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To my family, who have put up with all my antics over the years.



The Top 10 Facts about Panic Disorder


	Panic disorder is classified as an anxiety disorder. This is a class of psychiatric disorders where the major symptom is anxiety.

	Having recurrent unexpected panic attacks is the major symptom, but not the only symptom, of panic disorder.

	Panic attacks are periods of sudden intense anxiety that can also occur as a part of other psychiatric disorders, as a result of a medical or medication issue, and in people who do not have psychological of medical disorders.

	There are a number of theories regarding the cause of panic disorder that incorporate both biological and psychological contributions.

	The most often implicated biological cause of panic disorder is a disruption of the “fight-or-flight” mechanism.

	Agoraphobia, the fear of being in places where one cannot escape, used to be exclusively associated with panic disorder but is now considered a separate anxiety disorder.

	The vast majority of people who are diagnosed with panic disorder will also be diagnosed with another psychiatric disorder, most often with depression.

	Medications commonly used for treating panic disorder include a class of antidepressants and the minor tranquilizers (benzodiazepines).

	The form of treatment most often recommended for panic disorder is cognitive behavioral psychotherapy, but several alternative and complementary treatments may also be helpful.

	At one time panic disorder was considered only to occur in adults, but it is now recognized that panic disorder can occur in children and adolescents as well.




Introduction




PEOPLE WHO HAVE PANIC DISORDER experience sudden and repeated attacks of severe anxiety or fear that can last for several minutes or longer. These episodes are more commonly known as panic attacks. The feelings experienced during a panic attack are so intense and so alarming to people that they often feel that they are about to experience another disaster, or that they are going to lose control even in situations when there is no such danger. Panic attacks can be so powerful that they can mimic heart attacks or other very serious medical conditions.

These attacks can occur at any time, and therefore, people with panic disorder tend to worry about them so much that it affects every aspect of their lives. This disorder is so overwhelming that people often become discouraged and feel ashamed because they find it difficult to carry out normal activities or perform normal routines like going to the grocery store, going out in public, driving, going to work, or going to social events. Does this sound like something you’ve experienced before? You are not alone.

Psychiatric disorders like panic disorder tend to run in families; however, at the present time it is not known why certain people develop panic disorder and other people do not. Heredity does not fully explain the disorder, and having an occasional panic attack is actually a common event affecting nearly one-fifth of the population in the United States. Panic disorder is not nearly as prevalent (the American Psychological Association reports that about one in seventy-five people will develop it). Research into panic disorder has indicated the potential involvement of several different brain neurotransmitters, several potential changes that occur in different parts of the brain, and other factors that are associated with getting panic attacks and developing panic disorder. Nonetheless, no one knows what the cause of panic disorder is.

The typical case of panic disorder is a person who presents with anxiety and anticipation of his next panic attack, limits his activities in anticipation of potential panic attacks, and lets this fear and anxiety dictate his life. If you share these symptoms, don’t worry. The outlook should not be this bleak.

Anxiety is a fact of life; however, suffering from a disabling anxiety disorder like panic disorder does not have to be. Many people who suffer from repeated panic attacks but do not have panic disorder have medical issues that can be treated. People with panic disorder require special methods to address their particular issues. The potential for effective treatments is very real, and there are many options for everyone who suffers from panic disorder to explore. There are also a number of so-called treatments for panic disorder that are not effective. It is extremely important for anyone suffering from any type of psychological or psychiatric disorder to be able to ascertain what types of treatment options are potentially effective and what treatment options are not. This may sound complicated; however, it only requires a very basic understanding of what to look for.

No one who has panic disorder should be a prisoner of this anxiety disorder. This book discusses the relevant issues of anxiety, panic attacks, and panic disorder and outlines the empirical evidence for the majority of treatment options available for anyone who suffers with panic disorder. This information arms you with the necessary means to combat this condition and change your situation. With The Everything® Guide to Coping with Panic Disorder, you’ll learn how to gain control over your panic and anxiety using a variety of easy-to-understand techniques.



