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ABSTRACT 

Panic attacks are common to anxiety disorders and are a significant marker of risk for the 

development and manifestation of psychopathology more broadly (Barlow et al., 1985; Craske et 

al., 2010). Despite the fact that panic attacks frequently occur within the context of varying 

anxiety disorders, mood disorders, and general medical conditions (APA, 2000), there has been 

limited research to date investigating the diagnostic features and symptom profiles of panic 

attacks occurring within the context of anxiety disorders other than panic disorder (Craske et al., 

2010). In order to provide greater diagnostic and descriptive clarity, the present study provided a 

thorough investigation of the diagnostic features and symptom profiles of panic attacks for 50 

individuals seeking treatment for anxiety-related problems at an anxiety disorder specialty clinic. 

Broad diagnostic classifications were utilized to compare the diagnostic features and symptom 

profiles of panic attacks between participants with a diagnosis of panic disorder and participants 

with other anxiety disorder diagnoses. While individuals with a diagnosis of panic disorder 

tended to report more symptoms during panic attacks, and experience those symptoms as more 

severe, results broadly suggest that the diagnostic features and symptom profiles of panic attacks 

occurring within the context of varying anxiety disorders are far more similar than they are 

different. The findings of the present study are discussed in relation to past research regarding 

the nature of panic attacks as well as the current panic attack diagnostic criteria. Implications for 

future research, assessment, and treatment are also briefly discussed.   
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An Investigation of The Structure and Phenomenology of Panic Attack Symptomatology Across 

DSM-IV-TR Anxiety Disorders  

Panic attacks are common to anxiety disorders and are a significant marker of risk for the 

development and manifestation of psychopathology more broadly (Craske et al., 2010). Although 

panic attacks are not considered a disorder of their own, they are often present in the context of 

various anxiety and non-anxiety disorders. In the context of co-occurring anxiety disorders panic 

attacks have been associated with increased symptom severity, higher rates of comorbidity and 

suicidality, and poorer treatment response (Craske et al., 2010). In addition to the experience of 

panic attacks within the context of mental disorders, findings from the National Comorbidity 

Survey-Replication (NCS-R) suggest that a significant portion of the population (22.7%) 

experience panic attacks at some point in their lifetime without meeting full criteria for a 

diagnosis of panic disorder (Kessler et al., 2006). Some studies have even found that upwards of 

35% of the normal population have experienced a panic attack within the last year (Norton, 

Harrison, Hauschm, & Rhodes, 1985). While isolated panic attacks are not considered a disorder 

or condition requiring immediate intervention, people experiencing panic attacks without 

meeting diagnostic criteria for an anxiety disorder are at a greater risk to develop panic disorder 

later in life, as well as other anxiety disorders and psychopathologies including major depressive 

disorder, somatoform disorders, and alcohol or substance abuse (Kessler et al., 1994, 2006).  

The Panic Attack 

While the experience of extreme fear and attacks of anxiety have been documented for 

many years (DaCosta, 1871), the panic attack became the central feature of the diagnostic entity 

of panic disorder in the third edition of the Diagnostic and Statistical Manual of Mental 

Disorders (DSM-III; APA, 1980). The panic attack was first defined in the DSM-III (APA, 
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1980) as, “the sudden onset of intense apprehension, fear, or terror, often associated with feelings 

of impending doom” (APA, 1980; pg. 230). Across subsequent iterations, including the DSM-

III-R (APA, 1987), DSM-IV (APA, 1994), and DSM-IV-TR (APA, 2000), the panic attack 

definition and diagnostic criteria evolved commensurate with empirical data and clinical 

observation. Currently, the DSM-IV-TR (APA, 2000) defines a panic attack as, “a discrete 

period of intense fear or discomfort, in which four (or more) of thirteen symptoms develop 

abruptly and reach a peak within ten minutes.” The thirteen possible panic symptoms can be 

somatic or cognitive in nature and include palpitations, sweating, trembling or shaking, 

sensations of shortness of breath or smothering, a feeling of choking, chest pain or discomfort, 

nausea or abdominal distress, dizziness or lightheadedness, derealization or depersonalization, 

fear of losing control or “going crazy,” fear of dying, paresthesias, and chills or hot flushes 

(APA, 2000). In describing the features of the panic attack, the DSM-IV-TR (APA, 2000) 

highlights that the panic attack typically has a sudden and rapid onset (less than 10 minutes) and 

is often accompanied by a sense of imminent danger or impending doom and an urge to escape. 

Furthermore, the DSM-IV-TR (APA, 2000) states that the anxiety characteristic of panic can be 

differentiated from generalized anxiety by its discrete, almost paroxysmal, nature and its 

typically greater severity.  

Given the significance of the current diagnostic classification system to the dissemination 

of information regarding panic, and panic attacks, it is important to fully address the 

conceptualization of panic attacks put forth by the DSM-IV-TR (APA, 2000). In addition to the 

definition and diagnostic criteria, the DSM-IV-TR (APA, 2000) outlines three characteristic 

types of panic attacks with each type of attack being defined by a different set of relationships 

between the onset of the attack and the presence or absence of situational triggers. Unexpected or 



Panic Symptomatology Across Disorders 3 
 

uncued panic attacks are defined as those for which the individual does not associate onset with 

an internal or external situational trigger (i.e., the attack is perceived as occurring spontaneously 

“out of the blue”). Situationally bound (cued) panic attacks are defined as those that almost 

invariably occur immediately on exposure to, or in anticipation of, the situational cue or trigger. 

Situationally predisposed panic attacks are similar to situationally bound panic attacks but are 

not invariably associated with the cue and do not necessarily occur immediately after exposure to 

the cue (APA, 2000).   

In recognition that panic attacks may occur in the context of any anxiety disorder as well 

as other mental disorders and general medical conditions, the panic attack diagnostic criteria 

were separated from the diagnosis of panic disorder and moved to the front of the anxiety 

disorders section in the fourth edition of the Diagnostic and Statistical Manual of Mental 

Disorders (APA, 1994). The DSM-IV-TR (APA, 2000) states that panic attacks are not specific 

to any single anxiety disorder and often occur in the context of social phobia and specific phobia 

in addition to panic disorder.  

Situationally bound panic attacks are experienced by a majority of individuals with social 

phobia (e.g., the person experiences a panic attack each and every time they must speak 

in public) and specific phobias (e.g., the person with a specific phobia of dogs 

experiences a panic attack each and every time they encounter a barking dog), whereas 

situationally predisposed panic attacks most typically occur in generalized anxiety 

disorder (e.g., after watching television news programs that warn of an economic 

downturn, the person becomes overwhelmed with worries about their finances and 

escalates into a panic attack) and post traumatic stress disorder (e.g., a rape victim 
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sometimes experiences panic attacks when faced with reminders of the traumatic event, 

such as seeing a man who reminds her of the assailant) (APA, 2000; pg. 431).  

According to the DSM-IV-TR (APA, 2000) the distinction between unexpected panic attacks 

and both situationally bound and situationally predisposed panic attacks is important in terms of 

differential diagnosis, since recurrent unexpected attacks are required for a diagnosis of panic 

disorder. It is important to note that although unexpected panic attacks are required for a 

diagnosis of panic disorder, it is not clear whether or not they are different from cued panic 

attacks in terms of physiological characteristics. Moreover, the distinction between cued and 

unexpected panic attacks may even be called into question as cued panic attacks are more 

common than unexpected panic attacks, even in panic disorder patients (Kessler et al., 2006).   

Panic Attack Symptomatology 

 Although the DSM-IV-TR (APA, 2000) distinguishes between three characteristic types 

of panic attacks based upon the relationship between the attack and the presence or absence of 

situational triggers, the current classification system does not specify which symptoms, if any, 

occur most frequently, or are experienced as the most severe by individuals who experience 

panic attacks. This may reflect the origin of panic attack symptomatology, which Aronson and 

Logue (1988), and later Barlow (2002), have noted were not empirically derived but rather were 

decided on by committee largely on the basis of expert clinical experience. In fact, many 

researchers have commented that despite a wealth of research on panic disorder there has been a 

relative lack of research into the types and patterns of symptoms that comprise a typical panic 

attack (Cox, Swinson, Endler, & Norton, 1994; Craske et al., 2010; Ley, 1992). In order to 

understand whether or not certain symptoms are more central to the diagnosis of a panic attack 
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than others, it is important to review data examining symptom frequency and symptom severity 

during the course of panic attacks.  

 In preparation for the publication of the fifth edition of the Diagnostic and Statistical 

Manual of Mental Disorders, Craske and colleagues (2010) completed a review of the literature 

in order to evaluate the diagnostic criteria for panic attacks and panic disorder. As part of this 

review, these researchers outlined what is known regarding the experience of each of the thirteen 

panic attack symptoms. Craske and colleagues (2010) noted that while only a limited number of 

studies investigated the specific symptoms of panic attacks, epidemiological data and extant 

research suggests that each of the thirteen panic attack symptoms is consistently endorsed by at 

least one quarter of the respective samples reviewed. Cox and colleagues (1994) evaluated panic 

attack symptomatology in 212 treatment-seeking patients diagnosed with panic disorder. These 

researchers found heart pounding, tachycardia, and dizziness to be among the most frequently 

occurring DSM-III-R (APA, 1987) symptoms and paresthesias, nausea, and feelings of choking 

to be the least frequently endorsed symptoms during panic attacks. In a study based upon DSM-

III (APA, 1980) panic attack criteria, Barlow, Vermilyea, Blanchard, Vermilyea, DiNardo, and 

Cerny (1985) found that palpitations, dizziness, and fears of going crazy or losing control had 

high mean endorsement ratings amongst patients diagnosed with agoraphobia with panic and 

panic disorder. In this study paresthesias and choking were rated as least severe amongst 

agoraphobia with panic and panic disorder patients (Barlow et al., 1985).  

In a more recent study, Ietsugu, Sukigara, and Furukawa (2007) noted that the symptom 

configuration might vary greatly under the same diagnostic rubric of a panic attack, as any four 

of thirteen symptoms may constitute the diagnosis of a panic attack. In order to address this 

concern, these researchers evaluated symptom ratings from 1,213 respondents who responded 
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yes to a probe question regarding the lifetime experience of a panic attack and answered all 

questions corresponding with the diagnostic criteria for a DSM-IV (APA, 1994) panic attack 

from the National Comorbidity Survey (Kessler et al., 1994). In this investigation, 580 

participants (47.8%) reported that they had experienced a full-blown attack with four or more 

symptoms present. These researchers found that all of the DSM-IV symptoms were endorsed 

relatively frequently, with endorsement rates ranging from 36.4% to 96.6%. Consistent with the 

findings of Barlow et al. (1985) and Cox et al. (1994), these researchers found heart palpitations 

to be the most frequently endorsed symptom and paresthesias to be the least frequently endorsed 

symptom. These researchers also analyzed the item characteristics of each symptom using item 

response theory (IRT) to examine the relationship between the severity of the panic attack and 

the performance of individual symptoms. While symptoms such as paresthesias, choking, and a 

fear of dying were not frequently endorsed; these symptoms were found to be good markers of 

more severe attacks. On the other hand, more commonly endorsed symptoms such as palpitations 

and dizziness did not discriminate well between mild and severe panic attacks (Ietsugu et al., 

2007).   

