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ABSTRACT
The relationship between reflective functioning and severity of agoraphobia in t
outcome of a psychoanalytic psychotherapy for panic disorder.
by
Elizabeth P. Graf
Adviser: Diana Diamond, PhD

This study examined the relationship between reflective functioning andtgeferi
agoraphobia in the context of an outcome study investigating psychoanalytic
psychotherapy for panic disorder. The DSM-1V identifies two subtypes of Panic
Disorder: Panic Disorder with and without agoraphobia. The agoraphobic syndrome is
associated with the most impaired end of the diagnostic continuum, the poorest
prognosis, and lower response rates to existing efficacious treatment. rA bette
understanding of the patients who develop severe agoraphobia is important in guiding
interventions.

This study involved secondary data analysis drawn from two studies. In the first,
Milrod et al. conducted a randomized controlled trial of Panic Focused Psychodynamic
Psychotherapy (PFPP) v. Applied Relaxation Therapy (ART) for paniaéisoAs part
of this larger project, Rudden et al. conducted a pilot study of reflective functi@it)g
in patients enrolled in the Milrod’s study. The Reflective Functioning Scale is
validated measure of individuals’ abilities to understand mental states in thesnsed
other people and to link mental states to behavior and symptoms. Impairments in

reflective functioning have been associated with a range of psychiatticbdistes, and



studies have demonstrated that improvements in RF are related to response to
psychotherapy in patients with borderline personality disorder. For this raason,
investigation of the relationship between severe agoraphobia and reflectitterfungcis
an important next step in better understanding this group of patients.

The study participants were 30 patients with panic disorder with or without
agoraphobia who completed both studies. This project determined that reflective
functioning is not related to severity of agoraphobia. Rather, within this populagoa, t
is a large range of RF, suggesting that this is a heterogeneous groupecdsidary aim,
this study investigated whether baseline panic specific reflectivéidamy (PSRF) is
associated with poorer response to PFPP and ART. While PSRF did not moderate
outcome, this study found that patients with severe levels of agoraphobia didadgiyi
better in PFPP than in ART, the first time a psychodynamic treatment hasstesed

effectiveness in treating agoraphobia.
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CHAPTER 1: INTRODUCTION

Patients with panic disorder suffer from overwhelming anxiety phgsical
symptoms that feel as if they are coming “from out of the b{@eferican Psychiatric
Association, 2000). Unable to make meaning of symptoms or connectdhemmotional
triggers, patients often experience the attack as confusing ghtefiing. For some, life
becomes a challenge because of the symptoms. For others, ght@acks become
associated with external situations, and avoidance of those situsigmosnes their
primary coping strategy. Agoraphobic avoidance often becomessnugéy pervasive
over time. As different situations become associated with paayeto-day functioning
becomes more and more limited. In this way, panic disorderas@ge interpersonal
and occupational functioning, and panic disorder with agoraphobiasraateven more
complicated clinical picture.

Panic disorder carries a current prevalence rate of 3.7 pencém@ population and
may exist with or without agoraphobia (Kessler et al., 2006). Ritatmerapy is the
first line treatment for panic disorder (American Psychiatissociation, 2007).
However, patients relapse when tapered off medication, and maewntpatith panic
disorder either do not tolerate the side effects of psychotropiccatenhis or refuse to
take them (Marks, et al., 1993, Barlow et al., 2000, Hoffmann et al., .1998ynitive
behavioral therapy (CBT) is the other first line interventionit as the psychotherapy
with the best documented efficacy for the treatment of panic disandthe current
psychiatric literature (American Psychiatric Association, 2Q@itiard, Otto, & Milrod,
2001;Barlow et al., 2000, Ost et al. 2004, Kenardy et al. 2003). Desgse findings,

within the broad category of panic disorder, CBT is not helpful fbpaftients and



incomplete response, relapse and non-response rates remain sigiiBadow et al.,
2000; Craske et al., 1991; Marks et al., 1993, Shear, Leon, & Speilman, 1994).

A Dbetter understanding of patients who do not respond to the well-studied
empirically supported treatments is important, as panic disordessizciated with high
rates of utilization of medical services, poorer functioning onngeaaf psychosocial
indexes, and elevated rates of suicide (Hollifield et al., 1997; Matketval., 1989). In
particular, patients who develop severe levels of phobic avoidance basestently
demonstrated poor response in outcome studies. Not only are pattaritggh levels of
phobic avoidance less likely to respond to efficacious treatmbotsthose who do
recover are more likely to relapse (Brown & Barlow, 1995; Kesglal., 2006; Noyes et
al., 1990; Pollack & Otto, 1997; Slap & den Boer, 2001). In spite of thit we
documented finding, little empirical research has explored underlfactprs that
contribute to this disparity.

A study of a psychoanalytic psychotherapy offers a unique opportoniisoaden
our understanding of the poor outcome associated with agoraphobia. Witayedise
behavioral therapy addresses manifest symptomatology, empigagxposure and
cognitive restructuring, dynamic treatment targets patieatsgtonscious conflicts,
defensive patterns, and capacity to understand mental statesettedgrand contribute
to these surface symptoms. Within the context of a largertiga&en of psychoanalytic
psychotherapy for panic disorder, the current project will offex first empirical
exploration into a psychodynamically based understanding of agoraphobic avoidance.

This study will be drawn from two larger projects: Barbardrddi, principal

investigator, conducted the parent study, a randomized, controlledftRalnic Focused
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Psychodynamic Psychotherapy (PFPP) vs. Applied Relaxation ThEk&3y) for panic
disorder with and without agoraphobia (Milrod et al., 2007). PFPPdewsloped by
Milrod and colleagues (Milrod et al., 1997). PFPP is a 24 sessione& manualized
psychotherapy, based on a psychoanalytic understanding of the etiotbggament of
panic disorder. ART is a cognitively based psychotherapy for mhsorder that has
demonstrated efficacy for panic disorder, but has been shown sdeffective than
Cognitive Behavioral Therapy (CBT) (Craske, Brown, & Barlow, 1994t &Westling,
1995). Outcome analyses of the RCT demonstrated that PFPP ibasyefbr panic
disorder. This is the first time that efficacy has been detraied for a psychoanalytic
treatment for a DSM-IV anxiety disorder [This study willdescribed in greater detail in
the literature reviewl.

As part of this larger project, Rudden and colleagues conducted astpitht of
Reflective Functioning in patients enrolled in the parent studyhe Reflective
Functioning Scale (RF) is an operationalized and validated measumnerdélization.
The concept of mentalization is broadly defined as the ability torstashel mental states
in oneself and in others. The capacity for mentalization is thdogbiay anessential
role in both self development and self regulation. As a resataafmplex interplay of
developmental processes, individuals vary in the degree to which teegbée to
understand their thoughts and feelings (Fonagy et al., 1991; Fonagy2@0alFonagy &
Target, 2005). For individuals with impairments in RF, other peopi&isls are opaque
and behavior appears unpredictable (Fonagy et al., 2002; Slade, 2005).

Rudden and colleagues developed a brief interview designed to B¥sessthe

panic disorder population. They adapted the RF scale to assetsveéheof Panic
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Specific Reflective Functioning (PSRF) in this sample. P®&RiRe capacity to think
about panic attacks in terms of underlying mental states anchehaing of physical
symptoms (Rudden et al., 2006; Rudden et al., in preparation). Rudden aaduasdle
demonstrated that RF is not typically impaired in the panic disopd@ulation.
However, there was a range of RF in this sample, refleatiogntinuum of mentalizing
capacity. In addition, they found that subjects’ PSRF was typitaler than their
general reflective capacity (Rudden et al., in preparatiéionagy and colleagues have
suggested that RF may not be a stable skill across relatior{Ebipsgy et al., 1998). In
Rudden’s investigation, patients suffered from a circumscribedoiregairment in RF.
While the ability to think about attachment relationships was tilpipaeserved, these
patients were limited in their ability to think about their paattacks (Rudden et al., in
preparation).

Applying the concept of RF to agoraphobia is particularly relevasta body of
psychoanalytic literature describes the object-relation@linthances and ego weaknesses
that predispose these patients to developing phobic avoidance (Fraddeara, 1975;
Milrod, 2007; Shear et al., 1993). Becoming autonomous, not only in terms of
functioning, but more importantly, in distinguishing one’s own mengkstfrom those
of important objects, can be highly conflictual for this gr¢gbépances and Dunn, 1975;
Milrod et al., 1997; Milrod, 2007). These patients suffer from peveasurtailments in
their actual functioning that may bespeak a more severe intdefialt (Frances and
Dunne, 1975; Milrod, 2007). The rigid defensive position required to engageeirelse
avoidant behavior relates to a profound constriction of internal experienorder to

maintain this stance, these patients often rely on “not knowing’defease, displacing
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internal conflicts onto external situations (Milrod, 2007; Rudden etraRP08) The
very nature of this crippling fear of benign situations suggésts these patients are
disconnected from their emotional lives, having limited insight inta then minds. In
addition, individuals with agoraphobia often rely on “phobic companions,” a isigmif
other on whom they are dependent to function and enter situations (Del@2€h,
Frances and Dunn, 1975). This dependency reflects a lack of semdigutonomy in
the way the world is approached. This project hypothesizépéti@nts who are most
avoidant may also have the most difficulty both distinguishing them minds from
those of important objects and verbalizing their affective experiences.

The current study will assess the relationship between iigéefttnctioning and
severity of agoraphobia, with the hypothesis that the greateretled of phobic
avoidance, the greater the impairment of RF and PSRF. ImpagnmeRF have been
associated with greater interpersonal difficulties, psychidtsturbances and attachment
difficulties (Fonagy et al.,, 1996; Fonagy et al., 1991; Slade, 2005). efbher
establishing whether patients with high levels of phobic avoidsuiter from deficits in
RF may enlarge our theoretical understanding of this disorder. Asgparate
investigation, this study will also examine whether or not |l@fePSRF at baseline
predicts response to PFPP. Rudden and colleagues determined #has’paliility to
think about their panic attacks (PSRF) improved in PFPP but not Rdiden et al.,
2006). It is possible that PSRF at baseline also moderates respdPEPP and ART.
As PFPP is a treatment that aims to enhance the abilityalcee meaning of panic

symptoms, patients with impairments in PSRF may do better in PFPP than in ART.



CHAPTER 2: LITERATURE REVIEW

The present study examines the relationship between agoraphobiaflaativee
functioning in the context of a study of Panic Focused Psychodynayahdtherapy
(PFPP). This literature review is presented in five eastibeginning with an overview
of the diagnosis of panic disorder and a discussion of the limitabbrfgst-line
interventions. In this vein, this section discusses a subset afitgsatieo do not respond
to these treatments: patients with severe levels of agoraphaoltiae next section, major
and competing formulations of the etiology and treatment of ghsorder are reviewed,
including neurobiological, cognitive behavioral and psychodynamic penrsggct The
third section reviews of the concepts of mentalization and reféieétinctioning (RF).
This section presents the theoretical basis for RF and retlevempirical research
documenting the relationship of RF to attachment status, psychisfficulties and
change in psychotherapy. In the fourth section, an argument isforatie relationship
between impairments in RF and the development of severe levels of pivolance.
In the final section, PFPP, a psychodynamic treatment for phksocder, is reviewed,
including preliminary studies of the treatment and the relevan&d-ah thinking about

PFPP’s process and treatment outcome.



Panic Disorder with and without Agoraphobia:

A review of the Syndrome:

Definitions:

A panic attack is defined as the sudden, unexpected onset of fears that
accompanied by the presence of four or more physical sympt@imgsical symptoms
include but are not limited to racing heart, sweating, dizzinesseaa and a fear of
dying or losing control. Panic attacks typically peak withim teinutes of onset. A
diagnosis of panic disordes given when a patient suffers from recurrent unexpected
panic attacks and evidences one of the following symptoms: persastasty about the
possibility of having more attacks, worry about the ramificationshef attacks, or a
modification of lifestyle in order to avoid having more attacks. &lsgsnptoms must be
present for at least one month to meet criteria for panic disorder.

There are two subtypes of panic disorder: panic disorder with agdriaphand
panic disorder without agoraphobi&anic disorder with agoraphobigdiagnosed when
the patient also meets DSM-IV criteria for agoraphobAgoraphobiais defined as the
fear and avoidance of situations in which it might be difficaltget help or escape,
particularly in the event of an unexpected panic attack. Typicatgins include but are
not limited to crowds, open spaces, new or unfamiliar places, anit pravisportation.

In order to meet criteria for agoraphobia, the patient must rpposistent avoidance of
several situations, only tolerate these situations with markedestistor require a
companion to enter the situation (American Psychiatric Association, 2000).
Prevalence

The lifetime prevalence for panic disorder without agoraphobishén general
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population is 3.7 percent. The lifetime prevalence of panic disontleragoraphobia is
1.1%. .8% of the population suffers from an isolated panic attack andgdesievelop
agoraphobia without panic disorder. Although these patients do not cordirsudfer

from panic attacks, this syndrome results in profound restrictionsocial and
occupational functioning. 22.7% of the general population suffers frosokatiad panic
attack without going on to develop panic disorder or agoraphobia (Kessler 2006).
It might be that a better understanding of panic disorder is alsgant for clinicians
who are treating patients without the disorder who may encowraesitory panic
symptoms during their lifetime.

Clinical Course of panic disorder: The impact of severe agoraphobia

Panic disorder is a treatable illness. Pharmacotherapy amitie®@doehavioral
psychotherapy have both demonstrated efficacy for panic disordareicdnsidered the
first line treatments (American Psychiatric Association, 2@§djard, Otto, & Milrod,
2001). However, a significant portion of patients who receive theseenteons do not
respond. In the credibly conducted CBT study that found the highest respas
Marks and colleagues reported that 29 percent of subjects wassified as
“nonresponders,” continuing to suffer from panic attacks upon termination of the protocol
(Marks et al.,, 1993). Barlow and colleagues’ multi-center studyasfic disorder
identified a 48.1 percent response rate to CBT and a 51 percent resgierfee patients
treated with CBT in addition to imiprimine (Barlow et al., 200@lthough CBT is the
treatment with the best documented maintenance of therapeuig (@ould, Otto &
Pollack, 1995; Brown and Barlow, 1995), a significant proportion of patients relapse aft

they respond to CBT (Barlow et al, 200; Clark et al., 1994; Craske et al., 1991).



In pharmacotherapy trials, Selective Serotonin Reuptake Inhibii8&RI),
Selective Norepinephrine Reuptake Inhibitors (SNRI), Tricycliedaptessants (TCA),
Mono-amine Oxidase Inhibiters (MAOIs), and benzodiazepines hawteaibnstrated
efficacy for panic disorder. Current guidelines suggest th&S&il should be used as a
first pharmacological intervention, based on their lower side teffecfiles when
compared to TCAs and MAOIs and negligible dependency risk when cainpare
benzodiazepines (American Psychiatric Association, 2007). While abquetréént of
patients respond to medications (Nadiga, 2003; Ballenger, 1993; Tonj 20@0), 25-
91% of patients relapse after they discontinue pharmacotherappvBet al., 2000;
Pollack & Otto, 1997; Wiborg & Dahl, 1996). Furthermore, for many ptjepanic
disorder becomes a chronic or recurrent illness (Pollack et al., 2000).

There are five variables that have been associated with pooteome in the
literature: severity of panic disorder, the presence/sevefitggoraphobia, comorbid
depression, the presence of a personality disorder, and female ¢Bodack et al.,
2000). In particular, severe levels of phobic avoidance have beenedipeahd
consistently associated with poor prognosis, as these patientstsesifier from the
most intractable form of panic disorder. In a review of pharmaxalidreatments for
panic disorder, Slaap and den Boer concluded that pharmacotherapynesdaguate
treatment for patients with severe agoraphobia (Slap & demn, R0661). Pollack and
Otto (1997) and Brown and Barlow (1995) both identify high levels of agorapbhskaa
robust predictor of non-response. The presence of severe agoraphobiaochbseal
identified as one of the most significant predictors of psychakmagpairment in patients

with panic disorder (Hollifield et al., 1997). This group is more likel\suffer from co-
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morbid Axis | disorders, tends to have earlier onset of symptoms, and has ehnooiie,
disabling long term course (Kessler et al., 1990; Bruce et al., 2GaB)hermore, since
patients with agoraphobia are hard to recruit, they are ofteluded from research
studies (Haby, Donnelly & Corry, 2006). In this way, not only do theserpa suffer

from a form of the illness that causes greater psychosouhirment, they also
represent an understudied group. As such, it is important that we begin to understand both
why severe levels of agoraphobia develop, and why these patiemtst despond to

efficacious interventions.

Theoretical Models of Panic Disorder:

Panic disorder is thought to stem from a diathesis of genetiperamental and
environmental influences. In a biopsychosocial model, genetic studige ha
demonstrated that panic disorder is a heritable disease. &gistedrelatives are twenty-
one times more likely to suffer from panic disorder than non-velstiand they are more
likely to suffer from panic disorder than other forms of anxiegodlers (Smoller &
Tsuang; 1998; Fyer, 1995). Temperamental variables have been ediertitat
predispose individuals to the development of anxiety disorders. réhNe@sm” is the
adult temperament style most associated with the onset oftyankserders (Eysenck,
1967; Craske, 2001). Kagan also identified and described behavioral iamikat
temperamental style in infancy characterized by aversionotelty and exploration
(Kagan, 1987). The presence of behavioral inhibition is highly cozcklaith later onset
of anxiety disorders (Craske & Waters, 2005). Craske and W@e@s) propose a

“hierarchical model,” in which the presence of neuroticism and betavinhibition
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predispose an individual to developing an anxiety disorder.

Within this broad pathway to anxiety disorders, specific additieaaables predict
the onset of panic disorder. For example, emotional reactivityaily ehildhood is
particularly associated with the later onset of panic disordemxiety sensitivity in
adulthood, defined as heightened fear of anxiety related sensatisasdifferentially
predicts panic disorder from the other anxiety disorders. Cepaianting factors
predispose children to the later development of anxiety disordiecijding an
overcontrolling parenting style and overinvolvement (Craske & Wagfi05). Patients
with panic disorder report a higher incidence of medical illreesse childhood,
particularly of a respiratory nature, than individuals who go oret@ldp other forms of
anxiety disorders (Craske et al., 2001). In this way, diverse boalogmnd environmental
factors combine to create a susceptibility to developing panic disorder.

While there is general consensus in the field regarding factarcahgibute to
onset and aggravation of the illness, different theoretical models have delveldpd an
effort to refine our understanding of the etiology of panic disora®d in an attempt to
guide interventions. This section will review theoretical mobelsind the two first line
interventions for panic disorder, pharmacotherapy and CBT. It wil edsiew the
psychodynamic model of panic disorder and agoraphobia that serves@snithation of
PFPP. PFPP is the treatment that will be the focus of nkisstigation and will be
discussed in detail later in this chapter.

Neurobiological Models

There are three major neurobiological models of panic disorder, altlbmégtoes

not preclude the other, and no model is definitive or conclusive. Theacatiéin alarm
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model, first identified by Klein (Klein, 1993), posits that in panisodiler, the brain’s
fear circuits, located in the limbic system, are over-reactirhis hyperarousal is thought
to produce secondary kindling in the area of the brainstem respormihiespiration,
leading to the physical symptoms associated with panic disordan(KR93;Gorman et
al., 2000). In this way, neurobiological reactivity in emotion centethebrain creates
and maintains the disorder.

The second model emphasizes the role of the pre-frontal cortex,ainerégion
responsible for the modulation of the fear circuit. In this model,athggdala (the
emotion center of the brain), the hippocampus (the memory centex bfaim), and the
pre-frontal cortex (executive functioning), interact in a feekbeiccuit that either
inhibits or escalates the anxiety response. The pre-frontaxcatresponsible for
inhibiting the amygdala. Interestingly, if the amygdala is owtiv@, the pre-frontal
cortex is actually less able to exert control over the amiggdeeating a vicious circle.
Thus, as the pre-frontal cortex underfunctions, it is unable to inlibitamygdala,
serving to maintain the arousal of the limbic system (Ninan & @un2005; Rauch,
Shin, & Wright, 2003). The neurobiological diathesis that maintains phsocder is
hypothesized as follows:

If the baseline activity of the amygdala is set tonally hifyjom, for example, high

anticipatory anxiety or temperament, the likelihood that ancttiewulus will trigger a

panic attack increases. If the hippocampally mediated exptieinory is constantly
triggered by conscious associations to the panic attack dinglustruggling hard to
“forget” the experience), it increases the likelihood of anoplagic attack. If there is a
history of behavioral inhibition in childhood, there may be a temmpental skewing

toward avoidance (Ninan & Dunlop, 2005, p. 5).

In this way, a synergy is created in which pathways are dawin that become

strengthened by each experience of anxiety.



13

The third model maintains that in patients with panic, anxietestatimulate the
activation of the limbic system. However, higher order centérthe brain are not
recruited to modulate the anxiety reaction; for this reasonatixéous thought that
triggered the attack remains outside of conscious awareneash(Rahin, & Wright,
2003; Whalen et al., 1998). These different models of the pathophysioigugnic
disorder suggest that the regions responsible for emotion/ fearnsesp@are over-
reactive, and the regions responsible for executive functioning antbamegulation are
under-active. The third model offers a rationale for panic beipgreenced as “out of
the blue.”

Psychotropic medications are thought to remediate the over-readtivite limbic
system by dampening and modulating the responsiveness of tims (€prman et al.,
2000). As emotional reactivity becomes less intense, patientabdeto experience
greater control over their affective experience, and they esge likely to become
overwhelmed.