CHAPTER 1
The Nature of Psychological/Psychiatric Disorders


What is a psychological or psychiatric disorder? Surprisingly, most people do not understand the difference between common, everyday emotional experiences like feeling down or depressed and an actual psychological/psychiatric disorder. For instance, everyone feels nervous or anxious at one time or another; however, having a type of anxiety disorder is much more severe and disabling than normal anxiety. This chapter discusses what a psychiatric disorder or mental illness actually is, how these differ from normal experiences, how these are conceptualized, and how mental health professionals diagnose them.
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It is quite easy to get caught up in trying to figure out the different designations of psychological disorders. To avoid any confusion, the terms psychological disorder, psychiatric disorder, mental illness, and mental disorder generally refer to the same thing; therefore, these terms will be used interchangeably throughout this book.







The DSM Defined

Believe it or not, the definition of what comprises a mental disorder is not as clear as you may think. In the United States, mental health workers refer to the most current version of the DSM series to define and diagnose mental disorders (DSM stands for Diagnostic and Statistical Manual of Mental Disorders). At the time of this writing, the current upgrade to the DSM is the DSM-5, which was formerly released in May of 2013. A thorough explanation of the development of the DSM is beyond the scope of this book; however, in order to understand how psychiatric disorders are conceptualized, a brief history is in order.

History of the DSM

The origins of the DSM can be traced back to the 1800s when the United States government attempted to collect data on mental illness. The terms idiocy and insanity were used to describe various forms of mental illness at that time, but, of course, these were not only derogatory, they were not descriptive enough. Over time, mental health professionals increased the categories of diagnoses for mental illnesses, but there were no uniform designations across all the different mental hospitals, and therefore, different labels or diagnoses were used to describe the same behaviors. This led to quite a bit of confusion for both mental health workers and patients.

In the early 1900s, an organization then known as the Committee on Statistics of the American Medico-Psychological Association helped develop a series of manuals identifying different classes of mental illnesses for use in hospitals (this organization eventually became the American Psychiatric Association). However, there were still many different diagnostic symptoms for the same mental disorders, and the classification of mental illnesses remained confusing. It became clear in the 1950s that there was a real need to develop a set of common diagnostic criteria and diagnostic terms for psychological disorders so that mental health professionals could communicate with one another and so that a diagnostic label would have some utility.
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Psychiatrists are medical doctors specializing in the diagnosis and treatment of mental disorders. Psychiatrists most often prescribe medication, and do not perform psychotherapy. Clinical psychologists are not medical doctors, but specialize in the diagnosis and treatment of mental illness (with therapy); in most states they cannot prescribe medications. Counselors, social workers, etc., also receive training in treating psychological problems.







To fulfill this need, the first DSM (DSM-I) was created in 1952. The first DSM featured 106 different psychiatric disorders, but the descriptions were very general and were framed in Freudian terms (Sigmund Freud was the father of psychoanalysis—Freudian thought dominated clinical psychology and psychiatry in the 1950s).

Given the limitations of the first DSM, the DSM-II was released in 1968. However, that edition also consisted primarily of generalized descriptions and still retained a Freudian slant. In 1980, a major shift was made by the American Psychiatric Association (APA) when the DSM-III was released. At that time, the field of psychiatry was moving toward a medical viewpoint and more empirically based evidence (evidence based on research), and away from psychological explanations of behavior disorders and Freudian notions.

The major reason for the shift was that there had been suspicion surrounding the validity of psychiatry in America during this time. Psychiatric diagnoses were often formed on the basis of opinion instead of research, which was in direct opposition to how the rest of the medical field approached diagnosing different types of illnesses and diseases. The reliability of the psychiatric diagnosis from the earlier DSM manuals was quite poor (in this context the term reliability means “consistency of the actual diagnosis given to a patient from one psychiatrist to another”). However, even though the emphasis was put on reliability, this did not necessarily translate to greater validity of the diagnosis (validity refers to the actual truth or accuracy of the diagnosis). In addition, by this time, the number of psychiatric disorders had jumped to 264.

The trend of attempting to increase reliability continued throughout subsequent versions of the DSM. In addition to attempting to increase the reliability of the diagnostic process for mental illnesses or psychiatric disorders, the number of diagnoses increased from the DSM-III to the DSM-IV. In fact, the transition from the DSM-III-R to the DSM-IV did not involve a major shift in the approach, only an increase in the number of diagnostic categories. The change from the DSM-IV to the DSM-IV-TR saw a change in the demographic information for each diagnosis (male-female ratio, age of onset, etc.) but no change in diagnostic criteria.
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Interestingly, the title of the current DSM, the DSM-5, may lead you to believe that there have been five versions of the DSM over the years. There have actually been seven versions, counting all of the revisions. The third and fourth versions of the DSM were revised, leading to the DSM-III, the DSM-III-R, the DSM-IV, and the DSM-IV-TR.