Not all Panic is Alike 

The idea that there may be more than one type of panic attack is not new (Ley, 1992). 

Almost from the inception of the panic attack construct research studies have failed to support 

the notion that the panic attack experience is uniform and follows a consistent profile of panic 

attack symptoms (Ley, 1987; Ley, 1992; Starcevic, Kellner, Uhlenhuth, & Pathak, 1993). In fact, 

several researchers have suggested that panic attack symptom profiles not only differ across 

individuals, but also differ across attacks within the same individual (Craske et al., 2010; 

Starcevic et al., 1993). In an effort to provide greater diagnostic and descriptive clarity 
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researchers have attempted to define and describe various subtypes of panic based upon 

etiological sources of panic symptoms, interpretations of panic attack meaning, relationships 

with situational triggers, temporal features of panic attacks, and symptom profiles of panic 

attacks. It is important to note that the majority of such attempts to describe subtypes of panic 

attacks have occurred solely within the context of panic disorder.  

Researchers who describe subtypes of panic attacks based upon the prominence of certain 

symptom clusters often argue that the different symptom clusters reflect different etiological 

sources. For example, a pounding heart and sweating may reflect autonomic nervous system 

arousal, whereas shortness of breath and chest tightness may reflect issues with the respiratory 

system (Klein, 1993; Meuret, White, Ritz, Roth, Hofmann, & Brown, 2006). One of the primary 

distinctions postulated is the distinction between respiratory and cognitive symptom clusters. In 

terms of etiological origin, researchers tend to argue that respiratory symptom clusters can be 

related to either the hyperventilation theory of panic (Ley, 1985) or the suffocation alarm theory 

of panic (Klein, 1993). The cognitive symptom cluster, which is generally characterized by less 

autonomic arousal and respiratory dysregulation, usually reflects a strong feeling of distress 

paired with cognitive symptoms of depersonalization, fear of losing control, and fear of dying 

(Meuret et al., 2006). It is important to note that empirical support for a cognitive subtype of 

panic attacks is limited.   

Other attempts to sub-type panic attacks have been made on the basis of non-etiological 

features. For example, Kushner and Beitman (1990) described non-fearful panic disorder as a 

subtype of panic disorder whereby individuals meet diagnostic criteria for panic disorder but fail 

to report the subjective experience of fear and anxiety as part of their experience of panic attacks. 

Ley (1992) put forth a proposal to define panic attacks on the basis of psychological and 
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physiological distinctions that fit three categories of severity based upon DSM-III-R (APA, 

1987) criteria: a Type I or classic panic attack, a Type II or anticipatory panic attack, and a Type 

III or cognitive panic attack. Ley (1992) argued that the importance of making such distinctions 

lay in the clarification of theoretical issues, the facilitation of communication in research, and the 

development of effective programs of treatment through greater specificity of the underlying 

complaint.  

Other researchers have attempted to use factor analytic techniques to determine which 

symptoms cluster together and define panic attack subtypes on the basis of such symptom 

clusters (Argyle, 1988; Cox et al., 1994; Kenardy, Evans, & Oei, 1992). For example, Meuret 

and colleagues (2006) factor analyzed DSM-IV (APA, 1994) panic symptomatology in a 

sizeable clinical sample of 343 panic patients and arrived at a three-factor solution, with the first 

factor comprising “cardio-respiratory” symptoms, the second factor comprising mixed somatic 

symptoms, and the third factor comprising primarily cognitive symptoms. In a critical review of 

the literature, Kircanski, Phil, Craske, Epstein, and Wittchen (2009) examined five commonly 

reported symptom subtypes (respiratory, nocturnal, non-fearful, cognitive, and vestibular panic 

attacks) in order to assess the validity of symptom profiles commonly reported in the literature. 

These researchers concluded that the extant data do not provide strong support for any of the 

potential symptom subtypes of panic attacks (Kircanski et al., 2009). Despite the mixed findings 

regarding the validity of various proposed subtypes of panic attacks, the proposed variants and 

research base support the notion that there is meaningful heterogeneity in the experience of panic 

attacks within, and across individuals.  

Panic Attack Symptom Profiles Across Disorders 



Panic Symptomatology Across Disorders 9 
 

 There has been limited research to date investigating the symptom profiles of panic 

attacks in the context of other disorders (Craske et al., 2010). Most research examining panic 

attack symptom profiles has been completed solely within the context of panic disorder. 

Starcevic, Kellner, Uhlenhuth, and Pathak (1993) compared the frequency of symptoms reported 

during panic attacks in patients with panic disorder with and without agoraphobia. They found 

that patients with panic disorder with agoraphobia reported more symptoms on average, and 

experienced most of the panic symptoms more frequently during the course of their disorder than 

did patients with panic disorder without agoraphobia. Rachman, Levitt, and Lopatka (1987) 

compared panic symptoms reported during panic attacks by patients with claustrophobia and 

patients with panic disorder. While these researchers reported few differences overall, they 

reported that patients suffering from claustrophobia reported dyspnea, choking, dizziness, and 

fears of dying and going crazy more frequently than did patients with panic disorder. Patients 

with panic disorder, in turn, reported more palpitations, hot flushes and trembling than patients 

with claustrophobia (Rachman et al., 1987). 

In one of the early investigations of panic attack symptomatology across anxiety 

disorders, Barlow and colleagues (1985) examined differences in panic attack symptomatology 

across DSM-III (APA, 1980) anxiety disorders using data from the Anxiety Disorder Interview 

Schedule (ADIS; Di Nardo, O’Brien, Barlow, Waddell, & Blanchard, 1983) from 108 patients 

presenting to an anxiety disorder clinic with complaints of anxiety. Taken as a whole, this study 

found few differences in panic attack symptomatology across DSM-III (APA, 1980) anxiety 

disorders (Barlow et al., 1985). These researchers found that panic was common to all anxiety 

disorders with at least 83% of individuals diagnosed with agoraphobia with panic, panic 

disorder, simple phobia, social phobia, generalized anxiety disorder, and obsessive compulsive 
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disorder reporting the experience of at least one panic attack. Almost all of these individuals 

reported at least 4 of the 12 symptoms necessary to qualify as a DSM-III (APA, 1980) panic 

attack. In terms of frequency, patients diagnosed with agoraphobia with panic, panic disorder, 

and obsessive compulsive reported the highest frequency of symptoms relative to patients with 

simple phobia, social phobia, and generalized anxiety disorder. In terms of severity, only two 

symptoms were found to differ across anxiety disorders: dizziness and a fear of going crazy. 

Patients with agoraphobia with panic and panic disorder reported more severe dizziness than 

patients with social phobia or simple phobia (those with GAD and OCD did not differ). Patients 

with panic disorder had the highest average severity rating for a fear of going crazy, which was 

significantly higher than the patients’ other anxiety disorders. These researchers also examined 

the percentage of the 12 panic attack symptoms endorsed by each group of patients and found 

that patients with agoraphobia with panic (85.6%), panic disorder (83.3%), and obsessive 

compulsive disorder (90.2%) all had a significantly higher level of endorsement than other 

diagnostic groups with the exception of simple phobia (Barlow et al., 1985). While these 

findings suggest relatively minor differences in terms of panic attack symptom profiles across 

DSM-III (APA, 1980) anxiety disorders, the general trend was for individuals with panic 

disorder, obsessive compulsive disorder, and agoraphobia with panic to experience elevations in 

symptomatology compared to patients with simple phobia, social phobia, and generalized 

anxiety disorder (Barlow et al., 1985).   

Rapee and colleagues (1992) compared the symptoms reported by DSM-III-R (APA, 

1987) panic disorder patients during their typical attacks with the symptoms reported by other 

anxiety disorder patients upon exposure to their feared stimuli. Although these researchers did 

not look at the symptom profiles for each specific anxiety disorder, they found that compared 
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with other anxiety disorders collectively, patients with panic disorder were more likely to report 

parethesias, dizziness, faintness, unreality, dyspnea, fear of dying, and fear of going crazy/losing 

control (Rapee et al., 1992). As part of this project, these researchers also examined the intra-

person symptom profiles of individuals meeting diagnostic criteria for both panic disorder and 

another anxiety disorder by comparing the symptoms experienced by each individual during their 

unexpected panic attacks and their cued panic attacks. While these researchers relied upon the 

unexpected vs. cued distinction to delineate between panic attacks in the context of panic 

disorder and panic attacks presumed to occur in the context of other anxiety disorders, they 

found that a greater average number of symptoms was reported during panic attacks occurring in 

the context of panic disorder compared to those occurring in the context of other anxiety 

disorders. However, only two symptoms were found to differ as dizziness and trembling were 

each reported to be experienced as more severe during the course of uncued panic attacks (Rapee 

et al., 1992).  

Summary of Research Findings 

 As Craske and colleagues (2010) highlight in their review of the literature, there are very 

little data on the experience of panic attacks in the context of other disorders. Many studies 

evaluate the presence or absence of panic attacks in the context of other disorders compared to 

panic disorder, but rarely report differences in the specific symptom structures of panic endorsed. 

Three earlier studies investigated panic attacks and panic attack symptoms across anxiety 

disorders and found that panic attacks were common to other anxiety disorders (Barlow et al., 

1985; Rachman et al., 1987; Rapee et al., 1992). While each of these studies found differences in 

panic symptomatology across anxiety disorders, collectively the differences in symptomatology 

were considered marginal with the general trend being that panic disorder patients tended to 
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report elevations in terms of symptom frequency and severity in comparison to other anxiety 

disorder patients. While empirical evidence would suggest that all panic is not alike and that 

there is meaningful heterogeneity in the symptom profiles of panic attacks across disorders, 

continued research is needed in order to systematically investigate the experience of panic 

attacks and panic symptomatology within the context of varying anxiety disorders in order to 

determine whether or not meaningful differences truly exist in the symptom profiles of panic 

attacks across disorders.  