Cognitive Behavioral Model

In the cognitive behavioral model of panic disorder, anticipatory anared phobic
avoidance are thought to develop out of a “fear of fear”, definedfear of panic attacks
and their real or imagined consequences (Chambless & Gracely,. 1988)re
specifically, there are two predominant factors believed to corgrtiouthe development
and maintenance of this fear of fear. Interoceptive conditioningpées identified as an
important process in the maintenance of panic disorder: afteerisgff from the
unpleasant experience of having a panic attack, transient and riwodilgd sensations

become triggers for panic through a process of associative lear@Giragke and Waters
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(2005) explain, “...low-level somatic sensations of arousal or anketgme conditional
stimuli so that early components of the anxiety response conlieit@exiety or panic”
(p. 213). This process, in turn, is thought to attenuate the body’s respamelitional
stimuli, thereby increasing vulnerability to more panic attack¥gnitive behavioral
treatments for panic disorder employ interoceptive exposure pgaradiusing the
theoretical premise of interoceptive conditioning as the foundatiothéomterventions
(Craske & Waters, 2005).

Equally important in the genesis of panic disorder, patients arettadsight to
suffer from *“catastrophic misinterpretations” of events (Klai986). In this
conceptualization, normal bodily sensations are misinterpreted andedsarith
dangerous meanings. Perhaps most significant with respect tofothmslation,
misinterpretations may take place at a conscious or unconscious IEehoing the
neurobiological understanding of spontaneous panic attacks, Craske &sW2Q65)
state “aversive emotional learning can occur without conscious sespation of
learning...and implicit emotional memories can activate amygdaaeb&ear systems
without individuals being aware of the reasons” (p. 214). This aveeivational
learning that takes place outside of awareness is seen m&thanism behind patients’
experience of panic attacks coming “from out of the blue.” In addit fearing anxiety,
Williams and colleagues demonstrated that these patienttsarafiaid of strong affects
in general, due to their perceived inability to “control” the fedirfgvilliams et al.,
1997). In this way, these patients are overly sensitive to ndyotht sensations, and
they are also more prone to becoming overwhelmed by strong emotiGognitive

restructuring is a technique that works to change patientsiomed thought patterns,
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modifying the cognitions that generate catastrophic misintetjmesa(Craske & Waters,
2005).

Both cognitive-behavioral and medication treatments attempt to eatpatients’
capacities for emotion regulation. While pharmacotherapy likelhyeges this aim by
dampening the responsivity of the limbic system through its effesieastonergic and
noradrenergic synapses, the interventions in CBT attempt to enhexecutive
functioning through cognitive restructuring and mitigate theep#is reactivity through
exposure paradigms.

Psychodynamic Model:

A psychodynamic formulation for the development of panic disorder:

The psychodynamic perspective on panic disorder also recognizegpahiat
disorder is typically triggered by a diathesis of physioldgigalnerability and
environmental factors (Busch et al., 1991; Shear et al., 1993; Milrdd £997). While
cognitive behavioral theory stresses the importance of intereeeptinditioning and
catastrophic misinterpretation in creating the disorder, psychodgriaeory emphasizes
the role of underlying psychological structures. In the psychadica model, various
combinations of unconscious conflict, defensive style, and object relatmtatbances
create and sustain the disorder and contribute to its severity.

Freud (1895) first described the phenomenon of “anxiety neurosis” and the
associated feature of “anxious expectation” (now called anticipatorgtgnxFreud
theorized that anxiety neurosis develops from “an accumulation of excitation” (p. 107)
likely a result of sexual conflict. He stated, “The mechanism of anxietysis is to be

looked for in a deflection of somatic sexual excitation from the psychical sameréen a
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consequent abnormal employment of excitation” (p. 108). Certainly, from a
contemporary perspective, Freud’s emphasis on excessive excitation andceaiigl
seems limited in its scope. However, in many ways, Freud’s earipggion anxiety
neurosis set the foundation for later formulations regarding panic disorded’'s~re
descriptions of accumulation of excitation reflect his early observatioriteof a
dysregulation in these patients. Though he attributed this dysregulation to aexsal
or frustration, he observed that individuals with anxiety neuroses were unable to
modulate strong impulses. Instead of fully experiencing the impulse, allowiitg fo
discharge, it was expressed through physical symptoms.

In Inhibitions Symptoms and AnxieBreud (1926) revised his understanding of
anxiety, corresponding with his structural theory. In this work, Freud developed his
notion of “signal anxiety,” an adaptive mechanism that is a normal response to
psychological danger. Small amounts of anxiety “signal” the ego to launchgbsgical
defense mechanisms. If successful, traumatic levels of anxiety (i.e.lijganic-
experiences) are prevented. Signal anxiety allows the ego to unconsciousty ipsetf
from the development of overwhelming affects. Symptoms are viewed as a cosgromi
formation between an unacceptable wish and the defense against that widh 1526;
Milrod et al., 1997). In this way, Freud’s early writings paved the way for the current
psychodynamic understanding of the development of panic disorder, a model that
continues to emphasize the role of intrapsychic conflict in the onset of panic sygnptom
(Milrod et al., 1997).

Panic disorder is thought to result from a failure of signaleapxia form of ego

immaturity (Milrod et al., 1997; Busch et al., 1999). In panic disorsignal anxiety



17

does not function, and instead, traumatic levels of anxiety flood the &gamond
(2004) explains, “In contrast to signal anxiety, which in Freud&wvrepresents a
potential danger that can be contained and symbolically reprdsémaiegmatic anxiety is
experienced as a present danger that overwhelms the individugatsholsc
representational capacities” (pps. 285-286). The failure of sigmatg is thought to
stem from ego weakness, real trauma or cumulative trauma. @uwraurauma results
from exposure to repeated “micro” traumas, often a result of s@rsturbances in the
early relationship with the caregiver (Diamond, 2004). Without the adequ
development of regulatory capacities in childhood, these individualm@m vulnerable
to becoming overwhelmed by emotion, as the capacity for symbohza easily
flooded. This lack of mature ego development contributes to a highlygezhar
atmosphere surrounding separation and autonomy, as the patient doevendhéeha
emotional resources to function independently.

Shear and colleagues (1993) suggest that constitutional facterscintwith
parenting style to create this type of disruption. In this natege model, temperamental
vulnerabilities like behavioral inhibition combine with early reaghip disturbances in
the mother-infant dyad to prevent the resolution of early developmehgdlenges,
impede the full integration of the self representation, and predispesehtld to the
development of an avoidant defensive style. Shear and colleagues (1993) state:

We hypothesize that inborn fear of unfamiliar situations, auggaeby frightening,
overcontrolling parental behaviors, predisposes to incompletdutiesoof conflicts
between dependence and independence ... The manifestations of thaedepeamnflict
may vary. Some panic-vulnerable individuals are sensitiveefaration and overly
reliant on others, but others are sensitive to suffocation asdyaeliant on a sense of
independence. In both instances, object relations are charedteby weak
representations of self and powerful representations of other. d#@we of the
unfamiliar results in little opportunity for learning to prddibreats accurately or for
developing maximally adaptive defensive and coping strategies. Insteadedafemain
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immature and focused on the problem of maintaining a tolerafi@nde (not too close
and not too far) from overly powerful others (p. 862).

In this way, the infant’s innate aversion to novelty interacth Wi mother’s limitations.
Slade (2000) cautions against placing too much “blame” on the parent, mpstatiag,
“Extremes of temperamental vulnerability, even in an essBnpakitive relationship,
can derail the development of attachment security” (p. 1167). Ewverther with
adequate emotional resources can become overwhelmed by a babg ditficult
temperament. Alternatively, the baby's temperament may lbadafit for the mother,
perhaps triggering her own unresolved anxieties; this type giemental mismatch
provides one explanation for individuals who develop an anxiety disorder ten cfpi
being raised in what seems like a “good enough” (Winnicott, 19&&enting
environment. However, in many cases, the mother’s affectiveingattent impedes the
child’s ability to learn to regulate and contain their interamotional states. The
mother’s own difficulty handling separations communicates to thd tmat becoming
more autonomous is too dangerous.

Milrod and colleagues (1997) add to this formulation, stressing thelygeatral
role of disavowed anger, a difficult and dangerous affect for patients with panic

The child becomes angry at the parent’s [perceived] rejeatidgrightening behavior...
[T]he child becomes fearful of loss and frightened that hikesrangry fantasies will
destroy the parent on whom he or she depends. In this vicious aggethreatens the
all-important tie to the parent and increases the childifuledependency. This process
leads to further frustration and rage at the parent, whenchild views as the source of
his inadequacies. (Milrod et al., 1997, p. 10)

In this cyclical process, the child reacts to real or imedi disappointment and
abandonment with anger. However, because the child believes thadrdm cannot

tolerate his rage, he suppresses the affect and instead Isecwre dependent on the
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parent, a reaction to the fear of loss or retaliation thatabe stimulates. This defense
against unconscious anger maintains the panic. Furthermore, pantollance of
independence prevents the child from fully developing a separate, mbkense of self,
leading the child to feel incomplete without the primary object. réSpondingly, the
child develops a sense of personal inadequacy and a correspondinthbelieéy would
not be able to tolerate the loss of the object.

Unresolved conflicts from early childhood interact with the néallenges posed
by the oedipal phase of development. The child’s fear of beingeit@ survive a loss
colors the way that later developmental tasks are handled, aBreloe expression of
normative anger against same-sex parents feels too dangerousadultmood,
independence feels too threatening to the patient’s connection to intpolgects.
Regression to a more dependent position is one way to avoid facirigpieeatal tasks
that require greater autonomy (Milrod et al., 1997, Busch et al., 19%9nperamental
aversions to novelty reinforce this dynamic, and as a resultnhisatath panic often
avoid exposing themselves to situations that require greater independegelings of
incompleteness and inadequacy heighten this sense of emotional depeaddnce
maintain the reluctance to separate from attachment figutasg(lét al., 2008; Shear et
al., 1993). Milrod and colleagues have also noted the role of intenadrbss as a
frequent precursor to panic onset (Milrod et al., 2001). In this \naypdtient’s fear that
they will not be able to function without this object is both enaatedl reinforced with
the development of panic symptoms.

Unable to mobilize higher order defenses, these patients chastcadlyi deny,

displace, or project in order to avoid experiencing painful emotions (Rutidén2008).
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With such tremendous difficulty tolerating negative affectss ieasier to focus on the
physical experience of panic symptoms, fostering somatizatialmo(Met al., 1997).
This focus on somatic experience may also engender secondarag@iatients distract
themselves from emotional exigencies with physical symptomsaddiition, developing
a physical/emotional disability creates a real reliancampoitant objects (Busch et al.,
1999). With this real need for increased care-taking, the pasiemle to avoid the
dangers associated with functioning autonomously. In this way, panideliszan both
represent a failure of defense and speak to a defensive prasdsguards the psyche
from becoming aware of deeply disturbing emotional conflicts.

The context of the panic attacks and the symptoms themselves Isoagaary
emotional significance. The cognitive behavioral literature enipdgmscatastrophic
misinterpretation of events in explaining the onset of panic symptorirs this
formulation, the symptoms (panic attacks, agoraphobia) are simphynsequence of a
physiological and learned reaction. Milrod and colleagues atjrae catastrophic
misinterpretations contribute to the development of panic attackshéytetaborate on
this theory in asserting that the particular constellations otgamptoms also relate to
the internal dynamics of individual patients. They maintain tif&ptanic symptom has a
direct relationship to the patient’'s unconscious life that may &eedr through the
psychodynamic therapeutic process of free association and anallydfenses (Milrod
et al., 1997). Although the panic attacks by definition occur out oblire (American
Psychiatric Association, 2000), if the circumstances surroundingttéek are explored,
including patient’'s associations to both the context and their partiquhysical

symptoms, it is frequently possible to identify events or thoudtds preceded and
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triggered the attack. In addition, patients associations to bodgtsgrss may reveal

“body memories” or unconscious fantasies that psychologically conaghe physical

experience (Milrod et al., 1997). However, due to the very unacceptdblte oéthese

thoughts, patients with panic tend to repress them immediatéhgpiare displaced, and
expressed somatically in the form of a panic attack (Sheal.,e1993; Milrod et al.,

1997).

A psychodynamic conceptualization for the development of agoraphobia:

The development of high levels of agoraphobia may represent a muesipe
form of psychopathology. Underlying ego weaknesses and objembmeladisturbances
both create a vulnerability to becoming symptomatic and make mgcdr@am the
symptoms more difficult; a basic difficulty putting thoughts andidgs into words
contributes to this challenge. Indeed, severe agoraphobia is asdowvidh greater
incidence of Axis Il disorders and greater levels of pathology esopelity measures
(Shear et al.,, 2004, Chambless, 1985). The development of phobic avoidance is
multidetermined, a result of the interaction between disavowediaoafid defensive
style. Lewin writes that the phobic symptom represents a pripracess distortion of
internal states in the same way that the manifest contentdoéaan masks its latent
content (Lewin, 1952). Agoraphobia may also represent an extremenvefsthe
disconnect between physical symptoms and internal experiences tbe¢n in patients
with panic disorder. These patients are even more likelséodefenses like denial to
ward off painful mental states. Avoidance has been described @sjection of
unbearable internal experience onto benign situations (Lewin, 1952; Milrod, 2007).

Milrod (2007) describes this internal process: “The overt difficuligit these



22

patients experience in venturing out of their magically designsaée space in the real
world, punctuated by overwhelming anxiety, parallels an innergefated difficulty they
often have looking inward, reflecting on their lives or feelings,eeen permitting
themselves to experience their feelings at all” (p. 2). Milcothpares this limited
capacity for reflection and insight to the impairments in ogiffe functioning associated
with BPD. However, she states that “the way that agoraphobengsmtvoid thought
and reflection has a specific tenacious and phobic quality” (p.2k dfacuriosity about
symptoms may correspond with a lack of motivation for chande long as the
agoraphobic is able to maintain avoidance, as long as his ressietie not challenged,
he is often able to tolerate a profoundly circumscribed existgviteod, 2007). This
aspect of the illness is perhaps at the core of its intratyalil order to respond to
psychotherapy, the patient must engage in a process of refl¢ctibnvill inevitably
force him to experience the feelings he has built a life arovottliag. Not only do
psychotherapeutic interventions often directly challenge the usaflant defenses,
these patients may not have an adequately developed ego capaviijingness to
tolerate them.

Avoidance also serves an important function in relationships with important objects
Deutsch (1929) first wrote about the significance of the phobic coimpaa person on
whom the patient is reliant to enter situations. Deutsch observes that thesitaatains
exists in the context of the relationship with this object. Shiest“The impression we
receive is that the anxiety of ‘longing’ is followed by fagk of hostility and indignation
against the faithless love-object who has deserted and abandoned ¢log slubjanxiety

on that object’s behalf is a condensation of longing with its posigeknfy-tone and the
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reaction to the disappointment.” (p. 53). In this way, avoidance repseseompromise,
a symptomatic way of handling intolerable feelings. For exeyripéutsch describes a
twenty-year-old woman who became dependent on her mother to leave tbe Hous
exploration of her history revealed that her father had been abserg dar childhood;
as her mother became more dependent on her daughter, the fpadjeently slept in her
bed. The patient also remembered feeling abandoned and petrifiachethenother left
the house. Her inability to leave the house on her own as an adwdtd sseveral
functions. First, by maintaining her child-like dependence on hdranathe was able to
avoid fully parting with that extremely gratifying, though ambivalesarly experience.
In addition, it reflected her difficulty tolerating her aggige feelings towards her
mother. Her rage at perceived abandonments could not be expressityl libesrise she
simultaneously felt such dependence on her mother, the most impan@merhaps
exciting figure in her life. Deutsch suggests that the redi@mca phobic companion may
reflect an unconscious act of aggression. Not only does the patariaim a child-like
stance, but it is often at the expense of the phobic companion’s fungticas the
caregiver becomes controlled by the symptom. Both caregiver aiehtpbecome
locked in a dysfunctional pattern, as they both feel controlled, eneagkdesperate. In
this way, Deutsch’s theory emphasizes the way agoraphobias @maaggressive fantasy
that cannot bear conscious expression (Deutsch, 1929; Milrod, 2007).

Early writers like Deutsch emphasized the oedipal aspedfseodisorder, seeing
the feared situation as representing displaced, unconsciouofessuality. However,
in contemporary formulations, unresolved issues from early developmemt is®st

relevant in understanding the relationship between patient and phobic compani
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(Frances & Dunn, 1975, Milrod, 2007; Rudden et al., 2008). Frances and Dunn (1975)
see the dynamic between patient and phobic companion as an adulrgamlthe
separation-individuation process, stating, “...[T]he adult phobic ... appeams-enact
the earlier drama of leaving and returning to mother and toysafghg the same spatial
and motoric symbolization for separation” (p. 436). The infant expsesis desire for
autonomy through exploratory behaviors and physical distancing fromdtieer. When
the infant goes too far, or no longer feels safe, he returns todtieer, the secure base.
For the agoraphobic patient, it is likely that mother was nottaljppeovide that feeling of
security, and Frances and Dunn view the phobic relationship as aussh@ittempt at
resolving early developmental frustrations and disappointments. p&@etixieties are
superimposed on these earlier conflicts.

This type of intense, merged relationship suggests that the patiat became
psychically autonomous from the primary object. Self representatare not fully
differentiated from object representations, impeding the patiebilgyato function
autonomously (Milrod, 2007). While reality testing is intact in thpa#ients, this
relative deficit in ego differentiation blurs the patient'sliggbito distinguish his own
mind, feelings and intentions from the mind of others. Becausbaiedary between
self and other is not clearly delineated, separation from the phobipamnion can
actually feel like a threat to the integrity of the settisture, triggering regression and
panic. A threat to the relationship can also be experienced as a threatel. tli@onflict
is displaced to the outside world, as the avoidance and preoccupyietyaf situations
overshadow and replace the experience of intolerable thoughts ani$ &beamond,

1985, Frances & Dunn, 1952, Milrod, 2007)
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Milrod (2007) also suggests that severe agoraphobia partly stemsinderlying
ego weaknesses that limit the patient's capacity to symbf#igleng states. Milrod
states, “While oedipal conflicts figure in the psychopathology gufraphobia... core
aspects of this disorder for many agoraphobics revolve around sspecego
development as well, specifically involving lack of autonomous strestto the self-
representation, and the relative ease with which it becomesethedat(p. 12) In this
way, the agoraphobic depends on the fused object to function as an yagbar If the
patient does not have the ego resources to handle becoming autonomouseif-the
structure is unstable, giving up the avoidant posture may be teatehmg.
Unconsciously, relinquishing the symptom may feel much more disturbisg the

limitations imposed by the symptom.

Mentalization and Reflective Functioning

The research concept of Reflective Functioning (RF) may Welusebroadening
our understanding of agoraphobia. Although the link between impairments and
Axis |l disorders has begun to be articulated, research intcethgonship between RF
and Axis | disorders remains in its infancy. PFPP is the psyghoanalytic treatment in
the empirical literature to demonstrate efficacy for an aydesorder. Hence, a study of
PFPP offers a natural environment for a first investigatiorhefrélationship between
agoraphobia and RF. This section will offer a review of mentalization and RF.

Mentalization: A review of the concept:

Fonagy and colleagues (2002) define the construct of mentalizatitmegsrocess

by which we realize that having a mind mediates our experiencéheofworld.
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Mentalization is intrinsically linked to the development of thd, sl its gradually
elaborated inner organization, and to its participation in humantgoeienetwork of
human relationships with other beings who share this unique capdédgady et al.,
2002, p. 3). Mentalization theory integrates the developmental cbseartheory of
mind with attachment theory and psychoanalytic concepts. Theoryniofl is
conceptualized as the capacity to understand the mind of another. Thécateon of
this basic ability grew out of work with autistic patientspas of the primary deficits in
autism has been described as a gross inability to adopt anotlsen’peperspective
(Baron-Cohen, Leslie, & Frith, 1985). With mentalization theory, Foaaglycolleagues
expand on this basic premise to capture the full range of interadreelatedness. In
addition to understanding that other people have separate minds, to be rakletalize,
one must also be able to imagine the emotional mind, appreciatingenél states are
distinct and interpretable, and that they exist in a mutual oakttip with behavior
(Fonagy et al., 2002; Slade, 2005).

Slade (2005) describes the tremendous importance of this psychbloapeaity,
stating, “the more that human beings are able to envision meatted g1 the self and the
other (and thus what is internal to the self and particuldret@ther) the more likely they
are to engage in productive, intimate, and sustaining relationsbipseltconnected to
others at a subjective level, but also to feel autonomous and ofteepands” (p. 271).
As Slade illustrates, the capacity to mentalize servesaeawgportant functions. First,
understanding mental states puts feelings into a context, alldoviiggeater control over
emotional experience. In addition, seeing the affect as integetigrated, rather than a

concrete external force, facilitates self-regulation, leadimggreater autonomy and
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efficacy in highly charged situations. Furthermore, the abilitynderstand the mind of
the other without feeling overwhelmed or engulfed makes a deeper sensnnection
possible in interpersonal relationships. In this way, the meimglicapacity allows for
the clearer delineation of the boundaries between self and othler simultaneously
enhancing the capacity for intimate relatedness.

