
BEHAVIOR THERAPY 26, 517-531, 1995 

Cognitive Behavioral Treatment of Panic Disorder With 
Agoraphobia in Adolescents: 

A Multiple Baseline Design Analysis 

THOMAS H. OLLENDICK 

Vtrgmta Polytechmc Instttute and State Umverstty 

In this study, four adolescents with Pamc Disorder with Agoraphobia (PDAG) were 
treated using cogmtlve behawor therapy. A multiple baseline design across subjects 
was used to dlustrate the controlling effects of treatment. Panic attacks were ehm~- 
nated, agoraphobic avmdance was reduced, and self-efficacy for coping with future 
attacks was enhanced as a funcUon of treatment. In add~uon, heightened levels of 
anxiety sens~tw~ty, trait anxiety, fear, and depression were reduced to normatwe levels. 
Issues related to use of these procedures, and their extension to chddren, are addressed. 

The essential feature of  panic disorder is the presence of  recurrent panic 
attacks: discrete periods of intense fear or discomfort in which at least 4 of  
13 somatic and cognitive symptoms develop abruptly and reach peak inten- 
sity within 10 minutes of onset (American Psychiatric Association, 1987, 1994). 
At least some of  the attacks must be unexpected (i.e., "out of  the blue," "un- 
cued") for the diagnosis to occur. However, it is not uncommon for the at- 
tacks to be situationally predisposed and, hence, "cued" in the latter course 
of  the disorder. 

Panic disorder (PD) and panic disorder with agoraphobia (PDAG; anxiety 
about being in places or situations from which escape might be difficult or 
embarrassing, or in which help may not be available in the event of  havmg 
a panic attack) have been studied extensively in adults, and effective behavioral 
and pharmacological treatments have been developed (cf., Barlow, Craske, 
Cerny, & Klosko, 1989; Beck & Emery, 1985; Clark, Salkovskis, & Chalkley, 
1985; Clum, 1989; Marks, 1987; (3st, Westling, & Hellstrom, 1993). Despite 
advances in understanding the phenomenology of  these disorders and their 
treatment in adults, little is known about these disorders or their treatment 
in children and adolescents (see Ollendick, Mattis, & King, 1994, for review). 

Although the occurrence of  PD in children is controversial (cf., Klein, Man- 
nuzza, Chapman, & Fyer, 1992; Nelles & Barlow, 1988), there is little doubt 
that PD, with or without agoraphobia, occurs in adolescents (Bradley & Hood, 
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1993; Last & Strauss, 1989; Moreau, Weissman, & Warner, 1989) and, arguably 
so, in children as well (see Batlenger, Carek, Steele, & Cornish-McTighe, 1989; 
Biederman, 1987; Black & Robbins, 1990; Black, Uhde, & Robbins, 1990; 
Moreau et al.). Yet no studies exist that examine the efficacy of  behavioral 
or cognitive behavioral procedures in the treatment of  children and adoles- 
cents with PD, even though these procedures have been shown to be singu- 
larly effective in the treatment of adults. For example, Barlow, Brown, Craske, 
Rapee, and Anthony (1991) have shown that progressive muscle relaxation, 
panic control treatment (interoceptive exposure combined with cognitive re- 
structuring), and a combination of progressive muscle relaxation training and 
panic control treatment were more effective than no treatment (wait list condi- 
tion) in reducing panic symptomatology. They also reported the panic control 
treatment and the combined panic control treatment plus relaxation were more 
effective than the muscle relaxation procedure alone. Similarly, Clark, 
Salkovskis, Hackman, and Gelder (1991) demonstrated that cognitive therapy 
and applied relaxation (relaxation combined with graded exposure to feared 
stimuli) were more effective than no treatment (wait list control), and Ost et 
al. (1993) showed that applied relaxation, exposure in vivo, and cognitive 
methods were all efficacious, although applied relaxation and exposure in vivo 
evidenced greater clinical improvement than cognitive therapy alone. Finally, 
Telch (1991) has shown these cognitive behavioral procedures are equally effec- 
tive when provided in a group format. 