The DSM-5

The DSM-5 represents another major paradigm shift in how psychological disorders are conceptualized and diagnosed. This shift has been so dramatic that there has been quite a bit of controversy surrounding it. Not only have certain classes of disorders that have appeared in all of the previous DSMs, such as anxiety disorders, been totally overhauled (with some older disorders eliminated or moved to different classes); the diagnostic criteria for many childhood disorders have been completely changed as well. Nonetheless, the new DSM will eventually set the tone for how psychological disorders are conceptualized by mental health professionals in the United States.

In other countries, including many in Europe, psychological disorders are more often diagnosed using the International Statistical Classification of Diseases and Related Health Problems (ICD) diagnostic criteria. Interestingly, as will be discussed later in this chapter, the vast majority of psychiatric disorders are not defined by any type of medical tests or medical criteria.

The DSM series has traditionally provided criteria for mental health professionals to follow when determining the diagnosis of individuals with a suspected psychiatric disorder. These diagnostic criteria are also coded and accepted by insurance organizations (at least most of them) to provide reimbursement for the diagnostics and treatment of psychiatric conditions. The diagnostic criteria provided by the DSM allow mental health professionals to consistently categorize, understand, communicate about, and treat these various disorders. However, there is quite a bit of controversy and subjectivity still involved in this process. Again, it is beyond the scope of this book to discuss all of these controversies, but the current DSM-5 has caused quite an uproar, and many prominent psychiatrists and psychologists are condemning it. For those diagnosed with mental disorders, the new changes may eventually result in reclassifications and some confusion surrounding their diagnosis. In addition, several categories of psychiatric disorders may see increases in the number of people diagnosed with them such as ADHD or even cognitive disorders.

Why the DSM?

You might be asking yourself, why is the DSM-5 relevant to this book? Well, the diagnosis of a panic disorder will only be considered appropriate if an individual’s symptoms satisfy the DSM-5 diagnostic criteria, since these are the criteria that mental health professionals will most likely be using. Fortunately, there is little difference in the diagnostic criteria for panic disorder from the DSM-IV-TR (the previous version of the DSM) to the DSM-5 (the current version of the DSM). The diagnostic criteria in the DSM-5 differentiate what actually defines a panic disorder from what the APA considers normal or common manifestations of anxiety and panic.

What Is a Mental Disorder?

The distinction between a disease and a disorder is admittedly a fine one. A disease can be defined as a type of disorder of structure or function within a person that produces specific signs or symptoms affecting a specific area of the body. Disorders are considered more general problems with behavior or functioning, but cannot be diagnosed by medical tests.

When pondering the notion of what constitutes a mental disorder, clinicians must consider what constitutes “normal” versus “abnormal” behavior. This is actually a much more complicated question than you might think. Whole books have been written on what should define the departure of normality in human behavior. The late Dr. Thomas Szasz, a distinguished psychiatrist but also a lifelong critic of psychiatry, often noted that a medical model defines abnormal behavior in terms of the result of some physical problem (e.g., a cellular derangement, a chemical imbalance, or a genetic issue) that causes the behavior to be abnormal; however, there are no physical markers for the vast majority of the diagnoses in the DSM-5, and there are no medical tests to diagnose psychiatric disorders in the same way that cancer is diagnosed. For example, one legal definition of insanity, based on psychiatric definitions, is that abnormal behavior occurs when the individual is unable to distinguish between right and wrong. This definition is far too extreme to be practical. For instance, most rapists realize that their behavior is wrong by societal standards, and yet rape is absolutely considered by most people to be an abnormal (and criminal) action.

Normality

The four commonly held criteria for distinguishing normal from abnormal behavior include:


	
A statistical infrequency model, which states that abnormal behavior falls on either of the extreme ends of a normal distribution. The problem here is that someone with an extremely high IQ or some other trait, such as being quite tall, would be defined as abnormal by this criterion.

