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Objective: Recent studies have suggested
that most patients treated for panic disor-
der receive forms of psychotherapy other
than cognitive behavior therapy, even
though there is little information about
the efficacy of such treatments or how
they compare to proven active treatments.
The authors compared one of these other
forms, emotion-focused psychotherapy
(given to 30 patients with panic disorder),
to results obtained with recommended
standard treatment (either cognitive be-
havior therapy [N=36] or imipramine [N=
22]). The authors also compared emotion-
focused psychotherapy to results obtained
in subjects given pill placebo (N=24).

Method: Subjects met DSM-IV criteria for
panic disorder with no more than mild
agoraphobia. Treatment consisted of ap-
proximately 3 months of weekly visits fol-
lowed by 6 monthly maintenance visits.
Assessments were conducted after each

treatment phase and at a follow-up visit
after 6 months of no treatment.

Results: Emotion-focused psychotherapy
was less effective for symptoms of panic
disorder than treatment with either cog-
nitive behavior therapy or imipramine;
results obtained with emotion-focused
psychotherapy after the acute and main-
tenance phases were similar to those
seen with placebo. Treatment expecta-
tions were not different among the differ-
ent groups. Patients receiving emotion-fo-
cused psychotherapy had the highest
completion rate.

Conclusions: The results suggest that
emotion-focused psychotherapy (a sup-
portive form of psychotherapy) has low ef-
ficacy for the treatment of panic disorder.
However, emotion-focused psychotherapy
may be superior to medical management
in helping patients stay in treatment.

(Am J Psychiatry 2001; 158:1993–1998)

Medication (1–3) and cognitive behavior therapy
(4–6) are efficacious treatments for panic disorder. A de-
cade ago, these treatments were endorsed at an NIH Con-
sensus Development Conference (7), at which the lack of
information about other forms of psychotherapy was also
specifically noted. Recent surveys suggest that many pa-
tients with panic disorder still receive forms of psycho-
therapy other than the recommended cognitive behavior
therapy (8), and the efficacy of such treatment remains
untested. This deficiency needs to be addressed.

We previously reported results of a “nonprescriptive”
psychotherapy (9). In a study that compared 3 months of
weekly therapy to an equal period of cognitive behavior
therapy in panic disorder patients with or without agora-
phobic avoidance, we found no difference between the two
treatments. However, this study had several limitations. Pa-
tients with moderate to severe agoraphobia were included,
which differentiated this study from other cognitive behav-
ior therapy studies. In addition, panic attack frequency—
known to be an unstable metric—was used as the main
outcome measure, and there was no control treatment
group. To surmount these problems, we conducted the
present replication and extension study, which used a sim-
ilar form of psychotherapy, called emotion-focused psy-

chotherapy, that involved empathic listening and support-
ive strategies to help patients identify and manage painful
emotions and troubling life situations. We compared emo-
tion-focused psychotherapy to treatment with either cog-
nitive behavior therapy or imipramine in a group of panic
disorder patients with no more than mild agoraphobia that
had been treated at our site as part of a four-site collabora-
tive study (10). We further compared results obtained with
emotion-focused psychotherapy to those seen in patients
at all four sites who received placebo.

Method

We have previously described emotion-focused psychotherapy
(11). In brief, this treatment consists of a reflective listening ap-
proach, with systematic exploration of the circumstances and de-
tails of emotional reactions. The treatment is based on the
premise that unrecognized emotions trigger panic attacks and
contribute to the maintenance of the disorder. In particular, emo-
tions are evoked by interpersonal problems associated with a
sense of loss of control or the possibility of being abandoned or
trapped. If the resulting fear, anger, guilt, or shame is disavowed
or otherwise avoided, the result is a vague sense of unease, often
misattributed to a physical condition. The emotion-focused ther-
apist was alert to indications of unacknowledged negative feel-
ings and sought, with varying success, to help the patient identify
and process such emotions. Strategies and techniques for inter-
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ventions were outlined in a detailed treatment manual. Although
forms of psychotherapy other than cognitive behavior therapy
used in the community have not been well specified, we believe
that emotion-focused psychotherapy bears resemblance to such
usual-care psychotherapy. Emotion-focused psychotherapy was
not a psychoanalytic psychotherapy in that the therapist did not
utilize transference and did not formulate or provide psychody-
namic interpretations.

