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This is a complete report of an open trial of
manualized psychodynamic psychotherapy for treatment
of panic disorder, Panic-Focused Psychodynamic
Psychotherapy (PFPP). Twenty-one patients with PD
were entered into a trial of twice-weekly, 24-session
treatment. Sixteen of 21 experienced remission of panic
and agoraphobia. Treatment completers with depression
also experienced remission of depression. Improvements
in symptoms and in quality of life were substantial and
consistent across all measured areas. Symptomatic gains
were maintained over 6 months. This report was
prepared specifically to describe 6-month follow-up on
these patients. Psychodynamic psychotherapy appears to
be a promising nonpharmacological treatment for panic
disorder.

(The Journal of Psychotherapy Practice and
Research 2001; 10:239–245)

Psychodynamic psychotherapy is the most widely
practiced form of psychotherapy in this country,

yet empirical studies demonstrating whether or not it
has utility for the treatment of specific psychiatric dis-
orders are sparse. Almost no empirical data exist about
its indications, with rare exceptions such as the work of
Crits-Christoph1,2 and Luborsky.3–5 This lack of data
highlights a great disjunction between clinical practice
and treatment research. Further systematic study of its
efficacy, therefore, is essential. A complication to this
endeavor is that a wide variety of treatment techniques
are described as “psychodynamic psychotherapy.” The
specific psychotherapeutic techniques we are studying
will be outlined below and are more thoroughly de-
scribed in the PFPP treatment manual.6
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Patients with panic disorder constitute one popu-
lation who may benefit from psychodynamic treatment.
Panic disorder is a serious public health problem. This
prevalent, chronic, and debilitating syndrome is asso-
ciated with high rates of medical and psychiatric utili-
zation of services. Markowitz et al.7 found that panic
sufferers in the community had social and health con-
sequences similar to those of people with major de-
pression. They reported poor physical health, poor
emotional health, a higher incidence of alcohol and
drug abuse, and a higher incidence of attempted suicide
than normal subjects.8 Patients with panic disorder have
the highest odds ratio for visiting general medical ser-
vices six or more times within six months compared
with other groups of psychiatric patients.9,10 Panic pa-
tients have the highest rate of morbidity and health care
utilization relative to patients who have any other psy-
chiatric diagnosis, or to medical patients with no psy-
chiatric diagnosis. Patients with panic disorder account
for 20% to 29% of all emergency room visits11,12 and
are 12.6 times as likely to visit emergency rooms as the
general population.7

Several forms of therapy, including pharmacother-
apy and cognitive-behavioral therapy, have shown ef-
ficacy in short-term treatment studies of panic disorder,
but long-term outcome data from these interventions
are inconclusive.13 Naturalistic follow-up studies of spe-
cific antipanic treatments report high rates of relapse,
ongoing impairment in functioning, and continued in-
termittent participation in psychiatric treatment in
many patients who initially experienced symptomatic
relief from these therapies. In a review of the 17 largest
clinical follow-up studies of anxiety neurosis and panic
disorder from 1950 through the early 1990s, only 3% to
43% of patients were classified as “recovered,” with
most studies citing rates in the high teens to low twenties
for recovery, whereas 9% to 45% of treated patients re-
mained in the “no change” category.14 Of course, most
patients in these studies did not receive standard anti-
panic treatment. Relapse is common following discon-
tinuation of medication treatments that were initially
efficacious.15–23

Cognitive-behavioral therapy (CBT) is surely the
most powerful studied treatment for panic disorder.
Many long-term outcome studies for panic disorder re-
port impressive response rates to CBT.24–27 Nonethe-
less, even in the most closely controlled sample that
reports a high response rate,24 38% of patients remained
symptomatic after completing their CBT trial. This limit

to response makes it essential to investigate other po-
tentially beneficial antipanic psychotherapies. Further-
more, despite the research success of CBT and
pharmacotherapy, in clinical practice many panic pa-
tients are unable or unwilling to tolerate medication,
and some have difficulty complying with behavioral
treatment.27,28 In addition, very few panic studies have
assessed broader quality-of-life aspects of treatment re-
sponse.

PSYCHODYNAMIC BACKGROUND

In 1895, Freud29 described a syndrome very similar to
that which is currently designated “panic disorder” in
DSM-IV. His description of “anxiety neurosis” included
many of the associated traits from which panic patients
suffer, such as difficulty in asserting themselves, chronic
anxious expectation that frightening things will happen
to them and to the people whom they love, and high
levels of anxiety experienced during separations from
important love objects.