Although these cognitive behavioral procedures have not been examined 
in the treatment of  PD or PDAG in children or adolescents, they have been 
successfully used in the treatment of  separation anxiety (Ollendick, Hago- 
pian, & Huntzinger, 1991) and overanxious disorder in youth (Kendall, 1994). 
The primary purpose of  the present study was to determine the effectiveness 
of  cognitive behavioral procedures in the treatment of adolescents with PDAG. 
A controlled, multiple baseline design across four subjects was used to evaluate 
the intervention. 

Method 
Subjects 

The 4 adolescents were seen at an outpatient clinic specializing in anxiety 
disorders of children and adolescents. Protocol at the clinic includes adminis- 
tration of  a standard battery of  instruments: the Anxiety Disorders Interview 
Schedule for Children and Parents (ADIS-C, ADIS-P; Silverman & Nelles, 
1988), the Childhood Anxiety Sensitivity Index (CASI; Silverman, Fleisig, Ra- 
bian, & Peterson, 1991), the Revised Children's Manifest Anxiety Scale 
(RCMAS; Reynolds & Richmond, 1978), the Fear Survey Schedule for Children- 
Revised (FSSC-R; Ollendick, 1983), and the Children's Depression Inventory 
(CDI; Kovacs, 1978). These instruments have been shown to be reliable and 
valid and have been used frequently and productively in varied research and 
clinical settings (Ollendick, King, & Yule, 1994). Assessment was conducted 
by the author, who also served as the therapist for all treatment sessions. An 
independent assessor, uninformed to assessment occasion, independently 
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reviewed the ADIS-C and ADIS-P protocols and confirmed the presence or 
absence of  PDAG and other diagnoses. 

The adolescents met full criteria for PDAG on both the ADIS-C and ADIS-P. 
According to endorsements on the ADIS-C, they reported that "they some- 
times felt really scared, for no reason at all, that out of  the blue they felt really 
scared and that they didn't know why" and that there were places they didn't 
want to go because they were afraid they "would get scared all of  a sudden 
and couldn't get help or get away." In all instances, PDAG was determined 
by the author to be the pr imary diagnosis based on relative severity and inter- 
ference with functioning. Only one of the adolescents was comorbid for a 
second diagnosis ($2, Major Depressive Disorder); however, 3 of  the 4 adoles- 
cents reported lifetime histories of  other disorders (S1, $2, and $3 of Simple 
Phobia; $3 of Separation Anxiety Disorder; only $4 was free of  past disorders). 
Subject characteristics are summarized in Table 1. 

S1, a 14-year-old Caucasian female, reported that her first panic attack oc- 
curred when she was 12 years old while she was walking home alone from 
school. According to her report, nothing out of  the ordinary happened to cause 
the attack. "It  just h a p p e n e d . . .  I was walking and all of  a sudden my heart 
started to beat fast and I started to s w e a t . . .  I didn't know what was going 
o n . . .  I just felt weird . . . that something bad was happening to me but 
I didn't know what." She indicated that her attacks had occurred "off and 
on" since that time but that they had increased in frequency over the past couple 
of  months. She reported six attacks in the past 4 weeks; in addition, she had 
developed agoraphobic avoidance of  school, auditoriums, and restaurants. 
Based on DSM-II I -R criteria, her attacks were judged as moderate and her 
agoraphobic avoidance as mild. 

She had a history of Simple Phobia  of  dogs, having been attacked by a 
dog when she was 4 years of  age. She resided with her biological parents and 
two younger brothers. The family was of  middle income. She was a good stu- 
dent who had a good attendance record at school. 

$2, a 16-year-old Caucasian female, reported that her first panic attack oc- 
curred when she was "9 or 10 years of  age." She noted that the attack occurred 
when she was at a family picnic and that she had just finished playing tag 
with her cousins. She recalled that she was sitting on a bench and that a "strange 
feeling came over me." She reported her heart was beating fast, she couldn't 
catch her breath, she felt dizzy, and she felt like she was "going to die or some- 
thing." The symptoms reportedly subsided and she didn't think much more 
about  them until she felt the same way about  3 days later when she was sitting 
at home alone waiting for her mother to return f rom work. She, too, reported 
that her symptoms "would come and go," some times and some days being 
worse than others. At presentation, she and her mother  indicated that her at- 
tacks had become more severe and frequent in the past 6 months. She had 
experienced 10 attacks in the past month and had developed agoraphobic avoid- 
ance of  malls, churches, and parties. Based on DSM-II I -R criteria, her at- 
tacks were determined to be severe and her agoraphobic avoidance as mild. 