We compared treatment with emotion-focused psychotherapy
to treatment with cognitive behavior therapy or imipramine,
which had been provided under the auspices of a four-site com-
parative treatment study of panic disorder (10). Treatment in the
current study consisted of 3 months of weekly sessions (acute
phase) followed by six monthly maintenance visits (maintenance
phase). Sessions of cognitive behavior therapy and emotion-fo-
cused psychotherapy lasted approximately 60 minutes; imi-
pramine sessions lasted less than 30 minutes. As in the four-site
study, all subjects treated with psychotherapy were offered con-
tinued maintenance treatment. Patients given imipramine con-
tinued only if they had responded. Assessments by blinded raters,
certified and monitored for reliability, were conducted at four
time points: at baseline, after the acute and maintenance phases,
and at a follow-up visit after 6 months of no treatment.

Subjects

Study participants were referred by clinicians, self-referred, or
responded to media advertising. Those whose screening exami-
nation results suggested the presence of panic disorder were re-
cruited for participation and signed written informed consent. In
order to participate in the collaborative study, subjects were re-
quired to discontinue any psychotropic medication and ongoing
psychotherapy. The diagnosis of panic disorder with no more
than mild agoraphobia was confirmed by using the Anxiety Disor-
ders Interview Schedule—Revised (12). Mild agoraphobia was de-
fined as a score ≤18 on avoidance ratings of agoraphobic situa-
tions. In addition, inclusion criteria required at least one full or
limited panic attack per week in the 2 weeks before the first treat-
ment visit. Exclusion criteria included presence of any psychotic
disorder, bipolar disorder, suicidality, significant substance
abuse, or significant medical illness as well as prior nonresponse
to cognitive behavior therapy or imipramine for panic disorder
and a concurrent disability claim.

Recruitment for this emotion-focused psychotherapy study be-
gan during the third year of the four-site study; subjects were ran-
domly assigned to receive emotion-focused psychotherapy in a 1:6
ratio. When the four-site study ended, seven patients had been as-
signed to receive emotion-focused psychotherapy. In order to com-
plete the emotion-focused psychotherapy group, we used two
strategies. First, 13 subjects who met all entry criteria for the collab-
orative study except willingness to discontinue medications or to
agree to random assignment were treated with emotion-focused
psychotherapy. Second, we continued recruitment following ter-
mination of the four-site study by randomly assigning patients to
either emotion-focused psychotherapy (N=10) or cognitive behav-
ior therapy (N=14). Baseline scores were not significantly different
among patients recruited in the three ways. We report here results
for all 30 subjects treated with emotion-focused psychotherapy,
along with 36 subjects treated with cognitive behavior treatment
(22 as part of the collaborative study), and 22 subjects who were
treated at our site with imipramine during the collaborative study.
Assessment procedures were identical for all subjects.

In addition to comparing emotion-focused psychotherapy to
active treatment, comparison with a treatment control is of inter-
est. However, only six patients were treated with pill placebo at
our site in the four-site study. Consequently, we compared results
obtained with emotion-focused psychotherapy to those seen in
subjects treated with placebo at all four sites. Although no site dif-

ferences had been detected (10), we conducted the comparison
between emotion-focused psychotherapy and pill placebo sepa-
rately because of the inclusion of subjects from other sites.

Therapists

Cognitive behavior therapists were master’s- or doctoral-level
clinicians who completed required training and certification
under the supervision of David Barlow, Ph.D., and colleagues.
Pharmacotherapists were psychiatrists who completed required
certification under the supervision of Jack Gorman, M.D., and col-
leagues. Emotion-focused psychotherapists were doctoral-level
clinicians with at least 3 years experience, trained to proficiency in
emotion-focused psychotherapy by the first author. Therapists for
all modalities received ongoing supervision of their cases during
the entire study period.

Treatment Conditions

Cognitive behavior therapy targeted fear of bodily sensations.
The treatment was administered according to procedures de-
scribed in a treatment manual that contained specific instructions
for each treatment session (13). A patient handout contained infor-
mation about anxiety and panic attacks and included a presenta-
tion of the fear of bodily sensations model used in this treatment.