In 1991, Milrod and Shear30 found 35 cases in the
literature, with symptomatic descriptions accurate
enough for both authors to make the diagnosis of DSM-
III-R panic disorder, that had been successfully treated
with psychodynamic psychotherapy or psychoanalysis
alone. Since then, other successful psychodynamic
treatments for patients with panic disorder have been
reported.31–35 These reports suggest that psychody-
namic treatment alone can bring symptomatic relief,
often as rapidly as psychopharmacologic or cognitive-
behavioral interventions. Additionally, Wiborg et al.36

demonstrated in a pilot randomized controlled trial that
a 3-month, weekly manualized psychodynamic psycho-
therapy in conjunction with clomipramine significantly
reduced relapse rate over 18 months among patients
with panic disorder relative to patients treated with clo-
mipramine alone.

In spite of this suggestive evidence, there has been
almost no systematic study of psychodynamic psycho-
therapy as monotherapy for panic disorder. Given the
prevalent usage and wide availability of this type of
treatment, there is an urgent need for such studies.

METHODS

Twenty-one patients with DSM-IV panic disorder were
treated with Panic-Focused Psychodynamic Psycho-
therapy, which consisted of 24 twice-weekly sessions
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(12 weeks). Follow-up assessments took place at treat-
ment termination and at 6 months after treatment ter-
mination. Patients were not permitted to engage in
nonstudy forms of psychiatric treatment, including
medication use, during the treatment phase or follow-
up phase of this study. Six therapists, all graduates of
psychoanalytic institutes, underwent a specific training
course in the performance of this therapy. Adherence
standards were closely monitored. Adherence rating
scales contain seven items that specifically monitor psy-
chodynamic focus and attention to panic and related
symptoms. Total intraclass correlations were calculated
to be 0.92. All therapists adhered to study protocol, with
an average therapist adherence rating of 5.5 on Likert-
type scales scored from 1 to 6.

Subjects

Twenty-one patients with DSM-IV panic disorder
with or without agoraphobia who gave informed writ-
ten consent were recruited. All participants received
study treatment without charge.

Patients were eligible for inclusion if they were be-
tween the ages of 18 and 50 and met DSM-IV criteria
for panic disorder with or without agoraphobia as their
primary psychiatric diagnosis.

Subjects must have had at least one panic attack per
week for the month prior to study entry. In order to
determine the immediate and 6-month follow-up effects
of the study treatments alone on panic, participants
were asked to discontinue all psychotropic medication
and to disengage from ongoing psychotherapy treat-
ments. Patients on medication at the time of study entry
were eligible to enter the study only if they met criteria
for active panic disorder while on medication. Medi-
cation taper was accomplished by the Principal Inves-
tigator (B.M.) or the patient’s personal physician in a
slow, gradual, and tolerable taper. Patients were medi-
cation-free for at least 4 weeks before beginning the 3-
week pre-treatment panic diary phase that constituted
the start of the study. They agreed to avoid psychotropic
medication for the duration of the treatment.

Patients who were unable to taper off of psychotro-
pic medication were excluded, as were patients with
substance abuse (current or with less than 6 months’
remission), active major depression with melancholia,
or a lifetime history of mania, schizophrenia, delirium,
or dementia.

Treatment: Panic-Focused Psychodynamic
Psychotherapy (PFPP)

PFPP is a 24-session, manualized psychodynamic
psychotherapy delivered over 12 to 14 weeks in twice-
weekly sessions, with leeway allowed for vacations. Ses-
sions last for 45 minutes. The PFPP manual incorpo-
rates the authors’ extensive clinical experience treating
panic patients with psychodynamic psychotherapy.6

PFPP is a modified form of psychodynamic psycho-
therapy that maintains the central psychodynamic prin-
ciples of the importance of unconscious mental
dynamisms and fantasies, free association, and the cen-
trality of the transference while the therapist focuses at-
tention on all of these processes as they are connected
to the patient’s experience of panic. General principles
of psychological dynamisms that are common to most
panic patients and have been noted by psychoanalytic
authors previously,37,38 such as their difficulty with sep-
arations and ambivalent attachments, are used to in-
form interpretive efforts. As with all forms of
psychotherapy, until relevant process studies are ac-
complished, it is difficult to pinpoint which of the myr-
iad interventions that take place are primarily
responsible for observed therapeutic changes. The fol-
lowing is an overview of this treatment. The number of
sessions allotted to different phases of treatment varies
from patient to patient.