Reflective Functioning: Theory and Empirical Findings:

In order to study this unique capacity, Fonagy and colleagues opeliagdrihe
construct of reflective functioning (RF), defined as the set aftaheactions behind
mentalization (Fonagy, Steele, Steele, et al., 1991). They developddFtlszoring
system (Fonagy et al., 1998) for use with the AAI to measureali@nt) capacity. (See
methods section for a description of the scoring system). Fonad\caleagues
demonstrated that a mother’s capacity to reflect on her owmtpaie correlated with
both her own attachment style and her child’s attachment aotasisin: mothers with
high scores on the RF scale were significantly more likelyet classified as secure and
were more likely to have children classified as secuondgy, Steele, & Steele, 1991;
Fonagy et al.,, 1995; Fonagy et al., 1998). Therefore, Fonagy and ceHeagu
hypothesized that the intergenerational transmission of attactsta#ns was mediated
by the mother's capacity to reflect on the mind of her infafhey asserted that the
mother’s capacity to make meaning of her child’s menté&stgalays a crucial role in her
child’s emotional development, for the infant learns to understand m&tatas by
having his own mind reflected back to him by his mother (Winnicott, 1965; Fonagy et al.,
2002). This process is an integral part of the child’s growininteef security in the

world, his development of a solid sense of self, and his capacigel control over his
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emotional experience. In addition, the mother’s capacity toctefle her own history
and feeling states allows her to cope with the difficult chgkeof being a parent without
becoming overwhelmed or disrupted by unresolved conflicts and emotiotiserfuore,
the mother’s capacity to reflect allows both her child’s anddwan behavior to feel
predictable and meaningful (Fonagy et al., 2002).

Slade and colleagues (2005) have built on Fonagy’'s work to offershermpirical
confirmation of the hypothesis that RF mediates the transmis$iattachment status
between mother and infant. Slade and colleagues adapted the RF sgstamg for use
with the Parent Development Interview (PDI), a semi-structured intetiat, unlike the
AAl, directly assesses the mother's parental representatidrerothild (Slade et al.,
2004; Slade et al., 2004a). Using the PDI, Slade demonstrated in a sddplemothers
and their babies that maternal reflective functioning is sicamtly related to infant
attachment status. Slade’s results support the idea thatlatienghip between adult
attachment and infant attachment is mediated by maternaitredléunctioning (Slade et
al., 2005). Slade (2005) states, “the centrality of the parent asatoredieflector,
interpreter, and moderator of the child’s mind cannot be overemphasze?73). In
this way, the mother’s ability to transmit both attachment security anchffeeity for RF
to her child sets the foundation for healthy socio-emotional development.

The link between mentalization, self development and affect regulation

As Slade has demonstrated, mentalization develops in the context of the
relationship with one’s primary caregiver (Slade, 2005), and iteis as fundamental in
both self development and self-regulation (Fonagy et al., 2002; Fondgyget, 2005).

As Fonagy and colleagues have empirically illustrated, there isatirgrege in the degree
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to which individuals are capable of mentalizing (Fonagy et al., 19913 spectrum
results, at least partly, from individual differences in thelyedyadic relationship
between mother and infant. Difficulties in the early attachmeationship impede the
smooth development of mentalization, and these disruptions adversedy ladta the
developing self and the developing capacity for object relations @yoetaal., 1991;
Slade et al., 2005; Fonagy & Target, 2006).

In normal development, the caregiver's attunement creates a lyggisnwareness
in the infant that he has a separate self that is capalebeeding an influence on other
people. This process starts on a behavioral level, as the imiastlicates a physical
self, learning to communicate his needs for physical comfdne ififant then begins to
develop a rudimentary emotional self, learning to recognize ttlearis mirroring of his
emotions as a reflection of something that comes from within (fofabarget, 2006).
This process is communicated through gaze patterns between mothafiaahd Fonagy
and colleagues (2002) speak to the importancehafh*but-imperfect contingencies”
(Fonagy et al., 2002, p. 167) in the way that the mother mirrors hert'sfiacial
expressions. Optimally, the mother's mirroring is not an exaply of the child’s
expression. Instead, she slightly modifies and elaborates flestioen of the emotion,
transposing it from one sensory modality to another, setting the foamdar the later
development of symbolization. This mirroring with “markedness” éBatn & Fonagy,
2004, p. 66) both communicates that the mother understands and empathizes with he
child’s emotion and teaches the child to recognize that thet éfatternally generated.
Fonagy and colleagues (2002) describe the process of internalizaticaffeat

representations, stating, “Anxiety, for example, is for the infanbnfusing mixture of
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physiological changes, ideas, and behaviors. When the mothetgetie mirrors, the
child’s anxiety, this perception organizes the child’s experiemzeha now knows what
he is feeling. The mother’s representation of the infant'sctaféerepresented by the
child and is mapped onto the representation of its self-stat85)p.This organization of
different self states allows the child to feel that mestates are both knowable and
containable. These self states eventually consolidate into a coherent setise of s

Problematic gaze patterns and troubled patterns of emotional athinsetethe
foundation for later difficulties in mentalization. For exampfethe mother literally
reflects the emotion without marking it, the affect is expegdnas originating in the
mother, not the infant (Fonagy et al., 2002). Both direct reflection aacturate
reflection prevent the child from feeling understood and communicatEnse that
emotions are frightening. Bateman and Fonagy (2004) statége*daregiver mirrors the
baby’'s emotions inaccurately or neglects to perform this fomcéit all, the baby’s
feelings will be unlabeled, confusing and experienced as unsymbaimbdherefore
hard to regulate” (p. 68). If the mother is unable to appropriatélisomher child’s
affects, the child is deprived of the important feeling of being knoand this
disturbance works against self-object differentiation. Disruptiorsanty gaze patterns
both prevent the child from being soothed by his mother and impede his abilityntéolear
soothe himself. Slade (2002) states:

Indeed, one of the aspects of a sense of security is expegemeself...asegulatable,

or containable. It is awareness that one is safe with one’s feelings, neadsdesires,
that these are at once acknowledged and known, and at the saméetinmand

modulated. It is the chronic feeling of being unknown, obliteratedysmregulated that
creates a feeling of danger, insecurity, or falseness and unfpally

Early derailments in these gaze patterns typically precedénued misattunements in

the developing relationship, predisposing the child to a myriad of later cotigiza
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Fonagy and Bateman (2006) describe the profound emotional consequences of
disturbances in the early attachment relationship, stating:

...dysfunctional attachment relationships not only are the conseqoktieedifficulty in
holding a stable and consistent representation of others’ andawreind in mind, but
also cause developmental distortions in self organization ...eep@posing that a
constitutionally vulnerable individual who experiences developmeraaha becomes
psychologically vulnerable in later attachment contexts essalt of instability of the
self. In an attempt to cope, the individual decouples the mind dtbers’ minds and
relies on earlier psychological mechanisms to organize theierperand in doing so
reveals fragments of the self (p. 414)

Derailments in mentalization begin when the mother is unable tilsctne child in the
earliest stages of self development. In addition, parents who céacibtate the
development of mentalization in their children are often themseleémsiof childhood
trauma and frequently expose their child to trauma, abuse or velavi®nments. As a
result, the child is both deprived of an important psychological resamatéaced with a
greater emotional burden. The child comes to feel that knowimgr dits own mind or
the mind of his caregiver is intolerable, turning away from céfi@ as it is too
threatening. In this way, deficits in mentalization capresent both a developmental
failure and a defense against unbearable feelings.

This type of disturbance in mentalization further impedes emotaadlopment,
as the presence of an agentive, mentalizing self is fundamertta¢ igrowing capacity
for increasingly sophisticated types of affect regulation. xjplagning the connection
between mentalization and affect regulation, Fonagy and Target (@Q81&)n, “...affect
regulation is a prelude to mentalization; yet, once mentalizatioargcthe nature of
affect regulation is transformed: not only does it allow adjustroé affect states, but
more fundamentally it is used to regulate the self...the childmaty to create a

coherent image of mind depends on an experience of being perceivedias lay the
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attachment figure” (p. 554). The infant’s capacity to self sonthtures into the ability
both to keep a coherent sense of self in spite of external impingermed to use this
stability in the service of emotional regulation.

Fonagy and Target (2006) maintain that not only does mentalization fertetbéer
self regulation, but the arousal and dysregulation created btamt of the attachment
system actually serve to inhibit mentalization. In a statgaifsal, proximity seeking, or
attachment distress, a child does not have the emotional spamegage in either
understanding the contents of his own mind or trying to make sendee okdrld.
Securely attached children are able to explore, learn, imaginexaedence themselves
freely in the context of a safe relationship. They are not coedwmth trying to make
sense of an unpredictable parent. Insecurely attached children, hoesstin a more
chronic state of hyperarousal, forced to devote greater emoteswlrces to inefficient
attempts at self-regulation. As a result, they do not develofsoeirces to reflect on or
make meaning of reality (Fonagy & Target, 2005; Fonagy & Tag@$6). In this way,
the development of mentalization plays a central role in the cdasioh of the self, a
crucial psychic structure in both identity development and affgetiagon. In optimal
development, mentalization is a skill that allows for greaterdatisfaction and more
effective coping in times of stress. Conversely, individuals dtiicits in mentalization
are both deprived of truly intimate experience and vulnerable totaohemotional and
interpersonal consequences.

RF and psychiatric difficulties in adulthood

As derailments in the development of mentalization are thoughtmimede

psychological development, establishing the empirical link betwdermariRl emotional
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functioning is particularly important.  Since attachment insgcis correlated with
psychiatric, relationship and adjustment problems in adulthood (Fonagy, 18%6), i
likely that deficits in RF lead to similar consequences. Indeegairments in RF are
highly correlated with a range of psychiatric difficulti@arderline Personality Disorder
(BPD), in particular. For example, in Fonagy and colleagueslysof 82 inpatients,
patients with a diagnosis of BPD were significantly morelyike have low RF scores
than average or above average RF scores (Fonagy et al., 1996; Ebahg$998). To
explain this association, Bateman and Fonagy (2004) theorizentinatiuals with BPD
suffer from the “defensive inhibition of mentalization” (p. 93). Tlsggte, “Patients with
BPD will defensively avoid thinking about the mental states dfesel others, as these
experiences have led them to experiences of unbearable pain...” (dn9Bj)s complex
process, patients with BPD learn to shut off their thinking braim\aay of surviving, as
“not knowing” seems the best defense.

Slade (2005) describes how parental psychopathology is transmitted to the child:

Disturbed and abusive parents obliterate their children’s iexper with their own rage, hatred,
fear and malevolence...Sharing their mind with the caregiveorbes dangerous, rather than a
rich opportunity for self-knowledge and emotional containment. ctiiel experiences his inner
life as barren and unknowable...such feelings of alienation andidsolzcome fundamental to
a fragmented and empty sense of self, and to the failure ®ogesustaining and nurturing
relationships with others (273).

The defense that ensures psychic survival in childhood leaves the tizsadhedult with
pervasive psychological deficits, including a fragmented sensselbfand profound
feelings of emptiness. Bateman & Fonagy (2004) speak to the bedlavianifestations
of these impairments: “Individuals whose capacity for mentabzais not well-
developed may need to use controlling and manipulative strategies to restyenceho

their sense of self’” (p. 90). Mentalization is protective in ithi@cilitates self regulation;
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in individuals who have not developed a strong enough capacity for matitaljzstress
is more destabilizing. In this way, the defensive inhibition of alemation, while
adaptive in the face of abuse, creates an ego weakness, leavemgspaith BPD with
poorer coping strategies and more prone to emotional lability and beddaacting out.
Without being able to reflect on their experience, without beingtahlse mentalization
to regulate the intensity of their affect, patients with impants in RF frequently rely on
action as an expression of internal states.

Conversely, RF has also been shown to serve as a protectiveifiactdividuals
who are exposed to violence or abuse. Fonagy and colleaguemideterthat
individuals with an abuse history who had low RF were significantly more likelyffiers
from BPD than those who were abused but did not have low RF (Fonagyl®98). In
this way, if RF is intact, it is an ego resource that worksratf) the later onset of trauma
related emotional problems.

RF as a mechanism of change:

Transference Focused Psychotherapy:

Given the documented relationship between impairments in RF and tbeqeed
psychopathology, research has begun to investigate whether intervah@bram to
directly enhance RF exert a mutative effect on psychologigap®ms. Preliminary
findings indicate that improvements in RF may serve as a mechanism of ahaegain
types of psychotherapy. For example, Transference Focused PsyabptOEFP) is a
manualized, psychodynamic psychotherapy built on Kernberg’'s obgetions
framework of BPD. In a study of TFP, ninety patients with BPD were ralydamseigned

to TFP, Dialectical Behavior Therapy (DBT), a cognitivelyséd intervention, or
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Modified Supportive Psychodynamic Psychotherapy, a treatment sh&tased on
psychoanalytic principles but does not make use of the transfentag@etation. In the
TFP group, one year of intensive treatment significantly incce&¥€¢ and there was a
significant increase in the number of patients classifiecdeasrsly attached at treatment
termination (Levy et al., 2006). These changes were not founcher dite DBT or the
supportive psychotherapy treatment conditions.

Levy and colleagues distinguish between different types of geham
psychotherapy, stating that improvements in RF after TFP brdinked to underlying
personality change. Therefore, they propose that “changesamdRFarrative coherence
are akin to rehabilitative changes in the internal structurespoégentations of self and
other that will provide patients with buffers against internal attdreal stressors” (p.
1037). Levy and colleagues suggest that because TFP enhanaesnR¥ provide for
more enduring changes. Levy and colleagues (2006) describ¢hefdtelieve to be the
process of change in TFP:

As the patient progresses during the course of TFP moving $mitroff contradictory

self-states to increased reflectiveness and integratiom fmpulsive action to active
reflection, the patient develops better behavioral control. Giree, increased
differentiation and integration is theorized to allow pasenith BPD to think more

flexibly and benevolently about the mental states ... of tiherapists, significant others
(e.g. attachment figures), and themselves (p. 1030).

According to this model, as the patient begins to experience misromd in the context

of a benign therapist, fragmented self states become moreatet@g@nd RF improves.
As the patient becomes more reflective, growing awareness oblthef mental states
fosters a greater sense of agency, allows for greater smpaintrol, and enriches the
capacity for intimate relationships. In this way, a year-loogrse of TFP has been

shown to exert a measurable influence on borderline patients’ atulityeflect on
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themselves and other people. While TFP has not demonstratedyeificeeating BPD,
it has been shown to decrease suicidality, anger, and impulsivitgrderline patients
(Clarkin, Levy, Lenzenweger et al., 2007). Levy and colleaguesestgjoat it will be
important to assess the relationship between RF and measuresclobgagirology in
future research (Levy et al., 2006).

Panic Focused Psychodynamic Psychotherapy: RF and Panic Sgeeffective
Functioning (PSRF):

Rudden and colleagues (2006) conducted a pilot study to investigate RF as
measure of therapeutic change in a randomized controlled clinadabftPanic Focused
Psychodynamic Psychotherapy (PFPP) vs. Applied Relaxation ThérsRy) for
patients with panic disorder with or without agoraphobia. PFPP empsygfoanalytic
techniques to explore the conflicts and defenses surrounding the gapianit attacks
(PFPP will be discussed in more detail later in this clnppte a sub-sample sample of
twenty-six patients, Rudden and colleagues assessed levels odRFSRF at baseline
and study termination. The authors concluded that RF was not tehetazally
impaired in this sample of patients who participated in the P&B®. In addition,
PSRF scores at baseline were significantly lower than Bfesat baseline; while panic
disorder patients were typically able to think about important relationghgis ability to
make meaning of their symptoms was impaired. Patients who cechpREPP
evidenced a significant improvement in PSRF at the end of treatmatgrestingly,
PSRF significantly decreased in the ART sample. The resaitsthis pilot study raise
the question of whether or not PSRF, the ability to reflect on orsig @ttacks and
anxiety symptoms, may be the mediating mechanism that accauntagrovement in

PFPP. Formal mediation analyses were not done in this studgvlegwhe authors are
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currently conducting a mediation study of PSRF in an ongoiny sthi&@FPP vs. ART
vs. CBT. In explaining their findings, Rudden and colleagues (sulbingteggest that
“...patients in PFPP developed a greater capacity for reflectioth@n underlying
emotional conflicts, possibly through internalization of their thista’ method of
understanding, or through the treatment’s active interpretive foouthe underlying
significance of panic experience” (p. 11). In this way, PHR&yl enhances PSRF
through the exploration of panic symptoms both in terms of their unowssci
determinants and the function they play in warding off conflidhe patient’s emotional

life.

A proposed relationship between Reflective Functioning and agoraphadai

This project hypothesizes that RF may be particularly relevamtirthering our
understanding of panic disorder with agoraphobia. Rudden and colleaguedté&i)omi
distinguish between patients who “evidence a global kind of ‘not knowing’ aheirt
inner lives” and patients who “are quite perceptive about their oentah states and
those of others, with the exception of the inner conflicts thatptat@ their symptoms”
(p- 10). In this way, panic symptoms may develop from differgresyf processes: for
the patient whose reflective abilities are largely intactumscribed areas of conflict
may overwhelm the capacity, limiting the patient’s abilaythink about the meaning of
his panic attacks. For these patients, Rudden and colleagues viesv‘&Bynthetic ego
capacity” in which RF is inhibited in particular conflict araasindividuals who are
otherwise capable of mentalizing (Rudden et al., 2008). It is alssibfoghat

individuals who are temperamentally prone to developing an avoidant idefehde are
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more likely to rely on defenses like “not knowing” as the primaay of coping with
conflict. This avoidant style may work reasonably well under orgicacumstances,
but with the advent of overwhelming situational stressors, thisigiefieo longer serves a
protective function; helping this type of patient to make meaoinganic symptoms
might provide a more efficient regulatory strategy.

Patients who have global limitations in RF might be more susceptldyecoming
agoraphobic. The smooth development of mentalization is seen as funalaiméxuth
the capacity for self regulation and the development of theegai¢sentation (Fonagy et
al., 2002; Fonagy & Target, 2006). In patients with severe l@fgiobic avoidance,
these processes are thought to be disrupted (Milrod, 2007; Frances &19ubBi), In
this way, it is possible that severe avoidant symptoms may spaakater ego deficits
that have impaired and forestalled the development of the mentaleagity. Perhaps
patients who develop severe levels of avoidance project internas siato external
situations out of a fundamental inability to engage with their ematilives (Milrod,
2007). If this were the case, without the ability to know their ownds, without the
experience of an agentive self, these patients would beetdihg like they were not in
control of their emotions. Fonagy and Target (2006) maintain that tieeattachment
system is chronically activated, mentalizing processesrduibited. This inability to
control affective experience might be transformed into patiedstern that they will
“lose control” or do something impulsive in the midst of an attadkpatients with
severe avoidance are unable to see mental states as contamapleould be more
likely to disavow them or express feelings through physical symgor to project them

onto concrete external situations.
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The conflict and ambivalence over separation and autonomy seenentpatith
severe levels of phobic avoidance has a direct theoreticabredaip to RF. It may be
that the more patients’ identities remain fused and blurredthétlobject on whom they
depend, the greater the likelihood of corresponding limitations irematiability to
identify and make meaning of the contents of their own mind and the ofhithe other.
As panic disorder is associated with frightening and controllingntisuig behaviors
(Craske & Waters, 2005), and anxiety disorders have been empirlcdtgd to
attachment insecurity in childhood (Fonagy et al., 1996), it is pes#ibt patients who
develop severe levels of phobic avoidance suffered from some formiytiesdurbance
in their primary relationships. Fonagy and colleagues (2002)idesthe types of
maternal misattunement that impair the child’s ability to gaee his own feeling states.
Patients who develop agoraphobia often have mothers with difficoligrating
separations, who are preoccupied with their own emotional dependenEsequently
impinged on by the emotional needs of the caregiver, unable to develogegpremdent
sense of self, these patients may not have had the freedomyt@xplbre their own
needs, feelings, intentions and desires. Instead, they may havemoee likely to
confuse the feeling states of important objects with their @ghnigs or to shut off their
reflecting brain as they feel incomplete without the objeatallle to see mental states as
internal and transient, they instead displace powerful emotions ontcetsduations.
In this way, they are unable to distinguish internal experienoece éxternal reality. The
internal feelings of emptiness that result from a lifetimenot feeling known or
knowable may be at the core of severe agoraphobia. The symptorobaé plioidance

is not easily ameliorated as it helps maintain the fraddbilgy of the self structure
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(Milrod, 2007). A better understanding of the relationship between RFgamdpdobia
may be useful in tailoring interventions for this group and in understandrag is

mutative in psychotherapy.

Panic Focused Psychodynamic Psychotherapy

Panic Focused Psychodynamic Psychotherapy (PFPP) is a compéiirnative to
cognitive behavioral therapy and medication treatment, offeriddferent perspective
from which to understand the way patients with agoraphobia enggugychotherapy.
PFPP is a manualized psychotherapy for panic disorder based yohogsalytic
principles. It has demonstrated efficacy for the treatmemiaafc disorder. This is the
first time that efficacy has been established for a psy@igantreatment of an anxiety
disorder (Milrod et al., 2001; Milrod et al., 2007). PFPP is a twaniy-session, twice-
weekly treatment that emphasizes the emotional exploration of pamptoms. PFPP
operates under the basic psychoanalytic assumption that unconsanflictscplay an
important role in generating and maintaining panic attacks. Aatiogl and working
through core conflicts help the patient to understand the emotionalingsaof panic
symptoms. Facing and tolerating the emotional significancheobymptom afford the
patient greater control over emotional experience. PFPP addpess®s avoidance by
helping patients to experience and understand underlying emotionsictsomiver
becoming autonomous, rage at attachment figures) that have been digpitcexternal
situations which ultimately feed panic symptomatology. Theafhist provides a
framework for connecting behavioral avoidance with internal mestates and

encourages exploration of disavowed aggression. PFPP uses the transéaénoship
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to illustrate the way that conflicts manifest themselves uttipte situations, and the
exploration of the transference works to pinpoint patients’ ambigalesurrounding
independence.

