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Cardio-respiratory symptoms in panic disorder: a
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Sintomas cardiorrespiratorios no transtorno de panico: uma
contribuicdo da terapia cognitivo-comportamental
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ABSTRACT

Objective: To compare patients with panic disorder with agoraphobia treated with cognitive-
-behavioural therapy (CBT) associated with the medication with patients treated only with me-
dication and verify the behaviour of the cardio-respiratory symptoms of both groups. Methods:
Randomized sample in the Psychiatry Institute of the Federal University of Rio de Janeiro, divided in
two groups of 25 participants each. Group 1 undertook 10 weekly sessions of CBT with one hour of
duration each together with medication. Group 2, Control, were administered medication that only
consisted of tricyclic anti-depressants and selective inhibitors of the re-uptake of serotonin. Evalua-
tion instruments were applied at the beginning and to the end of the interventions. Results: Accor-
ding to the applied scales, group 1 showed statistically more significant results than group 2, with:
reduction of panic attacks, cardio-respiratory symptoms, anticipatory anxiety, agoraphobia avoi-
dance and fear of bodily sensations. Conclusion: Exposures (in vivo and interoceptive), especially
for induction symptom exercises and relaxation, were considered essential to prepare patients with
panic disorder to handle future cardio-respiratory symptoms and panic attacks with agoraphobia.

RESUMO

Objetivo: Comparar pacientes com transtorno de panico com agorafobia, tratados com
terapia cognitivo-comportamental (TCC) e medicacao, com pacientes com o mesmo diag-
ndstico, tratados apenas com medicagdo, e verificar o comportamento dos sintomas car-
diorrespiratérios em ambos os grupos. Métodos: Amostra randomizada com 50 voluntdrios
diagnosticados no Instituto de Psiquiatria da Universidade Federal do Rio de Janeiro, dividida
em dois grupos de 25 pacientes: o grupo 1 realizou 10 sessdes semanais e individuais de TCC
com uma hora de duracdo combinada com medicacdo. O grupo 2, controle, foi tratado ape-
nas com medicagao. A medicagdo para ambos os grupos consistiu de antidepressivos tricicli-
cos e inibidores seletivos de recaptacdo da serotonina. Instrumentos de avaliacdo foram apli-
cados no inicio e ao final das intervencoes. Resultados: De acordo com as escalas aplicadas,
o grupo 1 apresentou resultados estatisticamente mais significativos do que o grupo 2, com
reducdo dos ataques de panico, dos sintomas cardiorrespiratérios, ansiedade antecipatoria,
esquiva agorafobia e medo das sensacdes corporais. Conclusao: As exposicoes (in vivo e in-
teroceptivas) e os exercicios de indugdo dos sintomas e de relaxamento foram considerados
essenciais para os pacientes aprenderem a lidar com o transtorno de panico, com os ataques
e com as possiveis situacdes agorafdbicas futuras.
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INTRODUCTION

Panic disorder (PD)'is characterized by the presence of fre-
quent and recurrent acute attacks of anxiety, followed by
physical and cognitive symptoms originating from mistaken
associations of body sensations (BS) related to a premonition
of something serious or of some potential illness. According to
the cognitive theory?, due to this cognitive distortion, the indi-
vidual assumes a badly adapted level of behaviour and loses
the capability of identifying BS as natural forms of reactions
stemming from the physiological mechanisms of adaptation®.

We hypothesized that patients with panic disorder may
reduce their number of panic attacks after the cognitive be-
havioural therapy (CBT)* sessions with symptom induction
exercises (SIE)® and can also learn to deal with the cardio-
respiratory symptoms such as tachycardia and abnormal
breathing.

Individuals with PD fear BS, and frequently suffer from
panic attacks® (PAs) in certain stressful situations. PAs are de-
scribed as traumatic, aggressive, and unpredictable.

CBT* has the characteristic of being a short and well
recommended type of psychotherapy for the treatment
of PD. Its methods include psycho education (educational
techniques for the individual to learn to deal with anxiety
and ample knowledge by the patient of the disorder in ques-
tion), respiratory re-education (RR) exercises; progressive
muscular relaxation (PMR) and cognitive restructuring (CR),
which consists of giving a new meaning to the mistaken
thought levels, are procedures of great importance in CBT.
Finally, Interceptive exposure (IE) techniques have the objec-
tive of correcting catastrophic interpretations of the physical
symptoms (bodily sensations) experienced by the patient. In
vivo exposure (IVE) of the individual to feared places or situ-
ations is considered to be the primary intervention applied
in the treatment, so that the patient with PD can overcome
agoraphobic avoidance’.