	The disability or dysfunction model states that behavior somehow results in a change in what would be considered “normal” functioning in some area. This is really a Catch-22 because it relies on the designation of “normal” behavior in its definition, which is akin to using a word in its own definition. “What is normal functioning?” is essentially the same question as “What is abnormal functioning?”

	
Personal distress notions of abnormality claim that the behavior leads to suffering or misery in the person. The issue here is that many obvious features of certain abnormal behaviors, such as personality disorders or drug abuse, often do not lead to personal distress in the individual, while many accepted “normal” behaviors do lead to suffering (e.g., cigarette smoking).

	The violation of social norms definition is related to the notion that the behavior is a departure from the accepted norms in the person’s peer group. There are several issues here: Cultural contexts can be hard to assess; they change frequently (look at all the piercings and tattoos young people sport today that ten years ago would have been considered extreme); some specific cultural behaviors, such as certain religious behaviors, cruelty to animals, or certain fertility rites, would not be tolerated in the overall mainstream society regardless of their specific cultural values; and certain culturally accepted behaviors may reflect misunderstandings of serious medical conditions, such as epilepsy.



Therefore, any one of these four definitions alone would be lacking as a qualifier of what constitutes “abnormal behavior,” but used together, they can provide useful guidelines as to what qualifies as abnormal. This is essentially the approach of the APA when developing the diagnostic criteria for the DSM series. This means is that the distinction between “normal” and “abnormal” behavior is not as clear-cut as you may believe. The same behavior could be defined as “normal” or “abnormal” depending on the context in which it occurs and on how flexible the person who is behaving is. For instance, consider the type of behavior that often occurs from spectators at a professional wrestling match. That behavior would be considered quite abnormal in most churches.
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No matter how a mental disorder is defined, it always retains aspects of what is considered socially or culturally acceptable behavior. Therefore, any conceptualization of abnormal behavior or mental illness will be socially constructed and will be based on the norms of that particular culture or society. There is no universally accepted definition of normal behavior.







The DSM Definition of a Mental Disorder

Abnormal behavior is defined in terms of its departure from statistical and social norms and also by its “maladaptiveness (the DSM uses this term to mean that the behavior is harmful; that the behavior leads to negative social, physical, legal, occupational, and/or personal results). Thus, the DSM understands mental disorders to be conditions associated with harm. This harm is categorized as either distress or disability, or a risk of an adverse outcome. Other qualifications narrow this notion so that not all conditions associated with harm can be considered mental disorders. For example, a mental disorder has to involve a personal dysfunction (not just a deviation from social standards), and the condition cannot be an expectable culturally sanctioned response to an event, such as grieving over the death of someone. Mental disorders as defined by the DSM combine the four aforementioned criteria to distinguish normal behavior from abnormal behavior. In the current context, this suggests that someone who experiences an occasional anxiety attack may not have an actual mental disorder, as many people have occasional experiences of anxiety.
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Most of the psychiatric disorders listed in the DSM will typically involve some personal distress for the individual. This distress is noted to lead to problems in daily functioning for the individual, such as affecting her social, occupational, educational, or physical functioning. Panic disorder often severely affects all of these areas of functioning in the individual.







Differences Between a Disorder and a Disease

Many psychiatrists (who are medical doctors), along with many in the pharmaceutical industry, often attempt to present psychiatric disorders as diseases similar to cancer, diabetes, and heart disease. For these individuals, there is no distinction between the notion of the psychiatric disorder and a physical disease. However (and fortunately), many others challenge this concept and point to the fact that the major reason for this belief is that the pharmaceutical industry makes billions of dollars by promoting this false notion. Many opponents reason that medical diseases like cancer involve an identifiable cellular derangement (a physical alteration of bodily tissues), have specific medical diagnostic tests to identify this cellular derangement, and can only be successfully treated by means of some medical intervention, such as medication, surgery, or some other medical treatment. On the other hand, psychiatric disorders (at least the vast majority of them) have no identifiable cellular derangement, cannot be reliably diagnosed by any medical procedure, and are often successfully treated by nonmedical means, such as psychotherapy (in fact, twelve-step groups for addictions have similar success rates to almost all other forms of treatment for addictions, and twelve-step groups are neither medical treatments nor psychotherapy). There are no empirically supported nonmedical treatments for cancer (in this context empirically supported means “supported by research methods”).
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The medical model views psychological disorders as physical diseases like cancer. This model has become widely accepted by psychiatrists, the pharmaceutical industry, and some other mental health workers. However, opponents of the medical model point out the inconsistencies of this view with reality. Most of these opponents are not proponents of solely using medical treatments for psychiatric disorders.