The Present Study 

 The overall aim of the present study was to investigate the experience of panic attacks, 

and specifically panic attack symptomatology, across DSM-IV-TR (APA, 2000) anxiety 

disorders in order to provide greater diagnostic and descriptive clarity. As Ley (1992) argued 

twenty years ago, “the importance of such distinctions lay in the clarification of theoretical 

issues, the facilitation of communication in research, and the development of effective programs 

of treatment through greater specificity of the underlying complaint.” To this end, the present 

examined the diagnostic features and symptomatology of panic attacks occurring within the 

context of panic disorder and within the context of other anxiety disorders, and explored 

treatment and research implications on the basis of the study findings.  

Present Study Aims 

Specific Aim 1:  

Provide extensive descriptive information regarding the experience of panic attacks and 

panic attack symptomatology within a population seeking treatment for varying DSM-IV-TR 

(APA, 2000) anxiety disorders at an anxiety disorder specialty clinic.  

Specific Aim 2A: 
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Compare the phenomenological features of panic attacks, including the prevalence of past 

panic attacks, the rate of onset and time of duration for worst ever and usual/typical attack, 

anticipation and worry regarding future attacks, feared consequences of panic attacks, and 

indices of perceived interference, distress, and controllability of panic attacks, between 

participants diagnosed with panic disorder with and without agoraphobia and participants 

diagnosed with other DSM-IV-TR (APA, 2000) anxiety disorders.  

Specific Aim 2B: 

Evaluate and compare panic attack symptom profiles between participants diagnosed 

with panic disorder with or without agoraphobia and participants diagnosed with other DSM-IV-

TR (APA, 2000) anxiety disorders in order to determine if quantitative or qualitative differences 

exist in the constellation of panic symptoms experienced by participants within the context of 

other anxiety disorders.   

Proposed Study Hypotheses 

 Previous research is limited in terms of data pertaining to specific differences in panic 

attack symptom profiles and panic attack symptomatology across anxiety disorders. Broadly, 

research would suggest that patients experiencing panic attacks in the context of panic disorder 

would show elevated endorsement rates in terms of symptom presence and symptom severity 

across all panic symptoms compared to patients experiencing panic attacks in the context of 

other anxiety disorders (Barlow et al., 1985; Craske et al., 2010; Rapee et al., 1992). Based upon 

these general trends in previous research, the study hypotheses were as follows:  

 H1A: Individuals experiencing panic attacks within the context of panic disorder, or in 

relation to panic disorder as a comorbid diagnosis, would report experiencing a greater average 
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number of symptoms during panic attacks than individuals experiencing panic attacks in the 

context of anxiety disorders other than panic disorder. 

H1B: Individuals experiencing panic attacks within the context of panic disorder, or in 

relation to panic disorder as a comorbid diagnosis, would report experiencing the symptoms of 

panic attacks as more severe than individuals experiencing panic attacks in the context of anxiety 

disorders other than panic disorder.    

Method 

Participants 

Individuals who presented for anxiety treatment at the University of Houston Anxiety 

Disorder Clinic were included in the study if they were at least eighteen years of age, and met 

criteria for a primary DSM-IV-TR (APA, 2000) anxiety disorder diagnosis. Participants were 

largely self-referred and recruited through advertisements, brochures, and local media 

programming. Individuals with comorbid non-anxiety diagnoses were permitted into the study 

provided that any comorbid diagnoses received a Clinician Severity Rating (CSR) at or below 

that of the primary anxiety disorder diagnosis. Individuals were excluded from the study if they 

were unable to read or communicate effectively in English, if they demonstrated dementia or 

neurodegenerative conditions that would significantly interfere with the assessment, or if they 

demonstrated behaviors such as suicidality, substance use, or any other condition that would 

require immediate intervention.  

A total of 50 participants who met the inclusion/exclusion criteria were enrolled into the 

study after presenting to the Anxiety Disorder Clinic at the University of Houston seeking 

treatment for anxiety and anxiety-related problems.  Participants ranged from 19 to 66 years of 

age (M = 37.53, SD = 12.18), with 26 being female (52.0%) and 24 being male (48.0%). In terms 
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of race/ethnicity, participants classified themselves into one of the following categories: African 

American (8.0%), Asian American (2.0%), Caucasian (60.0%), Hispanic (22.0%), or 

Mixed/Other (6.0%). Participants presented with a range of primary anxiety disorder diagnoses 

including: panic disorder with or without agoraphobia (36.0%), social phobia (42.0%), 

generalized anxiety disorder (12.0%), obsessive compulsive disorder (4.0%), specific phobia 

(4.0%), and anxiety disorder not otherwise specified (4.8%). One participant (2.0%) presented 

with a primary diagnosis of major depressive disorder. In terms of comorbidity, 60.0% of the 

sample held one additional comorbid diagnosis, 26.0% held two comorbid diagnoses, and 12.0% 

held three comorbid diagnoses. In addition to the aforementioned primary diagnoses, the 

following diagnoses were also represented as comorbid diagnoses: posttraumatic stress disorder, 

major depressive disorder, and alcohol/substance use disorders. A summary of the sample 

characteristics can be found in Table 1. 

Measures 

Anxiety Disorder Interview Schedule for DSM-IV (ADIS-IV; Brown, Di Nardo, & Barlow, 

1994). The ADIS-IV is a semi-structured diagnostic interview used to screen for the presence, 

nature, and severity of DSM-IV anxiety, mood, and somatoform disorders. Participants received 

the ADIS-IV at pre-treatment to confirm diagnoses and diagnostic severity. A Clinician Severity 

Rating (CSR), which ranges from 0 (not at all severe) to 8 (severely distressing), was included in 

the ADIS-IV to quantify symptom severity and degree of impairment for each separate 

diagnosis. A rating of 4 (moderate impairment) or above was used to establish the presence of a 

clinically significant diagnosis. The ADIS-IV also assessed previous mental health history, prior 

treatment, and family mental health history. Subsections of the ADIS-IV were used as a 

screening measure for psychotic symptoms and alcohol and substance use. Independent 
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assessors, who underwent a standardized videotaped training, conducted all diagnostic 

interviews. The ADIS-IV has demonstrated good diagnostic reliability in the past. In a previous 

study (Norton & Barrera, 2012), graduate student clinicians blind to treatment condition 

independently assessed the reliability of the ADIS-IV diagnoses and Clinician Severity Ratings. 

Diagnostic reliability involved matching the same primary and comorbid diagnoses and 

matching the Clinician Severity Rating within 1 point for each of the diagnoses. In this previous 

study, inter-rater diagnostic agreement was found to be high (86% agreement), Kappa = .759, p < 

.001 (Norton & Barrera, 2012). 

Panic Attack Questionnaire-IV (PAQ-IV; Norton, Zvolensky, Bonn-Miller, Cox, & Norton, 

2008). The PAQ-IV is a self-report instrument designed to provide comprehensive quantitative 

and qualitative data regarding the specific features of panic spectrum disorders. The PAQ-IV is 

divided into multiple sections, each assessing different aspects of panic. First, the PAQ-IV 

assesses personal and family history of psychopathology (six Yes/No/Not Applicable items), as 

well as the respondent’s personal treatment history for commonly occurring psychological and 

physiological conditions (seven Yes/No items). The subsequent section assesses for a history of 

panic (one Yes/No item) and, if affirmative, assesses the frequency of panic attacks over the past 

year, past month, and past week. Next, onset and duration of typical/usual, worst ever, and most 

recent panic attacks are assessed (three 5-point ordinal scales), followed by ratings of the 

intensity of symptoms during typical/usual, worst ever, and most recent panic attacks on a series 

of 0 (Does Not Occur) to 4 (Very Severe) scales. Anticipatory anxiety over future panic attacks 

is assessed on three 0 (Does Not Occur) to 8 (Total Anxiety) scales, followed by a series of 

open-response questions querying the first, most severe, and most frightening symptoms, as well 

as feared consequences of the attack and symptoms. Next, agoraphobic situations are rated for 
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the likelihood that the respondent would panic in that situation and/or avoid each situation. 

Finally, a series of questions assess interference, distress, and controllability, followed by 20 

items rating the use and effectiveness of various coping strategies. In order to reduce participant 

burden, several portions that correspond to information gathered elsewhere (i.e. ADIS-IV) and 

portions that gather information beyond the scope of the present research aims were omitted 

during the present investigation. As a result, the subsections assessing personal/family history of 

psychopathology and personal treatment history were omitted. The PAQ-IV was administered at 

pre-treatment as part of a larger assessment battery of self-report instruments. With respect to the 

psychometric properties of the PAQ-IV, data to date has been limited to student and community 

samples that have been non-treatment-seeking in nature. Despite this limitation, and the fact that 

the PAQ-IV was designed primarily as a descriptive rather than a diagnostic tool, indices of 

panic severity from the PAQ-IV have been found to be highly associated with other measures of 

panic in both student and community samples (Norton et al., 2008). For example, Norton and 

colleagues (2008) tested the concurrent validity of the PAQ-IV against the Panic Disorder 

Severity Scale (PDSS; Houck, Spiegel, Shear, & Rucci; 2002; Shear et al., 1997), a widely 

accepted self-report measure of panic disorder severity. They found that within the student 

sample, symptom severity ratings, as well as various indices of the aforementioned 

phenomenological features of panic attacks, were significantly associated between measures. A 

reliability statistic was calculated for the Panic Attack Questionnaire-IV during the present 

investigation. Reliability for the PAQ-IV was found to be α = .85, indicating acceptable internal 

consistency for the measure. 

Procedure 

Screening and Assessment 
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All assessment activities were conducted at the University of Houston Anxiety Disorder 

Clinic. The Institutional Review Board of the University of Houston has reviewed and approved 

all methods and procedures associated with the ongoing parent portion of this research project. A 

request for revision was submitted to the Institutional Review Board at the University of Houston 

in order to request the addition of the Panic Attack Questionnaire-IV (PAQ-IV; Norton et al., 

2008) to the pre-treatment assessment packet. Potential participants underwent a brief telephone 

screening and those deemed initially suitable were scheduled for a formal diagnostic evaluation. 

During the diagnostic evaluation, potential participants were provided with information about the 

research project and their informed consent to participate was obtained. All consenting 

participants completed the Panic Attack Questionnaire-IV (PAQ-IV; Norton et al., 2008) as part 

of a larger pre-treatment battery of self-report instruments. All consenting participants were 

assessed utilizing the Anxiety Disorder Interview Schedule for DSM-IV (ADIS-IV; Brown et al., 

1994) and associated Clinician Severity Ratings (CSR). Trained, independent assessors 

conducted all diagnostic interviews.  