During the patient’s treatment, the techniques of IE
and IVE are intended to interact to assist in the remission of
the components of cognitive dysfunctions that are linked
to agoraphobic avoidance and to autonomic symptoms
verified in PD. According to Rangé®, CBT is very efficient
when compared to placebo, psychopharmacological treat-
ments®'®, and other forms of psychotherapy. However, some
studies''? have shown a good clinical response of panic dis-
order only to psychopharmacological treatment.

IE and IVE can be administered by means of SIE and per-
sonal contact of the person with places and situations that
the person has specifically defined as stressful. The success-
ful overcoming of the initial stages of the treatment by the
patient is required for the success of the subsequent steps.
From the application of these exposures, the patient builds
new internal defences that make him or her capable of stay-
ing naturally in prolonged contact with their own BS.
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The objective of this study is to compare PD patients
treated with CBT associated with antipanic medication and
patients treated only with antipanic medication and observe
the evolution of cardio-respiratory symptoms in both groups.

METHODOLOGY

Patient selection

For inclusion in the research the criteria adopted was, pa-
tients over 18 years old of both sexes with a diagnosis of PD
with agoraphobia and no serious comorbidities. Patients
that showed alcohol or drug dependency, mental retard, or
serious mental disorders were excluded from the study. The
randomized controlled trials were undertaken at the Panic
and Respiration Laboratory (LABPR) at the Psychiatry Insti-
tute (IPUB) of the Federal University of Rio de Janeiro (UFR)J)
and National Institute of Technologic Science — Translational
Medicine (INCT-TM).

All patients who agreed to participate in the study signed
a "Term of Free and Clarified Consent” and were made aware
of all the procedures to be undertaken, as approved by the
Committee of Ethics for the research IPUB/UFRJ.

Patients with PD with agoraphobia were diagnosed by
clinical psychiatrists from the team at the LABPR/IPUB/UFRJ,
according to the diagnostic criteria of the Manual of Diag-
nostic and Statistics of Mental Disorder' and the Structured
Clinical Interview Diagnostic (SCID-I) evaluation instrument'?,

The sample consisted of 50 voluntary patients divided
into two groups by means of a random draw. The first group
(n = 25) received 10 sessions of CBT in conjunction with
pharmacotherapy. The second group, the control group (n
= 25), received only medication. The patients started on con-
comitant medication and CBT.

We found that there was no loss in the sample. Fifty two
volunteers were evaluated in the total survey. Of all the study
volunteers, only two dropped out. We noted that all the re-
maining volunteers felt welcome and receptive to the study
from the beginning and therefore continued till the end.

Of the two who dropped out, one was due to travel and
the other just dropped without any explanation. The raters
were blind to refer patients to one group or another.

Variables before and after treatment were collected by
the same psychologist evaluator with training in cognitive
behavioural therapy, the same professional also implemen-
ted all the scales and questionnaires. This professional psy-
chologist received supervision from a multidisciplinary team
from the LABPR/IPUB/UFRJ.

Patient evaluation

With a view to comparing the results of the groups after the
interventions, the following evaluation instruments were ap-



plied at the beginning and at the end of the research: Beck
Anxiety Inventory'; Sheehan Disability Scale'; Global Assess-
ment of Functioning (AXIS V)'3; questionnaire of fears and pho-
bias'® questionnaire of cognitive agoraphobias'’; question-
naire of body sensations'’; and Panic and Agoraphobia Scale™.

The scales used in the study sought to assess anxiety,
fears, phobias, bodily sensations, and the individual’s ability
to work, to relate socially and with his or her family, among
others. The scales were selected in order to answer the ques-
tions inherent in the study. Assessments were made only at
the beginning and at the end of the study, there being no
application of scales during treatment.

Pharmacotherapy

Tricyclic anti-depressants (TAD) or selective serotonin reup-
take inhibitors (SSRI) were prescribed with fortnightly re-
evaluation and/or sending to CBT treatment. The SSRI used
in this study was paroxetine 20 mg once daily and 150 mg of
TAD imipramine was also administered once daily.