By reducing the intensity of core conflicts and enhancing tattderance, PFPP
empowers the patient to begin to function more independently. Throudgrnhieation
process in this brief treatment, patients experience theiraggpaanxiety directly with
the therapist; by helping the patient to verbally explore andatel¢his experience, PFPP
also affords patients an enhanced capacity to manage futuratseEafrom important
objects. Improvement of panic symptoms in PFPP may resultifitenmalization of the
benevolent therapist, the reduction of the intensity of unconscious coafiidt,the
enhanced capacity for tolerating affective experience (Milrcal.ef1998; Milrod et al.,
2007). (For an in depth description of PFPP, refer to Milrod and collsagla@ual of
Panic Focused Psychodynamic Psychotheyapy

The PFPP manual was developed based on the authors’ clinical exgenatit
over forty cases of panic disorder. Although these patients werestndied
systematically in a controlled research setting, 85 percetmiofjroup’s panic disorder
remitted without medication (Busch et al., 1996; Milrod et al., 1997).ortter to
formally study this manual, an open trial of twenty-one patigetsted with PFPP was
conducted. In the open trial, seventy-six percent of patients whoipate in the study
(16/21) and ninety-four percent of patients who completed the study (161&%7)
“response” criteria after treatment. Furthermore, this stwityenced low attrition rates,
as only four patients dropped out. All four of these patients had tajpdireof

benzodiazepines in order to gain study entry. Patients in thisspildy had statistically
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significant improvements in levels of panic severity, phobic avoslageneral anxiety
and depression (Milrod et al., 2001).

Building on these findings, Milrod and colleagues conducted the finstoraized
controlled trial of PFPP, comparing it to Applied Relaxationr@pg (ART). ART is a
psychotherapy with demonstrated efficacy for panic disorder. Hawévhas been
shown to be less effective than CBT (Craske, Brown, & Barlow, 1981 & Westling,
1995). The results of the RCT demonstrated efficacy for PFPPafoc disorder when
compared to ART. In this study, patients treated with PFPP imghisigaificantly more
in terms of decreasing the frequency of panic attacks, levelswvoidance and
psychosocial functioning (Milrod et al., 2007). A two-site study oPPks. ART vs.
CBT is currently underway to assess whether PFPP has compaftitdey to CBT.
Milrod and colleagues assessed for comorbid personality disordetisisirsample.
Personality disorders are associated with poorer prognosissinlifie interventions
(Pollack et al., 2000). Patients with panic disorder and com@ibister C (the anxious
cluster) personality disorders responded better to PFPP tharthsiRTthose with panic
disorder without comorbid cluster C disorders, an unprecedented finding inigisgc
research. This suggests that Cluster C personality disordelesrate response to PFPP,
though it was not possible to disentangle cluster C from Axisdings in this sample
due to the small sample size.

In explaining these findings, Milrod and colleagues (2007) postulate, ¢&liwi
the differential treatment results are unsurprising, as RiefelResses aspects of panic
disorder patients’ passivity and childlike dependence through exploratioaragculation

of transference fantasies, facilitating more adult behavior.cddyrast, therapist-guided
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exposure protocols do not specifically address these functional ocactdralogical
issues” (p. 889). In this way, this preliminary investigation sugghstspatients with
personality pathology may be able to use PFPP effectively gnfieag to change
maladaptive patterns, allowing for greater symptom reduction.

The interventions in PFPP may work to enhance PSRF in partidalaxplaining
the process of change in PFPP, Rudden and colleagues (submittetgteosthrough
the treatment, patients’ tendency to “not know” about the conflictedkri states
connected with their internal experience of danger and the respHimg attack is seen
to change, as reflected in their more complex articulatedesnesas of their inner mental
states.” PFPP’s emphasis on understanding and tolerating mental stategpproag RF.
By enhancing the capacity to reflect on and contain internalriexjge, PFPP may
actually work to strengthen reflective capacity, rendering mpEtiéeess susceptible to
emotional flooding. In addition, by reducing the level of conflict surroumdieparation
and autonomy and helping patients to create a language with whigprés® emotional
symptoms, this treatment may work to help patients begin tifige@nd consolidate the
contents of their own mind, perhaps allowing for greater affect tolerammeahi& reason,
this enhanced capacity for RF, particularly in thinking about one’sc@dtacks, might

be one mechanism that contributes to treatment gains in PFPP.

Summary, aims and hypotheses:
This study will investigate the relationship between agoraphobi&&mahd PSRF.
Agoraphobia is associated with poorer response to efficaciousménetst The lens of RF

offers another angle from which to understand this syndrome, poteetglanding our
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knowledge of phobic avoidance. The development of mentalization theory and the
corresponding research construct of reflective functioning have leguarify both our
understanding of Axis Il pathology and the process by which attathdneorders are
communicated from mother to infant. Disruptions in the development ofatiEtion
are thought to impede the full development of the self reprasamtand interfere with
the child’s growing capacity for affect regulation. Whie association between RF and
character pathology is beginning to be articulated, investigatinto the relationship
between RF and Axis | disorders are just beginning. This exdomnaill offer a
beginning step in determining whether patients with severdsl@igphobic avoidance
suffer from impairments in RF and PSRF. This study will s#gamine whether
impairments in PSRF exert a differential impact on treatmespgonse. PFPP has been
shown to enhance PSRF. It is possible that baseline impairmdP&RF may predict a
poorer response to non-psychodynamic interventions but that PFPP, amitef

enhancing PSRF, may be able to effectively treat patients with thetaibms.

Aim 1:
To examine the strength of the relationship between reflectivaibning and severity of
agoraphobia.

Hypothesis 1:
1. A negative linear relationship exists between RF and severity of agoraphwaiiah

lower capacity for RF will correlate with greater severity of agbpbia, as measured by
item #4 on the panic disorder severity scale (PDSS).

2. A negative linear relationship exists between PSRF anditgeseagoraphobia in
which lower PSRF will correlate with greater severity of agoraphobia

3. PSRF will be more impaired than RF in patients with severe agoraphobia.
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Aim 2:
To examine whether PSRF at baseline moderates response to PFPP and ART.

Hypothesis 2:
1. Baseline impairments in PSRF will predict a poorer response in termsiofsorder
symptoms, as measured by PDSS total score, after ART but not PFPP.

2. Baseline impairments in PSRF will predict a poorer respontsents of agoraphobia
symptoms, as measured by item #4 on the PDSS, after ART but not PFPP.
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CHAPTER 3: METHODS

This study will examine data collected as part of a largatjoNal Institute of
Mental Health (NIMH) funded parent study, “A randomized controlledl tof
psychodynamic treatment for panic disorder,” (Grant # NIMH K 281001.849)
conducted by principal investigator Barbara Milrod, MD. This ptwil also include
data collected as part of a sub-study that included patientseshinllMilrod’s study.
The sub-study was conducted by principle investigator Marie Rudden, MD and funded by
the American Psychoanalytic Association (APsA) Fund for Psya@igian Research.
The sub-study was titled “Reflective Functioning Before and rARanic-Focused
Psychodynamic Psychotherapy and Applied Relaxation Training.” All datzoliected
at the Weill Medical College of Cornell University betwe2000 and 2004. All data
collection was approved by the Weill Medical College IRB.
Sample:

Inclusion Criteria:

Subjects were included in the parent study if they were ages, I8agMosed with
primary DSM-IV panic disorder with or without agoraphobia on theiéayxDisorders
Interview Schedule for DSM-IV Lifetime Version (ADIS-IV) (Bardo, Brown, &
Barlow, 1995). Subjects were given diagnostic severity ratingseoADIS, with a range
of 0-8. In order to meet inclusion criteria for the study, suibjead to receive a panic
disorder severity of at least 5. Subjects who were on psychotr@acations at study
entry were allowed to continue taking these medications if thesedgto maintain a
stable dose throughout their participation in the study. Study paystsigtrescribed and

monitored medications. Subjects were required to discontinue any @igwing
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psychotherapy in order to participate.

Exclusion Criteria:

Subjects were excluded from the parent study if they metriariter psychosis,
bipolar disorder or active substance abuse or dependence (6 months remission hecessary
Subjects:

All subjects signed written, informed consent. 49 patients ehteesparent study.
Participants had a mean age of 33 (S.D = 9.6) years. Seventy-aeatpar subjects
were Caucasian, twenty-seven percent African American, eigpereent Hispanic, and
two percent Asian Subjects in the parent study were randomly assigned to the two
treatment conditions, PFPP and ART. Randomization used a computethaigtbrat
stratified patients according to two criteria: whether or heytmet DSM-1V criteria for
comorbid major depression and whether they were taking psychotropicatieus.
Subjects were stratified for comorbid major depression, asishawn to be associated
with poorer prognosis (Noyes, et al., 1991). Subjects werefistlator whether or not
they presented on stable psychotropic medications to control for pbtietiapeutic
differences resulting from effects of medication across the treatment groups.
Nineteen percent of the patients in the PFPP cell (N=5) andyws& percent of patients
in the ART treatment condition (N=6) met criteria for comorbidjanalepression.
Nineteen percent of patients in the PFPP group (N = 5) and seventeent of the ART
patients (N = 4) were on psychotropic medications during their participatitwe istudy.

Subjects with comorbid major depression, personality disorders, ande seve
agoraphobia were included. This represents a departure from meaewpusr panic

disorder studies. As a result, this sample is likely more symgdtic than many
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previously described samples. For this reason, it is a samplis thare generalizable
and better reflects the true range of individuals suffering fpamic disorder in the
population (Milrod et al., 2007).

Rudden et al’'s sub-study began after the RCT was in progres&doyears. 19
patients had already entered treatment in the parent study emadotassessed in the RF
sub-study. As a result, a smaller N =30 completed the RF.sflidy following diagram,
(Courtesy Rudden et al., in preparation) outlines the flow of patietigeen the parent

study and the sub-study:

Research Subjects Flow Chart (Rudden et al., in preparati:

|49 RCT subjects randomized |

|26 Assigned F'FF'F"l’/J [23 Assigned ART |
1 |
¥ patients participated in 12 patients participated in
RCT before Dynamic RCT before Dynamic Change
Change Study began Study began
19 PFPP Subjects 11 ART subjects
entered Dynamic Change Study entered Dynamic Change Study
| [
18 Completed, 1 did not 8 Completed, 2 dropouts,
complete interviews 1 did not complete interviews
PFPF Condition ART Condition
18 subjects 8 Subjects

Of the 30 subjects in the RF study, 19 patients were assigrieBRB and 11 to
ART. The participants in the agoraphobia/RF study are the tlsiulyjects who

participated in both the RF study and the parent study.
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Setting:

The study was carried out in the following locations:

1. New York Presbyterian Hospital-Weill Cornell Medical @g; 525 E. 68 Street;
New York, NY 10021.

2. Private offices of study therapist located throughout New York City.

All research assessments took place at New York Presbyteiospital- Weill-Cornell

Medical College.

Procedures:
Assessments

Subjects with primary DSM-IV panic disorder with or without agordgphavere
recruited through IRB approved advertisements in local newspap&sspiroved fliers
posted at New York Hospital, and physician referrals. Intatesibjects completed a
preliminary telephone screeningThe screening consisted of questions related to the
individual's current symptoms and functioning. Subjects who seemed apedpr the
study after the initial screening were invited to participate in an evaluation.

Independent raters who were blind to treatment condition completestudly
assessments. The ADIS-IV-L was administered during the ewalugroviding panic
disorder and agoraphobia diagnosis and severity ratings. In ordesnitomongoing
panic and anxiety symptoms, participants were given a daily p#atk diary and asked
to record their symptoms for three weeks before beginning theragyhroughout the
duration of the treatment. In the parent study, assessmeréampleted at baseline, at

treatment termination, and at two, four, six and twelve months afeatment
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termination. As part of a battery of scales, the Panic Dis@deerity Scale (PDSS), a
measure of panic disorder symptom severity and the primary oetooeasure of the
parent study, was completed at each assessment point. In aceondth Rudden et al.’s
protocol, RF and PSRF interviews were collected at baseline &antleatment
termination.

Training of Independent Raters:

All evaluations and assessments were conducted by masterisdlagnosticians
with at least 35 hours of training on the ADIS-IV-L and at ld&shours of training on
symptom measures. Diagnosticians also received training &Rlaed PSRF interview
by Dr. Rudden, and administration of the RF and PSRF interview weasared by
ongoing supervision throughout the study.

Therapies

Subjects were treated in twice weekly sessions of eithef ARPFPP for 24-
sessions. All treatment sessions were videotaped and therapist adhexgenoenitored.
PFPP:

Panic Focused Psychodynamic therapy is a manualized psychgtlienagioped
by Barbara Milrod and colleagues (Milrod et al., 1997). The folgwepresents a brief
summary of PFPP. A more detailed explanation of the treatraarttecfound in Milrod
et al's Manual of Panic Focused Psychodynamic Psychothe(&plyod et al., 1997).
The treatment consists of three phases: the number of sessittesldt) different phases
of treatment varies from patient to patient.

Phase |: Acute Panic:

This treatment operates under the assumption that panic symptoras lagest
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partly related to patients’ emotional conflicts, both conscious and uncaascDuring

the evaluation phase and beginning sessions of the treatment, they tfeenases on
exploring the emotional and situational context preceding the ongenié disorder.
The therapist works to understand the individual meanings of both panptasys and
the circumstances surrounding panic episodes. The therapist thes beqpply a
psychodynamic formulation to the case, identifying and articglapsychological

conflicts and connecting them to panic symptoms. Frequent emotionkttsoioiund in

panic disorder patients include mixed feelings surrounding sepaatidrautonomy,
difficulty experiencing and expressing anger, and sexual cbnflehase | of PFPP
generally results in patients reporting diminished panic and agoraphatypéosys.

Phase II: Panic Vulnerability:

In this phase of treatment, the therapist works toward deepenitgntpa
understandings of their central unconscious dynamics as they ceoorgtic. This is
accomplished by “working through,” a period of recognizing thegdlicts as they
present in multiple situations. The therapist begins to interpret ttansference,
demonstrating that central conflicts manifest themselves ith#rapeutic relationship.
Phase Il tends to afford patients a greater range of emo&gpatience, and as a result,
they may become less vulnerable to relapse of panic symptoms.

Phase Ill: Termination:

Of particular importance for separation sensitive panic patidr@stetmination of
therapy must be addressed by the therapist for at leafin#thehird of the treatment.
Transference feelings are heightened because of the imminenatsepa This lends

intensity to the transference, facilitating the re-experienoingonflicted rage and fear
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and conflicts over being more autonomous. Patients become empowehednwi
enhanced ability to cope with separations and a newfound capacity teeagpeanger
directly as an outgrowth of the termination phase. A possible niogs®f symptoms
can occur during this phase (Milrod et al., 1997.)

ART:

The first three sessions of Applied Relaxation Therapy arehpggucational. The
therapist explains the rationale for the treatment and givepadtient a framework for
understanding panic disorder. Treatment emphasizes progressivie melaxation
techniqgues and exposure, using relaxation as an active coping \stra@¥ggressive
muscle relaxation training consists of tensing particular reug@ups for 5-10 seconds
and then learning how to relax the muscles. The patient learalletoate between
muscle tension and relaxation, and the therapist works to help teatp#epen muscle
relaxation. The therapist begins by focusing on sixteen musalpgr The number of
groups is reduced to four. Next, the therapist works with the patrediscrimination,
generalization, relaxation by recall and cue—controlled retaxatPatients are instructed
to practice relaxation techniques at home. By week six, patlgs practicing
relaxation skills in anxiety provoking situations. Patients arghiado recognize
beginning sensations of anxiety in order to help cope with the srbeédre it escalates.
Patients are encouraged to practice relaxation throughout the dgyromote
generalization of the techniques. Homework assignments areedsigily, including
anin vivoexposure protocol.

Therapists:

PFPP:
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8 PFPP therapists treated subjects in the study. All Pkd?&pists carried degrees
of either M.D. or PhD. All therapists had at least two yemsxperience treating panic
disorder with psychodynamic psychotherapy and at least threse ge@sychoanalytic
training. The mean level of clinical experience in the PERRp was 21 years (range:
2-40 years; s.d: 8.6 years). Therapist training for the study ceds$ta twelve hour
course in PFPP and the completion of one pilot case that was videotaped and supervised.
ART:

6 ART therapists treated subjects in the study. ART therapmste matched for
level of training and experience with PFPP therapists: thstsaparried degrees of either
M.D. or Ph.D. All therapists had at least two years of expegi&meating panic disorder
with ART and CBT. The mean level of clinical experience in ARl group was 16
years (range: 5-35 years; s.d.: 11.3 years). Training in ARTistedsof a six hour
course and the completion of one pilot case that was videotaped and supervised.

Therapist supervision:

Therapists in both treatment conditions participated in monthly gropengsion
sessions and were given regular individual supervision.
Adherence

Therapists in both treatment conditions were monitored for adherendtke
protocol by independent adherence raters. Three videotapes teeréoraadherence to
each treatment. All therapists achieved satisfactory adteerenthe protocol in each
treatment condition. Adherence to PFPP was measured by the-F@anged
Psychodynamic Psychotherapy Adherence Scale (See appendix tfacgay

adherence was a score of four out of six on at least five obdalien items. Four
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independent raters achieved reliability in rating adherend@RFBP. The mean interrater
intraclass correlation was .92 (N=50). The average level of adherence wa®BbPH.

Adherence to ART was measured by the Applied Relaxation Trafkdigrence
Scale (unpublished instrument of Otto and Pollack, as amended hgéWli§chwalberg,
PhD. See Appendix F). Satisfactory adherence was definestcasesof at least 5 out of
7 on all three items of the scale. Experienced raters frortoBdaniversity conducted
the adherence monitoring for ART. The average level of adherencegathe ART
therapists was 6.2 out of 7.

Measures:
1. The Reflective Functioning Interview:

The Reflective Functioning scoring system (Fonagy et al., 1998) imiially
developed for use with the Adult Attachment Interview (AAI) (MairG&Ildwyn, 1994;
Main & Goldwyn, 1995). The AAI consists of sixteen questions that iacaout the
subject’s early relationship with his or her early caregiv@itse interview inquires about
experiences of separations and reunions and asks the individugdlaom eeasons why
his or her parents behaved the way that they did. It also asksdhbmk about the way
that the relationship has changed over time. The Reflective iboimgf interview
(Rudden, 2006) is adapted from the AAI. Peter Fonagy, Mary Targetcdliedgues
identified a set of questions in the full AAl that are thought'demand” reflection.
These “demand” questions are emphasized in the scoring of Rledg0Al. Rudden’s
abbreviated, semi-structured interview is comprised of thesamk® questions (Fonagy
et al., 1998). Rudden and colleagues’ adaptation of the full AAlmede in an attempt

to incorporate RF evaluations into the rubric of contemporary psyichiaitcome
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research, as patients enrolled in such studies already havedem mirseveral hours of
assessment at study entry, the administration of the entire woAild have been

prohibitively lengthy. Rudden and colleagues were interested g tise RF demand

guestions to assess the patient’s ability to reflect on mstatEs in themselves and in
other people; as a result, the administration of the entire AAInea necessary to meet
this aim. Rudden and colleagues piloted this adaptation as part sélikgudy. (See

Appendix A for interview.) Unlike the full AAI in which subjectseaasked to reflect on

their relationships with both parents, the RF interview instrudigests to describe only
one parent.

Scoring RF on the Reflective Functioning Interview:

Fonagy et al's (1998) RF scoring system was originally dgeel for use with the
AAIl. However, they discuss the scale’s potential application ta stheaces of narrative
data (Fonagy et al., 1993). The RF scale is scored on ranget@f- A score of -1
represents a total repudiation of reflection with bizarre and thstonterpretations of
events and mental states. Scores falling in the ranget@f3 reflect either a lack of
reflection or a concrete, limited capacity for making meaningnaerlying mental states
and motivations. A score of 5 describes average reflective dmiag, in which a
subject clearly demonstrates the capacity to connect meatas $0 behaviors. Scores
ranging from 6 to 8 represent above- average or superior or édiackpacity to reflect
on and understand intentional mental states in self and others. Ao$&oie defined as
full or exceptional RF in which the subject offers a complex, nuanged and
elaborated account of his own and his parent’'s mental states andcpeesped makes

room for conflict.
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2. Panic Specific Reflective Functioning Interview:

The PSRF Interview is designed to assess subjects’ cagamtireflect on and
make meaning of their panic attacks, (Rudden, 2006). The interview signek to be
administered as a complement to the abbreviated RF intervieveonstists of three
guestions that invite subjects to reflect on why they have p#aicka and the types of
feelings and circumstances that trigger panic (See Appendix IB)this way, the
interview assesses a continuum ranging from individuals who presenizaare
interpretation of symptoms to a physiologically based, one dimemhsiodarstanding of
panic attacks to subjects who are able to connect their experiehpanic to aspects of
their emotional lives (Rudden, 2004).

Scoring Panic Specific Reflective Functioning (PSRF) on the P3pecific Reflective
Functioning Interview:

Rudden et al. (2004) developed the PSRF scoring system as a counterpart yo Fonag
et al's RF scale. Itis scored on the same -1 to 9 scale. On the PSR stat given if
the subject offers a bizarre, distorted, or hostile rationaldi®ior her symptoms. A
score of 5 is considered an average capacity to grasp ematieaaings of panic; this
score is applied when the interviewee clearly demonstrates sonerstanding of the
relationship between symptoms and psychological experience. AacOres reserved
for exceptional PSRF. This score is rarely applied, and thenpatieuld have to
demonstrate an unusual and extraordinary degree of nuance and sopmstichis or
her understanding of the relationship between panic symptoms anticeahexperience.
Achieving this score may not be possible while the patientillssgmptomatic (See
Appendix C for scoring guide.)