Data Preparation 

 In order to make broad comparisons between the diagnostic features and symptom 

profiles of panic attacks occurring within the context of panic disorder and panic attacks 

occurring within the context of other anxiety disorders, participants had to be classified on the 

basis of their anxiety disorder diagnosis. Participants were classified as having a diagnosis of 

panic disorder present if they received a primary, or any comorbid, diagnosis of panic disorder 

with or without agoraphobia. Participants were classified as having a diagnosis of panic disorder 

absent if their primary diagnosis, and all comorbid diagnoses, represented anxiety disorders other 

than panic disorder with or without agoraphobia. While this was not a perfect distinction given 



Panic Symptomatology Across Disorders 19 
 

the variability in the influence of comorbid diagnoses, it allowed for a preliminary comparison of 

the diagnostic features and symptom profiles of panic attacks occurring outside of the context of 

panic disorder, to those occurring in relation to a diagnosis of panic disorder.  

Data Analytic Plan 

Descriptive statistics were used to generate a profile of the sample characteristics, screen 

for missing data, assess for normality of sampling distributions, and identify potential outliers. 

Chi Square analyses were used to identify any pre-existing differences between diagnostic 

condition and participant demographics. Additionally, all test statistic assumptions were 

investigated and reported prior to the main analyses.   

Specific Aim 1: 

In order to evaluate specific aim 1, descriptive statistics were used to generate 

information regarding the experience of panic attacks and panic attack symptomatology for a 

sample of individuals seeking treatment for anxiety and anxiety-related problems at the 

University of Houston Anxiety Disorder Clinic.   

Specific Aim 2: 

  The overall aim of the present study was to investigate differences in the diagnostic 

features and symptomatology of panic attacks occurring across DSM-IV-TR (APA, 2000) 

anxiety disorders. In order to evaluate specific aim 2, MANOVA models, ANOVA models and 

Chi-square analyses were utilized in order to compare the features and symptomatology of panic 

attacks between individuals diagnosed with panic disorder and individuals diagnosed with other 

anxiety disorders. Given the fact that multiple significance tests were conducted during the 

evaluation of specific aim 2, a Bonferroni correction was applied in order to protect against the 
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potential inflation in type I error that can occur when multiple comparisons are used to examine 

differences between groups.  

In order to evaluate specific aim 2A, ANOVA models and Chi-square analyses were 

utilized in order to compare the panic disorder present and panic disorder absent groups on an 

array of the phenomenological features of panic attacks including the prevalence of past panic 

attacks, the rate of onset and time of duration for worst ever and usual/typical attack, anticipation 

and worry regarding future attacks, feared consequences of panic attacks, and indices of 

perceived interference, distress, and controllability of panic attacks.  

In order to evaluate specific aim 2B, MANOVA models were utilized in order to 

compare panic attack symptomatology between the panic disorder present and panic disorder 

absent groups, including symptom severity during their worst ever and usual/typical attack. As 

follow-up analyses, univariate ANOVA models were utilized in order to examine specific 

differences in symptom severity between the panic disorder present and panic disorder absent 

groups, including symptom severity during their worst ever and usual/typical panic attacks.  

Results 

 Prior to examining the main study aims, descriptive statistics were used to screen the data 

and explore the characteristics of the sample. A summary of the demographic characteristics and 

diagnostic make-up of the sample can be found in Table 1.  

Characterization of the Sample and Presence of Panic 

A total of 50 participants presented to the Anxiety Disorder Clinic at the University of 

Houston seeking treatment for anxiety and/or anxiety-related problems. Of the 50 participants 

who presented for treatment and completed the initial diagnostic assessment, 78% (n = 39) 

reported the lifetime experience of at least one panic attack on the Panic Attack Questionnaire-IV 
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(PAQ-IV; Norton et al., 2008). The PAQ-IV provides specific descriptive information regarding 

the nature of panic attacks and differentiates panic attacks from other common forms of fear, 

anxiety and worry. Of the 50 overall participants, 22% (n = 11) reported that they had never 

experienced a panic attack as described by the PAQ-IV; as such, they provided no further data on 

the PAQ-IV. The PAQ-IV prompts participants to only provide information about panic attacks 

that have occurred at any point during the past year. Of the 50 total participants, 10% (n = 5) 

endorsed the lifetime experience of a panic attack but reported that they had not experienced a 

panic attack within the past year. As such, these 5 participants provided no further data on the 

PAQ-IV.  

Of the 50 participants who presented to the Anxiety Disorder Clinic at the University of 

Houston seeking treatment for anxiety, 68% (n = 34) reported that they had experienced at least 

one panic attack within the past year and provided detailed information regarding the nature, 

features, and symptoms of their attack(s) on the PAQ-IV. In terms of primary anxiety disorder 

diagnosis, the diagnostic make-up for those endorsing the experience of panic attacks (n = 34) 

was as follows: 53% (n = 18) panic disorder with or without agoraphobia, 26% (n = 9) social 

phobia, 12% (n = 4) generalized anxiety disorder, 6% (n = 2) specific phobia, and 3% (1) 

obsessive-compulsive disorder. Additionally, 2 of these 34 participants held a secondary 

diagnosis of panic disorder with or without agoraphobia. Therefore, 59% (n = 20) of the 34 

participants endorsing the experience of one or more panic attacks during the past year according 

to the PAQ-IV were found to have a diagnosis of panic disorder present, while 41% (n = 14) 

were found to experience panic attacks without a diagnosis of panic disorder present.  

In accordance with specific aim 1, extensive descriptive information was generated 

regarding the features and symptomatology of panic attacks as described by the 34 participants 
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endorsing the experience of panic attacks on the PAQ-IV. The number of panic attacks 

experienced by participants over the past year was found to range from 2 to 15, with participants 

endorsing an average of 6.24 (SD = 3.24) panic attacks during the past year. Participants then 

described the rate of onset and total duration of time for their typical/usual panic attack and for 

their worst ever panic attack. In describing rate of onset for a typical/usual attack, 41.2% (n = 14) 

endorsed very rapid, 44.1% (n = 15) endorsed moderately rapid, 8.8% (n = 3) endorsed 

moderately slow, and 5.9% (n = 2) endorsed slowly. In describing rate of onset for their worst 

ever attack, 55.9% (n = 19) endorsed very rapid, 17.6% (n = 6) endorsed moderately rapid, 8.8% 

(n = 3) endorsed moderately slowly, and 17.6% (n = 6) endorsed slowly. With respect to the 

duration of a typical/usual attack, 11.8% (n = 4) of participants endorsed a few minutes, 47.1% 

(n = 16) endorsed 10 to 30 minutes, 26.5% (n = 9) endorsed 30 minutes to one hour, 11.8% (n = 

4) endorsed several hours, and 2.9% (n = 1) endorsed more than one day. In describing the 

duration of their worst ever attack, 11.8% (n = 4) endorsed a few minutes, 14.7% (n = 5) 

endorsed 10 to 30 minutes, 17.6% (n = 6) endorsed 30 minutes to one hour, 35.3% (n = 12) 

endorsed several hours, and 20.6% (n = 7) endorsed more than one day. Please refer to Table 3 

for an overview of the sample endorsements for rate of onset and total attack duration. 

Participants also provided symptom severity ratings for each of the 13 DSM-IV-TR 

(APA, 2000) panic attack symptoms for their usual/typical panic attack and for the worst attack 

that they could recall. Please refer to Table 2 for a complete overview symptom endorsement and 

severity ratings. The number of panic attack symptoms experienced by participants during a 

usual/typical attack was found to range from 3 to 13 with an average of 9.21 (SD = 3.37). The 

number of panic attack symptoms experienced by participants during their worst ever panic 

attack was found to range from 4 to 13 with an average of 10.06 (SD = 3.01). Participants rated 
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the severity of each symptom during a typical/usual and their worst ever panic attack on a 0 

(does not occur) to 4 (very severe) scale. Results indicate that during the typical/usual attack, 

participants experienced heart palpitations, sweating, trembling/shaking, 

dizziness/lightheadedness, and shortness of breath/smothering as most severe while experiencing 

paresthesias, chest pain/discomfort, and feelings of choking as least severe. During the worst 

ever panic attack, participants reported experiencing heart palpitations, trembling/shaking, 

dizziness/lightheadedness, shortness of breath/smothering and derealization/depersonalization as 

most severe while experiencing feelings of choking, chills/hot flushes, chest pain/discomfort and 

paresthesias as least severe. Please refer to Table 2 for a complete review of symptom severity 

ratings.  

Data was also gathered from the 34 participants who endorsed the experience of panic 

attacks on the PAQ-IV regarding anticipation and worry about future attacks, feared 

consequences of attacks on physical and mental health, perceived distress/interference caused by 

panic attacks, and perceptions of controllability in limiting the severity of attacks. Participants 

were asked to rate the extent to which they felt anxious and worried about having a future attack 

after their typical/usual panic attack, and their worst ever panic attack, on a scale from 0 (no 

anxiety) to 8 (total anxiety). While worry/anxiety regarding future attacks was slightly worse 

following the worst ever attack (M = 5.94, SD = 2.30), it was similar to the level of 

worry/anxiety following a typical/usual (M = 5.35, SD = 2.24). In terms of the impact of panic 

attacks on physical health, 73.5% (n = 25) indicated that they believed panic attacks to be 

harmful to their physical health while only 26.5% (n = 9) reported that they did not believe panic 

attacks to be harmful to their physical health. With respect to the impact of panic attacks on 

mental health, 91.2% (n = 31) of participants indicated that they believed panic attacks to be 
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harmful to their mental health while only 8.8% (n = 3) reported that they did not believe panic 

attacks to be harmful to their mental health. Please refer to Table 3.  

In examining the interference caused by panic attacks in daily life, participants were 

asked to rate the degree to which panic attacks have caused them to change/restrict their lifestyle 

on a scale from 1 (no change) to 5 (extreme change). While responses ranged from no change to 

extreme change, the average endorsement of interference caused by panic attacks was found to 

be 3.56 (SD = 1.19), indicative of “moderate” to “quite a bit” of interference. In examining the 

overall distress caused by panic attacks, participants were asked how much distress panic attacks 

cause in their daily life on a scale from 1 (none at all) to 5 (extreme distress). Responses ranged 

from 2 (mild distress) to 5 (extreme distress) with an overall distress average of 4.06 (SD = 0.95), 

which is indicative of a response of “very distressing.” Lastly, participants were asked to rate the 

degree to which they believed they could control (limit) the severity of any given panic attack on 

a scale from 0 (no control) to 10 (total control). Participant responses ranged from 0 (no control) 

to 8 (some control) with an overall average perception of control over the severity of attacks of 

3.94 (SD = 2.44; see Table 3).  