Phase I: Treatment of Acute Panic. In order to
lessen panic symptoms, from a psychodynamic view,
we hypothesize that it is necessary to uncover the un-
conscious meaning of these symptoms. In this respect,
the psychodynamic approach is in direct contrast to the
atheoretical and acontextual DSM definition of “out-of-
the-blue” panic disorder phenomenology. The follow-
ing strategy is used:

A. Initial evaluation and early treatment:
1. Exploration of circumstances and feelings sur-

rounding panic onset.
2. Exploration of personal meanings of panic

symptoms.
3. Exploration of feelings and content of panic ep-

isodes.
B. Psychodynamic conflicts in panic disorder:

1. Separation and independence.
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2. Anger recognition; management and coping
with expression.

3. Sexual excitement and its perceived dangers.
C. Expected responses to Phase I of treatment:

1. Panic symptom relief.
2. Reduction in agoraphobic symptoms.

Phase II: Treatment of Panic Vulnerability. To
lessen vulnerability to panic, from a psychodynamic
perspective, we hypothesize that core “dynamisms”
must be understood and altered. In order to do this,
these dynamisms must be identified with the patient in
the course of the psychotherapy, often through their
emergence in the transference. The following strategy
is used:

A. Addressing the nature of the transference.
B. Working through.
C. Expected responses to Phase II of treatment:

1. Improvement in relationships.
2. Less conflicted and anxious experience of sep-

aration, anger, sexuality.
3. Reduction in panic recurrence.

Phase III: Termination. To address panic patients’
severe difficulties with separation and independence,
the psychodynamic view hypothesizes that the experi-
ence of termination in this time-limited psychotherapy
will permit the patient to reexperience these conflicts
directly with the therapist so that underlying fantasies
can begin to be articulated, understood, and rendered
less magical and frightening. Patient reaction to termi-
nation must be aggressively addressed for a minimum
of the final one-third (i.e., one month) of the treatment.

A. Reexperiencing of central separation and anger
themes in the transference as termination ap-
proaches.

B. Expected responses to phase III of treatment:
1. Possible temporary recrudescence of symp-

toms as these feelings are experienced in the
therapy.

2. New ability to manage separations and inde-
pendence.

Assessments

Subjects were assessed in accordance with the rec-
ommendations of the NIMH collaborative study on

panic disorder.39 Subjects receiving a diagnosis of panic
disorder based on the Anxiety Disorders Interview,
Schedule-IV-L (ADIS),40 were offered entry. Patients
were also assessed with the Anxiety Sensitivity Inven-
tory (ASI),41 which rates anticipatory anxiety; the
Marks and Matthews Fear Questionnaire (FQ),42 which
serves as a rough measure of phobic avoidance and se-
verity; the Panic Disorder Severity Scale (PDSS; M.K.
Shear et al., available from Dr. Shear), which is a diag-
nosis-based composite global rating of severity; and the
Social Adjustment Scale (SAS),43 which serves as a mea-
sure of functional impairment in multiple areas of pa-
tients’ lives. These measures contain secondary,
predictive variables. The Hamilton Rating Scale for
Anxiety (Ham-A)44 served as a dimensional measure of
non–panic-related anxiety (i.e., how generally aroused
and anxious the patient is in situations not linked to
panic attacks). The Hamilton Rating Scale for Depres-
sion (Ham-D)45 was similarly used as a dimensional
measure of depression. The Sheehan Disability Scale
(SDS)46 was used as a measure of social, family, and
vocational impairment; this measure has been found to
be sensitive and reliable in populations of panic pa-
tients.47