Emotion-focused psychotherapy targeted emotional reactions
and current life problems and used a reflective listening, support-
ive approach administered according to procedures described in
a treatment manual available from the first author. In brief, the
therapist helped the patient identify and manage difficult emo-
tions, including panic and limited symptom episodes. A handout
described the physiology of emotions and suggested that emo-
tions can trigger panic attacks. Similar to usual psychotherapy,
there were no homework assignments, and session content was
not standardized. Instead, the discussion was individualized,
based upon emotional reactions the therapist considered impor-
tant, and included consideration of a current life problem that
was causing emotional distress.

A manual was also used to guide administration of the double-
blind medication treatment. There was a medical management
component, specified in the manual, aimed at monitoring side ef-
fects, symptom status, and overall distress and impairment. The
pharmacotherapist prescribed medication using a fixed-flexible
dose regimen beginning with 10 mg/day, with a target dose of at
least 200 mg/day. Specific interventions with cognitive behavior
therapy or psychodynamic psychotherapy were prohibited.

All treatments included continuous daily panic monitoring. All
included provision of information about panic disorder and a ra-
tionale for the treatment being provided. These components are
common to proven efficacious treatments for panic disorder and
have been recommended in published guidelines (14).

Assessments

Study assessments were performed by independent evaluators
who were certified as reliable and who were supervised throughout
the study. Assessments were audiotaped, and random interviews
were monitored for reliability. The primary continuous outcome
measure was the average score on the Panic Disorder Severity Scale
(15), a clinician-rated scale that we developed for use in the four-
site study. To provide a process measure of treatment effects, sub-
jects completed a self-report measure, the Anxiety Sensitivity Index
(16), at each visit. Subjects also completed the Treatment Expecta-
tions Form (17) at session 2 after they had been provided informa-
tion about panic disorder and a rationale for the treatment they
would receive. The form was completed privately and placed into a
sealed envelope. Therapists did not see these ratings.

The primary, a priori categorical outcome measure was based
on an anchored version of the Clinical Global Impression (CGI)
scale (18) that consisted of two 7-point scales that rated overall
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improvement and severity. Response was defined as a score of 2
(“much improved”) or better on the CGI improvement scale and a
score of 3 (“mild”) or less on the CGI severity scale.

Statistical Analyses

The main comparisons were among the three active treat-
ments—emotion-focused psychotherapy, cognitive behavior
therapy, and imipramine—in terms of response (CGI improve-
ment and severity scale scores) and scores on the Panic Disorder
Severity Scale. Scores of patients in the three active treatment
groups after the acute and maintenance phases and at the follow-
up assessment were compared by using analyses of covariance
while controlling for the baseline level of the measure.

In addition, the emotion-focused psychotherapy group was
compared to the pill placebo group by using group t tests. We again
compared response rates (CGI improvement and severity scale
scores) and scores on the Panic Disorder Severity Scale after the
acute and maintenance phases and at the follow-up assessment.

For the acute and maintenance phases, separate analyses were
done for both the intent-to-treat and completer groups. For the
intent-to-treat group, scores on the Panic Disorder Severity Scale
at the end of the acute and maintenance phases were imputed
from the previous time point (last observation carried forward)
for patients who did not contribute data at all time points. This
approach, used in our prior report (10), allowed us to classify re-
sponse status in all subjects. Also following our prior report, it was
assumed that if a person did not complete the phase, their score
would not change from the end of the previous phase. Response
rates based upon the Panic Disorder Severity Scale and CGI scores
were calculated for both the intent-to-treat and the completer
groups after the acute and maintenance phases and compared
with chi-square tests for contingency tables.

To test the anxiety sensitivity measure over time, we compared
the three active treatments by using a mixed-effect random re-
gression approach (19) with SAS PROC MIXED. The random re-
gression fits a separate intercept and slope over time for each sub-
ject. Overall fixed-effects measures of session, treatment, and the
treatment-by-session interaction are tested with the F statistic.

Results

Table 1 shows baseline values for each treatment group.
Panic disorder severity was moderate. There were no sig-
nificant differences on demographic or clinical measures

among the different treatment groups at baseline, nor was
there a significant difference in treatment expectations
across the four treatment groups.