Differences in Panic Attacks: Panic Disorder vs. Other Anxiety Disorders 

Prior to examining the differences in the features and symptomatology of panic attacks 

occurring within the context of panic disorder and those occurring within the context of other 

disorders in specific aim 2, participants were classified based upon their primary, and all 

comorbid diagnoses, as either having a diagnosis of panic disorder present or panic disorder 

absent. Of the 34 participants endorsing the experience of panic attacks within the past year on 

the PAQ-IV, 58.8% (n = 20) were classified as having a diagnosis of panic disorder present and 

41.2% (n = 14) were classified as having a diagnosis of panic disorder absent. Given that 
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multiple features and symptoms were to be examined between the panic disorder present and 

panic disorder absent groups in specific aim 2, a Bonferroni correction was utilized to adjust the 

critical alpha in order to protect against type 1 error. A traditional Bonferroni correction calls for 

the critical alpha of .05 to be divided by the number of tests conducted between the groups of 

interest. There is a significant trade off in such a correction with increased alpha protection 

coming at the cost of statistical power. In examining the differences in the features and 

symptoms of a typical/usual and worst ever panic attack between the panic disorder present and 

the panic disorder absent groups in specific aim 2, 34 different panic-related dependent 

measures were investigated. As such, critical alpha was Bonferroni corrected to .05/34 = .001. 

Given this a priori correction, subsequent analyses were sufficiently powered (.80) to detect 

effect sizes of .77 or larger.  

For the 34 complete observations, all relevant test statistic assumptions were examined 

prior to continuing with the main analyses. This examination revealed broad violations in a 

number of assumptions, most notably normality of sampling distributions and homogeneity of 

variance for many of the variables of interest. While these violations are common with smaller 

sample sizes, particularly with unequal group sizes (Field, 2009), they are noteworthy and 

warrant attention. Violations of these core assumptions may be addressed in several ways. First, 

an equivalent or alternative non-parametric test could be utilized, as these tests do not maintain 

the stringent assumptions (normality, homogeneity of variance, etc.) of parametric tests. Second, 

a data transformation could be performed for the respective variables in an effort to restore 

normality to each sampling distribution. The question of whether to transform data or not can be 

linked to the robustness of the test statistic in question and the actual potential for a more valid 

probability statement to arise from the transformation. The analysis of variance (ANOVA) test 
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statistic has been described as fairly “robust” and accommodating of non-normality in sampling 

distributions (Glass et al., 1972). However, when sample sizes between groups are unequal, the 

ANOVA test statistic is much less robust in accommodating violations of these assumptions, 

particularly homogeneity of variance. When the assumption of homogeneity of variance has been 

violated, Field (2009) suggests examining either the Brown-Forsythe F-ratio (1974) or the 

Welch’s F-ratio (1951), as these are more robust to a violation of homogeneity of variance and 

often preferred to a data transformation. Tomarken and Serlin (1986) have reviewed the use of 

both the Brown-Forsythe F-ratio and the Welch’s F-ratio and suggest that in terms of power the 

Welch’s F-ratio seems to fare the best in the case of small sample sizes. As such, the present 

investigation utilized the Welch’s F-ratio when interpreting the ANOVA models generated 

during the between groups comparisons on variables where violations of the core assumptions 

were observed. The standard ANOVA F-ratio was utilized for the variables found not to violate 

these core assumptions. Several of the between-groups comparisons relied upon the non-

parametric, chi-square test statistic. As a result, these comparisons were not limited by the broad 

violations of normality of sampling distributions and homogeneity of variance.  

Prevalence of Past Attacks  

 A one-way between-groups analysis of variance (ANOVA) revealed no significant 

differences in the total number of panic attacks experienced over the course of the previous year 

between participants with a diagnosis of panic disorder present (M = 5.85, SD = 2.68) and 

participants with a diagnosis of panic disorder absent (M = 6.78, SD = 3.95), F(1,32) = 0.68, 

p=.42.  

Differences in Panic Attack Features 

Rate of Onset and Duration of Panic Attacks 
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  Chi-square analyses were utilized in order to determine if participants with a diagnosis of 

panic disorder present described the rate of onset, or total duration, of their typical/usual and 

worst ever panic attack differently from those with a diagnosis of panic disorder absent. 

However, due to the relatively small sample size, each comparison saw a violation of the 

minimum cell frequency requirement of 5 cases per cell for the Chi-square statistic. Given that a 

large proportion of the cells violated the minimum cell frequency requirement, this examination 

utilized the Fisher’s Exact Test (Fisher, 1922) given the limitations of the Chi-square statistic in 

this situation. Results of the Fisher’s Exact Test suggest that there was not a significant 

difference between the panic disorder present and panic disorder absent groups in terms of the 

duration of their typical/usual panic attack (p = .65) and the duration of their worst attack ever 

panic attack (p = .22). Results of the Fisher’s Exact Test also found no evidence that the panic 

disorder present and panic disorder absent groups differ in terms of the rate of onset for a 

typical/usual panic attack (p = .36) or for their worst ever panic attack (p = .42).  

Anticipation and Worry Regarding Future Attacks 

A one-way between-groups ANOVA was conducted in order to compare the panic 

disorder present and the panic disorder absent groups on the extent to which they felt anxious 

and worried about having another panic attack following both a typical/usual panic attack and 

following their worst ever panic attack. While those participants with a diagnosis of panic 

disorder present (M = 6.00, SD = 1.92) reported greater worry and anxiety than participants with 

a diagnosis of panic disorder absent (M = 4.43, SD = 2.41), results revealed that these 

differences were not significant between groups, F(1,32) = 4.13, p=.05. Participants with a 

diagnosis of panic disorder present (M = 6.70, SD = 1.75) also reported greater anxiety and 

worry about having another panic attack following their worst ever panic attack than participants 
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with a diagnosis of panic disorder absent (M = 4.86, SD = 2.60), however, these results were 

also not significant between groups, F(1,32) = 5.35, p=.03. 

Perceptions of Interference, Controllability, and Distress  

 A one-way between-groups analysis of variance (ANOVA) was utilized in order to 

compare the panic disorder present and the panic disorder absent groups on their perceptions of 

the extent to which panic attacks interfere with their daily lives, the extent to which they can 

control or limit the severity of panic attacks, and the overall distress panic attacks cause in their 

daily lives. Results revealed no significant differences between those with a diagnosis of panic 

disorder present (M = 3.75, SD = 1.19) and those with a diagnosis of panic disorder absent (M = 

3.29, SD = 1.27) in the degree to which panic attacks have caused participants to change or 

restrict their lifestyle, F(1,32) = 1.27, p=.27. Similarly, no significant differences were found in 

participants’ perceptions of their ability to limit the severity of any given panic attack between 

those with a diagnosis of panic disorder present (M = 3.80, SD = 2.47) and those with a 

diagnosis of panic disorder absent (M = 4.14, SD = 2.48), F(1,32) = 0.16, p=.69. Finally, results 

also failed to find a significant difference in the overall level of distress caused by panic attacks 

in the lives of those with a diagnosis of panic disorder present (M = 4.15, SD = 0.75) and those 

with a diagnosis of panic disorder absent (M = 3.93, SD = 1.21), F(1,32) = 0.44, p=.51.  

Feared Consequences of Panic Attacks on Physical and Mental Health 

 A Chi-square test was utilized in order to determine if participants with a diagnosis of 

panic disorder present were more likely to believe that panic attacks were harmful to their 

physical and mental health than individuals with a diagnosis of panic disorder absent. A Chi-

square test (with Yates Continuity Correction) revealed that participants with a diagnosis of 

panic disorder present were not significantly more likely to believe panic attacks to be harmful 
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to their physical health than participants with a diagnosis of panic disorder absent, χ2(1, N = 34) 

= 4.87, p=.027, phi=.44. A similar Chi-square test (with Yates Continuity Correction) revealed 

that participants with a diagnosis of panic disorder present were not any more likely than those 

with a diagnosis of panic disorder absent to report that they believed panic attacks were harmful 

to their mental health, χ2(1, N = 34) = 0.10, p=.75, phi=.16. This may be due to the fact that 

nearly all participants (91.2%) reported that the believed panic attacks to be harmful to their 

mental health. Please see Table 6.  

Differences in Panic Attack Symptoms: Panic Disorder Present vs. Panic Disorder Absent 

 A one-way between-groups ANOVA was first completed in order to determine if those 

with a diagnosis of panic disorder present differed from those with a diagnosis of panic disorder 

absent in the total number of symptoms endorsed during a typical/usual panic attack and during 

their worst ever panic attack. Participants with a diagnosis of panic disorder present (M = 10.80, 

SD = 2.57) were found to endorse significantly more total symptoms during a typical/usual 

attack than participants with a diagnosis of panic disorder absent (M = 6.93, SD = 3.12), F(1,32) 

=14.60, p=<.001. A similar, although non-significant, trend was observed during participants 

worst ever attack. Participants with a diagnosis of panic disorder present (M = 11.40, SD = 1.76) 

were found to endorse more symptoms during their worst ever attack than participants with a 

diagnosis of panic disorder absent (M = 8.14, SD = 3.44), F(1,32) =10.62, p=.004.  

 Next, a multivariate analysis of variance (MANOVA) was utilized in order to compare 

the panic attack symptom profiles between those with a diagnosis of panic disorder present and 

those with a diagnosis of panic disorder absent in terms of symptom severity for their 

typical/usual panic attack and their worst ever panic attack. While the assumptions that underlie 

MANOVA are similar to those that underlie the ANOVA test statistic, MANOVA also assumes 
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multivariate normality and homogeneity of covariance matrices. An inspection of Mahalobis 

distances revealed a violation of the assumption of multivariate normality. While MANOVA is 

generally said to be robust in response to violations of multivariate normality when the number 

of cases in each cell is larger than the number of dependent variables (Olson, 1976), Tabachnick 

and Fidell (2001) suggest that a minimum of 20 cases per cell is needed to ensure robustness 

against violations of multivariate normality. While the present study had more cases in the 

smallest cell than the number of dependent variables (13 dependent variables; 14 cases), it did 

fall short of the 20 cases suggested per cell by Tabachnick and Fidell (2001). As such, results 

should be interpreted with this caveat in mind. The assumption of homogeneity of covariance 

matrices was met for each between-groups comparison.  