Data Analysis

This pilot study was designed to estimate the mag-
nitude of symptom change over the course of the study.
An objective of the study was to gather pilot data that
could be used to design our larger, ongoing, placebo-
controlled clinical trial of PFPP. The Wilcoxon paired
rank sum test was used for within-subject comparisons
of symptoms and impairment pre and post treatment.
We calculated within-group effect sizes (Cohen’s d) that
correspond with each Wilcoxon paired rank sum test.
The intent-to-treat strategy was employed, using the last
observation carried forward (LOCF) for the observa-
tions during the first 16 weeks of the study (i.e., 3-week
panic diary baseline ratings and 12 weeks of treatment,
with assessment at the start of week 16). In the statistical
tests of pre–post change (i.e., baseline vs. week 16 and
baseline vs. week 40), we have chosen to adjust for mul-
tiple comparisons (i.e., 9 dependent variables), using a
Bonferroni-adjusted alpha level of 0.006 (i.e., 0.05/9).
Comparison of week 16 with follow- up excluded those
without week 16 assessments. Inferential tests did not
compare dropouts (n�4) and completers (n�17) be-
cause of limited statistical power.
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TABLE 1. Clinical ratings at baseline, after 12 weeks of twice-weekly PFPP, and at 6-month follow-up for patients with panic
disorder

Scores (Mean�SD)
Week 0 vs.
Week 16

Week 0 vs.
Week 40

Week 16
vs. Week 40

Scale Week 0 (n�21) Week 16 (n�17) Week 40 (n�17) ESb Pc ESb Pc ESb Pc

BSQ 44.4�12.2 29.1�7.6 28.2�10.2 1.30 �0.001 1.56 �0.001 0.08 0.337
ACQ 30.8�8.7 22.7�5.9 21.8�5.9 1.27 0.001 1.17 �0.001 0.28 0.342
Ham-A 18.3�6.2 8.6�5.1 9.0�6.1 1.72 �0.001 1.49 �0.001 �0.09 0.775
Ham-D 15.4�7.6 8.4�3.6 7.6�5.4 0.89 0.002 0.87 0.003 0.17 0.467
SDSa 15.4�7.6 6.9�5.1 6.2�5.2 1.55 �0.001 1.32 0.003 0.211 0.487
FQT1 33.1�12.6 19.3�10.5 14.9�9.0 1.12 0.002 1.43 �0.001 0.42 0.102
FQT2 20.7�7.1 11.4�8.3 9.8�8.9 1.39 �0.001 1.49 �0.001 0.255 0.124
PDSS 12.8�3.1 5.0�3.5 4.6�4.1 2.08 �0.001 1.81 �0.001 0.13 0.566
ASI 34.4�12.3 19.1�9.4 17.0�10.3 1.19 �0.001 1.66 �0.001 0.308 0.083

✒ Note: PFPP�Panic-Focused Psychodynamic Psychotherapy; ES�effect size; BSQ�Body Sensations Questionnaire; ACQ�Agoraphobic
Cognitions Questionnaire; Ham-A�Hamilton Rating Scale for Anxiety; Ham-D�Hamilton Rating Scale for Depression; SDS�Sheehan
Disability Scale; FQT1, FQT2�Marks and Matthews Fear Questionnaire; PDSS�Panic Disorder Severity Scale; ASI�Anxiety Sensitivity
Inventory.

aFor Sheehan Disability Scale at 40 weeks, n�16.
bWithin-group effect size (Cohen’s d).
cFrom Wilcoxon paired-rank sum tests; Bonferroni adjusted level�0.006.

RESULTS

Twenty-one subjects entered this open treatment trial.
Four subjects dropped out during the course of treat-
ment, 3 of whom had tapered off ineffective benzodi-
azepine trials (after which active panic remained) 4 to
8 weeks prior to study entry. The number of dropouts
was too few to meaningfully compare with completers
on demographic variables; nevertheless, all baseline
versus 16-week comparisons include 21 subjects, using
LOCF as described above.

Sixty-six percent of study entrants were female;
76% were white, 19% were black, and 4% were Asian;
43% were married, 43% single, and 4% each were co-
habiting, separated, and divorced; 95% were employed;
and 33% had children. The mean current age was 32
years (SD�8). Of the study entrants, 76% had primary
DSM-IV panic disorder with agoraphobia, and 24%
had primary DSM-IV panic without agoraphobia. Av-
erage severity of panic was 5.7 on a scale of 1 to 8 on
the ADIS. Eighty-one percent of this sample had at least
one active comorbid DSM-IV Axis I diagnosis of clini-
cal severity: 24% had comorbid generalized anxiety dis-
order, 24% had specific phobia, and 14% had social
phobia. In addition, 24% had comorbid major depres-
sion and 24% had dysthymia. Mean length of the cur-
rent panic episode was 3 years (SD�1.7). Prior to study
entry, 38% of subjects underwent medication taper from
ineffective antipanic regimens.