Acute Phase

Comparison of active treatment groups. As seen in
Table 2, among patients who completed the acute phase,
the rate of response for both cognitive behavior therapy
(82%) and imipramine (93%) was superior to that of emo-
tion-focused psychotherapy (52%). In addition, one sub-
ject receiving cognitive behavior treatment and one re-
ceiving imipramine dropped out of acute treatment as
responders. Both cognitive behavior therapy and imi-
pramine produced significantly greater reduction in scores
on the Panic Disorder Severity Scale as well. Yet, among
subjects in the intent-to-treat group, the response rate for
emotion-focused psychotherapy (40%) was only slightly
lower than that of imipramine (58%) or cognitive behavior
therapy (53%), although Panic Disorder Severity Scale
scores remained significantly higher in subjects who re-
ceived emotion-focused psychotherapy.

Figure 1 shows the results of the weekly assessments of
anxiety sensitivity. Cognitive behavior treatment and imi-
pramine produced lower scores on the Anxiety Sensitivity
Index than emotion-focused psychotherapy. This effect
was evident by week 4 of treatment. A random regression
analysis on Anxiety Sensitivity Index score revealed that
there was a statistically significant interaction between
treatment and session (F=4.47, df=2, 461, p<0.02).

Emotion-focused psychotherapy versus placebo.
Results for emotion-focused psychotherapy resembled
those obtained with pill placebo (Table 2). Of 23 subjects
completing the acute phase of emotion-focused psycho-
therapy, 12 (52%) were judged to have responded, com-
pared with nine (64%) of 14 given placebo. In the intent-
to-treat group, 40% of subjects receiving emotion-fo-
cused psychotherapy and 48% of those given placebo

TABLE 1. Baseline Characteristics of Patients With Panic Disorder Randomly Assigned to Treatment With Emotion-Focused
Psychotherapy, Imipramine, Cognitive Behavior Therapy, or Pill Placebo

Characteristic

Treatment Group Analysis

Emotion-
Focused

Psychotherapy
(N=30)

Imipramine
(N=24)

Cognitive
Behavior
Therapy
(N=36)

Pill Placebo
(N=23)

Three Active
Treatment Groups

Emotion-Focused 
Psychotherapy
Versus Placebo

N % N % N % N % χ2 df p χ2 df p

Female 23 76.7 13 54.2 19 52.8 17 73.9 4.59 2 0.10 0.05 1 0.82
Caucasian 26 86.7 23 95.8 32 88.9 21 91.3 1.33 2 0.52 0.28 1 0.60
Married 16 53.3 8 33.3 19 52.8 9 39.1 2.74 2 0.25 1.05 1 0.30
Currently experiencing depressive

episode 7 23.3 2 8.3 9 25.0 3 13.0 2.81 2 0.25 0.77 1 0.38

Mean SD Mean SD Mean SD Mean SD F df p F df p

Age (years) 39.2 9.4 36.7 11.3 35.2 11.2 33.5 12.0 1.18 2, 87 0.31 1.93 1, 51 0.06
Duration of illness (years) 4.2 5.4 5.8 7.1 4.2 4.2 5.2 8.1 0.67 2, 79 0.52 –0.79 1, 49 0.43
Panic Disorder Severity Scale score 1.85 0.74 1.83 0.70 1.71 0.72 1.85 0.53 0.34 2, 86 0.71 0.01 1, 49 0.99
Anxiety Sensitivity Index score 37.7 12.7 31.3 10.9 33.3 9.7 35.2 11.9 2.40 2, 85 0.10 0.72 1, 50 0.47
Treatment Expectations Form score 25.1 6.0 25.3 5.6 27.8 5.3 24.7 5.6 1.99 2, 71 0.14 0.86 1, 37 0.86
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responded, a nonsignificant difference. Similarly, there
was no difference between emotion-focused psychother-
apy and placebo on the Panic Disorder Severity Scale
score for either completers or the intent-to-treat group.