 The initial test of MANOVA examined whether or not participants with a diagnosis of 

panic disorder present differed from those with a diagnosis of panic disorder absent on a linear 

combination of panic attack symptoms representative of the symptom profile as a whole during a 

typical/usual attack. The dependent variables utilized were each of the 13 panic attack 

symptoms, while the independent variable was diagnostic classification. Participants with a 

diagnosis of panic disorder present were found to endorse panic attack symptoms as more severe 

as a composite than those with a diagnosis of panic disorder absent, F(1,32) =3.44, p=.007, Wilks’ 

Lambda = .309, partial eta squared =.69. Given this significant multivariate effect, separate 

univariate ANOVA’s were conducted as a follow-up in order to examine specific differences 

between each of the 13 panic attack symptoms. Please refer to Table 4 for the complete results of 

these comparisons. Given the Bonferroni corrected alpha of p=.001, the only symptom found to 

differ between the groups was a fear of dying which was endorsed as significantly more severe 
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during a typical/usual attack for the panic disorder present (M = 2.65, SD = 1.53) group 

compared to the panic disorder absent group (M = 0.71, SD = 0.91), F(1,32) =17.82, p <.001.  

 A one-way between-groups MANOVA was also performed in order to investigate 

differences in the severity of panic attack symptom profiles between those with a diagnosis of 

panic disorder present and those with a diagnosis of panic disorder absent during their worst 

ever panic attack. The dependent variables utilized were each of the 13 panic attack symptoms, 

while the independent variable was diagnostic classification. Results revealed that there was not 

a significant difference in the severity of the composite panic attack symptom profiles between 

those with a diagnosis of panic disorder present and those with a diagnosis of panic disorder 

absent, F(1,32) = 1.27, p=.31, Wilks’ Lambda= .55, partial eta squared= .45. Univariate ANOVA’s 

were conducted as a follow-up in order to investigate specific differences between each of the 13 

panic attack symptoms given the exploratory nature of this study. Please refer to Table 4 for 

complete results of these comparisons. With the Bonferroni corrected alpha of p=.001, none of 

the symptoms were found to differ significantly during participants’ worst ever attack between 

those with a diagnosis of panic disorder present and those with a diagnosis of panic disorder 

absent.  

Discussion 

It is widely understood, within the existing research literature and current diagnostic 

classification system, that panic attacks often occur within the context of varying anxiety 

disorders, mood disorders, and general medical conditions (APA, 2000). However, there has 

been limited research to date investigating the diagnostic features and symptom profiles of panic 

attacks occurring within the context of disorders other than panic disorder (Craske et al., 2010). 

As Ley (1992) argued, “the importance of such distinctions lay in the clarification of theoretical 
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issues, the facilitation of communication in research, and the development of effective programs 

of treatment through greater specificity of the underlying complaint.” In order to provide greater 

diagnostic and descriptive clarity, the present study examined the diagnostic features and 

symptom profiles of panic attacks occurring within the context of varying anxiety disorders for a 

group of individuals seeking treatment for anxiety-related problems through an outpatient 

anxiety disorder specialty clinic. 

Current Findings 

The purpose of the present study was two-fold: 1) to provide extensive descriptive 

information regarding the experience of panic attacks and panic attack symptomatology within a 

population seeking treatment for anxiety-related problems at an anxiety disorder specialty clinic, 

and 2) to compare the diagnostic features and symptom profiles of panic attacks occurring within 

the context of panic disorder to those occurring within the context of other anxiety disorders. 

Consistent with past research (Barlow et al., 1985), this study found panic attacks to be a 

ubiquitous phenomenon amongst patients presenting with concerns related to anxiety. Within 

this treatment-seeking sample, 78% of patients reported the lifetime experience of at least one 

panic attack and 68% of patients reported the experience of at least one panic attack during the 

previous year. While the panic attack is often considered the hallmark feature of the diagnostic 

entity of panic disorder, the present study found that panic attacks frequently occurred within the 

context of other anxiety disorders, notably social phobia and generalized anxiety disorder. Of the 

participants reporting the experience of one or more panic attacks within the past year, 59% had 

a diagnosis of panic disorder with or without agoraphobia present, while 41% reported the 

experience of panic attacks within the context of other anxiety disorders.  
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Before discussing specific differences in the diagnostic features and symptom profiles of 

panic attacks occurring within the context of panic disorder and those occurring within the 

context of other anxiety disorders, the experience of panic attacks and panic attack 

symptomatology within the present study will be discussed in relation to the current diagnostic 

classification system and existing research literature. According to the DSM-IV-TR (APA, 

2000), a panic attack is defined as, “a discrete period of intense fear or discomfort, in which four 

(or more) of thirteen symptoms develop abruptly and reach a peak within ten minutes.” Panic 

attacks with fewer than 4 symptoms have been described as limited symptom attacks. Within the 

present study, 68% of participants seeking treatment for anxiety reported the occurrence of at 

least one panic attack within the past year. Of those reporting the experience of panic attack(s) 

within the past year, 94% of participants met the threshold of 4 or more symptoms present during 

a typical/usual panic attack, and 100% met the threshold of 4 or more symptoms present during 

their worst ever panic attack. In a similar anxiety treatment-seeking clinical sample, Barlow and 

colleagues (1985) found that 83% of their sample reported the experience of at least one lifetime 

panic attack with at least four or more panic symptoms present during that attack. Craske and 

colleagues (2010) reviewed broad epidemiological data, clinical data, and other extant data and 

concluded that approximately 50-60% of community and patient samples recall experiencing 4 

or more symptoms during full panic attacks. While some have called into question the cut-off of 

at least 4 panic attack symptoms required to be present by the DSM-IV-TR (APA, 2000) 

diagnostic criteria, the present study found that nearly all participants met or exceeded this 

threshold.  

Perhaps the most controversial aspect of the current diagnostic criteria is the requirement 

that the panic attack develop suddenly and abruptly reach peak intensity within 10 minutes of the 



Panic Symptomatology Across Disorders 34 
 

first notable symptom (Scupi, Benson, Brown, & Uhde, 1997). Within the present study, only 

41% of patients reported that their typical/usual panic attack reached peak intensity within 10 

minutes. In describing their worst ever attack, 56% of patients reported that the attack reached 

peak intensity within 10 minutes. During a typical/usual attack, 85% reported that their 

symptoms reached peak intensity within 30 minutes of onset. During their worst ever panic 

attack, 74% of participants reported that their symptoms reached peak intensity within 30 

minutes of onset. Several other studies have reported similarly longer times for panic attack to 

reach peak intensity (Norton et al., 2008; Scupi et al., 1997) calling into question the validity of 

the “peak within 10 minutes” criterion currently put forth by the DSM-IV-TR (APA, 2000). In 

terms of the total duration of panic attacks, consistent with previous research using the PAQ-IV 

(Norton et al., 2008), the present study found that participants reported longer total duration 

during their worst ever panic attack than during a typical/usual attack. The majority of 

participants (85%) reported the duration of a typical/usual attack to be less than one hour; 

whereas, the majority of participants (56%) reported the total duration of their worst ever attack 

to be greater than one hour.  

As mentioned previously, research into specific symptom endorsement during the course 

of panic attacks has typically been largely limited to nonclinical samples, or samples where panic 

attacks occurred solely within the context of panic disorder (Craske et al., 2010). In their review 

of the literature, Craske and colleagues (2010) found heart palpitations and dizziness to be the 

most frequently endorsed symptoms of panic attacks and paresthesias to be the least frequently 

endorsed symptom of panic attacks across multiple clinical samples. Consistent with these 

findings, the present study found that during the typical/usual attack participants experienced 

heart palpitations, sweating, trembling/shaking, dizziness/lightheadedness, and shortness of 
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breath/smothering as most severe while experiencing paresthesias, chest pain/discomfort, and 

feelings of choking as least severe. During the worst ever panic attack, participants reported 

experiencing heart palpitations, trembling/shaking, dizziness/lightheadedness, shortness of 

breath/smothering and derealization/depersonalization as most severe while experiencing 

feelings of choking, chills/hot flushes, chest pain/discomfort and paresthesias as least severe. 

In examining differences between panic attacks occurring within the context of panic 

disorder and panic attacks occurring within the context of other anxiety disorders, it was broadly 

hypothesized that patients experiencing panic attacks within the context of panic disorder would 

report more symptoms during panic attacks, and report experiencing those symptoms as more 

severe, than patients experiencing panic attacks within the context of other anxiety disorders. 

This broad hypothesis was generally supported, however, power limitations narrowed the 

conclusions that could be drawn with respect to between-groups differences. When the symptom 

profiles, as a whole, were compared between those with a diagnosis of panic disorder present 

and those with a diagnosis of panic disorder absent, the present study revealed that participants 

with a diagnosis of panic disorder present were found to endorse panic attack symptoms as more 

severe as a composite than those with a diagnosis of panic disorder absent during a typical/usual 

attack but not during their worst ever attack. Consistent with past research (Barlow et al., 1985; 

Craske et al. 2010; Rapee et al., 1992), these findings suggest that a typical/usual attack is 

generally more severe for those with a diagnosis of panic disorder than a typical/usual panic 

attack occurring within the context of other anxiety disorders.  

The fact that differences did not arise between groups for the worst ever attack composite 

severity ratings might suggest that while the typical panic attack is generally more severe for 

patients with a diagnosis of panic disorder, the worst ever attack is comparably severe across 
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anxiety disorder diagnoses. Given the relative dearth of past research in this area, it is unclear 

why the groups did not differ in terms of symptom severity during their worst ever attack. Data 

supports the notion that patients with panic disorder tend to experience routine attacks as more 

severe during the course of their illness (Barlow et al., 1985). However, a simple explanation for 

this finding may be that at the high end of the panic (autonomic arousal) continuum there are few 

gradations in terms of the intensity of panic attack symptoms and that all patients have had at 

least one attack that fell on this high end. Put simply, it could be that all patients have had at least 

one bad panic attack, while patients with panic disorder tend to experience more severe attacks 

on a routine basis.  

