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QUESTIONS FROM 02 DECEMBER 2008

Thank you for the answers already posted on your site.  With reference to your 
comments that all panic attacks occur in response to a specific stimulus, what 
about when the sufferer wakes in the middle of the night already experiencing 
the symptoms of a panic attack? (Carol)

It is necessary to initially state that I am not aware of any definitive answer to 
this question and much is still to be understood regarding this particular 
phenomenon.  

It may however be relevant, in answering this question, that one understand 
interoceptive conditioning, associative learning and “non-conscious” 
information processing. Interoceptive conditioning is ultimately associative 
learning whereby neutral (non-dangerous) stimuli, in this case somatic 
symptoms, are associated with the perception of threat/danger. The pavlovian 
classical conditioning model would explain this. During an initial panic attack, 
the brain (including sub-cortical structures) learns that somatic symptoms that 
are similar to those experienced during panic are “dangerous” and a sign of 
the eventual onset of panic itself (which is obviously also not dangerous – but 
reacted to as though it is).

The implication of this is that slight changes in internal physiology (which are 
now conditioned stimuli) can trigger panic as a result of the fact that the brain 
reacts to this change in physiology as a “danger signal” and responds with 
efferent excitation. So slight changes in physiology can act as triggers or 
stimuli for panic. The theory is that it is thus possible that slight changes in 
physiology during sleep may trigger panic. The exact physiological changes or 
precipitants are still to be confirmed by further investigation – according to my 
knowledge.  

In a review article regarding nocturnal panic attacks, Craske and Tsao (2005) 
suggest that nocturnal panic “is a non-REM event that is distinct from sleep 
terrors, sleep apnea, nightmares or dream-induced arousals”. They go on to 
suggest that “in contrast to earlier work, more recent studies suggest that 
patients with NP do not differ from patients without NP on sleep architecture, 
sleep physiology, self-reported sleep quality and severity of panic disorder”. 

So the idea that there is no trigger with nocturnal panic - just because patients 
cannot necessarily identify the trigger, doesn’t mean that there isn’t one. The 
brain is a highly complex organ that is able to processes information outside 
of conscious awareness. Treatment is similar to that with diurnal panic attacks 
and interoceptive exposure is of central importance. It has been suggested in 
the literature, that individuals suffering with nocturnal panic may experience 
more frequent respiratory symptoms and so corrective breathing and 
exposure to breathing orientated interoceptive exercises may be an important 
emphasis during treatment. Correction of the misappraisal that one can 
suffocate or have a MI during one’s sleep in response to panic would also be 
required. A reduction in apprehensive expectation would also be the goal.  
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QUESTIONS FROM 21 NOVEMBER 2008

QUESTION 1
How do we account for totally unexpected attacks without any known 
internal of external triggers, especially when everything is very calm? 
(Phillip)

I trust that the answer to this question was covered during the presentation 
but in case the answer was unclear, I would offer the following response. The 
external  or  internal  triggers  for  panic  attacks  are  identifiable,  with  careful 
assessment and self-monitoring. People have what appears to be “uncued” 
panic  attacks  but  they  are  always  in  response  to  some  thought,  image, 
external stimulus or somatic sensation that results in lower levels of anxiety or 
arousal  that  the  brain  (consciously  and  unconsciously)  then  interprets  as 
dangerous and reacts to with panic. The triggers for panic attacks in panic 
disorder  are generally  alterations  in  internal  somatic  sensations  and lower 
levels of anxiety. This is what interoceptive conditioning is – it’s the brain’s 
tendency to react with a surge of anxiety/panic in response to lower levels of 
physiological arousal or somatic sensations (that represent danger). These 
sensations may be due to normal bodily processes (e.g. increased heart rate 
in response to walking to the car) or anxiety provoking thinking.   