Maintenance Phase

Comparison of active treatment groups. As shown in
Table 2, analysis of the intent-to-treat group revealed that
significantly fewer of the patients receiving emotion-fo-
cused psychotherapy responded, and a significantly poorer
outcome in terms of score on the Panic Disorder Severity
Scale was seen for these patients as well. The pattern was

similar for the completer group, although the results did not
reach statistical significance. Also of note, three subjects
treated with imipramine rated as having responded after
the maintenance phase had actually dropped out of main-
tenance treatment as nonresponders but had regained their
response in the ensuing weeks. This was also true for two
subjects who received cognitive behavior therapy and one
who received emotion-focused psychotherapy.

Anxiety sensitivity ratings during the maintenance
phase are illustrated in Figure 1. Random regression anal-
ysis showed a significant treatment effect (F=4.15, df=2,
110, p<0.02) and no treatment-by-time interaction (F=
1.24, df=2, 110, p=0.29).

Emotion-focused psychotherapy versus placebo.
Among those who completed the maintenance phase,
72% (N=13 of 18) of those receiving emotion-focused psy-
chotherapy were judged to have responded, while all three
of the patients receiving placebo who completed this
phase responded. Analysis of the intent-to-treat group re-
vealed that there was no significant difference between
patients receiving emotion-focused psychotherapy and
those receiving placebo in response rate or in mean score
on the Panic Disorder Severity Scale (Table 2).

Treatment Completion

The acute phase was completed by 23 patients receiving
emotion-focused psychotherapy (77%), 22 patients re-
ceiving cognitive behavior therapy (61%), 14 patients
given placebo (61%), and 14 patients receiving imipra-
mine (58%). The maintenance phase was completed by
78% (N=18 of 23) of the patients receiving emotion-fo-
cused psychotherapy, 77% (N=17 of 22) of the patients re-

TABLE 2. Treatment Results Among Patients With Panic Disorder Randomly Assigned to Treatment With Emotion-Focused
Psychotherapy, Imipramine, Cognitive Behavior Therapy, or Pill Placebo

Outcome Measure 
and Treatment Phase

Treatment Group

Emotion-Focused
Psychotherapy Imipramine

Cognitive Behavior
Therapy Pill Placebo

N Mean SD N Mean SD N Mean SD N Mean SD
Panic Disorder Severity Scale score

Acute phase
Intent-to-treat group 30 1.39 0.84 24 0.94 0.63 36 1.07 0.75 23 1.43 0.94
Completer group 23 1.17 0.79 14 0.66 0.45 22 0.66 0.42 14 1.14 0.82

Maintenance phase
Intent-to-treat group 23 1.02 0.86 14 0.43 0.39 22 0.53 0.55 14 1.24 1.03
Completer group 18 0.83 0.68 9 0.49 0.44 17 0.44 0.38 3 0.29 0.49

Follow-up groupa 18 0.79 0.86 9 0.54 0.52 17 0.38 0.41 3 0.29 0.49
Anxiety Sensitivity Index score for 

follow-up groupa 18 17.6 9.6 9 8.5 6.9 17 9.7 7.7 3 17.3 10.8

Total N N % Total N N % Total N N % Total N N %
Treatment responseb

Acute phase
Intent-to-treat group 30 12 40 24 14 58 36 19 53 23 11 48
Completer group 23 12 52 14 13 93 22 18 82 14 9 64

Maintenance phase 
Intent-to-treat group 23 14 61 14 14 100 22 20 91 14 7 50
Completer group 18 13 72 9 9 100 17 16 94 3 3 100

Follow-up groupa 18 12 67 9 7 78 17 16 94 3 3 100
a Subjects who completed the maintenance phase and then 6 months of no treatment.
b Defined a priori as a score of 2 (much improved) or better on the CGI improvement scale and a score of 3 (mild) or less on the CGI severity

scale.

FIGURE 1. Change in Scores on the Anxiety Sensitivity In-
dex During Acute and Maintenance Treatment Among Pa-
tients With Panic Disorder Randomly Assigned to Receive
Emotion-Focused Psychotherapy, Imipramine, or Cognitive
Behavior Therapy
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ceiving cognitive behavior therapy, 64% (N=9 of 14) of the
patients receiving imipramine, and 21% (N=3 of 14) of the
patients receiving pill placebo. Overall rates of treatment
completion for the patients receiving emotion-focused
psychotherapy, cognitive behavior therapy, imipramine,
and placebo were 60%, 47%, 38%, and 13%, respectively.
Given the similar low response of panic disorder patients
to emotion-focused psychotherapy and placebo, it is of in-
terest that patients treated with emotion-focused psycho-
therapy were far less likely to drop out of treatment than
were those treated with placebo.