 When univariate comparisons examined specific difference in the endorsement of 

diagnostic features and panic attack symptoms across groups, few differences emerged. As 

mentioned previously, this could be tied to observed power limitations as much as to a true 

absence of significant differences. Despite these limitations, those with a diagnosis of panic 

disorder present reported a greater average number of symptoms during their typical/usual attack 

than those with a diagnosis of panic disorder absent. A similar trend was observed to approach 

significance in terms of the total number of symptoms present during participants’ worst ever 

panic attack (p<.01), however, it fell just short of the critical alpha set at p=.001.  Of the 13 

DSM-IV-TR (APA, 2000) panic attack symptoms, only a fear of dying was found to differ 

significantly between groups during a typical attack. Those diagnosed with panic disorder were 

found to report a significantly more severe fear of dying than those without a diagnosis of panic 

disorder. Several other symptoms including chills/hot flushes, chest pain/discomfort, and 

dizziness/lightheadedness were found to approach significance (p<.01) in terms of being 

endorsed as more severe during a typical attack for those with a diagnosis of panic disorder. 
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When the 13 symptoms were examined individually during the course of participants’ worst ever 

panic attack, none were found to differ significantly between the groups. Again, several 

symptoms including a fear of dying, a fear of losing control/going crazy, and 

dizziness/lightheadedness approached significance (p<.01), however, none met the threshold of 

statistical significance based upon the critical alpha chosen. Had these symptoms emerged as 

significantly more severe during the course of panic attacks occurring within the context of panic 

disorder, these differences would have been consistent with the findings of Barlow and 

colleagues (1985) who found dizziness and a fear of going crazy to be endorsed as more severe 

by patients with panic disorder with or without agoraphobia compared to patients with other 

anxiety disorders such as social phobia and simple phobia.  

 The present study also examined differences in the diagnostic features of panic attacks 

between those with a diagnosis of panic disorder present and those with a diagnosis of panic 

disorder absent. These groups were not found to differ significantly on any of the diagnostic 

features assessed including the prevalence of past panic attacks, the rate of onset and time of 

duration for worst ever and usual/typical attack, anticipation and worry regarding future attacks, 

feared consequences of panic attacks, and indices of perceived interference, distress, and 

controllability of panic attacks. The only feature found to approach significance (p<.05) was 

anticipatory anxiety and worry regarding future panic attacks following a typical panic attack 

and following the worst ever panic attack with participants with a diagnosis of panic disorder 

present reporting greater anxiety and worry. Such a difference in anticipatory worry/anxiety 

regarding future attacks would have been consistent with what is known regarding the diagnostic 

entity of panic disorder and the core diagnostic feature of ongoing preoccupation with the 

occurrence of future attacks.  
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Clinical Implications 

Findings from the present study revealed that a large proportion (68%) of individuals 

seeking treatment for anxiety-related problems at an anxiety specialty clinic reported the 

experience of multiple panic attacks within the past year. Given that only 59% of these 

individuals held a diagnosis of panic disorder, it is evident that patients often experience panic 

attacks within the context of other disorders, notably social phobia and generalized anxiety 

disorder. The clinical implications of these findings can be thoughts of in terms of implications 

for assessment and implications for treatment. The results of the present study suggest that it is 

imperative that clinicians thoroughly assess the context in which the panic attack occurs in 

addition to the diagnostic features and symptoms present in order to properly assess the patient’s 

presenting concern and to avoid two common pitfalls with anxiety assessment: misdiagnosis or 

over-diagnosis. Furthermore, the prevalence and severity of panic attack symptomatology within 

the present study underscore the importance of ongoing monitoring and assessment of the 

experience of panic attacks and panic attack symptoms throughout the course of treatment. 

Finally, it may be time to consider whether or not it would be of clinical utility to directly 

address panic attack symptomatology within the context of treatment for non-panic anxiety 

disorders when panic attacks are present. While further research is needed to clarify whether or 

not the addition of panic-specific treatment techniques to non-panic anxiety disorder treatment 

protocols would offer benefits above and beyond existing treatment effects, it may be important 

for clinicians to consider whether or not such panic attacks represent a therapeutic target in their 

own right, or to conceptualize attacks as a symptom to dissipate following treatment of the 

primary presenting concern.   

Limitations 
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The present study had several important limitations. Data gathered regarding the 

diagnostic features and symptoms of panic attacks for the present sample were gathered via 

retrospective self-report inventories. Several studies have shown that patients tend to over-report 

symptom presence and severity during retrospective accounts of panic attacks as compared to 

reports that occur during ongoing self-monitoring of panic attacks (Rapee, Litwin, & Barlow, 

1990; Margraf, Taylor, Ehlers, Roth, Agras, 1987). As such, the findings of the present study 

could reflect an over-endorsement of symptom presence and severity given the retrospective 

nature of this data collection. Observed power concerns also dictate that caution should be taken 

when extrapolating the results of this investigation. Given the small sample size and significant 

alpha protection required during the multiple between-groups comparisons, it is possible that the 

absence of significant differences during the between-groups comparisons could reflect an 

inability to detect differences rather than a true absence of such differences. Additionally, a low 

observed base-rate for certain disorders also narrows the conclusions that can be drawn regarding 

the experience of panic attacks within anxiety disorders other than panic disorder. Within the 

present sample, only 2 participants presented with a primary anxiety disorder diagnosis of 

obsessive-compulsive disorder and no participants presented with a primary anxiety disorder 

diagnosis of posttraumatic stress disorder. Therefore, the panic disorder absent group was much 

more reflective of participants with social phobia and generalized anxiety disorder than all 

anxiety disorders other than panic disorder. As a result, it is unclear the extent to which these 

findings generalize across all anxiety disorders. Finally, given that participants were recruited for 

a controlled efficacy study in an academic training clinic, the extent to which these findings 

would generalize to private clinical practice is also unclear. 

Future Directions 
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Future studies are encouraged to expand upon the findings of the present study. A larger 

clinical sample, particularly with adequate representation of each of the anxiety disorder 

diagnoses, would allow for a more robust comparison of the diagnostic features and symptom 

profiles of panic attacks occurring within the context of varying anxiety disorder diagnoses. In 

continuing this line of research, future studies may also benefit from advanced methodological 

techniques including ongoing self-monitoring of panic attack symptomatology given the noted 

limitations in retrospective reporting of panic attack symptomatology (Margraf et al., 1987). 

Given that the validity of the DSM-IV-TR (APA, 2000) sudden and abrupt onset (less than 10 

minutes) criterion has been called into question by previous research (Norton et al., 2008; Scupi 

et al., 1997) and the findings of the present study, future research is encouraged to continue to 

investigate this diagnostic feature of panic attacks with an emphasis on establishing a more valid 

diagnostic criterion.   

 Beyond the identification of specific differences in the diagnostic features and symptoms 

of panic attacks across disorders, future research may begin to directly examine the role of panic 

attacks during the treatment of non-panic anxiety disorders. Future research should examine the 

impact of ongoing panic attacks in relation to treatment course and treatment outcome for other, 

non-panic anxiety disorders. It may also be of benefit for future research to examine the clinical 

utility of adding panic-specific psychoeducation and treatment techniques such as interoceptive 

exposure exercises to existing non-panic disorder treatment protocols when recurrent panic 

attacks are a presenting complaint. Several empirically supported transdiagnostic anxiety 

treatment protocols, including the Unified Protocol (Barlow et al., 2004) and the Anxiety 

Treatment Protocol (Norton & Hope, 2008), have begun to utilize panic-specific techniques, 

such as interoceptive exposure exercises, across disorders in order to help clients increase their 
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awareness and tolerance of the distressing physical sensations that underlie the manifestation of 

panic. However, within the context of other anxiety disorders, it remains unclear whether 

recurrent panic attacks represent a meaningful therapeutic target that would benefit from direct 

intervention or a symptom that would be expected to dissipate once the primary concern (i.e., 

public speaking in social phobia) is addressed. This distinction represents an important question 

for future research, especially given the potential clinical implications and the ubiquitous nature 

of panic attacks and panic attack symptomatology amongst the anxiety disorders. Future research 

is encouraged to investigate the clinical utility of directly addressing panic attack 

symptomatology within the context of non-panic anxiety disorders in order to determine whether 

or not the addition of panic-specific treatment techniques to non-panic anxiety disorder treatment 

protocols would offer benefits above and beyond existing treatment effects.  

Conclusion 

The findings of the present study would suggest that few differences exist in the 

diagnostic features and symptom profiles of panic attacks occurring within the context of panic 

disorder and those occurring within the context of other disorders. Broadly, participants with a 

diagnosis of panic disorder were found to endorse more panic symptoms on average and endorse 

those symptoms as more severe, but few differences emerged with respect to specific differences 

in panic attack symptoms across disorders. These findings are generally consistent with past 

research (Barlow et al., 1985; Crasket et al., 2010; Rapee et al., 1992), however, research is 

limited with respect to specific differences in the diagnostic features and symptom profiles of 

panic attacks occurring across varying anxiety disorders within a treatment-seeking clinical 

sample. While existing theoretical and empirical evidence would suggest that not all panic is 

alike and that meaningful heterogeneity exists in the experience of panic attacks and panic attack 
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symptomatology across anxiety disorders and general medical conditions, the findings of the 

present study would suggest that such differences are limited. Put simply, the diagnostic features 

and symptom profiles of panic attacks occurring within the context of panic disorder and those 

occurring within the context of other anxiety disorders are far more similar than they are 

different.  
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Table 1  

Sample Characteristics and Diagnoses 
Gender   

     Male 24 (48.0%)  

     Female 26 (52.0%)  

Age   37.53 (12.18) Range: 19-66 

Race/Ethnicity   

     African American  4 (8.0%)  

     Asian American 2 (4.0%)  

     Caucasian 30 (60.0%)  

     Hispanic 11 (22.0%)  

     Mixed/Other 3 (6.0%)  

Diagnoses Primary  Comorbid 

     Panic Disorder w/ or w/o Agoraphobia 18 (36.0%) 2 (4.2%) 

     Social Phobia 21 (42.0%) 8 (16.7%) 

     Generalized Anxiety Disorder 6 (12.0%) 8 (16.7%) 

     Obsessive Compulsive Disorder 2 (4.0%) 4 (8.3%) 

     Specific Phobia 2 (4.0%) 6 (12.5%) 

     Anxiety Disorder NOS 0 (0.0%) 1 (2.1%) 

     Posttraumatic Stress Disorder 0 (0.0%) 1 (2.1%) 

     Major Depressive Disorder 1 (2.0%) 17 (35.4%) 

     Alcohol/Substance Use Disorder 0 (0.0%) 1 (2.1%) 

Note. Percentages for comorbid diagnoses are based upon a total of 48 observed comorbid  
diagnoses, as participants were able to harbor multiple comorbid diagnoses.  
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Table 2  

Broad Sample Panic Attack Symptom Endorsement and Severity Rating 
Panic Attack Symptom Typical Attack Worst Ever Attack 

Heart Palpitations 2.65 (0.95) 3.32 (0.73) 

Sweating 2.03 (1.34)  2.32 (1.47) 

Trembling/Shaking 2.03 (1.27) 2.71 (1.40) 

Shortness of Breath/Smothering 1.91 (1.11) 2.38 (1.37) 

Feeling of Choking  1.12 (1.15) 1.62 (1.39) 

Chest Pain/Discomfort 1.06 (1.15) 1.74 (1.40) 

Nausea/Abdominal Distress 1.50 (1.46) 1.91 (1.54) 

Dizziness/Lightheadedness 2.03 (1.34) 2.53 (1.35) 

Derealization/Depersonalization 1.85 (1.40) 2.38 (1.46) 

Fear of Losing Control/Going Crazy 1.88 (1.70) 2.26 (1.69) 

Fear of Dying 1.85 (1.62) 2.09 (1.73) 

Paresthesias  1.00 (1.15) 1.85 (1.62) 

Chills/Hot Flushes 1.15 (1.31) 1.68 (1.55) 

Average Number of Symptoms Endorsed 9.21 (3.37)  10.06 (3.01) 

Note. Symptom severity ratings range from 0 (Does Not Occur) to 4 (Very Severe). Mean (SD) 
values are presented for the 34 participants who endorsed a panic attack within the last year. 