QUESTION 2
When anxiety returns after stopping medication, it’s back to square one. 
(Belinda)

We may or may not agree with this statement. This would really depend on 
the  level  of  learning  that  has  taken  place  during  treatment  (pharmaco  or 
psychotherapy).  If  patients  have just  had their  panic  attacks removed and 
have not necessarily learnt anything about panic disorder, its maintenance or 
treatment and still  fear the panic and anxiety but just aren’t experiencing it 
anymore,  then it  may be back to  step one.  However,  if  as a part  of  their 
treatment, they were able to learn to not fear panic, anxiety and physiological 
arousal and tolerate it and not just make “remission from panic” their primary 
goal  then they may not  necessarily  be back to square one.  Barlow et.  al, 
(2008)  argue  that  inhibitory  learning  regarding  typical  panic  cues/contexts 
may be attenuated under the influence of anxiolytic medication. This is their 
explanation  for  the  higher  relapse  rates  amongst  those  on  a  combined 
pharmacotherapy – CBT intervention vs. CBT alone. Whether we use CBT 
alone or in combination with medication – we have to help clients to learn (on 
an emotional level – i.e. when they are anxious) that their feared catastrophic 
prediction is inaccurate and does not take place. If clients are not able to learn 
this then they will remain higher candidates for relapse.    
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QUESTION 3
How  does  the  CBT  personal  scientist  model  incorporate  the  latest 
findings  in  a  … of  quantum  physics  that  there  is  no  such  thing  as 
objective data? (Unknown)

We are not sure about the exact meaning of this question but we would offer 
the following response. The idea that there is no such thing as objective data 

is  an  interesting  philosophical  position  but  hardly  helpful  in  furthering  our 
knowledge and understanding of specific diagnoses as with panic disorder. 
While  empiricism cannot  assume to  provide  the  answers  to  everything,  it 
remains to be one of the most functional means of testing theory, growing our 
knowledge base and informing clinical practice. If an individual presents with 
panic attacks and each of the other symptoms required to meet diagnostic 
criteria for panic disorder then this presents us with self-report data about this 
person’s  experience.  If  they then also  present  with  a  specific  catastrophic 
belief  regarding  their  panic  attacks  then  that  is  “the  data”  that  we  are 
interested in. We know from research that individuals with panic disorder from 
across  the  world  carry  specific  catastrophic  beliefs  about  the 
dangerousness/threat  of  their  panic attacks.  We know that if  we treat  that 
specific belief and help patients to treat it as a thought and test its accuracy 
and eventually learn that their prediction is inaccurate then people get better. 
This is also data, on this occasion it is data about the mechanism of symptom 
change during treatment. One of the most meaningful and helpful cognitive 
interventions with individuals who present with inaccurate predictions about 
their anxiety and panic is to question the functional impact of their belief – 
does it help to reduce or manage or tolerate their anxiety or does it amplify it. I 
would ask the same question in response to this question – how is it helpful to 
you as a therapist, your client as an individual suffering with anxiety or panic 
or the growth of our knowledge and understanding of anxiety disorders and 
their treatment to get mixed up with the question that there is no such thing as 
objective data? 

In his commentary on the growth of contemporary exposure-based treatments 
for anxiety disorders since Wolpe’s (1958) initial work on systematic 
desensitization, Richard McNally (2007) of Harvard suggests in Clinical 
Psychology Review that “theoretical agnosticism about mediating 
mechanisms is acceptable only when treatment works with flawless fidelity” 
“but when patients fail to benefit, we need to know why.” It is difficult to do this 
without the scientific method of enquiry. For far to long psychological theory 
and psychotherapy intervention (especially in South Africa) has been based 
on theoretical constructs and conceptualizations that are not based on any 
real empirical data.  
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QUESTION 4
A field of enquiry that is in a state of constant flux. (Unknown)

We would agree, and thankfully so as it would be unfortunate to assume that 
we know everything and hopefully we will continue to gain further knowledge 
and understanding for the sake of being able to assist our clients. 

QUESTION 5
How does over-breathing and/or low Co2 cause dizziness? (Unknown)

Hyperventilation results in a fall in arterial PCo2. Hypocapnia (lower blood Co2 

concentrations) is associated with respiratory alkalosis (increased blood pH 
levels) and a reduction in cerebral blood flow and it is this cerebral ischemia 
that results in the symptoms of light-headedness, dizziness, and paresthesias. 
Cardiac output may also be increased.  

QUESTION 6
What is the difference between panic disorder and PTSD in a nutshell? 
(Unknown)

The primary differences between panic disorder and PTSD is detailed below:

PTSD PANIC DISORDER

FEAR RESPONSE Fear  response  is  to  the 
memory  of  a  traumatic 
event  or  any  internal  or 
external  trigger  that  has 
become  a  conditioned 
stimulus  that  is  seen  as 
being predictive of  further 
trauma.