Patients were not receiving medication before the study
and began to use it from the beginning of the study. The psy-
chiatrist after the collection of personal records and the data
obtained in SCID was able to make a diagnosis from clinical
signs and prescribe the medication best suited, TAD or SSRI.

Cognitive-behavioural therapy

The 10 CBT sessions were based on an earlier study' with
some modifications and adaptations appropriate to the
characteristics of patient population being studied. The con-
tents of the sessions were distributed in the following way:
psycho education, agoraphobia, panic, and hyperventilation;
respiratory re-education (RR) exercises; progressive muscu-
lar relaxation (PMR)? exercises; preparation of a scale of pa-
tient fears, ordered from the smallest to the greatest cause
of anxiety; identification of cognitive distortions; cognitive
restructuring (CR); symptom induction exercises (SIE); IE; IVE;
reinforcement of conquests; observation of procedural dif-
ficulties; and maintenance of treatment gains.

Patients were encouraged to apply cognitive strategies
at home (for example, to expose themselves to changes of
temperature, physical exercise, and other sources of anxiety)
several times, with the purpose of inducing and tolerating
the sensations without therapeutic assistance. Learning in
the first treatment phase of the treatment that body sensa-
tions related to panic are not really dangerous is essential to
overcoming agoraphobia and controlling panic.

Standard model of the 10 CBT sessions

First session: Psycho education concerning the trajectory
of PD and relaxation techniques. RR exercise: Placing ones
hand above ones stomach, feeling the air passing through
the diaphragm, with perception of the abdominal move-
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ment at each respiration. Slow inspiration through the nose
while counting to three, holding the respiration while count-
ing to three, and releasing the air slowly through the mouth
while counting to six. Repetition of the exercise several times
in a row. PMR is undertaken with the individual, whereby the
individual respectively tenses and relaxes each of four mus-
cle groups (face; arms, shoulders, chest, and neck; abdomen,
spine, and genitals; legs and feet) for ten seconds each of
tensioning and relaxing.

Second S

Session: Explanation concerning the physiological mecha-
nism of “fight and flight”, and verification of the similarity
between the sensation originating from this mechanism and
BS that emerge from panic. Conducting the RR exercise. The
patient should understand that when one manages to alter
thoughts referring to the capacity to deal with feared situa-
tions, one is capable of controlling physical symptom:s.

Third session: Modelling of hyperventilation, as delinea-
ted by the exaggerated rhythm and depth of respiration in
the context of the needs of the body at a given moment. Hy-
perventilation modelling® as the patient inspires and expires
deeply for 90 seconds, observation of patient reactions and
explanation of the reason for the emerging symptoms. Con-
ducting the RR exercise. The patient should understand that
anticipated anxiety is characterized by anticipatory thought
processes (generally negative) of feared situations.

Fourth session: SIE: sitting, the patient looks fixedly
at a light for one minute and afterwards stands up quickly
and tries to read something. Analysis with the patient of the
sensations felt and the levels of negative, catastrophic, and
repetitive thoughts that have occurred. The patient begins
to understand the origin of their symptoms and to perceive
them as inoffensive. Conducting the RR exercise.

Fifth session: Explanation of the concepts of BS that
can be accentuated due to a situation or to substances. Ex-
amples include: exercising oneself or moving oneself quickly,
brusque changes of temperature, bright light, and use of caf-
feine, alcohol, medicines, and irregular levels of respiration®,
Conducting SIE: turning around in circles for one minute, and
understanding and giving a new positive significance to the
reactions verified after stopping. Conducting the RR exercise
immediately after IE.

Sixth session: Patient complaints during PAs included:
‘| cannot breathe”, “l am going to suffocate”, “l am going to
lose control”, Il am going to die”, I am going to have a heart
attack” or  am going mad”. The concepts of hyperventilation
are remembered and SIE from the 4™ session is repeated, fol-
lowed by the RR exercise.

Seventh session: Education concerning CR. The patient
should try to identify and give a new significance to specific
badly-adapted thoughts. The concepts of anticipated an-
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xiety (AA) and agoraphobic avoidance (PA-aa)’ are clarified.
Patients have the custom of myths in relation to PA, includ-
ing but not limited to: the patient is instructed to question
and contest his or her conjectures and beliefs, concentrate
on realistic probabilities, and gather evidence and formulas
to deal with events.