Training in RF scoring:
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Before scoring the abbreviated interviews, Rudden was tramé&~iscoring by
Mary Target, one of the authors of the RF scale: she achimeel@rate reliability
(Shrout & Fleiss, 1979) for scoring RF on the AAI (ICC of .68, SpearBrown’s two
way mixed effect model). Rudden scored all RF and PSRF inteviddudden was
blind to patient identity, treatment condition and treatment phas#p(st). Milrod
completed RF training and rated 30% of the interviews to monitorrater reliability.
Rudden and Milrod had excellent reliability (Shrout & Fleiss, 1979} ait ICC of .74
for RF and .86 for PSRF, (Spearman Brown two-way mixed effects model).

3. Panic Disorder Severity Scale:

The Panic Disorder Severity Scale, the primary outcome neasuthe parent
study, is a rater-administered, reliable, validated, compoditegraf panic severity,
consisting of seven items scored from 1 to 4 (Shear et al., 1997y ingtrument
assesses panic frequency, upset during panic attacks, extenticgfatoy anxiety,
severity of agoraphobic anxiety and situation avoidance, avoidanceeanaff body
sensations, clinical interference in occupational functioning, and imeat in social
functioning. This is the only standardized measure of overall parocddisseverity.
Inter-rater reliability was excellent, with ICC of .87 for 2ddependently rated
assessments and .88 for 24 separate pairs assessments. Cronbach’s aktheatonemt
PDSS scores on 186 patients with panic disorder was .65. This mdassire
demonstrated both convergent and discriminant validity with other parmcanxiety
assessment tools (Shear et al., 1997.)

The PDSS will be used for three purposes in this project: 1llibavithe measure

of baseline severity of agoraphobia, using item #4, the itematisdsses severity of
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agoraphobic anxiety and situation avoidance. 2. Response of panaedispmptom
severity to psychotherapy will be determined by the change in HEI&®ge score =
PDSS pre-treatment — PDSS post-treatment. 3. Response of agorapéodiity to
psychotherapy will be determined by the change in item # AeoPDSS. (Change in
agoraphobic severity score = Item #4 on the PDSS pre-treatnitamh # 4 on the PDSS

post treatment).

Data Analysis Plan:

A Pearson correlation will be used to examine the strengttheofrelationship
between RF at baseline and severity of agoraphobia and to exdmais&ength of the
relationship between PSRF at baseline and severity of agoraphehi@easured by the
rating on item #4 of the PDSS. The bivariate plots will be éxaanfor each correlation,
and if there are outliers, a Spearman Rank Correlation will ke inseead of a Pearson
correlation. The relationship between RF and PSRF will be detedmising a test of
correlated correlations. A Fisher’s r to z transformation will be performed

Multiple linear regression analyses will be used to test thie effect of PSRF and
treatment condition on change in panic disorder severity and the fesh@&fPSRF and
treatment condition on change in agoraphobia severity. The incrementabution of
the interaction between PSRF and treatment condition will alsexamined in both

cases.
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CHAPTER 4: QUANTITATIVE RESULTS

Sample Characteristics:

Of the thirty subjects included in this study, seven (21.2 %) wereané twenty-
three (69.7%) were women. The subjects had a mean age of 33.53S@ars9.26).
72.7 % were Caucasian, 3 % African American, 12.1 % Hispanic, andet&oof mixed
or other race.

At baseline, by DSM-IV criteria, assessed using the A&, 8 subjects met
criteria for panic disorder without agoraphobia (17%) and 22 sulmjeetscriteria for
panic disorder with agoraphobia (73%). Seventeen patients were raadamiPFPP
and nine patients were randomized to ART. 4 patients included isaimple dropped
out of the protocol prior to randomization. Therefore, baseline w#itdook at the
sample of thirty patients, but outcome data will only include the 2é&matwho were
randomized.

Based on the ADIS-IV-L, there was a mean panic disorderisewé 5.67 (SD =
.80), a mean number of comorbid Axis | disorders of 1.7 (S.D= 1.57), and apaweian
duration of 17 months (SD = 29.40). Four subjects met criteria for ©anaorajor
depression and fourteen patients met criteria for an Axis lldBsgaccording to DSM-
IV criteria assessed using the SCID-Il). The breakdown xa§ A disorders is as
follows: Cluster A: N=0, Cluster B: N=1 Cluster C: N=7. Basm the SCID-II, eight
patients met criteria for more than one personality disorder.

This sample of thirty subjects has been used to assess tienstlg between RF,
PSRF and severity of agoraphobia. As four patients dropped out of tedostode they

were randomized to a treatment condition, a smaller sample ofyhsx patients has
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been used for the moderator analyses. A breakdown of the above vanablestment

group is listed in Table 1 below:

TABLE 1. Demographic and Clinical Characteristics by Treatment (N=26):

Panic Focused Psychodynamic Applied Relaxation

Variable Psychotherapy (N =17) Training (N = 9)

Mean SD Mean SD
Age at entry (Years) 34.24 9.6 32.44 9.44
Severity of Panic Disorder: 5.65 .86 5.67 .87
(Range: 1-8)
Comorbid Axis | disorders 1.47 1.18 1.44 1.43
Panic Duration (months) 10.05 10.75 14.24 23.92
Gender (male) 4 3
Comorbid Major Depression 2 1
Axis Il diagnoses 9 2

Correlational Analyses:

Relationship between Reflective Functioning and severity of agoraphobia:

A Pearson correlation was conducted to determine the strengtle oélationship
between baseline Reflective Functioning (RF) and severity obpfobia. Baseline RF
was measured by the Reflective Functioning Interview. A diraeakview of baseline
severity of agoraphobia was measured by item # four on the P&@vocdEr Severity

Scale (PDSS). Table 2 offers a summary of RF and agoraphobia scoredia¢ bas

Table 2: Baseline Sample Characteristics - RF (N=30):

Variable Mean Median SD
Reflective Functioning: 5.05 5.0 .93
(Range: -1-9)

Severity of Agoraphobia: 2.0 2.0 .94

(Range 0-4)
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Based on the distribution of the two samples, a Pearson correls®deemed an
appropriate test for determining the correlation between the twiables. The
relationship between RF and severity of agoraphobia was not sagmif(r =.192, p

<.309). The findings are summarized in Table 3:

Table 3: Correlational analyses of RF and Severity of Agoraphobia at Baseline:

N=30 Severity of Agoraphobia
r p (two-tailed)
Reflective Functioning 1.92 .309

It was hypothesized that patients with greater levels ofappobia would have
corresponding impairments in their reflective capacities. Cognta this hypothesis,
these findings suggest that patients who suffer from greatels|of phobic avoidance do
not have greater difficulty understanding mental states than patemd suffer from
panic disorder but are not avoidant.

Relationship between Panic Specific Reflective Functioning anderiBe of

Agoraphobia:

A Pearson correlation was conducted to determine the strengtle oélationship
between baseline Panic Specific Reflective Functioning (PSRFpaseline severity of
agoraphobia. Baseline PSRF was measured by the Panic SRegiéctive Functioning
Interview. Dimensional baseline severity of agoraphobia wasurexh®y item #4 on

the PDSS. Table 4 offers a summary of RF and agoraphobia scores at baseline:
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Table 4: Baseline Sample Characteristics —=PSRF (N=30):

Variable Mean Median SD
Panic Specific Reflective Functioning: 4.3 4.5 .866
(Range: -1-9)

Severity of Agoraphobia: 2.06 2.0 .94
(Range 0-4)

Based on the distribution of the two samples, a Pearson correls®deemed an
appropriate test for determining the correlation between the viav@bles. The
relationship between baseline RF and baseline agoraphobia was rotasigii = .192;

p <.309). The findings are summarized in Table 5:

Table 5: Correlational Analyses of PSRF and Severity of Agoraphobia at baseline:

N=30 Severity of Agoraphobia
r p (two-tailed)
Reflective Functioning 1.92 .309

This test was conducted to determine whether or not patieftgvaater severity
of agoraphobia would have corresponding impairments in their ability tastadd and
make meaning of their panic attacks. Contrary to the proposed hsisothese findings
suggest that patients who suffer from greater levels of phaloiclance donot have
greater difficulty understanding their panic attacks as measqwydSRF than patients
who suffer from panic disorder but are not avoidant.

Comparison of correlations:

It was predicted that PSRF would be more impaired than RFigngatvith severe
agoraphobia. In other words, patients with severe levels of phobic avenantd have

more difficulty making meaning of their panic attacks than undsistg mental states in
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the context of their attachment relationships. In order to testhifpothesis, a test of
correlated correlations was performed. Using a Fisher's dsftvemation, it was
determined that the correlations are not significantly different (see Gabl

Table 6: Comparison of Correlations:

N=30

-1.97 -1.87 .853

Patients in this sample with phobic avoidance do not have greafmultif
understanding their panic symptoms than understanding mental staisdinding is in
contrast to Rudden et al's (2006) finding that patients with pasmrdgr have greater
impairments in baseline PSRF than in baseline RF. It is unaleat these differences
mean, as they may reflect on methodological differences between theithes st

Based on these three sets of analyses, these findings suggegthimathe panic
disorder population in this small sub-study, severity of agoraphabianat bear a
significant relationship to the patients’ mentalizing capacities. fggéncy distribution
of RF and PSRF in patients with severe agoraphobia suggests tihetr fempirical
testing is warranted in a larger sample to determine whethmese findings are

meaningful (see Table 7).
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Table Seven: distribution of RF and PSRF scores in Severe agoraphobia*

*Severe agoraphobia is defined as a 3 or 4 on item #4 of the PDSS

N=10
RF (Range: 4-7): N

Below Average (4):
Average (5):

Above Average (6):
Marked (7):

Now N ow

PSRF (Range 4-6):

Below Average (4):

Average (5):

Above Average (6): 1

AXxis Il comorbidity and RF:

Given the high degree of Axis Il comorbidity in this samples iifficult to tease
apart the unique relationships between Axis | and Axis Il pathologgF. In this
sample, the majority of personality disorders were in CluStefThe distribution of RF
scores by Axis Il Cluster is presented in table 8 below:

Table 8: SCID-Il Axis Il Comorbidity and Reflective Functionin g (N=30)*:

Cluster C** Cluster B** No Axis Il disorder:

(n=7) (n=1) (n=16)

RF PSRF RF PSRF RF PSRF
Mean 5.28 4.21 6 4.5 5.03 4.5
S.D. 1.11 T 0 0 74 .69
Range: 4-7 3-5 0 0 4-7 3-6

** Cluster A includes Paranoid, Schizoid and Schizotypal PD; ClustemcBdes
Antisocial, Borderline, Histrionic and Narcissistic PD; Clus@rincludes Avoidant,
Dependent and Obsessive Compulsive PD (six patients had overlapmtey 8 and C
diagnoses and were excluded from these analyses.)
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No patients in this sample were diagnosed with a Cluster A pditgodasorder

(paranoid, schizoid, schizotypal disorders). As only one patient irsdéniple suffered
from a Cluster B alone, it is difficult to clearly asseke differential impact of the
separate clusters. According to this distribution, the mean &€ $ar patients with no
comorbid Axis Il disorder was average. Patients with CluStdfAnxious” Cluster)

disorders also had average RF scores. It may be that patigmfgimary panic disorder
and comorbid Cluster C personality disorders do not have the asdabediteits in RF

that have been identified in patients with primary Cluster B deser@Fonagy et al.,
1995). Interestingly, the one patient in this sample with a Cl@stisorder had above
average RF. This study differs from past studies in thaubjests had primary Axis |
panic disorder, presumably a major difference between this samgléhose of Fonagy

et al’s.

PSRF AS A MODERATOR OF OUTCOME:

Moderator analyses were conducted on a sub-sample of 26 patients.subhi
sample is smaller than the original sample of 30 patients bedapatients dropped out
prior to randomization to treatment. PSRF at baseline was tppoged moderator
variable. Moderators are defined as “a baseline or pre-rand@nizdtaracteristic that
can be shown to have an interactive effect with treatment on thenoeit¢Kraemer et
al., 2002, pg. 879). It was hypothesized that baseline PSRF would ediffgrantial
impact on response, with patients with low PSRF showing a begjigomse to PFPP than
ART. Response was defined by a 40% reduction in the PDSS beitnga@ment start
and treatment termination, as per Multicenter panic disorderiar{igarlow et al., 2000).

In Rudden et al.’s study (2006), change in panic symptom seventeasured by the
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PDSS was not significantly related to change in PSRF wiitherethe ART or the PFPP
group. However, it was hypothesized that impairments in PSRF mightct poorer
outcome in ART but not PFPP.

Sub-sample characteristics

Clinical Characteristics:

At baseline, RF scores had a mean of 5.05 and a median of 5H(B.) As
Rudden and colleagues (2006) demonstrated, RF was not impaired in rtipke.sa
However, the sample did contain a continuum of RF, with scores rafrgimg3 to 7.
PSRF scores had a mean of 4.31 (S.D = .87), median of 4.5 (S.D = .87);zay® af
2.51t0 6. Rudden and colleagues (2006) found that PSRF was significantiyHawdr F
in this sample (p. = .002).

At baseline, subjects had both mean and median total PDSS scdr@qSbD =
4.06), with scores ranging from 5 to 19, reflecting a continuum of pasocddir severity
in this sample. At termination, the mean and median PDSS tosab \(6.D=3.35), with
a range of zero to thirteen. The mean PDSS change sceré.®vand the median PDSS
change score was 7.5 (SD= 5.56). Change scores ranged from zerentees® across
both treatments [see Table 9].

At baseline, on item #4 of the PDSS, subjects had mean agoraphobia sevegiy sc
of 2.07 (moderate severity) and median agoraphobia severity scoregnubd2rate
severity) [S.D = .94]. Scores ranged from 0 (absent) to 4 (vewrese spanning the
entire range of the agoraphobic spectrum. At termination, sshjere found to have a
mean agoraphobia severity score of .85 (mild) and a median agoragkubridy score

of 1.0 (mild) [S.D = .78]. Termination agoraphobic severity scosemged from O
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(absent) to 3 (severe). The mean change score was 1.19 anddibe mas 1.9 with a
range of O to 3, again suggesting a range in level of improveaoeoss the sample.

These findings are summarized in table 9 below:

Table 9: Clinical Characteristics of sub-sample (N=26):

Variable Mean Median Range SD
Reflective Functioning: 5.05 5 3-7 .93
Panic Specific Reflective Functioning:  4.31 4.5 2.5-6 .87
Baseline PDSS score: 13 13 5-19 4.06
Termination PDSS score 5 5 0-13 3.35
PDSS CHANGE score: 7.9 7.5 0-17 5.56

(Baseline PDSS-Termination PDSS)

Baseline Agoraphobia Severity: 2.07 2 0-4 .94
Termination Agoraphobia Severity .85 1.0 0-3 .78
Agoraphobia CHANGE scores: 1.19 1.9 0-3 .90

Potential confounds:

Potential confounds were examined to ensure that no significant neaseli
differences in the PFPP vs. ART groups confounded the analyses.
Demographic variables:

There were no between-group differences in gender (Pearson chi squée
p=.42) ethnicity (chi-square = 1.66, p=.65), marital status (chi squa2e8, p=.37),
number of children (chi square = .18, p =.67), years of education (chi-seR.&%& p
=.14), or employment (chi square = .73, p =.39) (Rudden et al., in preparation).
Clinical Variables:

There were no between-group differences in severity of panic dismmdbe PDSS

(two-tailed Mann-Whitney U =75.5; p =.953), the presence of co-morhptession
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(Fisher exact =.777), other Axis | disorders (Fisher exact =.778% A diagnoses
(Fisher exact =.773), and duration of panic disorder (two-taileadnM&hitney U=76; p
=.979).

Moderator analyses:

Baseline PSRF and panic disorder severity at termination:

Linear regression was conducted to examine the differential tngfalbaseline
PSRF on PFPP and ART in terms of the level of change on tB& PDhe findings are

summarized in Table 10 below:

Table 10: PSRF as a hypothesized moderator predicting change PDSS severity by
treatment condition (N=26):

B SEB B2 Sig.* R?
Main Effects:
Baseline PSRF -.944 1.272 -.143. 465
Treatment Condition 4.205 2.203 .367 .035**
Interaction
Baseline PSRF x Treatment Condition -.536 2.805 =217 .850 152
*Two-tailed

**Significant at P< .05 (one-tailed)

The findings suggest that baseline PSRF does not moderateetnéagsponse in terms
of panic disorder severity. Neither the interaction between R8RFreatment condition
nor the main effect of baseline PSRF were significant. Mewanirroring Milrod and

colleagues’ (2007) findings in the larger sample of forty-nine p&tieassignment to
PFPP significantly predicted better outcome than assignmerR1o(p<.05, one-tailed).
Panic disorder patients’ superior response to PFPP over ART dogspaatr to relate to

baseline PSRF scores.
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Baseline PSRF and agoraphobic severity:

Linear regression was conducted to examine the differential tngfalbaseline
PSRF on PFPP and ART in terms of the level change in agorapleMadty The

findings are summarized in table 11 below:

Table 11: PSRF as a hypothesized moderator predicting change agoraphobic
severity by treatment condition (N=26):

B SEB B2 Sig.* R?
Main Effects:
Baseline PSRF -.291 179 273 .059**
Treatment Condition 951 .310 515 .005
Interaction
Baseline PSRF x Treatment Condition .335 .388 .842 .397 374

* (Two-tailed)

** Significant at the .01 level

The findings suggest that baseline PSRF does not moderateeineagaponse, as the
interaction between baseline PSRF and treatment condition doesmfitangly predict
change in agoraphobic severity. However, assignment to PFPHcaigty predicts
greater reduction in agoraphobic severity than assignment to (ARD1, two-tailed).
In outcome trials, patients with agoraphobia have consistently démaieds poorer
outcome (Brown & Barlow, 1995; Kessler et al., 2006; Noyes et al., 126iack &
Otto, 1997; Slap & den Boer, 2001). The finding that PFPP significandgliqis
reduction in phobic avoidance is important and warrants further attemtianis the first
time a psychodynamic treatment has empirically demonstratedicupbility to treat

agoraphobic symptoms.
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CHAPTER 5: A CASE DISCUSSION

As no literature has systematically examined the traatmprocess in
psychodynamic psychotherapy for agoraphobia, the following casessisn will
present an illustration of a successful PFPP treatment. Thesipphégan treatment with
an agoraphobic severity level of 4 (“very severe”). At studwyitgation, her avoidance
was rated a 1, in the “mild” range, a significant reductioagoraphobic severity. Her
baseline PDSS (overall panic severity) was 18 (range 0-28)hemntermination PDSS
score was 4, a 78% reduction in panic severitiiis treatment was part of the sample of
patients included in the present project. The discussion of thimm&aeatwill be drawn
from a review of videotaped treatment sessions in addition to aopsyipublished
discussion of this case (Rudden et al., 2008.) At baseline, this paoented an RF
score of 7 and a PSRF score of 6. At termination, her RF saosned a 7 and her
PSRF had increased, also receiving a score of 7.

Phase I: Acute Panic:

Ms. Alis a married, 40 year old, Latin American accountant and motheroof tw
who suffers from panic disorder with agoraphobia. She is an only chi&t. parents
divorced at age five. Her father was alcoholic and abusive wh@naated. Her mother
was devoted and attentive, but worked nights to support her daughter, etpmgl
through the day, and suffering from bouts of severe depression. Ms.iAugzhto have
contact with her father throughout her childhood, but his appearancesmatie and
unpredictable.

Ms. A’s mother died of a sudden heart attack when Ms. A wasribwenties. She

! All identifying information has been changed teserve the confidentiality of the patient.
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initially described her mother as a “perfect, sweet, gorgeous woroantrasting this
image with her “funny and clever, but sad and angry” father. Sheilded “always
chasing that feeling | had with my mother. Loving you that much, knowang being
safe. I'm slipping further away from being my mother’s daughter.”

In the initial sessions, the therapist elicited detailed gasmrs of Ms. A’s panic
attacks. Ms. A described her first panic attack that oeduduring her junior year of
college: she was sitting on an airplane, on the tarmac, delayedr aayh&ome to visit
her mother. Two “big, drunk” men came into her row. Feeling “daseand out of
control,” she suffered her first attack. Although the therapisb@raged her to think
more about this attack, it felt inexplicable and irrational ta Ms However, this first
panic attack that occurred in anticipation of reunion with her most targaattachment
figure provides an initial window into her conflictual relationship arahflected
attachment style.

As she began to feel more comfortable and curious, she remeidogranic
attack that also occurred during college, while under the influeho®arijuana. Stoned
and disoriented, she reported hallucinating. In this vision, she esamdther “in a chair.
She was crying. | wanted to say something to make her stopyctywas aware, but
unable to speak or say anything.” This image triggered an intengegttack. Although
substance-induced, this panic attack provided a window into the relatmmaixt of her
panic. Its exploration allowed Ms. A to begin to think about her owntiogecto her
mother’s struggle with depression. While Ms. A initially describedmother as perfect,
she began to appreciate the more difficult aspects of thatioreship. Although Ms. A

idealized and respected her mother, her mother’s depression alser lfeling ashamed
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and alienated. On the one hand, mother worked nights, toiling througlmgrshifts to
send Ms. A to Catholic school. Grateful for her sacrifice, Msalgo felt acutely,
painfully different from the rest of her white, non-Latino claages. In this context, she
described an iconic image of her mother picking her up from schoolr inidgiggown.
While her mother was devoted to taking care of her, she was alble uoaunderstand
how humiliating this was for Ms. A. Ms. A’s embarrassment aboutrtather triggered
further feelings of guilt and shame. How could she be so ungrateful when her haathe
sacrificed everything for her? Her unilaterally mercifisin€e towards her mother made
it impossible for her to tolerate any of her disappointment with her, or her aaijings.