She had a history of Simple Phobia of  enclosed places. Her phobia report- 
edly developed when she was 7 years of  age. She and her mother could not 
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TABLE 1 
SUBJECT CHARACTERISTICS 

Current Age at # of Attacks Severity of Agoraphobic Extent of Current Previous 
Subject Sex Age Onset (past 4 wks) Attacks Avoidance Avoidance Diagnosis Diagnoses 

SI F 14 12 6 Moderate school Mild PDAG SP (dogs) 
auditoriums o 

r~ 
10 restaurants r, rn 

$2 F 16 9-10 7 Severe malls Mild PDAG,MDD SP (enclosed Z 
churches places) 
parties 

$3 M 17 11 7 Moderate riding m car Moderate PDAG SP (loud noises), 
theaters SAD 
parues 

$4 F 13 13 6 Moderate malls Mild PDAG None 
grocery stores 
restaurants 

PDAG = Panic D~sorder With Agoraphobia, SP = S~mple Phobia; MDD = Major Depressive Disorder; SAD = Separation Anxiety Disorder 
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recall any precipitating events or experiences that might have caused the phobia. 
She just remembers "being afraid of  elevators, closets, and the like" at that 
time. She also reported a major depressive disorder (MDD) at the time of pre- 
sentation. Onset was relatively recent (about 6 months ago) and reportedly 
related to the increase in her panic attacks and ongoing conflict between her 
parents. Her parents divorced when she was 8 years of age, but difficulties 
surrounding child support and visitation rights remained. Her father was 
reported to be an alcoholic. She had one older brother who resided with her 
and her mother; the family was of  low-middle income. She was an average 
student who presented no academic or behavioral difficulties in school. 

$3 was a 17-year-old Caucasian male. He reported that his first attack oc- 
curred when he was 11 years of  age. He was sitting at home working on his 
stamp collection when "from nowhere, it felt like I couldn't breathe and that 
I was going to d i e . . .  I was just sitting there and it happened . . .  I just couldn't 
b r e a t h e . . ,  it reminded me of  when my grandfather d i e d . . ,  mom said that 
he just stopped breathing and died . . . I thought it was happening to me, 
too." He recalled reporting this incident to his mother who reassured him that 
he "was ok and probably just coming down with a flu bug." About 1 month 
later, he experienced another attack and continued to do so ("off and on") 
for the next several years. At presentation, his attacks had become more se- 
vere and more frequent. He had had seven attacks in the past months and 
had gradually developed agoraphobic avoidance to riding in a car, going to 
theaters, and attending parties. Based on DSM-III-R criteria, his panic at- 
tacks were judged to be moderate and his avoidance as moderate. 

A history of Separation Anxiety Disorder and Simple Phobia was reported. 
His phobia was related to loud noises, presumably dating back to infancy. 
According to his mother, he was overly sensitive to "the slightest noises." Al- 
though still hypersensitive to noises, both he and his mother reported that 
he was no longer phobic of  them. His separation anxiety was first detected 
when he was taken to preschool at 4 years of  age. He refused to stay at the 
school without his mother remaining there with him. Eventually, this anxiety 
subsided. Subsequently, he had difficulty in transitioning to elementary school 
and to middle school, although he had little difficulty upon entering high school. 
Until about 3 years ago, he was unable to go to summer camps or to stay at 
friends' homes. He had received cognitive behavioral treatment for separa- 
tion concerns at that time and responded favorably to treatment. He resided 
with his biological parents and one younger brother; the family was of  high- 
middle income. He was a very good student, although somewhat inhibited 
and shy in his social interactions. 