Eighth session: The IE refers to the fear learned from in-
ternal states. Certain sensations of terror, similar to previously
experienced fear, may precipitate new Pas®. The automatic
stimulus generated intensifies the feared sensations, creat-
ing a vicious circle. Conduct two SIEs: first, the patient sits
down and places their head between their legs for 30 sec-
onds, after which they sit up quickly and look to the ceiling.
Second, the patient holds their breath until it can no longer
be held while turning around in circles for 30 seconds. In
continuity, analysis of the symptoms and trying to under-
stand the originating causes. RR exercise is conducted.

Ninth session: Conduct three SIEs: first, repeat the SIE
from the 5™ session. Then follow the first SIE with the two
SIEs from the 8" session. Subsequently conduct the RR exer-
cise. The purpose for the patient is to associate the symp-
tom with the cause. Explain that the symptoms emerge from
physiological alterations triggered for some reason, and that
BS do not emerge from nowhere, with no apparent reason.
Before CBT, the patient would make distorted associations
of facts, interpreting tachycardia, perspiration, and loss of
breath, among others, as signs of imminent death or loss of
control, and not as resulting from specific triggering factors.

Tenth session: Conduct one SIE: the patient standing
up and turns his or her head from side to side for 30 seconds,
stops, and tries to fix his or her eyes on a spot on the wall.
Repeat this exercise after the SIE from the third session, in
continuity; recover the patient’s physical balance and respi-
ration with RR or PMR exercises. Evaluate the IVE concept re-
garding confronting the patient with agoraphobic situations
or locations. Real confrontation with the feared situation was
repeated with each item on the priority list of each patient’s
fears, beginning with the least anxiety-provoking and culmi-
nating with the most feared. Patients were asked to practice
IVE whenever possible. The IVEs conducted were reviewed,
practical repetitions were encouraged, and difficulties in the
procedures were discussed with each patient.

The therapist stimulated thoughts concerning the avoi-
ded tasks and helped the patients with CR. The fact was
commented upon that additional diagnostics, including co-
morbidities such as depression, generalized anxiety and so-
cial phobia, tended to decline after PD treatment. The thera-
pist also reaffirmed that the fear response was inoffensive,
passing, and controllable, and that BS appear and disappear
and do no need to be actively avoided.

After the end of all the stages of the research, the two
groups were re-evaluated with the same initial instruments.
The groups were compared, and the changes that had oc-
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curred, relative benefits, losses, and differences between the
two groups were observed and documented.

Statistical analysis

Inferential analysis of the results was undertaken by means of
Chi-square tests for several categories and analysis of varian-
ce (ANOVA) for the continuous variables, considering the
differences between the averages of the scores obtained by
the participants at the beginning and the end of treatment,
in each of the separate evaluator instruments. In the charac-
terization of the groups, the tests were undertaken with the
values identified at the beginning of treatment. Thus, the
efficiency of the initiatives undertaken could be perceived.
The confidence interval was arbitrated at 95% and p-values
< 0.05 were considered significant. Data processing and
analysis were conducted using SPSS software (version 14.0).

RESULTS

Patient characteristic

Table 1 presents the socio-demographic and clinical features
of the general population and clinical comorbidity (both
groups).

Administered pharmacotherapy: in the intervention
group 44% of patients were using TAD and 56% used SSRI,
while in the control group we observed 64% of patients with
TAD and 36% with SSRI.

Age of the participants

Group 1 and group 2 (control) differed significantly in age.
The minimum age for both groups was 22 and the maximum
was over 55 years old. However, the average age for the
group 1 was 44.5 (standard deviation, SD = 12.8; confidence
interval (Cl) (95%) = 39.0 — 49.8) and for the Control group
(2) was 33.7 (SD = 9.6; Cl (95%) = 29.7-37.7). The analysis of
variance (ANOVA) test of means showed 0.000 significance,
which is lower than the P — value 0.05, with 95% confidence.

Test results

At the end of the study, cardio-respiratory symptoms, PAs,
anticipated anxiety, agoraphobic avoidances and fear of BS
were significantly reduced in group 1 compared to group
2 (Table 2). In the global assessment of functioning scale,
group 1 increased its overall well-being from 60.8 to 72.5,
while overall well-being in group 2 progressed, but to a
slightly lesser extent, 66.0% to 71.3%. In the respiratory
subtype?’ PAs, the following respiratory symptoms were
prominent during PAs: sensation of suffocation, respiratory
difficulty, paresthesias, dizziness, and fear of death?. It was
observed that 77.6% of the surveyed patient population
presented the respiratory subtype and 22.4% presented the
non-respiratory subtype.