The disease/disorder controversy has been going on for quite some time and will most likely not readily be resolved anytime soon. For purposes of this book, panic disorder will not be considered a physical disease in the same way that cancer is a disease. Thus, this book will accept the argument by medical model opponents that there is a difference between a disease and a disorder.

The Disease/Disorder Distinction

The distinction between a disease and a disorder is admittedly hazy. This book will follow the reasoning that there is a difference between a disease and a disorder. You may think of this as simply a semantic difference that has no meaning; however, given the current understanding of psychiatric disorders, this distinction is not purely semantic. For purposes of this book, a disease is defined as “a condition that is directly caused by some identifiable physical derangement.” This physical derangement can be the result of a number of factors, including an infection, physical mechanical damage to the system, genetic factors, etc. These physical diseases can only reliably be identified or their presence confirmed via medical testing.
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You may be thinking that psychiatric disorders are the result of neurotransmitter imbalances in the brain. In fact, there are no reliable empirically identified neurotransmitter imbalances associated with any psychiatric disorder. The idea that psychiatric disorders result from neurotransmitter imbalances is based on speculation of how some medications work and not on identified brain chemical imbalances.







This book will consider something to be a disorder if it has no consistent identifiable physical derangement of cells and cannot be diagnosed via medical testing. Moreover, the majority of diseases can only be treated via medical procedures, such as medication, surgery, etc. Disorders may respond to medical treatments (but so do conditions that are not diseases, like occasional headaches); however, nonmedical treatments have also been empirically shown to be effective in the resolution of disorders (and in most cases these are equally as effective as medical treatments, if not more effective than medical treatments).

This distinction does not imply that diseases are more severe than disorders or that people with disorders are insane or that the disorder is “all in your head.” There is no way to satisfy everyone with this distinction. Definitions of the terms disease, disorder, and illness will be flawed depending on the paradigm of the observer. This book uses the distinction to clarify the fact that panic disorder cannot be diagnosed in the same way that diseases like cancer, diabetes, heart disease, etc., are diagnosed.
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It is important to understand that subjective severity of the condition has no bearing on whether it is a disease or disorder. People with panic disorder often feel like they are going to die of a heart attack during their panic attacks; however, unless they have a cardiovascular condition, they do not have heart disease. If panic disorder were a real disease, then only a medical doctor would be qualified to treat it.







How Are Psychological/Psychiatric Disorders Discovered?

Because there are no medical tests that can be used to reliably or definitively diagnose the vast majority of the psychiatric disorders in the DSM, there must be another way to determine the diagnostic criteria for these disorders, right? The process by which these disorders are defined and their diagnostic criteria developed may surprise you.

A psychiatric disorder is considered to be a type of syndrome. A syndrome consists of a group of symptoms that hang together and define a specific type of abnormality, illness, disease, or disorder (e.g., panic disorder). In order to identify a syndrome, there has to be quite a bit of research done on a number of different people who have the same set of symptoms. This research can help to validate that a particular syndrome indeed does exist in enough people to define it as a psychiatric disorder. The following discussion on how this process takes place is intended to be very general.

How the Disorders in the DSM Are Defined

Essentially what happens is that, periodically, the APA assigns various task forces/committees to meet and determine how these syndromes should be identified for diagnostic purposes. A task committee may consist of any combination of psychiatrists, psychologists, or even social workers. These task committees are assigned to discuss the research findings that apply to a specific type of disorder (e.g., panic disorder). The APA chooses task committee members with expertise on the particular topic in question, and the committee meets to discuss how a particular psychiatric disorder will be conceptualized and diagnosed. The committee votes on the various diagnostic criteria and associated features that go with each psychological disorder.