These early sessions highlight Ms. A’s central conflicts: onotie hand, as a
child, Ms. A felt safe, loved and nurtured by her mother. On the b#rad, her mother
often disappeared into her depression, becoming self-absorbed andathavadn this
state, she was unable to understand Ms. A or to protect her froomedictable and
violent father. The therapist presented this conflict to MasAeing directly connected
to her experience of panic. These two panic attacks — her isdhtage of being unable
to protect her mother, and that of being unable to protect herselftifr®rtbig, drunk
men” (like her father) become the central organizing foundation of her treatment.

By session five, Ms. A reported that her panic attacks weseiéng, attributing
it to “being more aware.” As she became less symptomaticbsban to voice a
different set of concerns: she said, “I worry who am | goingddf | don’t worry so
much about covering up? | have to focus to not disappear.” Her poigadement
highlights the complicated nature of change for many highly-prgmed panic patients.

Although Ms. A was suffering and reviled her panic, her anxisty s¢rved an important
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function for her. Her anxiety had heretofore played a central mdbern determination of
her identity and her sense of her own competence. The ideamgechvas destabilizing
and threatened to disturb her tenuously maintained sense of self.

Ms. A began to describe the incredible efforts she had made tchéidérue
self”. In attending an all-white catholic school, she said, “I fjeit wrong. | didn’t
really exist because | was so off from everyone else, coetpldisconnected. It felt sad
and lonely. Any time | felt those feelings, | would try to @dongthing to cover it up, but
| would vacuum up my great qualities at the same time. It emd work not to
disappear and not to fall apart.” She began to feel that negdadr true self was too
dangerous — to the children at school, and to her mother, who had sdcsienuch to
send her there.

Ms. A recognized the huge cost of her anxiety, but the idea obwiam the
protective varnish of her panic was terrifying. She said, “Biseé time | was a truly
honest, full person, | was four. | don’t know who there is once thi§ istglbne.” She
felt she had ignored her true self as a means of survival, but ghe teerealize that she
would not be able to lead a full, satisfying life without delving inthat underlay her
experience of anxiety.

By session six, the therapist offered her a more sophistiéatedlation for her
panic: abandoned by her father and often ashamed of her mothdevehaeped a sense
of her self as the “poor little Latina girl.” This particuleepresentation became
associated with her feelings of closeness with her mother firstepanic attack occurred
during a developmental period in which she was moving towards autonomytheO

tarmac, her conflict over whether to embrace or move away fhmnidea of herself



74

overwhelmed her: how could she become an independent adult and maintain her
connection to her mother? Further, being independent meant facingyhlgr donflicted
feelings about her own sexuality. The presence of these haegelikely triggered
unconscious associations to her overstimulating exposure to sexual isceeefather’'s
house. However, these oedipal layers may not be addressed iessi@h sreatment, as
early conflicts need to be worked through first.

Phase II: Panic Vulnerability:

As the treatment progressed, Ms. A began to enact her wish dochid in the
room with her therapist. As she sank into her chair, retreatit@y loose clothing,
speaking in a smaller voice, the therapist consistently pointedodugrtthat she was
acting like a little girl. He gently encouraged her to undedstahy this position had
been so important to her and to think about trusting herself in becomirgadolt for
the first time.

Even though Ms. A’s panic attacks had abated, the therapist continuednict
seemingly unrelated content to her experience of panic, weavingiin organizing
central formulation. For example, Ms. A complained that she hadusenin her
apartment. In addition to feeling terrified of the mouse, shestedlso felt “yucky and
poor and out of control.” The therapist related this to her experien Catholic grade
school. The mouse was framed as a provocation of her victimiziggedghe mouse
both represented her view of herself as helpless and triggered doncsnsssociations to
feeling out of control when inappropriately exposed to her fathexXsadity. Like her
panic attacks, the mouse seemed further proof of her unconscious fidnatiasiie was

still a child with no recourse, as she perceived that she coulorenent external forces
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from impinging on her.

This image of herself was articulated and explored. Ms. A bagaemember
feeling furious at her father for being so inconsistent, butrfigéafraid if | say anything
| won’t have him anymore.” She said that depending on other peogpléset up to be
hurt, more abandoned, not getting what | want.” This expression oependency fears
also reflected a beginning intensification of the transferen®e.Ms. A became more
emotionally engaged in her treatment, her conflicts began to eméfg¢he therapist.
What would it mean for her to depend on the therapist when the tewnivedis only
weeks away? How could she rely on him and be an adult at thetigag?eThe therapist
framed her struggle: the only person who clearly understood her andterasted in her
was her mother. However, remaining in that “secure involvementhingaying the
“poor little Latina girl,” disempowered and ineffective.

At this time, with greater clarity, Ms. A began to revisit Fiest panic attack: she
remembered feeling abandoned and furious with the flight attemdentid not come to
her rescue. She also recognized that she stayed silent, didk ot Bslp, and expected
the flight attendant to be able to read her mind. She sawhbaicene on the plane
provided a potent trigger for an old dynamic — as she vacillatecebptiyeing intruded
on and abandoned by her father, her mother did not protect her. The th&espigiick
to point out that on the airplane, unlike during her childhood, she actually d&d ha
recourse; the idea that she was helpless and vulnerable wassy faased on historic
experiences. Ms. A’s first panic attack occurred at a titmenvshe was grappling with
whether she wanted to stay in the cozy but stuck place with her mmotheEmerge as a

woman — thus, the experience encapsulated many of her fearsuoitynaMs. A began
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to recognize her intense desire to stay a child: “Mom maahg lzegrown up seem awful
and hard. If 'm a little girl, then maybe | have better oddgetting your love, or

kindness.” Both in her life, and now in the transference, being vuleeeid small

seemed to Ms. A the only way to get love and attention. Indeed, tlapigtdramed her
panic as a way of guaranteeing the concern of others. Howeverdiateeds were
routinely ignored as attention was deflected onto the anxiety.

This interpretation triggered a transference fantasy: Msp#érted recurring panic
on the way to her sessions, as she became convinced that she haehftvgyottallet and
would be unable to pay for the cab. She repeatedly imaginedghavask her therapist
for money and felt “terrified and grossed out.” Although she had nmeedly forgotten
to bring her wallet, this was a persistent anxious fantasy.hemlife and in the
transference, she revealed her firmly held belief that tordepe someone else is to be
yucky and out of control. The therapist's interpretation emphasizeddiieshe insisted
on seeing herself as messy and vulnerable, including in the thecapationship. In
reality, Ms. A was organized and competent. Reliving this monmetitel transference
demonstrated to her that this image of herself stemmed from tiEtrga By session
thirteen, Ms. A was no longer having panic attacks. With thisenmelduced, she was free
to struggle with her core conflicts.

Phase IlI: Termination

Like most panic patients, Ms. A suffered from acute separationtisgnsand for
this reason, the handling of the termination process was of cengraftance. In Ms.
A’s treatment, anticipation of the termination began by sessiotee¢hi As the final

session loomed closer, Ms. A began to re-experience feelingsofahd sadness. Her
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mother’'s death cast a shadow over the room. The terminatiorkéltdnfirmation of

her worst fears: if she depended on someone, she would be abandoned. AlthoAgh Ms
was panic free, as the end neared, she began to feel depr&sedaid in a deflated
voice, “If | do this work [the treatment], | don’t know who I'll Beln the same way that
she defined herself as her mother’s little girl, it seerhatl in the transference, she had
begun to define herself as the sick patient who was doing work teepleasgherapist.
She improved in order to continue to be that good little girl. Howeherthought of the
treatment ending ignited her fears of separation and loss, and fogcdo think about
defining herself apart from these central relationships.

At the same time, the therapist encouraged her to experiena@der directly —
both in her life, and in the context of the termination. He stde$seimportance of her
feeling of having no recourse — as if her recovery, her whole deffended on this
treatment and she would be forsaken yet again as it endedeality,rshe had both
options and the personal competence to handle them, but her persistagy faint
incompetence, connected to her panic, continued to make her feel very anxious.

The final sessions brought her ambivalence over becoming more autoniowasous
sharper focus. Session twenty fell on the anniversary of MamAtber’'s death. As she
relived this loss with her therapist, she began to articulatgrétigying aspects of being
ill. She said her depression is “a sort of tribute to my mothsfs. A began to realize
that her sadness (and her panic) was a way of staying cothnedter mother, a way of
not losing her. By understanding this aspect of her anxiety andsdepreshe could
begin to think about new ways of having her needs met. Voicingrbstration and

sadness directly to the therapist, without having to speak through pgmiesented a
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new and more mature way of coping with mixed, messy feeliRgsher than denying or
enacting, she verbalized her feelings for the first timéne Treatment helped her to
understand the genetic antecedents of her current conflicts #mek farified the nature
of her early attachment relationship with her mother. Although eshéér final PFPP
session in pain, it was an authentic pain that existed alongsidgrdtéude to her
therapist, and her sense that, for the first time, she might be able to lead a nidie.adul
Treatment Process: Core Themes

In reviewing the progression of Ms A’s treatment, severa¢éxcohemes emerged
that appeared to contribute to the remission of her panic and agoraphdigaconflict-
based psychodynamic formulation of her panic attacks allowed heritotbagderstand
her symptoms in a new way: moving into adulthood, she felt stuck insaluble bind.
In order to move forward and become independent, Ms. A had to Ispeeta of her
attachment to her mother behind. This process stimulated powerfnigteelf guilt, as
she felt that becoming more autonomous signified her abandoning her seéepres
dependent mother. In addition to being guilty, she felt intensely satgaaing her
mother meant giving up the one person by whom she felt truly uoddrst Further, it
meant facing her fears of exploration, and coping with sexuahgmessive feelings that
her mother would not be able to contain for her.

Ms. A’s attempts at defending against her anger and disappointm#énther
parents led her to lose touch with many aspects of her truag®el This defensive
compromise allowed her to maintain the relationship with heri@fether, to feel close
to her gratifying but limited mother, and to fit into to a soeiaironment in which she

felt different and alone. Although she saw herself as vulneraidef@saken, she
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maintained a happy outside veneer at all costs. She suppressegangnee of anger
because it felt too dangerous.

Her panic symptoms were thus multidetermined, representiey@ession of her
conflict over whether she could permit herself an emerging autorasmay happier and
more successful person than her mother, given her deep bond and idemtifiatti her,
and hinged on her inability to access her emotions. With her panic attacks and her phobic
avoidance, Ms. A was able to elicit caretaking from others,targtay unconsciously
connected to and identified with her deceased mother. Recognizing trgsdy |
unconscious aspects of her experience allowed Ms. A to gain greatel coptrher life.
Expressing herself in an emotionally charged way that tefldwer real conflicts came to
mean that she no longer needed to depend on panic and avoidance in order to feel heard.

While the brief nature of the treatment precluded an in depth etiglorof some
other aspects of the transference dynamics that emergedsiorse the therapeutic
relationship and the interpretation of the transference became ampuorther recovery.
The therapist’s active efforts to help her reframe her vievedself in accordance with
reality, to see that she was an adult, appeared mutative. eEl@rent transference
fantasy of having forgotten her wallet encapsulated her shamé&drenf dependence,
and her wish to be cared for by him, alongside the pull toward depeadhat she felt in
all of her important relationships. The therapist’s interpretatafribis dynamic and his
insistence that her view of herself as childlike was based orik®ry and, thus, a
fantasy, no longer reflecting her reality, allowed her tol lees terrified by her
attachment to him. In addition, it allowed her to grapple with $ierultaneous

identification with a lost child who wished to be rescued by him.reBognizing that her
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symptoms allowed her to stay connected to her deceased mother (ahdrrtberapist),
she was able to consider alternative ways of carrying heshattents to her mother and

therapist forward.
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CHAPTER 6: DISCUSSION
This project has generated two importéintdings: 1) In this sample, patients with
severe levels of agoraphobia are not distinguished by low leedflective functioning.
2) Agoraphobia improves more in PFPP than in ART. These resulteach be

discussed in detail below.

Reflective Functioning and Severity of Agoraphobia:

The present study examined the relationship between Reflectivéidrung (RF),
Panic Specific Reflective Functioning (PSRF) and severiggofaphobia. Correlational
analyses explored whether or not greater impairments in RF &RE ®REre related to
greater severity of agoraphobia. The findings from the presghy g8b not support the
hypothesis that they are related, as neither RF nor PSRFsigaiécantly correlated
with severity of agoraphobia. It was also hypothesized thens with severe levels of
agoraphobia would have greater impairments in PSRF than in RF.hylgothesis was
not supported by the findings in the present study. Due to the samafile size in this
project, any conclusions based on non-significant findings must be caustdatative at
best. However, among the patients with severe levels of agorapRibiscores ranged
from below average to “marked” RF. This distribution suggeststtiese results might
be meaningful.

There are two competing explanations for this surprising findingCdhjtrary to
expectations, in the agoraphobic population, the relationship between reatimaliand
symptom severity is not linear or 2) These patients do suffer fronfispegpairments in

mentalization, but due to imprecise measurement, it was not possiloetect their
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difficulties. Each of these arguments will be pursued, and tagarship between RF
and psychopathology will be explored.

Severe Agoraphobia: A heterogeneous diagnosis:

The range of RF scores in this sample strongly supports the notibsetere
agoraphobia is not defined by specific impairments in refledtinctioning. This wide
distribution suggests that there are multiple pathways to thgnabsés from a
mentalization and ego psychological perspective. On one end ofbtt@eum are
patients with good mentalizing capacity; though they are ablthitk about their
relationships, this does not help them to regulate their affeat.th® other end of the
spectrum are patients whose mentalizing capacity is moreiredpaThis distribution
appears to challenge existing assumptions about both the nature afizagoh and the
psychological functioning of patients with severe agoraphobia. ¢feret mentalization
theory has primarily focused on pervasive impairments in RFevars agoraphobia, it
may be more meaningful to think about RF as a fluctuating capatitgr than a static
entity. Across the disorder there is a clear spectrum of mentatiapagity, and it is also
possible that RF actually varies over time within individual patients.

Severe agoraphobia with intact RF:

The clinical and theoretical literatures consistently arina¢ severe agoraphobia
relates to instability of the self-representation and ego impats (Milrod, 2007;
Frances and Dunn, 1975; Shear et al., 2004). The theoretical basispobjis was the
idea that these specific developmental vulnerabilities might rimipapairments in
mentalization in severe agoraphobia. In this model, disturbanceslinrelationships

with caregivers derail the development of this core capacityjemia who become
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severely agoraphobic have been described by clinicians asibeapgble of consciously
tolerating painful conflicts (ambivalent rage/separation), aneaaisproject internal fears
onto external situations. | hypothesized that these limitationsdwolmirrored by a
limited capacity to reflect on one’s own mind and on the mind of oth€mversely,
patients with intact mentalizing capacities have been thougbsymhoanalytic clinicians
neither to develop nor to tolerate the profound restrictions (both ihtandaexternal)
that severe agoraphobia imparts. In direct contradiction tathisnent, the range in RF
scores in this sample demonstrates that patients with intae, marked, reflective
capacities do develop and maintain severe agoraphobia.

Mentalization theory is a developmental theory that has beerusefyl in picking
up gross deficits in borderline personality disorder (Fonagy, €1985; Fonagy et al.
1998; Fonagy & Bateman, 2006). If agoraphobic patients charactdlystiaéfer from
the type of global difficulties in mentalization seen in BPD, sbale should have been
able to detect these impairments. However, agoraphobic avoidamdedal symptom:
there are likely multiple pathways to the presentation of thmgogym. In addition, there
are several explanatory hypotheses to explain the continuum of Rfsisample of
patients with severe phobic avoidance.

Fonagy and his colleagues’ mentalization theory maintains tHgtossmelopmental
failures lead to pervasive impairments in RF. In understandingtthisvdevelopmental
process goes awry in BPD, they detail the way in which disturbandbe mother-infant
attachment relationship disrupt the developing capacity for neatiah. Children with
disorganized attachment suffer from the defensive inhibition of ineattan: avoidance

of mental states begins as a defensive strategy, the ctileiapt to protect himself from
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the unbearable knowledge that his caregiver is also a soungairof This defensive
process has pervasive repercussions for development: first, thks otelpacity for
imaginative play is restricted, and subsequently, the capamitynéntalization never
fully develops (Fonagy et al., 1995; Fonagy et al., 2002). déiit leaves the child
prone to a series of psychiatric and emotional problems in adulthoodinBgdticular.
The relationship between impairments in mentalization and BPDbkasa clearly
demonstrated (Fonagy et al., 1995), and RF is hypothesized to beethatan of
attachment security/insecurity between mother and infant (Foetagly, 2005; Slade et
al., 2005). However, the relationship between mentalization and syngxanm@ssion is
more opaque. For example, in a study of Transference Focusdtb®P&yapy for BPD,
while RF improved over the course of treatment, this did not eberelith symptom
change (Levy et al., 2006).

Indeed, the role of this important construct has been muchlésssirt delineating
the processes involved in the development and maintenance of Axis ptosym
(Bouchard, 2006; Fonagy et al., 1996). In agoraphobia, the results ofdjast pmply
that the relationship between RF and severity of avoidance is imear:| In
agoraphobia, childhood relational developmental difficulties are différem those seen
in BPD. It is thus unsurprising that the syndrome may bearexetiff relationship to RF.
In BPD, the dyadic relationship with the mother is thought taalidating and grossly
missatuned, and thus, the child does not learn to recognize the saftérg own mind
or to understand the mind of the other. The developmental trajectpanic disorder is
quite different. Patients with panic disorder are found to suffer ehavioral inhibition

(Kagan, 1987), a temperamental style characterized by avoiddneeploration and
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novelty. In addition, adults with panic report mothers who are overcongdlliraske et
al., 2001). In patients with agoraphobia with intact RF, the relationgthpmothers is
described by adult agoraphobic patients as being enmeshed, with & djf6balty
tolerating the expression of intense affect. While this pattartainly presents
difficulties in adult development, unlike in BPD, the relationship isdsdrganized. In
contrast, the child is able to organize a sense of self inoredaip to the caregiver. In
panic with agoraphobia, difficulties tend to magnify overall dsstren the separation
process, as neither member of the dyad can tolerate separation or autonomy.

A developmental formulation for understanding panic disorder is impoitant
making sense of the fact that many patients in the sampleogedesymptoms in spite of
their capacity to mentalize. On the one hand, these patients showabilityeto think
about mental states in sophisticated ways. They were able tetamiethe motivations
and intentions of their parents, and they were able to appreciata,mambivalent
aspects of the relationship. Simultaneously, these patienttwidsstrequently reveal
deep enmeshment in ambivalent relationships with the very saawhratnt figure.
While these individuals have the capacity to reflect, the actefdécting seems to
stimulate anxiety rather than containing it (perhaps suggestatgthle reflection is
overanalytic and intellectualized rather than truly reflectivAy reflection leads to the
awareness of conflict and likely a corresponding desire for indepegd it is not
surprising that it would create anxiety and guilt, as it woullcedten the patient’s
perceived need to depend on the attachment figure, and raisessworrthe impaired,
needy other. The object representation of other as abandoneked lio the self

representation of the abandoned by the linking affects of both feaara®id. Because
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reflection does not contribute to affect regulation, and as ctigfle makes the
maintenance of the infantile relationship impossible, these paties¢s concrete
avoidance, turning away from thinking (regressing) to reduce theshstnat knowledge
creates. Then, the patient learns that restricting his rokslieffective in minimizing
panic symptoms, and thus, the avoidant defense is reinforced and geseraln this
way, while RF theory tends to emphasize itmability to reflect, in these patients with
intact RF, the avoidance appears more defensive. As in the cdde & the object
becomes the idealized psychic phobic companion and exploration becomes too
dangerous. This in turn may reinforce or create deficits, contitpti the tenacity of
the symptom.

In contrast, it is also possible that due to the abbreviated fothedRF interview,
the marked RF scores actually represent overintellectualizealg@seflection. Fonagy
and colleagues (1988) describe a type of “overanalytic or hypeard®F’ which receive

a score of “3” (below average RF):

There is a group of interviews which have many of the hallmdrkseatalising
yet on closer examination appear to fall way short of the ndu.subject comes
across as psychologically-minded but in studying the narrativteehiseflections
are mostly irrelevant to the task. The content of the interviewanything, is
excessively deep, with detailed yet unconvincing descriptions ofediug
reactions of both subject and others (caregivers, siblings, partnecsher
attachment figures) (p. 33)

The patients with intact RF appeared to be driven to understand thes nointheir
caregivers. However, as the narrative example below illustrates, tkediF narratives
were convincing and affectively connected. These patients sedavélop symptoms in

spite of intact RF. Instead, it appears that unresolved cofiflith conscious and
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unconscious) strains these patient’s defenses, contributing to na@ogéeaf symptoms.

The RF scale does not capture these aspects of psychological functioning.

Narrative Example:
Ms. A: (BASELINE: RF: 7; PSRF: 6; Agoraphobic severity: veryese (4); baseline
PDSS: 18; TERMINATION: RF: 7; termination PSRF: 7; termination PDSS: 4)

Ms. A’s case was discussed in chapter four. She is a womandet$yife being
markedly reflective, had become overwhelmed by conflicts over hergamg autonomy.
Her RF narrative illustrates the way that intact RF caistealongside tremendous
conflict (conscious and unconscious).

When asked to discuss her relationship with her mother, she stated:

She created a great place for me to work things out with ohy 8ae made me feel safe
and secure. My dad was an alcoholic and kind of disappeared frdifejrgnd she let
me talk about that. A lot of it to a fault. | was probably yoang to be talking about it
so much, but she didn’t want me to be like her and not have the oppottutalk and
have feelings.