$4, a 13-year-old Caucasian female, reported that her first attack occurred 
approximately 6 months ago. She, like the other adolescents, indicated that 
the attack "came from nowhere." She was walking to a friend's house when 
"pow, it was like something terrible was happening to me, like I couldn't breathe 
and I was feeling hot and cold at the same time and shaking all o v e r . . .  I 
thought I must be really sick, like maybe I had cancer or AIDS or something 
like that." She reported that she returned home and rested for awhile and felt 
better. The next attack occurred 1 week later, as she was getting ready for bed. 
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She reported the attack to her parents who reassured her that she would be 
ok. However, the attacks gradually increased over the ensuing weeks until at 
the time of presentation she had reported six attacks in the past 4 weeks. In 
addition, she reported that she had become avoidant of  malls, grocery stores, 
and restaurants. According to DSM-III-R criteria, her attacks were judged 
to be moderate and her avoidance as mild. 

She had no history of  previous disorders. She resided with her older sister, 
mother, and stepfather. Her biological father died in a car accident when she 
was 2 years of age. Her mother remarried when she was 6 years of age. The 
family was of  middle income, with both mother and stepfather employed out- 
side the home. She was a good student and was well liked by her peers. 

Procedure 

Assessment. A multiple baseline design across subjects was used to demon- 
strate the controlling effects of  treatment on self-efficacy for coping with the 
attacks, frequency of  panic attacks, and extent of agoraphobic avoidance. Be- 
cause these three instruments were created for the current study, reliability 
and validity data are not currently available. However, all instruments were 
modeled upon those presently used with adults. 

Initially, each adolescent and his or her parents were seen for two sessions 
in which the ADIS-C and ADIS-P, as well as the self-report instruments de- 
scribed earlier, were administered. During the latter half of the second assess- 
ment session, the adolescents were asked to provide self-efficacy ratings for 
coping with panic in each of the three agoraphobic situations identified in 
the ADIS-C. They were asked to rate how sure they were that they could cope 
by circling a number from 1 to 5 (1 = not at all sure; 2 = maybe; 3 = prob- 
ably; 4 = very sure; and 5 = definitely sure) in response to three statements 
associated with each agoraphobic situation: (a) "simply being in the 
[agoraphobic] situation"; (b) "first noticing the symptoms of  an attack like 
the ones you usually have"; and (c) "experiencing more intense symptoms that 
continue to worsen and intensify." Scores on this scale ranged from 1 to 15 
for each of the three agoraphobic situations; the three situations were aver- 
aged to obtain a weekly measure of self-efficacy. The scale was modeled after 
one developed by Clum (1990). 

At the end of the second session, the adolescents were also provided a Panic 
Attack Record (PAR) similar to that of  Rapee, Craske, and Barlow (1990). 
The adolescents were instructed to monitor the date, time, duration, location, 
circumstance, and symptoms experienced (the 13 DSM symptoms) during their 
pamc attacks. They were asked to record this information on a dally basis 
for the upcoming week. The PAR was reviewed at the beginning of each sub- 
sequent session, difficulties in monitoring were addressed, and the adolescent 
was requested to monitor attacks for the next week. 

At the beginning of the third session, and each session thereafter, the adoles- 
cents were asked to rate the extent to which they had actually avoided the three 
agoraphobic situations. For example, S1 was asked to rate the extent to which 
she had avoided (because of fear of having a panic attack) going to school, 
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being in an auditorium, and going to restaurants on a 5-point scale (1 = did 
not avoid/escape; 2 - occasionally avoided/escaped; 3 = sometimes 
avoided/escaped, but was able to enter alone; 4 = usually avoided, rarely en- 
tered alone; and 5 = always avoided, did not enter even with a safe person). 
The scale was modeled after one developed by Clum (1990); scores across the 
three situations could range from 3 to 15. 

At the end of the third session, and the end of each session thereafter, the 
adolescents provided self-efficacy ratings for coping with panic attacks should 
they occur in the upcoming week. In this manner, self-efficacy ratings were 
obtained prior to the actual occurrence of panic attacks and agoraphobic avoid- 
ance in the week that followed. 