Table 1. Socio-demographic and clinical descriptions of the
general population

n %or
Mean (Standard
Deviation)
Age 50 39,08 (+ 12,46)
Minimum = 22;
Maximum = 67
Sex
Male 39 78%
Female n 22%
Marital status
Single 18 36%
Married 2 42%
Separated n 1%
Religion
Roman catholic 31 62%
Evangelical n 22%
Other 8 16%
Schooling
First grade 14 28%
Second grade 19 38%
Higher education 17 34%
Years of study 50 11,82 (+3,39)
Minimum = 6;
Maximum =20
Occupational situation
Working 27 54%
Away from work/on leave from work 10 20%
Other 13 26%
Subtype of PD
Non-respiratory 14 28%
Respiratory 36 72%
Clinical comorbidity
No 2 42%
Yes 29 58%
Psychiatric comorbidity
No 26 52%
Yes 24 48%

The combination of CBT with pharmacotherapy was
efficacious for Group 1, compared to the control group 2.
The results of these tests were classified, according to socio-
demographic data, presence of patients with physical and
psychic comorbidity, and administration of medication.

The test results of group 1 are summarized in table 2. Of
the tests applied, 6 (67%) showed positive results in group
1. In the scale of panic and agoraphobia, anticipated anxie-
ty symptoms were satisfactorily reduced from 2.9 to 2.1;
PAs were reduced from 1.4 to 0.7; agoraphobic avoidance
was reduced from 2.4 to 1.6. In scale of Global Assessment
of Functioning (GAF)", which was scored from 0 to 100 and
considered psychological, social, and occupational function
in a hypothetical continuum, group 1 obtained a significant
statistical increase in global well-being from 60.8 to 72.5.
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Patients in group 1 showed a reduced loss of control from
2.8t02.1,and reduced fears of physical problems from 2.6 t0 2.0,
as evaluated by the agoraphobic cognitions questionnaire'.
Patients in group 1 also showed reduction in general anxiety
from 34.9 to 20,0, as evaluated by the Beck Anxiety Inventory',
and reductions in individual work disability from 5.2 to 04; in so-
cial life disability from 4.8 to 2.2, and in family life disability from
4610 1.8,as evaluated by the Sheehan Disability Scale™. Overall,
personal disability in Group 1 was reduced from 14.6 to 44.

Symptoms in group 1 resulting from PD (including tachy-
cardia, breathlessness, dizziness, tingling, nausea, perspira-
tion, and disorientation, among others), was verified through
the application of the Body Sensation questionnaire!’. The
results showed a general reduction from 3.1 to 2.4.

PA in group 1 was reduced from 1.4 to 0.7, in avoidance
agoraphobia was reduced from 2.4 to 1.6, and anticipated
anxiety was reduced from 2.9 to 2.1, as evaluated by the
panic and agoraphobia scale'®. Overall, group 1 reduced the
main behaviours verified in PD from 27.9 to 18.6.

Group 2 did not show significant statistical differences
between the beginning and the end of the treatment. The
results of the Sheehan scale showed that the only revealing
factor leading to comprehension of the difference in the
Sheehan total and Sheehan work value scales is the strong
independent association of the Sheehan work value scale
with psychiatric comorbidity, when controlled for by the
other variables.

It is worth noting that group 2 (the control group) has
more individuals with psychiatric comorbidities than group 1.
This may explain the distinct difference between the Shee-
han total and Sheehan work results.

The psychiatric comorbidity of depression is responsible
for depressive symptoms that can interfere in the profes-
sional work and social life of the individual.

The Sheehan scale showed significant variation in rela-
tion to family when the final averages of group 1 and group
2 were compared. However, this variation is no longer rele-
vant when the results are controlled against the other varia-
bles. If there are real differences between group 1 and group
2,they may be due simply to pharmacotherapy, with or with-
out CBT.