Follow-Up Results

At the follow-up visit after 6 months of no treatment,
two (15%) of 13 subjects who had responded to emotion-
focused psychotherapy relapsed, as did two (22%) of the
nine patients who had responded to imipramine; none of
the patients who responded to cognitive behavior therapy
or placebo experienced a relapse. Table 2 shows Panic Dis-
order Severity Scale and Anxiety Sensitivity Index scores of
maintenance completers as assessed at follow-up. Anxiety
Sensitivity Index scores remained significantly higher in
patients treated with emotion-focused psychotherapy.

Discussion

This study comprised a prospective comparison of emo-
tion-focused psychotherapy to proven active treatment in
panic disorder patients with no more than mild agorapho-
bia. Emotion-focused psychotherapy, although equally
credible, performed less well than either cognitive behav-
ior therapy or imipramine. Emotion-focused psychother-

apy results were similar to those seen with placebo, except
that 60% of emotion-focused psychotherapy subjects com-
pleted a full course of treatment, whereas only 13% of the
placebo-treated subjects completed the study. Emotion-
focused psychotherapy used empathic listening and fo-
cused on identifying and managing emotions and provid-
ing assistance with life problems. We believe that this type
of therapy is similar to psychotherapy often provided in the
community. Our study failed to confirm efficacy of such an
approach for treatment of panic disorder.

These results differed from our findings in a previous
study, which did not show a difference between a similar
supportive, reflective listening form of psychotherapy and
cognitive behavior therapy (9). The inclusion in the first
study of patients with higher levels of agoraphobic avoid-
ance, the use of panic frequency as the main outcome mea-
sure, and the lack of a placebo control may have contributed
to the difference. The current study is consistent with several
other reports that have shown supportive psychotherapy to
be less effective than cognitive behavior therapy (20, 21).

We wish to point out that emotion-focused psychother-
apy was not psychoanalytic psychotherapy. Therapists
were not trained psychoanalysts, and the treatment dif-
fered from panic-focused psychoanalytic psychotherapy
(22). Therapists did not provide genetic or transference in-
terpretations. There was no systematic review of early his-
tory. Pilot results of panic-focused psychoanalytic psycho-
therapy indicate greater change in Panic Disorder Severity
Scale scores than we observed with emotion-focused psy-
chotherapy (23). A randomized, controlled study of panic-
focused psychoanalytic psychotherapy is in progress. If
efficacy is confirmed, this would suggest that psychoana-
lytically trained therapists or specific psychoanalytic tech-
niques may be required to treat panic disorder when an ap-
proach other than cognitive behavior therapy is employed.

We acknowledge several limitations of this study. First,
the small number of placebo patients at our site precluded
a within-site comparison. Instead, we used the full four-site
complement of placebo-treated subjects to estimate the
difference between emotion-focused psychotherapy and
placebo. Placebo-treated subjects across the sites were re-
cruited in the same time period and met the same inclusion
and exclusion criteria. No site differences were detected.
Patients in Pittsburgh had a slightly better placebo response
rate than did those across the four sites. Thus, we believe
that our results showing no difference between emotion-fo-
cused psychotherapy and placebo are likely to be valid.