Baseline measures were obtained for 1 week for SI, 2 weeks for $2, 3 weeks 
for $3, and 4 weeks for $4. During the extended baselines for $2, $3, and 
$4, PARs were reviewed from the preceding week, agoraphobic avoidance 
ratings for the past week were obtained, and self-efficacy ratings for the next 
week were solicited. Although baseline duration was brief, baselines were for 
the most part  stable. Furthermore, the adolescents reported frequent panic 
attacks in the 4 weeks immediately preceding baseline measurement (SI, 6 at- 
tacks; $2, 10 attacks; $3, 7 attacks; and $4, 6 attacks). 

Treatment. Treatment combined elements of  the cognitive behavioral pro- 
grams developed by Barlow and colleagues (1989) and Ost and colleagues (1993) 
for PD adults. The first treatment session was largely informational. The na- 
ture of  panic was examined, differences between it and anxiety were explicated, 
and the overall treatment strategy was detailed. During the second treatment 
session, progressive muscle relaxation was taught and breathing retraining (di- 
aphragmatic) practiced. Cue-controlled relaxation and applied relaxation were 
the focal points of  the third treatment session. These skills were practiced at 
home following clinic sessions. 

The fourth treatment session was devoted to developing positive self- 
statements and cognitive coping procedures as well as using self instruction 
strategies (Meichenbaum, 1977). At the end of the fourth session, planning 
for in vivo exposure was begun. The adolescent, with the assistance of  the 
therapist, determined which of the agoraphobic situations to tackle first, and 
a hierarchy for exposure was developed. A rationale for exposure was provided; 
namely, if the adolescent remained long enough in the phobic situation in- 
stead of escaping or avoiding it, the adolescent would find that the anxiety 
would dissipate. The adolescent was instructed to use the relaxation and self- 
instructional strategies acquired in the preceding sessions to cope with the 
anxiety experienced during exposure. Therapist-assisted in vivo exposure oc- 
curred between the fourth and fifth treatment sessions, after the adolescent 
had acquired effective strategies to cope with the anxiety (both anticipated 
and real) accompanying exposure. Two of the three agoraphobic situations 
were encountered during this first session of exposure. Subsequent exposure 
trials were undertaken by the adolescent in the presence of the parent (the 
mother in all instances) and were extended to the third agoraphobic situation. 
Exposure occurred outside the regularly scheduled clinic sessions. 
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FIG. 1. Frequency of Weekly Pamc Attacks 

In the fifth treatment session, and all subsequent ones, progress made during 
the exposure trials was reviewed and relaxation and self-instruction strategies 
were rehearsed. Profuse praise was provided for accomplishments; a problem- 
solving approach was used to address difficulties and to overcome obstacles. 

Treatment duration varied for the four adolescents, contingent on response 
to the treatment regimen. An absence of panic attacks for 2 consecutive weeks 
was established as the criterion for successful outcome. At termination of treat- 
ment, the PD sections of the ADIS-C and ADIS-P, as well as the self-report 
measures, were re-administered by the author. 

All adolescents were seen for brief maintenance sessions (approximately 
30 minutes in duration) 2 weeks and 1 month following treatment termina- 
tion, as suggested by Ost (1989). Systematic follow-up, including re- 
admmistration of  the pamc sections of the diagnostic interview schedule and 
the self-report measures by the author, occurred 6 months posttreatment. 

R e s u l t s  

Pamc Attack Frequency 

As can be seen in Figure 1, the frequency of  panic attacks decreased upon 
implementation of  treatment for each of the adolescents. The average number 
of  attacks per week during baseline was 2 for S1, 1.5 for $2, 1.67 for $3, and 
1.5 for $4. All adolescents achieved the criterion of  2 consecutive weeks free 
from panic attacks before discontinuation of  treatment. Treatment duration 
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ranged from six ($4) to nine sessions (S1 and $3); the average number  of  ses- 
sions was eight. 