The group receiving medication alone had fortnightly
contact with the psychiatrist as well as with the psychologist
for progress of treatment monitoring. We truly believe that
this group was at a disadvantage compared to the group
that received 10 sessions of CBT, borne out in final results of
the study, from the benefits achieved in a number of aspects
with exposure to CBT, such as reduction of panic attacks, re-
duction in hyperventilation and cardio-respiratory symptoms
and learning about the restructuring of negative thoughts,
among others. The study was relevant in demonstrating the
important role of CBT in the treatment of panic disorder.
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Table 2. Comparison between the Intervention and Control groups percentage of responders at the end of treatment period

Group 1(61) Group 2 (62)
Tests Sig Dif.** Sig Dif ** G1(%) G2(%) Sig Dif **
Baseline 1Week Baseline 1Week
BAI (Beck Anxiety Inventory) 349112 200%73 0.001 293+£153  268%12.0 0.531 60 56 0.116
Sheehan Disability Scale — Total 14.6£3.2 44+0.8 <0.001 13.2+£43 10.3+4.2 0.228 44 36 0.013
Sheehan Work 5211 0401 <0.001 40+16 30+1.8 0.290 52 60 0.001
Sheehan Social 48+20 2206 0.009 47+20 35+20 0.195 32 28 0.179
Sheehan Family 46+19 1.8+£0.8 0.005 45+1.2 3.8£15 0.451 48 44 0.035
Phobic Fear Questionnaire (PFQ) — Total 494+172  383+97 0.186 44658 395+13.2 0.491 56 60 0.872
PFQ — Agoraphobia Score 20.2+33 14.7£3.5 0.132 141+238 141+57 0.990 64 68 0.860
PFQ — Blood Score 15.6+38  11.6+18 0.207 15.6+48  13.8%3.9 0.531 48 40 0.431
PFQ — Sociability Score 13.7+£4.2 120+ 21 0.584 14.9+5.0 1M.6+54 0.118 52 60 0.882
Agoraphobic Cognitions Questionnaire (ACQ) 27+05 21£08 0.012 3.9+21 23+13 0.283 60 52 0.233
ACQ - Loss of Control 28+14 2110 0.021 2312 2312 0.852 68 76 0.384
ACQ - Physical Problems 26%0.6 2006 0.027 2713 24+09 0.114 44 40 0.161
Body Sensations Questionnaire 31+1.0 2411 0.008 23£10 24+12 0.739 56 52 0.957
Panic and Agoraphobia Scale (PAS) 279+8.6 18.6+3.4 0.012 25544  224%53 0.372 64 70 0.304
PAS — Panic Attacks 1405 0.7£0.2 0.016 1405 11£0.7 0.413 72 64 0.149
PAS — Avoidance Agoraphobia 24%0.7 1.6£0.5 0.033 1.7£0.8 1.6 +0.6 0.596 56 60 0.965
PAS — Anticipated Anxiety 29+0.6 21+09 0.028 27+12 23£10 0.235 52 48 0.609
PAS — Disability 22+1.0 1.6+1.0 0.109 21+0.6 1.9+07 0.480 56 52 0.359
PAS — Over precaution 2107 1.5+08 0.117 24x07 21+0.8 0.465 60 68 0.098
Mobility Inventory - Accompanied 24+11 1.9+05 0.056 21+11 25+17 0.353 40 36 0.235
Mobility Inventory - Alone 35+09 3.0+07 0.183 3216 31+14 0.781 52 48 0.869
Global Well-being Assessment 60.8+123 725+92 0.015 66.0+204 713250 0.139 68 60 0.769

# Evaluation Scales for group 1 (Cognitive Behaviour Therapy and Medication) and Evaluation Scales for group 2 (Control — with Medication and no Cognitive Behaviour Therapy). Results observed between the beginning and the end of the

treatment for both groups.

DISCUSSION

These study results corroborate other research findings®,
which suggest that the combination of CBT with pharmaco-
therapy' produces better results than using therapy alone.
The advent of effective drugs® revolutionized the treatment
of psychiatric diseases, reducing the number and length of
hospitalizations and restoring quality of life for patients.

Self-evaluated quality of life evaluation improved, with
reduced phobic-hypochondriac behaviour® resulting in
greater freedom in daily life. Not all mental disorders need
to be treated through pharmacological approaches. Other
therapeutic strategies? are available, the physician may in-
dicate the optimal treatment for patients, psychotherapy
alone or in combination with pharmacological treatment. It
is important to establish a good doctor-patient relationship
and discuss all procedures and fears of the patient, such as
becoming medication dependent, of being “different”, se-
dated, etc.