As seen in this excerpt, at baseline, Ms. A showed the capacigflect on the
mixed aspect of her relationship. She both acknowledged her disapgoeinand
appreciated her mother's motivations. Although her mother was misgladeter
intentions were benevolent, Ms. A could forgive her. In this way, she quie
reflective. A look at the content of the passage, however, relwealengoing conflicted
feelings about her childhood, and it illustrates her defensivepitteat managing this
struggle: while her mother created a space for her to think abou¢xgmiience her

feelings, she did not provide her with a way to contain thesetaffélooded by feelings
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and ideas that were developmentally inappropriate, Ms. A likadlytb work overtime to
reflect in order to emotionally navigate this overwhelming contetirthermore, by
understanding and sympathizing with her mother, she avoided feeling it her.
Her sophisticated capacity to understand her mother’s intengéensesl to work against
her capacity to experience her anger at her mother. Althoughcdhstruct of
“hyperactive RF” does not seem to fit Ms. A, perhaps her dgpmc RF was uneven,
itself highly evolved for defensive means (to avoid being angheatmother). While
she was able to think in complex ways about her mother’s intentitwhshantal states,
her reflective capacity was less developed in terms of hatyatal tolerate her own
affective states.

When asked what impact her mother had on her life, she stated:

She is everything to me. She died 10 years ago, and | misallseto get through things
with my daughter. Miss the conversations we would have. eTisenothing that | go
through in life that | don’t feel her support because | featlsp much in those first 26
years.

As it emerged in her treatment, her refusal to live hertdiféhe fullest represented an
unconscious identification with her deceased mother. In this widngrrénan facing this
most definitive separation, she maintained this unconscious linkflbgimg to live to her
own capacity. Connecting to one of her own mental states (herwagé) threaten her
relationship with her mother. Her mother's death contributed to ahigsyegression
away from self-other differentiation, in an unconscious attemptdeeate the gratifying
state of merger her mother’'s death foreclosed. As long as ph&ideesymptoms, she

avoided fully acknowledging that her mother was gone. Interestinglyisipassage, she
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switches tense, speaking about her mother in the present asnéshstill alive. The
unconscious denial of her mother’s death represents a focal RH daftun this
otherwise strong narrative, yet the RF scoring methods are tw io accurately
pinpoint this numerically.

Ms. A’s capacity to understand her mother’'s mind and to seesk@onship as a
dynamic and changing process was quite developed. For this reasaegceived a high
RF score. However, while Ms. A was aware of painful mixedinige of gratitude,
anger, and guilt, this awareness did not protect her from developinge saweiety
symptoms. Rather, her acute awareness was unbearable fétehgrhobic avoidance
allowed her to maintain a regression to a simpler, more gragifantasy of continued
connection to her mother despite her death, allowing for escapeHer painful and
unresolved emotional experience. This example illustrates thethaa mentalization,
conflict, and defenses interact; a patient with intact Rstiliscapable of suffering from
debilitating levels of unconscious conflict, and regression servesingortant
psychological and relational function even in patients who are good overall nenstaliz

Ms. A.’s narrative style and her successful therapy suggespd#tiants who are
good mentalizers may be particularly well-suited to benefit framreatment that
addresses core conflicts and defensive processes. As evideneethbyook place
during her therapy, although she was not always able to make emcigmsa of her

symptoms, she was interested and engaged in trying. Indeed, Mseaisent allowed

her to consider these conflicts and she began to look inwards in a new way. Altheugh sh

felt this process to be frightening and difficult, she experiestguaificant reduction in

her panic and agoraphobia, likely at least partially determigegeb ability to harness
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and expand on her well developed capacity for reflection.
Severe Agoraphobia and Impaired RF:

In contrast to the patients with marked RF, there as a sabgpatients who were
concrete and disinterested in the requested attempts to refietheir attachment
relationships. These interviews present a clear illustratidheofvay in which the same
surface symptom (phobic avoidance) develops in patients with diffenel®rs of
psychological functioning. In the patients with below averagea®bidance appears to
represent a concrete projection of internal fears onto extsito@tions; as the patient
ventures into the outside world, they find frightening internal fardasidenign places,
and they retreat into a safety zone where neither thinking nandeate possible.
Patients with below average reflective capacities seem uttahldy own or make sense
of their acute disappointment in their relationships, as they do notthevemotional
capacity to view their relationships in a balanced, three-dimensigagl For this
reason, in the patients with severe agoraphobia with impairecaffy and fearful
affects are closer to the surface and less contained. Casflittside these patients’
awareness, and avoidant symptom emerge as ego syntonic. As aisompaint to Ms.
A’s case, the following narrative example provides an illustnatif a patient with below

average RF:

Narrative Example:
Ms. B (BASELINE: RF: 4; PSRF:. 5; Agoraphobia: severe (3); PDSS; 10
TERMINATION: RF: 4; PSRF; 5.5; agoraphobia: mild (1) termination PDSS: 7)

Ms. B is a 25 year old, white, single, paralegal. She ptedeto the research

project with Panic Disorder and Agoraphobia, stating that her pasomés up
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randomly.” When asked about stressors in the prior year, she Shhing specific.
My mother was diagnosed with MS in March. | broke up with my bestti | thought |
had cancer, but it was just a lymph node.” From the first monwdriter intake, she
evidenced difficulty acknowledging painful material, as she gtbsser the impact of
these major life events. Ms. B reported that this was heérfiisode of panic and that it
began six months ago. She stated, “It has limited myself. lirhd#sd experiences and
relationships.”

Ms. B chose to discuss her father, and her description wasespats one-
dimensional. When asked to describe her father, she stated, “Stretty Not super
loving or affectionate at all.” Although the interviewer miglatve probed to elicit more
information here, her terse, surface based descriptions persisiadhout her narrative.
When asked to describe the relationship with her father, she stited, of formal,
cordial. 1 don’t tell him anything and vice versa.” When askedkesrribe a memory, she
stated, “one time he got so mad at me he shook me really hardaédedlaid a hand on
me or hit me before.” When asked what impact her father haérlife, she responded,
“Pretty big impact. He has helped me to be independent. | try to make it without his help.
It makes me want to be more successful as a person.” And findlgn asked why she
chose to talk about her father, she said, “We just got into atfighhights ago. We talk
on the phone four times a year.”

In assessing this transcript, although her answers were spagsgtive associations
and memories quickly came to the surface, and they were neitlegrat@d nor
elaborated. The rejection she experienced still felt dentvaable to verbally reflect on

her father’s motivations or intentions, she could not even acknowleaigmhflict about
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wanting to be close to him vs. feeling enraged with him. Msdned unaware of her
ongoing struggle, and she was unable to achieve emotional distanceeirdather even
though she had achieved physical distance from him. She remaague and
uninterested in delving deeper into her experience of the relationdhigrestingly,
through Ms. B’s course of PFPP, her avoidance moved from the sevére naildly
avoidant range. However, her overall PDSS score was only 3@¥oved. Ms. B’s
narrative style suggests that before a real exploratorymesd can begin, she would
need to trust that the therapist’s intentions were benign, and tlag@yheould need to
help her use language to label and contain her overwhelmingsaffeudeed, it seems
that in this case, she had partially responded to the treatsfmenis(a “non-responder”),
but she might have required more time to develop the ability to adkdgevher feelings
without developing panic levels of anxiety (Of course, even thoughe tbéterent
narratives clinically suggest different ability to engagereatment, it is important to
remember that improvement in PFPP was not related to basdiina gis sample).
These two narrative examples illustrate the striking diffexeimc reflective capacity
across the spectrum of patients in this sample.

Emptiness Revisited:

The range of RF scores in this sample also raises anotbeetibal question: how
can we revise our understanding of the internal constriction/emptihes has been
clinically observed in agoraphobia? This self state has been foatlyetinked to
incomplete, unstable self representations (Milrod, 2006; Diamond, 1985). thiSor
reason, in this proposal, it was hypothesized that internal expesi@h emptiness might

relate to corresponding impairments in RF. Milrod (2006) stafds Wway in which
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agoraphobic patients avoid thought and reflection has a specifiaagnand phobic
quality...” Milrod speculates that this “inner constriction” agsout of arinability to
think about or articulate mental states and says that “feateafxternal unsafe world
reflect and mirror an inner fear of the internal world, or of thigkend intense
emotions”.  Along these lines, it seemed plausible that sevemapdmbia would
correlate with impaired RF. Based on the range of RF scordgigurrent project,
however, the hypothesis that impaired RF relates to this “innetrmbios” must be
revisited. Rather, this internal experience seems to arigatients with different levels
of psychological functioning. Glucksman (2000) draws a contrast “...eet\y@tients]
who use inner blankness as a defense against intolerable femlohgs [patients] whose
inner blankness represents a deficit of self-representation” (p. 268arge (1988) also
observes that emptiness may be present in both borderline and neoratitons,
arising from different psychological mechanisms. In either teiaion, she cautions
against assuming that emptiness arises from a developmentél defiboth borderline
and neurotic structures, she sees emptiness as a defenseyfalif@atent qualities and
functions.

Rather than attempting to determine whether this self stagesafrom a
developmental deficit or a defensive process, it may be moral usethink about the
way that defense and deficit interact: defenses may leadfimtsl@nd deficits may
inform defensive styles. Pine (1994) cautions against relying oficit deodel noting
the way that “defect” and conflict inform each other: “Conflaitmeanings get attached
to experiences of deficit as they do to anything else. But arst Ioe careful in looking

through the analytic lens to see what is primary and what @dacy, or at least to see
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coexisting and complementary sets of forces” (p. 235.)

Lafarge (1988) describes the way that the state of emptiepsssents a defensive
response to underlying ego weakness, highlighting the interactioRittedescribes. In
borderline patients, Lafarge states: “...empty states can berstool® as defensive
organizations which are mobilized by borderline patients at timpartitularly stressful
regression, in order to ward off further regression to psycheatiessbf fragmentation or
fusion” (Lafarge, 1998, p. 968). Even in the neurotic patient, empty stateserve
“active, defensive organizations that protect fragile structiwoes further regression” (p.
994). Further, the empty state may protect the individual from intolerabi@tipe rage.
In this way, defense and deficit interact even in neurotielsevof personality
organization.

Milrod (2006) observes the interaction between defensive style and self
representation, describing a case in which “this patient's ensptihad a partially
defensive quality, designed to avoid any whiff of her mother’s dapres#ier vacancy
and inability to develop so many aspects of herself also repeesa deficiency in the
structure and stability of her self-representation.” This pesi@ifficulty looking inward
related to a defensive avoidance of a painful reality; how@&vers also necessary due
to the patient’'s incomplete separation from her mother. Acknowlgdgen mother’s
depression would have threatened the stability of her self seuatstead, she adopted
an avoidant defensive posture. Remaining connected to her mother requetdat
from permitting herself greater knowledge about her feelings.

In the case discussion presented in chapter five, Ms. A illudtthte way that

defensive style interacted with incomplete self-other diffeéation. In thinking about her
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childhood, she stated: “I just felt wrong. | didn’t really eXdstause | was so off from
everyone else, completely disconnected. It felt sad and lonely. tikue | felt those
feelings, | would try to do something to cover it up, but | would vacuurmypmreat
gualities at the same time. It was hard work not to disagehnot to fall apart.” She
clearly defined the function and the consequence of this internal sttt A defensively
retreated so that she did not fall apart. However, this tatesae at a cost, as she lost
much of her vitality.

Disturbances in mentalization may be transient and contextuahegrmay be
pervasive. The hypothesis that impairments in RF would relatevéoityeof agoraphobia
may have been an oversimplification of the processes that leathigointernal
constriction. In Ms. A’s case, her experience of emptiness ayoseof both her
incomplete separation from her mother and out of a defense adaensttolerable
affective experience she approached when she brushed againgogsibility of
abandoning her, even in fantasy. Just as her overt behavior (phobicnaepidal not
directly connect to RF, her internal experience of emptiness bwysimilarly

multidetermined.

Measurement Issues:

The above discussion argues that the statistical findings are &gpgrthe range
of RF scores in this sample. However, it is also possibleibathge of RF scores were
due to measurement error. In this case, the patients with ssyer@phobia who had
intact RF in this sample do suffer from deficits in mentalimgtbut the instrument used

was unable to detect their difficulties.
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Indeed, in episodic disorders with focal symptoms, the picture b@aynore
complicated, and the RF scale may not provide the three dimengiwaal that
corresponds to clinical observations about the myriad components involved in
mentalization. Bouchard and colleagues (2008) address this issue in theigatigsof
three different scales that they identified as measuremaitalization: Reflective
Function, Mental States, and Verbal Elaboration of Affect. The autboked at these
scales’ level of correlation with one another and the scatd#tyao predict both Axis |
and Axis Il disorders. They conclude that “mentalization is rairaogenous process...
[The findings] suggest the existence of three potential compoméntsentalization:
predominant high-level defensive functioning over low-level defenativity; abstract
verbal articulation and objectivation; and an attitude of focusing ortanprocesses”
(Bouchard et al., 2008, p. 60). This model asserts that the RFostgleaptures one
facet of mentalization. It also acknowledges the importance fehsies, an aspect of
emotional functioning that is noticeably absent from the RF system.

Mirroring the findings in the current project, Bouchard and collea¢2@08) found
that level of RF was not predictive of Axis | pathology. RatBewuchard and colleagues

(2008) maintain:

“... the presence, and severity of Axis | pathology is likelyeasded with a more complex
deficit in mentalization because more facets are involvedsirprediction. High level
defensive activity is characterized by a capacity tditwvatd, inhibit, repress, and mentally
contain within the self a given emotionally meaningful, oftereatening, or unacceptable
affective experience. Whatever the causal chain of fack@smay speculate that the
presence of a significant problem (on Axis [) in itself tesaa pressure for more
mentalization, as it simultaneously reflects intrapsychic cohfjict62).

From this perspective, in Axis | disorders, overwhelming intrapsycthitdlict actually
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demands increased RF, as the patient is drawn into more adiveptst at affect
regulation. Furthermore, conflict might increase the patier@éd to mentalize, to make
sense of increasingly complicated internal dynamics (consciousuandnscious).
Bouchard and colleagues’ model suggests that measurements afoR¥ are not
sufficient to measure the interaction between defensive functiammegnscious conflict
and mentalization.

Fonagy and colleagues (1998) also acknowledge that mentalizatypmahde

consistent across situations or relationships:

RF is a strand within the developmental web, one of the manyadisontrol systems

that are neither strongly connected with each other, nor coadinatintegrated. The
“fractionation” or splitting of all abilities as a function ¢dsks and domains is well
demonstrated, and we might expect RF to be subject to the samef kiedelopmental

décalage (unevenness) which characterizes the rest of cegrdgvelopment...

Unevenness across situations is likely to remain prevalentia adults, especially when
they are emotional (Fonagy et al., 1998, p. 8).

Individuals who normally rely on higher order defenses may emploge primitive
defenses under stress, or when in conflict. Similarly, individuéls mtact reflective
capacities may be prone to fluctuations or disruptions in RF when uhdess.
Mentalization is likely a capacity that is subject to theealistortions, disruptions and
impingements as any other ego function, and these variations mhg detected by the

RF interview.

Self vs. Object Representation:

Another noteworthy limitation of the RF scale is that it cdeflathe capacity to

understand the self with the capacity to understand the objectiunigyng these two
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skills into one category, it is not possible to distinguish betwéenpatient’'s self
reflective capacities and object reflective capacitiesThis limitation is particularly
relevant in assessing the RF of agoraphobic patients, as thesespself representations
are often fragmented. Split off representations that cannot lggated but instead must
be lived out through the acting out of agoraphobic avoidance (Diamond, 1986¢ Mil
2007). Bouchard and colleagues (2008) found that “RF seems to be msitved¢o a
subject’s quality of affect elaboration of others rather thamléf his is consistent with
the theory of mind construct that underlies the importance of “figusut” a caregiver’s
intentional stance, as a key co-acquisition towards safe attatdin{fBouchard et al.,
2008, p. 60). The RF measure may not be fine tuned enough to capture the way in which
patients with panic disorder have incomplete self-object differentiation.

Bouchard’s statement also implies that an individual may develomsaute
understanding of his important objects, even while neglecting selfstaddmg: In less
conflicted development, focus on the object is adaptive. In a sedtationship, it likely
reinforces the child’'s feeling of felt security, confirming tteregiver’s interest in the
child’s mind. In a cyclical process, interest in the other oegdfs the feeling of being
known. This positive synergy likely contributes to the child’'s dgwalent of a stable
and coherent sense of self. However, in more conflicted develogmaataoonships, an
emphasis on understanding the other may actually become preocc(likging the case
of Ms. A). Fonagy and colleagues (2002) describe this tympeoakess in children with
disorganized attachment, stating, “...the child needs to use disproportiesatgces to
understand the parent’s behavior, at the expense of reflectiredf mtases. These factors

combine, perhaps, to make disorganized infants keen readers of tger&emind
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under certain circumstances, but (we suggest) poor readers robwhreimental states”

(Fonagy et al., 2002, p. 350). In this way, preoccupying focus on thenmdlydead to a

relative disregard and lack of connection with the self. In disorgdr@zachment, focus
on the other may facilitate survival, but as the child finds himesflected back

inaccurately or chaotically by the parent, the development oharent sense of self is
undermined. Disparities in the capacity to understand object varsetbt captured by
the RF scale and should be addressed in future research.

This distinction seems particularly relevant in the currenteptpjas it offers one
explanation for the high RF scores seen in this sample.tHe@etically plausible that
agoraphobic patients with intact RF have object reflective digmdhat are more
developed than their self reflective capacities. Agorapholiemnts are often overly
dependent on attachment figures. Fear of separation and abandonmesgemdhe
focus on the object. For this reason, it makes sense that agoraphaténts become
quite astute in thinking about important objects. Anticipating (and eampulating)
the phobic companion’s behavior maintains the enmeshed, infantile relgtionshi
Disavowing internal experiences of rage and disappointment is egualdytant to the
patient’s perceived view of emotional stability. For this oeagolerating complex
internal experiences, owning one’s intentions and desires, may bechadienging than
reading the mental states of the object. The object casts slhadew over the self, and
the self finds comfort in this obscurity.

Certainly, in the case of Ms. A, her treatment revealedwg in which her
understanding of the object seemed to preclude close emotional connethiterself.

For example, her statements: “I worry who am | going to Heddn’'t worry so much
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about covering up? | have to focus to not disappear,” and “The last tivas a truly
honest, full person, | was four. | don’t know who there is once thisistgfine,” reveal
the way that she adaptively disconnected from her own mixed, uncobhéoi¢alings in
order to survive. Her sophisticated capacity to understand the sobjelaer life taught
her that asserting her own needs would have destabilized thefemtikeand forced her
to face unbearable conflict and pain. Certainly, her mother makiava been able to
handle her autonomy, and she may have been responding to her mothdragiésl
In this way, while RF may be intact, it may not capture the ipdetm self-other
differentiation in these patients.

The current project may have been particularly influenced bydtbietomy. The
abbreviated RF interview primarily emphasizes the subject’serstahding of
relationships. Few of the questions in this brief assessmentlyias& the patient to
contemplate his own mind. It is possible that the scores inghiple are inflated as an
artifact of this skew. The Panic Specific Reflective Fumitig Interview asks the
patient to think about themselves in the context of their symptomsle \Wirs interview
does not directly target patients’ capacities to articulate Hemse of self, it does ask
them to look inward more directly. Interestingly, Rudden and aplles (2006) found
that PSRF was significantly lower than RF in these patigmtrhaps lending further
support to this idea (systematic empirical testing is necessary tbisagsypothesis)

Concluding Remarks:

In this section, two competing arguments have been presented to explain the
guantitative findings: 1) Severity of agoraphobia is not related to disturbanig&s2)

Due to the measure’s limitations, we were not able to detect this relgtonsh
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In attempting to reconcile these conflicting explanations, in looking at thatinar
examples, the range of RF seems meaningful in this sample. Therefoeeystsaikely
that the nonsignificant findings that emerged from this study can be emtghined by
measurement limitations. Rather, there seem to be two sets of patientsheithin t
agoraphobic population: 1) Those who develop symptoms in spite of their intact
reflective capacity. In this group, symptoms emerge in spite of a scplastiability to
mentalize. Even with intact RF, unbearable unconscious conflocrstitutional
vulnerabilitystill lead to symptom development, and 2) those who develop the syndrome
out of a real inability to look inwards. These patients’ lack of reflectiveeasis them
to project internally frightening experiences onto external situations, amditiderlying
ego weakness may contribute to symptom formation.

Although there is a range of RF in this sample, in the patients with intact RF; the R
scale itself may not detect the way these patients have not completetheelf
differentiation. Indeed, RF seems a better measure of object reptesetiian of self
representation, and as such, these patients’ focal difficulties corgectimeir own
emotional states may go undetected using this method. While their imp&irane not
global, these weaknesses may be clinically meaningful.