Therapist-assisted in vivo exposure occurred between sessions 4 and 5. The 
duration of therapist-assisted exposure varied for each of  the four adolescents: 
1 hour and 35 minutes ($4, malls and grocery stores), 2 hours and 40 minutes 
($2, malls and churches), 3 hours and 25 minutes ($3, riding in a car, theaters), 
and 4 hours and 10 minutes (S1, auditoriums and restaurants). Average dura- 
tion was approximately 3 hours. In all instances, termination of  in vivo ex- 
posure was contingent upon successfully entering the agoraphobic situation 
and remaining there for at least 15 minutes. Coping strategies were rehearsed 
en route to the agoraphobic situation and practiced in situ. Subsequent to 
this exposure, mothers were instructed in the importance of  in vivo exposure 
on a weekly basis. They were requested to assist their son or daughter in ar- 
ranging two, 1-hour exposure trials prior to the next session and between each 
session thereafter. Thus approximately 2 hours of  mother-assisted exposure 
occurred between subsequent sessions. Adherence to the exposure sessions was 
reported. 

Agoraphobic Avoidance 
Figure 2 displays the extent of  agoraphobic avoidance for the three situa- 

tions reported by each adolescent. Scores could range f rom 3 to 15, with a 
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score of  3 indicating "did not avoid/escape" (the three situations), 9 indicating 
"sometimes avoid, but usually able to enter the situation alone," and 15 
reflecting "always avoided, did not enter even with a 'safe'  person" (the three 
agoraphobic situations). Average scores during baseline were 14 for S1, 10.5 
for $2, 10 for $3, and 8 for $4. During the last 2 weeks of  treatment (during 
which the criterion of  0 panic attacks per week was reached for each adoles- 
cent), the average avoidance scores were 6.5 for S1, 4 for $2, 6 for $3, and 
3.5 for $4. On average, these scores indicate that the adolescents rarely avoided 
the situations and that they were able to enter and remain in the situations 
alone for an extended period. 

Self-Efficacy Ratings 
Figure 3 displays the weekly self-efficacy ratings obtained the week before 

the panic attack frequency and agoraphobic avoidance ratings were collected. 
Scores could range from 3 to 15, with 3 indicating that they were not at all 
sure that they could cope with the agoraphobic situations and potential panic 
attacks, 9 that they were somewhat sure that they could cope, and 15 that  they 
were absolutely sure that they could cope with the situations and the attacks 
should they occur. Average self-efficacy ratings during baseline were 5 for S1, 
4.5 for $2, 5.34 for $3, and 7.75 for $4. These ratings reflect that the adoles- 
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TABLE 2 
SELF-REPORT MEASURES AT PRETREATMENT, POSTTREATMENT, AND FOLLOW-UP 
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Subject Measures 1 Pretreatment Posttreatment Follow-up 

S1 CASI 48** 35 33 
RCMAS 24* 18 18 
FSSC-R 171" 151 153 
CDI 20* 14 11 

$2 CASI 43** 32 29 
RCMAS 21" 17 16 
FSSC-R 169* 160 151 
CDI 31"* 19" 19" 

$3 CASI 41"* 31 29 
RCMAS 18" 13 12 
FSSC-R 152" 138 137 
CDI 16 15 12 

$4 CASI 34 31 29 
RCMAS 15 12 10 
FSSC-R 145 144 140 
CDI 13 11 10 

l CASI (Childhood Anxiety Sensitivity Index), Range = 18 to 54, Normatwe M and S.D. = 
23.9 + 4.2 for males and 28.9 _+ 6.0 for females. RCMAS (Revised Children's Manifest Anxi- 
ety Scale), Range = 0 to 28, Normative M and S.D. = 10.7 + 6 for males and 12.6 _+ 5.9 
for females. FSSC-R (Fear Survey Schedule for Children-Revised), Range = 80 to 240, Nor- 
mauve M a n d  S.D. = 124.9 + 23.8 for males and 143.9 _+ 24.1 for females. CDI (Children's 
Depression Inventory), Range = 0 to 54, Normative M a n d  S.D. = 10.3 _+ 7.6 for males and 
9 0 + 7.0 for females 
* Marginally significant (greater than 1 SD from normative M); ** Climcally significant (great- 
er than 2 SDs from normative M). 