Most prior research also restricted surveyed populations
to patients without agoraphobia or with light agoraphobia,
leaving unknown the efficiency of CBT in patients with more
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serious agoraphobias’. In the population studied, all the pa-
tients showed "with agoraphobia” symptoms.

De-Melo-Neto et al.?? studied patients with respiratory-
subtype PD with agoraphobia, in which specific hyperven-
tilation exercises were used for the purpose of producing
symptoms similar to panic. The objective was CR of cer-
tain negative levels of behaviour and response, and the
comprehension by patients that the symptoms expressed
were inoffensive and could be handled. In the present
study, we also had the opportunity to observe the impor-
tance of CR in the sample studied, as this technique made
an important contribution to the reduction of PD related
symptoms.

During the research, it was observed that the satisfactory
evolution of patients depended on several procedures, in-
cluding the use of medication prescribed after the psychiat-
ric evaluation, together with CBT techniques such as SIE, CR,
RR and PMR exercises. At the end of the SIE, patients were
able to perceive that although the sensations produced by
the exercises were similar to those of panic, they did not pro-
duce the feared consequences, were inoffensive, and were
caused by specific stimuli.



This practice allows the patient to find adequate indi-
vidual CR, lose the fear of being alone with his or her BS, and
perceive that the physiological reactions that he or she is
having are normal, that they are not originating from some-
thing serious, and that they can be handled by the patient.
It was verified that patients with PD with agoraphobia lost
the fear of natural BS that emerged from physiological altera-
tions as they were able to perceive, by means of SIE, that the
sensations had a triggering reason and did not arise spon-
taneously. Before, the patients usually made erroneous as-
sociations about their BS, interpreting tachycardia, perspira-
tion, and breathlessness among other symptoms, as signs of
imminent death or loss of control.

According to Barlow?, the proposed techniques, IE, and
feared in vivo situations are widely recognised as primary, fun-
damental, and efficacious in the reduction of phobic anxiety
reactions. According to Carvalho et al?, the exposure of the
patient to situational generators of anxiety during treatment
should act as a habit-creating process, producing a reduction
of anxiety in the face of stimuli that generate pathological
anxiety. He? verified the efficiency of cognitive interventions,
behavioural interventions, and their combination.

Attention should be given to the improvement of im-
portant methodological aspects in studies that evaluate the
efficiency of CBT, with a view toward obtaining increasingly
true results, thereby indicating which directions that may
contribute to the refining of the techniques used.

In making comparison between the two groups, signifi-
cant differences were found in the progress of patients in
the group 1 compared with the control group 2 in the scales:
Sheehan Disability Scale (Total), Sheehan (Work), Sheehan
(Social) and Sheehan (Family). Group 1 showed an improve-
ment compared to group 2 in all respects. We observed
in group 1 increased motivation to work and to social and
family relationships after 10 sessions of CBT. We believe that
these results were those that involved increased self-esteem
and self-confidence due to the reduction of fears and PA.

Despite the difference found between beginning and
end of treatment period, comparing the two groups was not
statistically significant for the other measurements. Obser-
ving the results of group 1 individually, who received CBT
intervention through the model; we found statistically signif-
icant differences between measurements performed before
and after intervention in most of these parameters, indica-
ting an improvement in clinical status.

This same improvement cannot be observed in the re-
sults of the control group, considering the same period of
time. Such progress in group 1 should not be discarded,
even by their clinical value.

We therefore suggest that future work on these variables
can be controlled to better understand the effectiveness of
CBT in the context studied. It is necessary to verify if the re-
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sults and differences found at the end of the treatment were
actually due to CBT or to the existing variations in the profile
of the group, including, physical or psychiatric comorbidity.

CONCLUSION

The techniques of SIE in the controlled laboratory setting
were essential to reduce and/or remove the hyperventilation
symptoms, tachycardia and changes in breathing as well as
other symptoms. Patients treated with CBT had significant
improvement compared to the group treated with medica-
tion. The techniques of psycho education, CR, IVE and IE, the
PMR exercises and RR exercises were key to the reduction
and management of symptoms in panic disorder.

Our study showed that patients with PD may lower the
PA, hyperventilation and cardio vascular symptoms after the
CBT sessions with SIE.

The main purpose of the study was achieved, which was
to test and observe the efficacy and limitations of the pro-
posed CBT model in the treatment of PD patients. In spite of
some limitations, the results of this study showed the impor-
tance of CBT and its various techniques, in the treatment of
PD with agoraphobia.
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