The data (shown in Table 1) indicate substantial re-

duction not only in panic attacks and preoccupation
with panic attacks per se, but also in a wide range of
anxious cognitions that frequently affect patients with
panic disorder: concerns about their bodies, fears, and
general arousability and high levels of resting anxiety.
Impairments in quality of life, a serious problem for
these patients, improved as well. Moreover, there was
no decline in function across any measured symptom-
atic area at 6-month follow-up, after a 6-month no-treat-
ment period.

DISCUSSION

Sixteen of 21 study entrants (and of 17 treatment com-
pleters) experienced convincing remission of panic and
agoraphobia, more than meeting the remission criteria
used in the multicenter panic study.48 Patients were sig-
nificantly impaired by panic and agoraphobia on study
entry, and improvements were significant and clinically
meaningful across all measured outcome variables—in
primary psychiatric symptoms, in phobic sensitivity,
and in overall quality of life—as a result of this brief
psychodynamic intervention. The magnitude of thera-
peutic change is indicated by the very large within-
group effect size changes observed across this relatively
small study population.

The one completer who failed to respond to treat-
ment had comorbid DSM-IV obsessive-compulsive dis-
order, the only patient in the sample with this
comorbidity. She experienced no change in most symp-
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tomatic and quality-of-life measurements. Four patients
dropped out of study treatment, all of whom were
counted in the intent-to-treat analysis as nonresponders.
Of these four, two dropped out within the first two ses-
sions, one because of scheduling difficulties and dislike
of her study therapist’s approach, the other because of
intolerable panic experienced while attempting to get
to his therapist’s office. This latter patient had a history
of opiate dependence and had tapered himself off of an
ineffective benzodiazepine prior to study entry. Two
dropouts occurred after session 13. Both late dropout
patients had comorbid major depression and borderline
personality disorder, and both had tapered themselves
off of ineffective combinations of medications including
benzodiazepines two months before study entry. Al-
though the number of dropouts in this sample is too
small to analyze data or draw conclusions, three of the
four dropouts had recently discontinued medication, 2
had active comorbid major depression, and one had a
recent history of intravenous opiate dependence in re-
mission. The Principal Investigator felt that all three
dropouts who had just tapered medication required fur-
ther pharmacological treatment, rather than continua-
tion in this medication-free protocol. It cannot be
determined how these patients would have responded
had they entered this psychotherapy protocol while
continuing antipanic medication. Five treatment remit-
ters had also been tapered successfully off of ineffective
antipanic medication in order to enter the study; two of
these five had been on benzodiazepines.

Although there were substantial within-subject re-
ductions in symptomatic severity, this open study did
not test the efficacy of psychodynamic psychotherapy
for panic disorder; there was no comparison treatment.
It is clear that such a study must be undertaken. Several
encouraging points can be made about the use of this

approach in this population, from the open trial data.
Patients treated in this study were significantly more
symptomatic from panic disorder and agoraphobia than
those treated in some recent trials,48 and yet their de-
gree of recovery and significant diminution in impair-
ment was substantial. Almost half of this group had
comorbid major depression or dysthymia, thus belong-
ing to a population of panic patients that is known to
respond more poorly to all studied therapeutic inter-
ventions.14 In depressed patients who completed the
treatment, depression remitted as well as panic. Two
dropouts had comorbid major depression, and thus
25% of patients carrying this comorbidity did not re-
spond. Larger samples of patients will have to be stud-
ied to determine whether psychodynamically based
interventions can efficaciously treat patients with this
comorbidity.

Finally, the study therapists who participated in this
treatment trial were senior, well-trained, and experi-
enced clinicians, far more so than the average providers
of psychotherapeutic services in many psychotherapy
studies. It may well be that the very positive responses
observed in these patients would not have been ob-
served had less experienced clinicians delivered this
manualized treatment. Whether PFPP can be effectively
taught to nonpsychoanalysts remains to be determined.
However, brief, panic-focused psychodynamic psycho-
therapy appears to be a promising nonpharmacological
alternative for patients with highly symptomatic panic
disorder with a broad range of comorbidities.
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American Psychoanalytic Association’s Fund for Psychoana-
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in The New York Community Trust and a private grant by
William Frosch, M.D.
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