Fear  response  to  somatic 
symptoms  of  anxiety  and 
panic attacks or any internal 
sensations  that  resemble 
the  sensations  experienced 
during a panic attack.

FEAR STIMULUS Source of danger is seen 
as external  (further  threat 
to  the  self)  but  fear 
response may be triggered 
in  response  to  mental 
images that remind one of 
the previously experienced 
trauma.

Source of danger is seen as 
somatic sensations and are 
internal.  External  situations 
may  be  feared  but  only 
because  they  trigger 
somatic  sensations  or 
anxiety – it’s the anxiety and 
panic that is feared. 
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CATASTROPHIC 
BELIEF

Catastrophic  belief  is 
primarily  that  one  is  at  a 
high  risk  of  further 
exposure  to  a  traumatic 
event  and  that  the 
probability of this occurring 
is high and that one could 
not  protect  oneself  from 
such an event

Catastrophic  belief  is  that 
one is at high risk of having 
a  heart  attack,  stroke, 
suffocating,  fainting,  “losing 
control” or going crazy as a 
result  of  having  a  panic 
attack

SCANNING Scanning  for  stimuli  that 
represent the presence or 
likelihood  of  external 
danger  (rape,  mva, 
assault)

Scanning  for  somatic 
symptoms  of  anxiety  and 
sensations  associated  with 
panic

AVIOIDANCE Avoidance of the memory 
of  the  traumatic  event, 
visual  or  situational 
reminders  of  the  trauma 
and  people,  places  or 
situations  that  represent 
ongoing danger relating to 
the trauma

Avoidance  of  places, 
activities  or  situations  that 
trigger  somatic  sensations 
associated  with  symptoms 
of panic and anxiety

TREATMENT 
OBJECTIVES

Treatment  is  focused  on 
reducing the fear response 
associated  with  the 
memory of  the event  and 
reducing the fear response 
to  conditioned  stimuli 
which  are  safe  but  now 
trigger  the  memory  and 
falsely  represent  ongoing 
danger

Treatment  is  focused  on 
reducing  the  fear  response 
associated  with  somatic 
sensations  associated  with 
panic  and  anxiety  and 
helping clients to learn that 
their  catastrophic prediction 
about  the  implications  of 
panic is false. 

TREATMENT 
COMPONENTS

Psychoeducation
Self-monitoring
Cognitive  restructuring  for 
anxiety, anger, shame and 
guilt regarding the trauma
Imaginal Exposure
In-vivo Exposure

Psychoeducation
Self-monitoring
Cognitive  restructuring 
primarily focuses around the 
fear of fear
Interoceptive Exposure
In-vivo exposure 
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QUESTION 7
How do you do ungraded exposure? (William)

Graded  exposure  is  done  by  setting  up  an  exposure  hierarchy  and  then 
beginning by starting nearer the bottom to middle of the hierarchy and slowly 
moving up the hierarchy once your patient is less anxious about prolonged 
exposure to a particular stimulus that you are currently working with on the 
hierarchy.  Ungraded  exposure  involves  taking  the  most  anxiety-provoking 
situation on the hierarchy and beginning with exposure to this. For example, 
with  someone  with  agoraphobic  avoidance  of  driving  in  a  foreign 
neighbourhood  30  minutes  away  from  their  home  as  the  most  anxiety 
provoking situation on their hierarchy, you would start with this and work your 
way to them finding themselves in such as situation as quickly as they are 
able to tolerate it. You would not first help them to become more tolerant of 
other less anxiety provoking situations such as going to a nearby shopping 
mall, going to the movies or sitting in a busy restaurant at the local mall. You 
would  break  down  each  of  the  steps  to  getting  to  this  situation  and 
progressively get them to work their way through those – such as getting over 
the  N1,  passing  a  particular  landmark,  driving  into  an  unfamiliar 
neighbourhood and then staying there for long enough to learn that the feared 
consequence doesn’t occur.  
 