In the past, this process was heavily criticized because many of the members of these various task committees had strong affiliations with pharmaceutical companies. Having a vested interest in a pharmaceutical company would obviously influence a person’s vote as to what symptoms/criteria should be included in a specific type of psychiatric diagnosis or what specific psychiatric diagnoses should be in the DSM. The DSM-5 committees were designed so that the committee members did not have ties to pharmaceutical companies or other vested interests (at least according to the APA).

What happens in these committees usually takes quite a bit of time. Many years typically pass from one version of the DSM to the next. During this time, the committee members have to consider the research on the various disorders that has been performed and come to an agreement on the diagnostic criteria for existing disorders, any changes in diagnostic criteria for existing orders, whether or not to keep certain disorders in the DSM, and what diagnostic criteria should be applied to new disorders. When the diagnostic criteria for a specific disorder are finalized, it means that the committee voted on what criteria should be used to diagnose a specific disorder and came to some type of agreement as to what constitutes a specific disorder.

The diagnostic criteria for the disorders in the DSM are behavioral symptoms: symptoms that the person displays through his behavior and his actions. The committees are unable to identify any reliable medical tests that can differentiate psychological disorders from normal behavior (because at this time none exist), and so there is a large amount of subjectivity involved in how the disorders in the DSM are conceptualized. There is also a certain amount of subjectivity when any single individual is given a specific DSM diagnosis. This is a criticism of the DSM; however, there is some form of subjectivity involved in diagnosing even the most hardcore of medical diseases. The goal of the DSM criteria has been to try to maximize the reliability of the diagnostic process (in this case reliability means “the consistency of the diagnosis given to an individual by different clinicians”). Reliability is extremely important in diagnosing any type of disorder or medical condition, but it is not the only consideration. Most of the diagnoses in the DSM have acceptable reliability. (The term “acceptable reliability” is not universally acknowledged. The DSM adheres to a set of research standards that many have claimed may not be adequate for clinical purposes, even though they are “adequate” for certain research studies.)
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The DSM has had a large number of critics since its conceptualization. Despite its faults, the DSM is still the standard used to diagnose psychological disorders in the United States. However, an untrained individual cannot buy a DSM and diagnose a psychiatric disorder in anyone. Only a trained and licensed clinician is authorized to diagnose psychological disorders in people.







How Do You Know If You Have a Psychiatric Disorder?

The simple answer to this question is, unless a person has a formal assessment from a psychologist, psychiatrist, or other qualified mental health care worker, the person does not definitively know if she has a psychiatric disorder. It is important to repeat over and over that this book is not a manual to help you self-diagnose.

You might be suspicious that you have a psychological disorder if:


	You are experiencing quite a bit of discomfort from symptoms of anxiety or depression that interfere with your normal routine.

	You are engaging in behaviors that interfere with your ability to do your job or relate to your family, such avoiding responses due to the fear of having an anxiety attack.

	You keep repeating behaviors that cause extreme discomfort or legal issues (however, repeated criminal activities do not guarantee one has a psychological disorder). In these cases, you should seek out a licensed clinician for an assessment.



One thing that people often hear on the news is that 50 percent (or some large percentage) of Americans have mental health disorders. Some disagree with this number because many of the symptoms of the mental disorders in the DSM are experiences that most people have at one time or another, such as feeling depressed, getting anxious, doing something that gets one into trouble, etc. The difference between a normal manifestation of a behavior and having a psychological disorder is both a matter of quality and quantity. Everyone gets depressed or down at one time or another, and some have good reasons to be depressed. Losing one’s job, breaking up with a girlfriend or boyfriend, doing poorly in school or at work, or any number of other occurrences in life will result in most people feeling sad and down. The difference between feeling sad and down due to life circumstances and a clinically significant psychiatric disorder can only be reliably determined by someone who is trained to understand and spot these differences. (The key here, of course, is the term reliably determined. Such a statement does not imply that people cannot recognize that they are in distress or have a problem; however, in order to determine the clinical significance of the problem, one must be trained formally to understand the difference between a clinical disorder and a problem that is associated with relatively normal aspects of living and experience). Therefore, if you have not had a formal assessment but think you might suffer from panic disorder or any other psychological disorder, seek out a formal consultation with a licensed mental health professional.