Another limitation is some heterogeneity in intake pro-
cedures. Although we planned to treat emotion-focused
psychotherapy subjects during the four-site study, we were
unable to enroll sufficient numbers of randomly assigned
patients in this way. As a result, we accepted 13 emotion-
focused psychotherapy subjects who refused to discon-
tinue medication or refused random assignment. In addi-
tion, 10 patients receiving emotion-focused psychotherapy
and 14 receiving cognitive behavior therapy were treated in

Analysis

Three Active Treatment 
Groups

Emotion-Focused
Psychotherapy Versus Placebo

F df p t df p

3.60 2, 85 0.04 –0.17 51 0.86
5.84 2, 55 0.005 0.11 35 0.91

5.67 2, 55 0.006 –0.72 35 0.48
2.96 2, 40 0.07 1.30 19 0.21
1.57 2, 40 0.22 0.98 19 0.34

5.78 2, 40 0.007 0.04 19 0.97

χ2 df p χ2 df p

1.98 2 0.37 0.33 1 0.57
8.71 2 0.02 0.52 1 0.47

10.90 2 0.005 0.42 1 0.52
5.35 2 0.07 1.09 1 0.30
4.07 2 0.13 1.40 1 0.24
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the period immediately after termination of the collabora-
tive study and were randomly assigned to receive only cog-
nitive behavior therapy or emotion-focused psychother-
apy (i.e., not imipramine or pill placebo). However, all
subjects met the same inclusion and exclusion criteria, and
recruitment procedures were the same. Response was not
different comparing the three recruitment subgroups.

In summary, emotion-focused psychotherapy proved
significantly less effective than medication or cognitive
behavior therapy—and performed similarly to pill pla-
cebo—in treating symptoms of panic disorder. However,
emotion-focused psychotherapy had a markedly lower at-
trition rate than placebo. If we are correct in assuming that
emotion-focused psychotherapy is similar to psychother-
apy provided to many patients in the community, our re-
sults should serve as a warning that that such treatment
may not be optimal. This finding is particularly important
in light of the high retention rates. Low attrition in the face
of poor response may be related to the avoidant and sepa-
ration-anxiety behavioral styles reported in these patients
(24). We suggest clinicians attend closely to effectiveness
of their treatments, be aware of which treatments are effi-
cacious, and consider learning to administer cognitive be-
havior therapy.

Received Jan. 17, 2001; revision received May 1, 2001; accepted
May 3, 2001. From the Anxiety Disorders Prevention Program,
Department of Psychiatry, University of Pittsburgh Medical Center,
Western Psychiatric Institute and Clinic. Address reprint requests to
Dr. Shear, Anxiety Disorders Prevention Program, Department of
Psychiatry, University of Pittsburgh Medical Center, Western Psychiat-
ric Institute and Clinic, 3811 O’Hara St., Pittsburgh, PA 15213;
shearmk@msx.umpc.edu (e-mail).

Supported by NIMH grants MH-45964, MH-53817, and MH-50902
and Intervention Center grant MH-30915.

The authors thank Charles Reynolds III, M.D., for providing editorial
assistance; Mark Jones, L.S.W., Susan Barber, Ph.D., and Carolyn
Hughes, L.S.W., for administering the Anxiety Disorders Interview
Schedule—Revised; and Barbara Kumer and Mary McShea for pro-
viding technical assistance. Cognitive behavior therapy was con-
ducted by Michael Greenwald, Ph.D., and Pamela Stimac, M.S.W.
Emotion-focused psychotherapy was conducted by Kim Weiner,
Ph.D., Ellen Hesky, Ph.D., and Lori Rabin, Ph.D.

References

1. Zitrin CM, Klein DF, Woerner MG, Ross DC: Treatment of pho-
bias, I: comparison of imipramine hydrochloride and placebo.
Arch Gen Psychiatry 1983; 40:125–138

2. Ballenger JC: Long-term pharmacologic treatment of panic dis-
order. J Clin Psychiatry 1991; 52:18–23

3. Charney DS, Woods SW, Goodman WK, Rifkin B, Kinch M, Aiken
B, Quadrino L, Heninger GR: Drug treatment of panic disorder:
the comparative efficacy of imipramine, alprazolam, and traz-
odone. J Clin Psychiatry 1986; 47:580–585

4. Barlow DH, Craske MG, Cerny JA, Klosko JS: Behavioral treat-
ment of panic disorder. Behav Ther 1989; 20:261–282

5. Clark DM, Salkovskis PM, Hackmann A, Middleton H, Anastasia-
des P, Gelder M: A comparison of cognitive therapy, applied re-

laxation and imipramine in the treatment of panic disorder. Br
J Psychiatry 1994; 164:759–769