QUESTION 8
I am a marathon runner since 2000. Two months ago I  suddenly had 
chest pain on the right to mid side of my chest, like a wind that is stuck 
there.  This happens late in the evening after running.  After this I run 
slower, I’m more tired, I get heartburn and abdominal discomfort. I went 
to the doctor after two weeks and did all the tests – nothing wrong, but 
will go for a gastroscopy on the 20 November. Could I have panic or 
anxiety? What can I do for myself?

It  is important that medical  concerns be correctly investigated and treated. 
With your list of symptoms we would strongly encourage you to have a full 
and thorough medical work up. Your symptoms do not typically reflect what 
we see with individuals with panic disorder. Your symptoms are not typical of 
panic disorder. 

Whether your symptoms are somatic symptoms of anxiety or not would first 
need to be answered by a physician who would need to rule out any possible 
medical factors. It appears to me that there are still questions to be answered 
regarding potential medical causes for your somatic symptoms. It may be 
quite appropriate to be feeling somewhat anxious or concerned about this as 
you are now “trying to fill in the blanks”, understandably. If you have been 
thoroughly examined from top to toe and the medical guys are satisfied that 
there is no medical diagnosis and suggest anxiety then I would consult with a 
mental health professional who works primarily with anxiety disorders.   
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QUESTION 9
Can a (unconscious?) thought, trigger a somatic effect? (Unknown)

This  is  an  area  that  becomes  tricky,  especially  as  different  theoretical 
perspectives  may  have  different  definitions  of  the  concept  of  thought or 
unconscious.

The  literature,  especially  cognitive-neuroscience  that  is  involved  with 
information  processing  suggests  that  we  do  process  visual,  auditory  and 
somatic information (which may be associated with certain memories) on an 
unconscious level. Thoughts as we use the term typically refers to cognition 
within  conscious  awareness.  Cognition  and  cognitive  processing  does 
however take place outside of conscious awareness and can trigger anxiety, 
as  with  the  case  of  interoceptive  conditioning  in  panic  disorder  or  the 
information processing associated with visual flashbacks. The other thing to 
be careful of is that humans are often also easily able to forget about what 
occupies their minds. This is where mindfulness-based approaches and good 
self-monitoring may assist clients to be more aware of their thinking. Asking a 
client one week after a panic attack about what “was going through their mind 
just before the panic attack” is not going to give you much help in answering 
this question. But if a client is taught how to think about what they are thinking 
at the time of becoming anxious then you and your client will be much more 
effective in getting to the cognitions that may be triggering anxiety and panic 
attacks.        

QUESTION 10
The  client  as  scientist  is  affecting  the  data  (Heisenberg  uncertainty 
principle). What is the role of the therapist here, is he/she some sort of a 
science facilitator? (Unknown)

We  will  start  with  identifying  the  Heisenberg  uncertainty  principle.  This 
concept forms part of quantum physics. 

As the reader/observer of the question I will be influencing the question asked 
by my observation thereof, if my interpretation of the question is inaccurate 
please let me know at the e-mail address provided.

My non-quantum physicist understanding of the Heisenberg principle is that it 
refers to the idea that when measuring the position of an object (e.g. an atom) 
the  measurement  process  will  change  the  momentum of  the  atom by  an 
uncertain amount inversely proportional to the accuracy of the measurement. 
The Heisenberg principle is related to the observer effect, that refers to the 
changes that the act of observing a phenomenon will make on it.

The CBT therapist offers a scientifically based understanding of the symptoms 
(in this case relating to panic disorder) to the client. This understanding is 
based on the data available about panic disorder and CBT treatment of the 
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condition. Any intervention is influenced by the observation of the problem, be 
it by the client or therapist. Post-modernistic psychotherapy (such as Narrative 
Therapy) describes this problem clearly and tries to deal with this in a different 
way,  but also recognize the impossibility to manage this. It  is important to 
recognize  that  a  scientific  approach  provides  data  that  will  be  uniquely 
interpreted by the client, within the framework provided. We believe the power 
of  CBT  lies  in  predictable  outcomes  based  on  scientific  research  that  is 
shared with the client.

The  question  highlights  the  different  ways  in  which  different  philosophical 
stances will attempt to understand and assist clients. We all share the same 
outcome, namely to assist clients to have symptom relief.

______________________________

We have answered all  sms questions that were posed. Please feel free to 
email further queries or questions to us at cognitivetherapy@telkomsa.net and 
we will post the original question and answer on the website as we have with 
these.
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