c e n t s  were  o n l y  m i n i m a l l y  su re  t h a t  t h e y  c o u l d  c o p e  w i t h  t h e  s i t u a t i o n s  a n d  
t h e  p a n i c  a t t a c k s  s h o u l d  t h e y  occur .  D u r i n g  t h e  las t  2 weeks  o f  t r e a t m e n t ,  
t h e s e  r a t i n g s  a v e r a g e d  12.5 f o r  S1, 12.5 f o r  $2,  12.5 fo r  $3,  a n d  14.5 fo r  $4.  
T h e s e  scores  ref lect  t h a t  t h e y  were  ve ry  su re  to  a b s o l u t e l y  su re  t h e y  c o u l d  c o p e  
w i t h  t h e  s i t u a t i o n s  a n d  t h e  p a n i c  a t t a c k s  s h o u l d  t h e y  occur .  

A s  e v i d e n t  in  F i g u r e s  1-3, r e d u c t i o n s  in  p a n i c  a t t a c k  f r e q u e n c y  a n d  
a g o r a p h o b i c  a v o i d a n c e  were  m a i n t a i n e d  a t  6 m o n t h  fo l low-up ,  as  were  t h e  
e n h a n c e d  sel f -eff icacy ra t ings .  N o n e  o f  t h e  a d o l e s c e n t s  m e t  c r i t e r i a  fo r  P a n i c  
D i s o r d e r  o n  t h e  A D I S - C  a n d  A D I S - P  a t  t e r m i n a t i o n  o f  t r e a t m e n t  o r  fo l low-up.  

Self-Report Measures 
Tab le  2 p r o v i d e s  sco res  fo r  t h e  a d o l e s c e n t s  o n  t h e  f o u r  se l f  r e p o r t  m e a s u r e s  

a t  p r e t r e a t m e n t ,  p o s t t r e a t m e n t ,  a n d  fo l low-up .  D e c r e m e n t s  in  a n x i e t y  sens i -  
t i v i t y  ( C A S I ) ,  t r a i t  a n x i e t y  ( R C M A S ) ,  f ea r  ( F S S C - R ) ,  a n d  d e p r e s s i o n  ( C D I )  
were  n o t e d  f r o m  p r e t r e a t m e n t  to  p o s t t r e a t m e n t .  F o r  t h e  m o s t  pa r t ,  t h e s e  decre-  
m e n t s  p e r s i s t e d  i n t o  f o l l o w  up .  

A t  p r e t r e a t m e n t ,  s u b j e c t s  1, 2, a n d  3 r e p o r t e d  c l in ica l ly  s i gn i f i c an t  levels  
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of  anxiety sensitivity (greater than 2 SDs from normative means). In addi- 
tion, $2 reported a clinically significant level of depression (greater than 2 SDs 
from normative mean), and S1 reported a marginally significant level of depres- 
sion (greater than 1 SD from normative mean). Using the same criteria, sub- 
jects 1, 2, and 3 also reported marginally significant levels of  trait anxiety and 
fear. $4, on the other hand, reported levels of anxiety sensitivity, trait anxiety, 
fear, and depression that were all within the normative range. At posttreat- 
ment and follow-up, scores on all four measures for the four adolescents were 
within normative levels except for the depression score of $2. Her score of 
19 on the CDI at posttreatment and follow-up remained in the marginally 
significant range (greater than 1 SD, but less than 2 SDs). Thus, overall, the 
decrements in self-reported negative mood states paralleled reductions in panic 
attacks and agoraphobic avoidance. 

Discussion 
This is the first controlled study of cognitive behavior therapy in the treat- 

ment of  PDAG in adolescents. Use of  the multiple baseline design across sub- 
jects suggests that the treatment was effective in eliminating panic attacks, 
reducing agoraphobic avoidance, decreasing negative mood states, and in- 
creasing self-efficacy for coping with previously avoided situations and poten- 
tial panic attacks in the future. Although follow-up was relatively brief, the 
findings indicate that treatment effects were durable. Of course, these en- 
couraging findings must be viewed with appropriate caution because the au- 
thor served as both assessor and therapist, and, as a result, demand character- 
istics for change may have been high. The consistency of  findings across 
informants (adolescent, mother) and across measures (interview, self-reports, 
self-monitoring), however, argues against such an interpretation. Moreover, 
an independent assessor who was uninformed of assessment occasion 
confirmed the diagnostic conclusions of the author. 