Diagnosing Psychological/Psychiatric Disorders

These disorders are diagnosed by a mental health professional. However, it might be useful to explain just how the diagnostic process typically works. First, different mental health professionals will approach the diagnostic process a little bit differently depending on their background. A psychiatrist is a medical doctor who is qualified to actually perform a medical evaluation of a particular person, whereas psychologists, social workers, and other mental health professionals must use secondary sources if they want a medical evaluation.

You may wonder why a medical evaluation is necessary given that there are no medical tests available to determine the presence of psychological disorders. The reason for this is quite simple: There are many medical conditions that can either mimic specific psychiatric disorders or have tertiary effects that mimic psychiatric symptoms. For instance, someone with a thyroid condition may often experience depression or extreme elation, depending on the nature of their condition. If the thyroid condition is addressed, these psychiatric symptoms will often dissipate. This means that the person did not have a psychiatric disorder, but instead had a medical condition that produced symptoms seen in psychiatric disorders. Therefore, a good medical evaluation can rule out the presence of some type of a physical or medical condition that is mimicking a psychological disorder. So no matter who does the diagnosis (e.g., psychiatrist, psychologist, social worker, etc.), it is often very important to order a medical evaluation of the patient.

A competent psychologist or other mental health worker will take a complete medical history of the person before considering any psychological/psychiatric issues and may require a medical evaluation of the individual or request to talk to the person’s physician before making a specific diagnosis.

Psychological Tests

Some mental health professionals will administer psychological tests to individuals in order to help them with their diagnosis. Most often, tests for psychological/psychiatric issues are hand-written tests, fill in the blank, pick the best answer, etc. Psychological tests are not invasive; they do not require the person to be stuck with needles, shocked, or anything of that nature. In addition, many of these tests have built-in methods of determining whether the person is responding in a forthright manner. It is important when taking any of these tests to answer them as honestly as possible, because if there is a hint that a person is either trying to exaggerate symptoms or engage in some other dishonest means to present himself, the mental health professional often has no other choice but to view the assessment as invalid. Like the DSM, these psychological tests can only be administered and interpreted by a trained individual. Many of the tests that you see in bookstores or online are not psychometrically valid and cannot be used for diagnostic purposes.
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Psychological tests can often assist in the diagnosis of a disorder; however, the results of a psychological test alone do not make a diagnostic decision. This is one of the reasons why only trained individuals should administer and interpret these tests. The potential for their misuse is quite large, and misinterpretation of the results by unqualified individuals is quite common.







The Interview

All of the different types of mental health professionals should perform a lengthy interview with the person in order to make a specific diagnosis. In the past, many diagnostic decisions were made after the first evaluation of the person; however, the DSM-5 criteria discourage making diagnostic decisions after only one evaluation (because only so much information can be gathered in a single assessment session). There are pros and cons to this approach, the biggest pro being that diagnostic decisions are more reliable if more information is gathered. The major downside to this approach is that it is more expensive both in terms of time and money to have to go through several different assessment sessions to get a diagnosis.

The types of questions usually asked in an interview are questions about the person’s background, job, relationships, etc., and, of course, an in-depth evaluation of the person’s presenting complaints, where and when the symptoms or complaints occur, how they affect the person and others, etc. Some clinicians will use a standardized interview with predetermined questions; others may be less structured; and some will use a combination of both the standardized (structured) interview and the more casual approach. Standardized interviews tend to have better results in empirical studies of the diagnostic process, so the clinician should use some form of standardized assessment tool, but he should also use his judgment and get information not solely covered on the questionnaire.

The assessment process can be complicated, and the clinician may have to integrate quite a bit of data before making a final diagnosis. There are certain emergency instances that require an immediate action. For example, the assessment of a suicidal person would require immediate measures to protect the person. These situations tend to be rare. A good clinician will review the information gathered in the assessment sessions and rule out potential issues, as opposed to simply trying to confirm something. It is important that the clinician withhold her initial opinion until all the information that is necessary to make a diagnosis can be gathered. Once the clinician is satisfied that a psychological disorder is present, the diagnosis is made and the appropriate steps can be taken to help the person.



CHAPTER 2
Anxiety and Anxiety Disorders


Panic disorder is classified as an anxiety disorder. Not surprisingly, anxiety disorders have anxiety as their primary symptom. This chapter discusses the difference between anxiety and fear, normal anxiety, anxiety disorders in general, the recent changes to their classification, and who these disorders affect. There are similarities in how normal anxiety is expressed and how anxiety that occurs in anxiety disorders is expressed. Understanding the general nature of anxiety and when it is dysfunctional is important before discussing the issues surrounding panic disorder. Don’t be nervous. Read on . . .