6. Gelder MG, Clark DM, Salkovskis P: Cognitive treatment for
panic disorder. J Psychiatr Res 1993; 27(suppl 1):171–178

7. Wolfe BE, Maser JD: Origins and overview of the consensus de-
velopment conference on the treatment of panic disorder, in
Treatment of Panic Disorder: A Consensus Development Con-
ference. Edited by Wolfe BE, Maser JD. Washington, DC, Ameri-
can Psychiatric Press, 1994, pp 3–16

8. Goisman RM, Warshaw MG, Keller MB: Psychosocial treatment
prescriptions for generalized anxiety disorder, panic disorder,
and social phobia, 1991–1996. Am J Psychiatry 1999; 156:
1819–1821

9. Shear MK, Pilkonis PA, Cloitre M, Leon AC: Cognitive behavioral
treatment compared with nonprescriptive treatment of panic
disorder. Arch Gen Psychiatry 1994; 51:395–401

10. Barlow DH, Gorman JM, Shear MK, Woods SW: Cognitive-behav-
ioral therapy, imipramine or their combination for panic disor-
der. JAMA 2000; 283:2529–2535

11. Shear MK, Weiner K: Psychotherapy for panic disorder. J Clin
Psychiatry 1997; 58(suppl 2):38–43

12. Di Nardo PA, Barlow DH: Anxiety Disorders Interview Sched-
ule—Revised (ADIS-R). Albany, State University of New York at
Albany, Phobia and Anxiety Disorders Clinic, 1988

13. Barlow DH, Craske MG: Mastery of Your Anxiety and Panic, 2nd
ed (MAP II). Albany, NY, Graywind Publications, 1994

14. American Psychiatric Association: Practice Guideline for the
Treatment of Patients With Panic Disorder. Am J Psychiatry
1998; 155(May suppl)

15. Shear MK, Brown TA, Barlow DH, Money R, Sholomskas DE,
Woods SW, Gorman JM, Papp LA: Multicenter collaborative
panic disorder severity scale. Am J Psychiatry 1997; 154:1571–
1575

16. Reiss S, Peterson RA, Gursky DM, McNally RJ: Anxiety sensitivity,
anxiety frequency, and the prediction of fearfulness. Behav Res
Therapy 1986; 24:1–8

17. Borkovec TD, Mathews AM: Treatment of nonphobic anxiety dis-
orders: a comparison of nondirective, cognitive, and coping de-
sensitization therapy. J Consult Clin Psychol 1988; 56:877–884

18. Guy W (ed): ECDEU Assessment Manual for Psychopharmacol-
ogy: Publication ADM 76-338. Washington, DC, US Department
of Health, Education, and Welfare, 1976, pp 218–222

19. Gibbons RD, Hedeker D, Elkin I, Waternaux C, Kramer HC,
Greenhouse JB, Shea MT, Imber SD, Sotsky SM, Watkins JT:
Some conceptual and statistical issues in analysis of longitudi-
nal psychiatric data: application to the NIMH Treatment of De-
pression Collaborative Research Program dataset. Arch Gen
Psychiatry 1993; 50:739–750

20. Beck AT, Sokol L, Clark DA, Berchick R, Wright F: A crossover
study of focused cognitive therapy for panic disorder. Am J Psy-
chiatry 1992; 149:778–783

21. Craske MG, Maidenberg E, Bystritsky A: Brief cognitive-behav-
ioral versus nondirective therapy for panic disorder. J Behav
Ther Exp Psychiatry 1995; 26:113–120

22. Milrod B, Busch F, Cooper A, Shapiro T: A Manual for Panic-Fo-
cused Psychodynamic Psychotherapy. Washington, DC, Ameri-
can Psychiatric Press, 1997

23. Milrod B, Busch F, Leon AC, Shapiro T, Aronson A, Roiphe J,
Rudden M, Singer M, Goldman H, Richter D, Shear MK: Open
trial of psychodynamic psychotherapy for panic disorder: a pi-
lot study. Am J Psychiatry 2000; 157:1878–1880

24. Shear MK: Factors in the etiology and pathogenesis of panic
disorder: revisiting the attachment-separation paradigm
(festschrift). Am J Psychiatry 1996; 153(July suppl):125–136