The combined cognitive behavior therapy procedures used in this study have 
been found to be effective in treating PD, with and without agoraphobia, in 
adults (cf., Barlow et al., 1989; Ost et al., 1993). Typically, these procedures 
have been used in combination, addressing the physiological, cognitive, and 
behavioral components of  panic simultaneously or, in some studies, sequen- 
tially. In other studies, the component parts of the treatment have been iso- 
lated and compared systematically to the combined treatment. In general, the 
combined treatment has been shown to be more effective than its component 
parts when used alone (e.g., relaxation training, in vivo exposure, interocep- 
tive exposure, or cognitive therapy alone). Yet there is some support for the 
efficacy of  the component parts, inasmuch as they have been shown to be su- 
perior to no treatment and credible control treatments (see Marks, 1987, for 
a review). Unfortunately, the effective ingredients of change, and the mecha- 
nisms of  change, have not been identified in these studies. 

The mechanisms of action in the current study are also unclear. Treatment 
in the present study included information about panic and its causes, progres- 
sive muscle relaxation training, applied relaxation training, cognitive restruc- 
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turing, self-instruction training, problem-solving training, interoceptive cue 
exposure, in vivo exposure, participant modeling, praise and social reinforce- 
ment, and, perhaps importantly, the use of  parents to facilitate and encourage 
behavior change in their adolescents. Any one of  these components, either 
alone or in concert with other components, might have been responsible for 
the changes observed. It will be important for future research to identify the 
effective ingredients in randomized clinical trials with adolescents. In such 
studies, it will also be important to determine whether these procedures are 
equally efficacious for adolescents with Panic Disorder without Agoraphobia. 
In the present study, the adolescents displayed agoraphobic avoidance that 
was related to fear of  panic occurring in those situations. In all cases, the adoles- 
cents reported that the panic attacks occurred first and that agoraphobic avoid- 
ance developed subsequently, sometimes as long as 1 to 2 years later. Presum- 
ably, in the early stages of  their panic attacks they would have met criteria 
for Panic Disorder without Agoraphobia. Would they have been as respon- 
sive to treatment at that time? In addition, one might ask why they did not 
seek treatment at that time. In response to this question, adolescents indi- 
cated they did not seek treatment until the agoraphobic avoidance produced 
significant interference in their day-to-day functioning. The interference, rather 
than the attacks per se, reportedly led them to seek treatment. Mothers agreed, 
indicating they thought the panic attacks would go away. This observation, 
although somewhat puzzling, is consistent with recent survey findings that show 
adolescents with nonclinical panic attacks rarely seek treatment (King, Gul- 
lone, Tonge, & Ollendick, 1993; King, Ollendick, Mattis, & Yang, submitted), 
even though the attacks result in considerable distress for them. Adolescents, 
unlike adults, may continue to attribute the symptoms of  their panic attacks 
to sources external to themselves (to an illness, for example) and may seek 
explanations for their subjective experiences that support these attributions. 
In the present study, parents may have inadvertently contributed to such attri- 
butions and explanations by reassuring them that "it is probably just a bug" 
or "it will go away." 

Finally, the adolescent case studies presented here do little to advance our 
understanding and treatment of  Panic Disorder, with or without Agoraphobia, 
in children. To date, no controlled treatment outcome studies have been con- 
ducted with children. If Panic Disorder is phenomenologically different in chil- 
dren, as suggested by some (e.g., Abelson & Alessi, 1992; Nelles & Barlow, 
1988), then considerable work remains to be done. Still, inasmuch as cogni- 
tive behavioral procedures like those used in the present study have been used 
productively with separation-anxious (Ollendick et al., 1991) and overanxious 
(Kendall, 1994) children, they might be viewed as a first course of  action in 
understanding and treating PD in children as well. 
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