The Role of Anxiety in Your Life

It is safe to say that everyone experiences anxiety at one time or another. Anxiety is a sense of apprehension that is often accompanied by physical symptoms such as perspiration, restlessness, feeling jittery, palpitations, headache, and other symptoms. The specific type of physical symptoms that a person experiences related to anxiety vary. Anxiety is an alert; it warns the person of some impending danger and allows him to deal with a threatening situation.

Fear is similar to anxiety, but most psychologists and psychiatrists define fear as a response to a known, definite, external threat, whereas anxiety is a response to an unknown or vague threat, or a threat that is expected to occur in the future (although this distinction is not always made). Fear is often thought to be more intense than anxiety; however, anyone suffering from an anxiety disorder might disagree with that designation. Like anxiety, the emotion of fear is also a signal to be prepared for a threat. When one considers that fear and anxiety are both alerting signals, the lines separating the definitions of anxiety and fear become very hazy.

As a warning mechanism, anxiety is adaptive. Anxiety allows the person to make preparations to prevent the threat or lessen the consequences of the threat. For example, anxiety about an upcoming class examination may prompt the person to study hard. The anxiety associated with having to walk a long distance may prompt the person to run after a commuter train that is leaving the station. In this way, anxiety has an adaptive function that prevents potential damage/discomfort by alerting the individual to carry out certain acts to avoid a particular threatening or dangerous consequence. Thus, the unpleasant experience of anxiety often serves a useful function for everyone.
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The central nervous system (CNS) consists of the brain and spinal cord. The CNS controls the peripheral nervous system (outside the CNS), which consists of the somatic nervous system (under voluntary control) and the autonomic nervous system (which is not considered to be under voluntary control). The symptoms one experiences from anxiety result from the autonomic nervous system and CNS.







Three Components of Anxiety

The experience of anxiety, functional or dysfunctional, consists of three components: a cognitive component, a physiological component, and a behavioral component. The cognitive component consists of thoughts associated with an anxiety-provoking situation. The physiological component consists of the actual physical sensations associated with the anxiety. The behavioral component consists of the actions one takes in response to the anxiety. In the anxiety disorders, these three components are more rigid and extreme than in normal anxiety.

What Is an Anxiety Disorder?

Recall from the previous chapter that a psychological or psychiatric disorder consists of a set of symptoms that hang together (a syndrome). Many of these symptoms will consist of feelings that typically occur in people without the disorder (e.g., anxiety). Feelings of anxiety qualify as a disorder when they are qualitatively and quantitatively different from normal experiences of anxiety and result in difficulty in normal functioning.

Anxiety disorders are a group of specific types of psychological disorders that are characterized by excessive or prolonged anxiety that occurs in situations where most people would not experience excessive anxiety or fear (the key here is the notion of excessive or prolonged feelings of anxiety). The anxiety associated with an actual anxiety disorder is not like the relatively mild, short-lived type of anxiety that most people experience as a result of a stressful event or some upcoming situation, such as going on a first date with someone, performing in front of someone or a crowd, going to the dentist, public speaking, etc. It is normal to experience some anxiety in these and many other situations.

The notion that the anxiety in an anxiety disorder is excessive can be determined by statistical, cultural, and social comparisons. Such a consideration often requires quite a bit of experience on the clinician’s part. The duration of the experience of anxiety that occurs in an anxiety disorder is a little more clear-cut. Anxiety disorders typically need to have been present for at least six months before they are diagnosed and will worsen if the person does not get some type of treatment for them.

A well-known observation about all of the psychological/psychiatric disorders is that they are almost always associated with some level of anxiety and also with some level of depression. This co-occurrence of anxiety with nearly every other type of psychological/psychiatric disorder in the DSM often results in individuals getting diagnosed with a particular psychiatric disorder and then an additional anxiety disorder (when a person has two or more different types of psychological/psychiatric disorders, clinicians refer to these disorders as being comorbid, or occurring in the same person at the same time). However, in some cases this may not be the appropriate way to view an anxiety disorder.
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