Panic Symptomatology Across Disorders 50 
 

Table 3 

Broad Sample Endorsement of Panic Attack Features 

Panic Attack Feature    

Prevalence of Past Attacks     N=34      
Number of Attacks Last Year   6.24(3.24)    
 
Interference of PAs (1-5)   3.56(1.19)    
Controllability Over PAs (0-10)  3.94(2.44)    
Distress Caused by PAs (1-5)   4.06(0.95)   
 
Typical/Usual Panic Attack         
Anticipatory Anxiety/Worry (0-8)  5.35 (2.24)    
 
Worst Ever Panic Attack           
Anticipatory Anxiety/Worry (0-8)  5.94(2.30)   
 
Feared Consequences of Attacks 
Mental Health     N=34    
Yes, Harmful     31 (91.2%)  
No, Not Harmful     3 (8.8%)   
 
Physical Health    N=34    
Yes, Harmful     25 (73.5%)  
No, Not Harmful     9 (26.5%)  
 
Rate of Onset:    Typical/Usual Attack    Worst Ever Attack  
      N=34    N=34 
Very Rapid (less than 10 minutes)  14 (41.2%)   19 (55.9%) 
Moderately Rapid (10-30 minutes)  15 (44.1%)   6 (17.6%) 
Moderately Slow (30-60 minutes)  3 (8.8%)   3 (8.8%)  
Slowly (more than one hour)   2 (5.9%)   6 (17.6%) 
 
Total Duration:    
      N=34    N=34 
A Few Minutes (0-10 minutes)  4 (11.8%)   4 (11.8%) 
10 – 30 Minutes    16 (47.1%)   5 (14.7%) 
30 Minutes – One Hour   9 (26.5%)   6 (17.6%) 
Several Hours     4 (11.8%)   12 (35.3%) 
More Than One Day    1 (2.9%)   7 (20.6%) 
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 Table 4 

A Comparison of Symptom Severity: Panic Disorder Vs. Other Anxiety Disorders 

     PD Present PD Absent  df   F  p η2 

Typical/Usual Panic Attack     N=20     N=14 
Symptom 
 
Heart Palpitations   2.80(1.01) 2.43(0.85) 1, 32 1.27 .27 .04 
Sweating    2.25(1.25) 1.71(1.44) 1, 32 1.34 .26 .04 
Trembling/Shaking   2.00(1.34) 2.07(1.21) 1, 32 0.03 .87 .001 
Shortness of Breath/Smothering 2.25(0.85) 1.43(1.28) 1, 32 5.06 .03 .14 
Feeling of Choking   1.45(1.19) 0.64(0.93) 1, 32 4.50 .04 .12 
Chest Pain/Discomfort  1.55(1.15) 0.36(0.74) 1, 32 11.66 .002 .27 
Nausea/Abdominal Distress  1.95(1.47) 0.86(1.23) 1, 32 5.19 .03 .14 
Dizziness/Lightheadedness  2.60(1.19) 1.21(1.12) 1, 32 11.73 .002 .27 
Derealization/Depersonalization 1.95(1.36) 1.71(1.49) 1, 32 0.23 .64 .01 
Fear of Losing Control/Going Crazy 2.45(1.54) 1.07(1.64) 1, 32 6.27 .02 .16 
Fear of Dying    2.65(1.53) 0.71(0.91) 1, 32 17.82* <.001 .36 
Paresthesias    1.25(1.21) 0.64(1.01) 1, 32 2.37 .13 .07 
Chills/Hot Flushes   1.70(1.34) 0.36(0.74) 1, 32  11.48 .002 .26 
 
Total Number of Sx Endorsed 11.40(1.76) 8.14(3.44) 1, 32 14.60* <.001 .33 
 
Worst Ever Panic Attack     N=20     N=14 
 
Symptom 
Heart Palpitations   3.40(0.82) 3.21(0.58) 1, 32 0.53 .47 .02 
Sweating    2.50(1.36) 2.07(1.64) 1, 32 0.69 .41 .02 
Trembling/Shaking   2.70(1.59) 2.71(1.14) 1, 32 0.001 .98 <.001 
Shortness of Breath/Smothering 2.70(1.17) 1.93(1.54) 1, 32 2.75 .11 .08 
Feeling of Choking   1.95(1.39) 1.14(1.29) 1, 32 2.93 .10 .08 
Chest Pain/Discomfort  2.20(1.28) 1.07(1.33) 1, 32 6.20 .02 .16 
Nausea/Abdominal Distress  2.15(1.42) 1.57(1.69) 1, 32 1.16 .29 .04 
Dizziness/Lightheadedness  3.00(1.02) 1.86(1.51) 1, 32 6.92 .01 .18 
Derealization/Depersonalization 2.55(1.23) 2.14(1.75) 1, 32 0.64 .43 .02 
Fear of Losing Control/Going Crazy 2.90(1.33) 1.35(1.78) 1, 32 8.36 .007 .21 
Fear of Dying    2.75(1.71) 1.14(1.29) 1, 32 8.79 .006 .22 
Paresthesias    2.25(1.48) 1.29(1.68) 1, 32 3.12 .09 .09 
Chills/Hot Flushes   2.15(1.46) 1.00(1.47) 1, 32  5.08 .03 .14 
 
Total Number of Sx Endorsed 10.80(2.57) 6.93(3.12) 1, 32 10.62 .004 .29 
 
Note. The Bonferroni corrected alpha was set to p =.001.  
*p < .001 
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Table 5 

A Comparison of Features: Panic Disorder Vs. Other Anxiety Disorders 

     PD Present PD Absent  df   F  p  

Prevalence of Past Attacks    N=20     N=14 
Number of Attacks Last Year  5.85(2.68) 6.78(3.95) 1, 32 0.68 .42  
 
Interference of PAs (1-5)  3.75(1.19) 3.29(1.27) 1, 32 1.27 .27  
Controllability Over PAs (0-10) 3.80(2.47) 4.14(2.48) 1, 32 0.16 .69  
Distress Caused by PAs (1-5)  4.15(0.75) 3.93(1.21) 1, 32 0.44 .51  
 
Typical/Usual Panic Attack     N=20     N=14 
Anticipatory Anxiety/Worry (0-8) 6.00(1.92) 4.43(2.41) 1, 32 4.13 .05  
 
Worst Ever Panic Attack     N=20     N=14 
Anticipatory Anxiety/Worry (0-8) 6.70(1.75) 4.86(2.60) 1, 32 5.35 .03  
 
Note. The Bonferroni corrected alpha was set to p =.001.  
*p < .001 



Panic Symptomatology Across Disorders 53 
 

Table 6 

A Comparison of Panic Attack Features: Panic Disorder Vs. Other Anxiety Disorders 

     PD Present PD Absent N   χ2  p phi 

Feared Consequences of Attacks 
Mental Health    N=20     N=14 34 0.10 .75 .16 
Yes, Harmful    19 (95%) 12 (85.7%) 
No, Not Harmful    1 (5%)  2 (14.3%)  
 
Physical Health   N=20     N=14 34 4.87 .027 .44 
Yes, Harmful    18 (90%) 7 (50%) 
No, Not Harmful    2 (10%) 7 (50%) 
 
Note. The Bonferroni corrected alpha was set to p =.001.  
*p < .001 
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Table 7 

A Comparison of Panic Attack Features: Panic Disorder Vs. Other Anxiety Disorders 

     PD Present PD Absent N  Fisher’s Exact Test p 

Rate of Onset:    N=20     N=14 34  p =.36 
Typical Panic Attack      
Very Rapid (less than 10 minutes) 6 (30%) 8 (57.1%) 
Moderately Rapid (10-30 minutes) 11 (55%) 4 (28.6%) 
Moderately Slow (30-60 minutes) 2 (10%) 1 (7.1%)  
Slowly (more than one hour)  1 (5%)  1 (7.1%) 
 
Total Duration:    N=20      N=14 34  p =.65 
Typical/Usual Panic Attack   
A Few Minutes (0-10 minutes) 2 (10%) 2 (14.3%) 
10 – 30 Minutes   8 (40%) 8 (57.1%) 
30 Minutes – One Hour  7 (35%) 2 (14.3%) 
Several Hours    2 (10%) 2 (14.3%) 
More Than One Day   1 (5.0%) 0 (0.0%) 
 
Rate of Onset:    N=20     N=14 34  p =.42 
Worst Ever Panic Attack     
Very Rapid (less than 10 minutes) 13 (65%) 6 (42.9%) 
Moderately Rapid (10-30 minutes) 2 (10%) 4 (28.6%) 
Moderately Slow (30-60 minutes) 2 (10%) 1 (7.1%) 
Slowly (more than one hour)  3 (15%) 3 (21.4%)  
 
Total Duration:   N=20      N=14 34  p =.22 
Worst Ever Panic Attack   
A Few Minutes (0-10 minutes) 3 (15%) 1 (7.1%) 
10 – 30 Minutes   1 (5.0%) 4 (28.6%)  
30 Minutes – One Hour  4 (20%) 2 (14.3%) 
Several Hours    6 (30%) 6 (42.9%) 
More Than One Day   6 (30%) 1 (7.1%)  
 
Note. Fisher’s Exact Test was utilized given the violation of the minimum cell frequency 
requirement of the Chi-square statistic. P values reflect Fisher Exact Value.  
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Table 8 

A Comparison of Symptom Profiles: Panic Disorder vs. Other Disorders 

     df   F  p Wilks’ Lambda     partial η2 

Typical/Usual Panic Attack  1, 32 3.44 .007 .309      .69  
Symptom Profile    
    
Worst Ever Panic Attack  1, 32 1.27 .31 .55      .45   
Symptom Profile 
 
 Note. MANOVA Model.  


