a panic attack.  

 
5. Effects of psychological treatment 
• The model suggests that a cognitive-behavioural and a behavioural approach could be 

used in the treatment of panic attacks.  
• The CB approach would involve identifying patients negative interpretations of the 

bodily sensations, suggesting alternative interpretations and then helping patients 
tests the validity of these alternatives through discussion and behavioural experiments.  

• The Behavioural approach could capitalise on the observation that fear of specific 
stimuli can often be treated with exposure therapy. 

 
CBT has resulted in a substantial reduction in attack frequency. For patients who underwent 
behavioural therapy, they also showed a reduction in panic attack frequency. However, the 
patients were not panic free at the end of the two weeks. We can not say that either CBT or 
behavioural are fully effective.  
 
However, for agoraphobia numerous studies have shown that graded, in vivo exposure to 
feared external situations is an effective treatment.  
 
6. The role of biological factors in panic 
• Biological factors may contribute to the triggering of an attack  



• They are likely to influence the extent to which a perceived threat produces an 
increase in bodily sensation.  

• The extent to which bodily sensation which accompany anxiety are interpreted in a 
catastrophic fashion will largely be determined by psychological factors. 

 
7. Effect of pharmacological treatment  
• There are several ways in which drugs could be effective in reducing the frequency of 

panic attacks.  
• Three drugs (propranolol, diazepam and imipramin) have been investigated in 

controlled trials.  
- Propranolol appears to be ineffective  
- High doses of diazepam appears to be effective in reducing panic frequency over 2 

weeks. However, they failed to provide data on long-term effectiveness.  
- Imipramine is effective in reducing panic in agoraphobics and further investigations 

found that they were significantly more effective than a placebo.  
• However, it has also been found that imipramine without the addition of psychological 

treatment was associated with a marked reduction in panic attacks. The group didn’t 
include a placebo control group though.  

 
WELLS ET AL. (1995) SOCIAL PHOBIA: THE ROLE OF IN-SITUATION SAFETY BEHAVIOURS IN 
MAINTAINING ANXIETY AND NEGATIVE BELIEFS 
 
Summary  
• Hypothesis: Possibility that individuals with social phobia behave in ways that are 

intended to avoid feared catastrophes and to also prevent denial of their fears. 
• How it was tested: single case series of 8 patients with social phobia. Each had 1 

session of exposure alone and 1 session of exposure with decrease in “safety” 
behaviours in a counterbalanced within-subject design. 

• Results: exposure plus decreased safety behaviours significantly better than exposure 
alone in reducing within-situation anxiety + belief in catastrophe. 

• Other factors that could have affected exposure effects also discussed. 
 
Introduction 
• Exposure is an effective treatment for social phobia, but improvements with exposure 

alone are limited and individuals with social phobia are repeatedly exposed to social 
situations without marked reductions in anxiety.  

• Such observations can be explained by supposing that multiple mechanisms prevent 
exposure from providing patients unambiguous denial of their fears. Mechanisms can 
include:  
- attentional bias for fear congruent information 
- enhanced awareness of fear congruent information 
- self-focused attention 
- beliefs that lead to discounting of positive experiences, and 
- in-situation safety behaviours.  

• Salkovskis (1991): in-situation safety behaviours play an important role in the 
perpetuation of anxiety as they prevent people from experiencing a clear denial of 
their unrealistic beliefs about feared disasters. When safety behaviours used, 



individuals tends to attribute the nonoccurrence of the fear situation to application of 
the safety behaviour + likely that some safety behaviours directly exacerbate feared 
bodily sensations and negatively affecting response of others in social encounters.  

• In-situation safety behaviours has important implications for the treatment of social 
phobia à implies that exposure to feared situations will diminish effectiveness if 
individual continues to carry out safety behaviour during exposure tasks + also implies 
that exposure should be more effective if individuals are encouraged to drop their 
safety behaviours while in the feared situation  

• Predicted that exposure with decrease in safety behaviours would be more effective 
than the exposure with no change in safety behaviours.  

 
Discussion 
• Results as predicted à session with decreased safety behaviours and information-

processing rational more effective than no change in safety behaviours and extinction 
rationale.  

• For most patients, decrements in anxiety and belief in both conditions, but mean 
decrement greater in decrease condition.  

• Also, while all showed improvements in anxiety after decrease condition, 2 patients 
showed increase in anxiety after neutral condition.  

• Such results suggest importance of including in-situation safety behaviours and to 
modify them in treatment. Exposure exercises more effective if in-situation safety 
behaviours patients believe prevent feared situations are identified and patients 
encouraged to drop such behaviours to provide themselves with clear denial of their 
negative beliefs. 

• Shift to patient actively searching for disconfirming evidence may be particularly 
significant in social phobia. 

• Stopa and Clark (1993): the negative beliefs of individuals with social phobia comes 
from their own impressions of how they appear to others rather than what responses 
they’ve observed.  

• McEwan and Devins (1983): individuals with social phobia appear to assume 
erroneously that the way they feel is the way they’re perceived. 

• Wells and Matthews (1994): instructions to monitor other people when in a social 
situation and other attention reorientation methods may help overcome this issue and 
reduce anxiety.  

• Important to focus on implications of feared outcomes when designing exposure 
exercises. 

• Many outcomes that social phobics fear can occur but aren’t problematic themselves, 
only a threat because phobic think they’ll lead to a catastrophe à need to focus on 
disconfirmation of the feared catastrophe in such cases. 

• Stopa and Clark (1993): in some feared situations people with social phobia act less 
friendly and outgoing than non-phobics à a reason for this: they engage in safety 
behaviours others see negatively.  

• Cognitive behavioural programs working on this – teaching conversational skills and 
other social coping strategies. 

• Effective exposure requires choosing a situation that activates the patients’ fears. 
Small differences in features of a situation enough to prevent fear activation. 



• Patients often report that in some real-life situations they experience anxiety yet at 
other times they don’t à can be bc of small differences in features of situation.  

• Suggested guideline for maximising effectiveness of exposure assignment after suitable 
exposure situation identified: 
1. Patients’ feared catastrophes and perceived likelihood assessed 
2. Safety behaviours rationally linked to feared catastrophes to be assessed 
3. Cognitive set focusing on active disconfirmation of beliefs to be established 
4. Safety behaviours reversed or eliminated during exposure 
5. Outcome of assignment discussed in information-processing terms 
à therapist to ask if feared catastrophe occurred. If not, what is patient’s 
explanation? Is non-occurrence just attributed to residual safety behaviour or did 
exercise produce a change in belief? 

 