In this way, this dissertation has generated two testable hypotheses: 1. Agoraphobia
is a heterogeneous diagnosis comprised of patients with both intact and inRfaired
(This would require testing on a much larger and more heterogeneous population of
agoraphobics), and 2) the agoraphobic patients with intact RF may haveiarsuper
capacity to think about important objects that exists alongside specific vgsakng

aspects of their self representations (this hypothesis also requpescal testing).
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PFPP as an effective treatment for agoraphobia:

This section will review the second major finding that has endefgem this
project: PFPP is more effective than ART in treating gguohia. Of great research and
clinical significance, reduction in agoraphobic symptoms was signifiy greater in
PFPP than ART (p <.01, two-tailed), the first time that a lpggignamic treatment has
demonstrated efficacy in treating phobic avoidance. This finding ssgeamrticularly
important for several reasons: 1) 19 out of 26 patients (73%) in tmglesaarried a
diagnosis of mild to moderate agoraphobia (and 78% of the laegeple). 2) Even
among those who did not meet full diagnostic criteria for agoraphaobany patients
suffered from mild symptoms of avoidance. Only 2 of 26 patients) @3dorsed no
avoidance at baseline. 3) Agoraphobia predicts poorer outcome in ndicetd
cognitive behavioral treatments trials (Brown & Barlow, 1995; Keset al., 2006;
Noyes et al.,, 1990; Pollack & Otto, 1997; Slap & den Boer, 2001). Thdn§
highlights the potential strengths of PFPP in treating this resistaunh.g

On the surface, PFPP’s effectiveness in treating agorapholyigeran surprising
given that it does not employ an exposure protocol. However, PFPEnpast certain
advantages in treating avoidance: exposure theory maintains trsdémsyic
desensitization reduces the anxiety associated with triggetisits (Craske et al., 2003;
Craske & Waters, 2005). From a psychodynamic perspective, d@gubvia is related to
the reliance on avoidant defenses, the exposure paradigm asks thetpajiee up his —
albeit faulty - defense without providing alternative coping stiasegfor the
overwhelming conflicts and emotions that have triggered these defente first place.

Furthermore, patients with difficulty functioning autonomously can pleta
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complicated therapist-directed exposure protocols without ever havibpgctome more
autonomous. Given the irrational nature of phobic avoidance and its umemnsci
underpinnings (Lewin, 1952; Milrod, et al., 1997; Milrod, 2007; Shear et al., 1993),
perhaps the exploration of associated fantasies may be morel ftbah exposure to
specific feared situations. By reducing the intensity of cordicts) rigid defenses may
give way to more adaptive ones, rendering situational avoidance urargcesndeed
the avoidance is defensive, if the avoidance protects the pabemtfdrther regression,
then it is unsurprising that severely avoidant patients would be quite resistaahg®an
a behavioral treatment (this underscores the fact that pati@htsevere agoraphobia
have the poorest response to CBT in the empirical literatu@mB& Barlow, 1995;
Kessler et al., 2006; Noyes et al., 1990; Pollack & Otto, 1997; Slagpn&Bder, 2001).
Alternatively, from a CBT perspective, discussing these emotissaés may provide a
different form of “exposure”, one not basedinrvivo protocols.

The directive, therapist-centered approach in CBT also allowspd#tient to
maintain a childlike stance, avoiding autonomous decisions, and relyitige dherapist
to provide explicit strategies for overcoming avoidance. Theapisrtakes the place of
the phobic companion. Milrod and colleagues (2007) found that panic patights wi
comorbid Cluster C (Anxious/avoidant) personality disorders experiegreater
improvement in PFPP than those without comorbid Cluster C disorders.ir The
hypothesized reasons for this outcome are relevant in understaneingpifovements
seen in agoraphobia in this sample. In comparing PFPP to the psyitleotherapies,
they state: “[Exposure protocols]can, if viewed from a psychoanalytic lens, potentially

foster continued dependence on authority figures like the therapisdg ewerlooking
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underlying, enduring psychological conflicts that maintain theept$ sense of
incompetence” (p. 889). The authors view the phobic symptom asessiegr to an
infantile position that facilitates both the avoidance of conflict gr@dperpetuation of
childhood fantasies. From this perspective, CBT likely pulls foramsterential
repetition of the passive childhood relationship with the attachmeamtefigithout any
exploration or awareness of the underlying ambivalence. Withoweaetploration of
these dynamics, and with their further reinforcement through thesere paradigm, the
conflicts and defenses remain entrenched. Furthermore, agorapholeictspatee
irrational danger in benign places, and they maintain the ideabthatocooning
themselves into their magical “safe” space, they will be kafg¢ from harm. The CBT
approach does not examine the meaning of these fantasies, irskesyl magical
thinking at face value. Finally, Milrod and colleagues (2007) rgss&@he
psychodynamic approach ...aims to empower such patients to becomeactheeeand
assertive by helping patients to articulate the fantasidsutiderlie their inhibitions
regarding becoming more autonomous, perhaps enhancing symptomatic cuf{gome
889). In this way, PFPP attempts to scaffold the patient in bagomdependent,
bolstering reality testing, challenging regressive fantasias,ceeating a safe place in
which to explore frightening affects. As disowned aspects of mdifegabecome
integrated, patients begin exposing themselves to feared situatitmsut therapist
suggestion.

In Ms. A’s case, the most severely agoraphobic patient insgmgple, a specific,
focused attempt at exploring her unconscious conflicts lent itselsymptomatic

improvement. Indeed, Ms A’s ability to understand both the roots anduthent
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function of her symptoms allowed her to stop avoiding. As she becasse le
symptomatic, she revealed her sense of underlying emptiness, vdlheead shame.
Working with these core aspects of her experience allowetbheconnect to her own
feelings and to work through some aspects of her unresolved childhaatibsit As she
began to see herself more clearly, she was able to feel mor®rtable being more

adult.

Limitations:

Sampling issues:

This project has several significant limitations; thus, the pnétation of the
findings must be couched in the context of their generalizabilitis possible that these
findings are due to features of this sample which may noepesentative of the most
severe end of the continuum of agoraphobia. This project only includeshisatvho
could come to the research offices and tolerate twice weeldgatigint psychotherapy.
Therefore, it may have excluded the most disturbed agorapholentpat As part of
development of the RF scale, Fonagy and colleagues (1998) examineddiferent
psychiatric conditions among 82 inpatients. In this sample, the mEBasc&e for
inpatients with a primary diagnosis of anxiety was 3.5. Thisnseaignificantly lower
than the mean RF score in the current sample of outpatients (5.8uch, Fonagy’s
sample of inpatients with anxiety disorders may be more remias/e of the very severe
end of the continuum.

Second, the analyses were conducted on a small sample si3@ (N~ the

correlational analyses, N=26 for the regressions). Lack offisgmtce may have been



106

due to inadequate power to detect meaningful differences. FRudberthe moderator
analyses are limited by the uneven sample size between thgrdwpos (17 assigned to
PFPP, 9 assigned to ART). The groups were uneven due to unavoidableirdsnstra
imposed by limitations of researching funding for the RF projedudden and
colleague’s sub-study began after the RCT was already grga® it was impossible to
ensure equal assignment to the two treatment groups as randamizas based on a
larger sample. Furthermore, in both Rudden’s project and Milrod’s psitetyt, dropout
rates were significantly higher for the ART condition than PP condition. While
this difference may reflect PFPP’s greater tolerabifdy treating panic patients, it
contributed to the uneven sample size between the two groups,imgnderaningful
comparison between the two groups more compromised.

Measurement Limitations:

Reflective Functioning Interview:

RF was measured by Rudden and colleagues’ Reflective Functiantenyiew.
The RF interview was piloted for this project, the first tintestinterview was
administered without a full AAI. While independent raters achieggdbility in scoring
RF on this abbreviated interview, no validity data are availablee dbbreviated RF
interview was developed for incorporation into larger randomized ctedraials that
already place considerable assessment burdens on researcts subpedhis reason, the
interview is significantly shorter than the AAl. The RF intewviwas developed with
Mary Target, one of the authors of the RF scale, and it is basetie “demand”
questions of the AAI. The “demand” questions are those thathargyht to most

stimulate reflection. This adaptation was designed in an dfiorétain aspects of the
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AAl that best capture RF. However, the brevity of the intervieerte a noticeable
impact on both its administration and its scoring. When administdreéull AAI with
the aim of assessing RF, there are several “warm-up” queshahome before the
demand questions. Subjects are given an opportunity to settle intasthetd begin
thinking about their attachment relationships, and to gain rapport witlexheiner
before getting into the “meat” of the interview. During the ablated RF interview,
however, each question is important and used in RF scoring. titgtuse poses certain
difficulties. For example, a brief, seemingly guarded andtdotexd answer may be the
result of a defensive refusal/inability to mentalize, or @aynsimply be because the
subject has yet to grasp the purpose of the interview. Attempésmamie to decrease
this type of confound: First, the interview was administered #fterinterviewer had
already spent several hours with the subject performing diagresd symptomatic
assessments; in this way, the interviewer had alreadyliskted rapport with the subject,
and the subject was likely to feel comfortable answering masopal questions. Also,
probing and clarifying questions were asked with the aim of disshgqwg between
brevity as an artifact of the interview and brevity arisirgrirdifficulty thinking about
mental states.

The abbreviated RF interview also invites the subject to pick ohes @larents. In
the full AAI, the subject is asked to think about his relationshipb Wwoth parents. The
decision to truncate the interview in this way poses significssgarch questions. First,
patients may choose to discuss the less conflictual parerdatibnship. This problem
seems particularly germane to patients with agoraphobia, as ¢heyom avoidant

defenses (Pollack & Andrews, 1989; Bond, 2004). By allowing the patienption to
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choose the relationship that is less affectively loaded, this interview mayaagifferent
types of parental representations. As the full AAlI was not aidtered, no direct
comparison can be made at this time, and thus, whether or not the chparent had an
impact on overall RF scores remains unclear. Finally, the intexfview may not fully
capture subjects’ regulatory difficulties. A longer interviesnikely to be more intense
and comprehensive, potentially providing a greater window into the sshijeittrange
of reflective capacity.

Panic Specific Reflective Functioning Interview:

The construct Panic Specific Reflective Functioning (PSRF) was atgedibor the
first time in this project. Although Rudden and colleagues (200&)dfdhat PSRF
increased in PFPP and not in ART, this finding did not correlate syithptomatic
improvement in overall panic disorder. Rudden and colleagues suggestgiatement
in panic symptoms may result from as of yet unidentified fadtattake place during
the course of PFPP (Rudden & colleagues, in preparation). However vasidity data
are available, it is certainly possible that the PSRFvi@erdoes not provide a complex
and accurate measure of the construct of panic specific trefleéunctioning.
Furthermore, the construct validity of the measure has not yet beeredssédsether or
not PSRF is a valid construct, and whether or not it relates to ©ith#ar measures has
yet to be empirically tested.

In spite of these limitations, the RF and PSRF interviews naakemportant
contribution to the study of both RF and panic disorder with agoraphobiapragmatic
value of the RF interview is not to be underestimated, as it aftavibe easy integration

of RF assessment into large RCTs, in which the administratiagheoAAl would be
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impossible. However, until validity data are available, the @idhgges and the utility of
these brief interviews must be juxtaposed against these sighificavbacks. Further
measurement research is essential.

Panic Disorder Severity Scale:

The choice to use item #4 on the PDSS as the measure of sevexggraphobia
has certain limitations. It would be reasonable to argue thatudectis item is
embedded in the overall PDSS score, it does not reflect sasepiading from overall
panic severity. Item # 4 on the PDSS is an overall measurgoo@hobic severity;
therefore, while it is a good indicator of severity of avoidanas,nbt three-dimensional.
Chambless and colleagues’ Mobility Inventory may have been ar batasure of
agoraphobia, as it captures both the subject’s ability to function indepty and the
ability to function with a companion (Chambless et al., 1985). Unfortynatials
measure was not incorporated into the original RCT. Thereforepleation of this
finding using the Mobility Inventory with a larger sample is wated. Nonetheless,
item #4 of the PDSS has been correlated with standardized instajraed it was found
to have a higher correlation with the Albany Panic and Agoraphobla 8@ with any
other item on the PDSS or with total PDSS score (Shear a98l7). In this way, item
#4 provides an accurate measure of agoraphobia.

Biological contributions:

This dissertation emphasizes the psychological factors thatiteget to the
development of panic disorder with agoraphobia. For this reason, the
interaction/contribution of biological and genetic variables was beywnddope of this

discussion.  However, it is certainly possible that genetic, neuroche or
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morphological differences are also central in the development of pisorder with

agoraphobia.

Future Directions

The findings from this dissertation raise several areasufard research: 1) since
RF does not correlate with severity of agoraphobia in this samgdearch should
continue to investigate potential factors that might contribute to potcome in
agoraphobia. Potential areas of inquiry might include a) moreifispattempts at
assessing self representation in these patients b) an asses$ndefitnsive style in
agoraphobia as it pertains to outcome. 2) Validity studies ofatiteeviated RF
interview should be conducted to determine whether or not it correlates RF
measurements on the AAI. It is possible that patients with plgobéa seem more
reflective on the Reflective Functioning Interview, as this umsv is biased towards
assessment of the subject’s understanding of his relationships.ilT in&y limit the
capacity to assess the subject’s self reflective capaatients with agoraphobia may be
experts at “figuring out” attachment relationships at the exgaisself exploration.
Future research is necessary to test this hypothesis. 3)mpigcal findings from the
correlational analyses and the qualitative review of the RF narrativessstiggieRF may
be a fluctuating rather than static capacity. Do disturbamteRF represent a
developmental deficit, or is it an ego function prone to failure vdtexined by conflict
or life stressors? This area of investigation seems pattiguklevant as we continue to
explore the relationship between RF and anxiety disorders. idglly: PFPP

demonstrated efficacy in treating phobic avoidance in this saalple. Further research
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is warranted to confirm this finding. Specifically, this stughyuld be replicated in a
larger sample. PFPP should be formally compared to CBT in t&ritssability to treat
phobic avoidance. (A larger comparison of PFPP vs. CBT vs. ART eadirin
progress.) PSRF did not moderate outcome. Further research showdde exgbier

potential moderators.

Conclusion

This project examined the relationship between Reflective Funogorianic
Specific Reflective Functioning and severity of agoraphobia. NelRRemor PSRF bears
a significant relationship to severity of agoraphobia. This progsd investigated
whether or not baseline PSRF moderates treatment response batimsnot change in
panic symptoms and change in agoraphobic symptoms. The interactioem&®RF
and treatment condition was not significant in either case. TRREPs not a moderator
of outcome.

However, assignment to PFPP predicted greater improvement thgnnasst to
ART in terms of reduction in panic severity, mirroring the findifrgsn the parent study
(Milrod et al., 2007). Most importantly, assignment to PFPP sigmfig predicted
reduction in agoraphobia. This represents the first time thagchgdynamic treatment
as documented efficacy in treating phobic avoidance. Given the pospense rates of
patients with severe levels of agoraphobia in evidence based drgatdor panic
disorder, this finding makes a significant contribution to our understarafitgpw to

treat this resistant symptom.
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APPENDIX:

Appendix 1: The Panic Disorder Severity Scale:

PANIC DISORDER SEVERITY SCALE (PDSS)

Understanding the Goal and Development of the PDSJhe goal is to obtain a measure of

overall severity of DSM IV symptoms of panic disorder, withwithout agoraphobia. Items
include frequency of panic attacks and limited symptom episo&s)(ldistress caused by panic
and LSEs, anticipatory anxiety, agoraphobic fear/avoidance, pdaleee sensation
fear/avoidance, and work and social impairment. The scatedeveloped for rating severity in
individuals already diagnosed with panic disorder. The scale stak@ddboufl0-15 minutesto
administer.

Using a Past MONTH Timeframe The time frame for the PDSStlse past month and should
be consistent for all items.

Using the Scale Each item is rated from 0- 4, where O=none or not presentild,—occasional

symptoms, slight interference; 2=moderate, frequent symptomsge saterference with
functioning, but still manageable; 3=severe, pre-occupying sympsuhstantial interference in
functioning, and 4=extreme, pervasive near constant symptoms, disatdeqggcitating.

Using the Script and Reliability Issues A suggested script for each question is provided as a

guide to questioning. For each itemejteration of what the subject has said in the previous
ADIS-Lite sections (PD and AG) is acceptable ahduld be used to clarify ratings and insure
greater reliability. For LTS, raters who do not have much réapee with panic disorder should
read all of the questions for each item. Experienced rateysatsa find the script an efficient
way of assessing symptom severity. If raters are not sure of imgsraise all of the questions for
each item.

Making Ratings _and Using Descriptors as Probes The patient should not be asked

immediately to rate a symptom as “mild, moderate or seyéh&s is not a self-rating scale.
Rather, the symptom should be explored and rated by the intervi€istr ask the questions for
the item. If the rater is unable to clarify a boundary betweenseverity levels, due to lack of
information, it is appropriate to utilize the descriptors tteg scale (0-4). For example, after
asking all of the questions/probes and getting some responsehfeopatient, the interviewer
might ask whether it is more accurate to describe a giwmaptem as occurring “frequently, with
definite interference but still manageable”, or if it ipré-occupying, with substantial
interference”. Similarly, it may be appropriate to ask wheghgymptom is “preoccupying, with
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substantial interference”, or “pervasive, near constant, argbactating”. If the rater does use
the anchor point, the entire response should be read.

Dealing with Response Inconsistenciesn rating items 6 and 7, the interviewer should be alert

to inconsistencies. For example, sometimes a subject witlide a symptom from items 1-5 as
causing substantial impairment in functioning, but then will refizat overall panic disorder

symptoms cause only mild or moderate work and social impairmdst, the subject may have
included impairment from other symptoms. This should be pointed out andedarifi

Making Differential Diagnosis: Determine if the anxiety or phobic avoidance, worry or
impairment is not better accounted for by another mental disord&r B the manual,
as necessary. Recall that there are some types oftyanxienmon in panic disorder
patients, but not rated by this instrument. Anticipatory anxiety abtuations feared for
reasons other than panic (e.g. related to a specific phobia @ gbobia) is not
considered panic-related anticipatory anxiety and is not ratedhigy instrument.
Similarly, this instrument does not rate generalized anxigtg. concerns of someone
experiencing generalized anxiety are focused on the probatfilagverse events in the
future, such worries often include serious health problems in onesalflaved one,
financial ruin, job loss, or other possible calamitous outcomes of daily life problems.

Panic Disorder Severity Scale

1. PANIC ATTACK FREQUENCY, INCLUDING LIMITED SYMPTOM EPISODE S
Begin by explaining to the patient that we definéPanic Attack as a feeling of fear or
apprehension that begins suddenly and builds rapidly in intensity, yusegthing a peak in less
than 10 minutes. This feeling is associated with uncomfortablegahggnsations like racing or
pounding heart, shortness of breath, choking, dizziness, sweating, tremQitgn there are
distressing, catastrophic thoughts such as fear of losing ctwaivislg a heart attack or dying. A
full panic episode has at least four such symptomisindited Symptom Episode (LSE) is similar
to a full panic attack, but has fewer than 4 symptoms. Given these definiliease tell me

Q: In the past month, how many full panic attacks did you experi¢he kind with 4 or more
symptoms? How about limited symptom episodes, the kind withthess 4 symptoms? On
average, did you have more than one limited symptom episodes/d@alculate weekly
frequencies by dividing the total number of full panic attacks twe rating interval by the
number of weeks in the rating interval.)

0= No panic or limited symptom episodes
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1= Mild, less than an average of one full panic a week, and ne than 1 limited symptom
episode/day

2= Moderate, one or two full panic attacks a week, and/or multiplestinsgmptom
episodes/day

3= Severe, more than 2 full attacks/week, but not more than 1/day on average

4= Extreme, full panic attacks occur more than once a day, more days than not

2. DISTRESS DURING PANIC ATTACKS, INCLUDE LIMITED SYMPTOM
EPISODES

(This item rates the average degree of distress and discothéoppatient experienced during
panic attacks experienced over the rating interval. Limitedpsym episodes should be rated
only if they caused more distress than full panic. Be sure tanglissh between distress
DURING panic and anticipatory fear that an attack will occur.)

Q: Over the past month, when you had panic or limited symptoekatthow much distress did
they cause you? | am asking you now about the distress you felt during thétsetack

How upset or fearful did you feel during the attacks? Wereafpbeito continue doing what you
were doing when panic occurred? Did you lose your concentratfop®u had to stop what you
were doing, were you able to stay in the situation wheretthekaoccurred or did you have to
leave?

0 = No panic attacks or limited symptoms episodes, or no distress duriode=pis

1 = Mild distress but able to continue activity with little or no intexfiee

2 =Moderate distress, but still manageable, able to contintigityacand/or maintain
concentration, but does so with difficulty

3 = Severe, marked distress and interference, loses catmnt@nd/or must stop activity, but
able to remain in the room or situation

4 = Extreme, severe and disabling distress, must stop activity, widl teewoom or situation
possible, otherwise remains, unable to concentrate, with extreme distress.

3. SEVERITY OF ANTICIPATORY ANXIETY (panic-related fear, apprehension or worry)
(Anticipatory anxiety can be related to the meaning of the attacks rather thanng bavattack,
so there can be considerable anxiety about having an attack even if the distregsitiattacks
was low. Remember that sometimes a patient does not worry abeuttixe next attack will
occur, but instead worries about the meaning of the attacks foorhigr physical or mental
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health.)

Q: Over the past month, on average, how much did you worry, ta@lifer apprehensive about
when your next panic would occur or about what panic attacks might mean abophysical or
mental health? | am asking about times when you were not actually having atpeckc

How intense was your anxiety? How often did you have theseesar fears? Did the anxiety
get to the point where it interfered with your life? IF SO, How much did tfere?

0 = No concern about panic

1 = Mild, there is occasional fear, worry or apprehension about panic

2 = Moderate, often worried, fearful or apprehensive, but has pevitusut anxiety. There is a
noticeable modification of lifestyle, but anxiety is still mageable and overall functioning is not
impaired

3 = Severe, preoccupied with fear, worry or apprehension gamout, substantial interference
with concentration and/or ability to function effectively

4 = Extreme, near constant and disabling anxiety, unable to carmjparttant tasks because of
fear, worry or apprehension about panic

4. AGORAPHOBIC FEAR/AVOIDANCE

Q: Over the past month, were there places where you feltlabr that you avoided, because
you thought if you had a panic attack, it could be difficult & belp or to easily leave?
Situations like using public transportation, driving in a camdpén a tunnel or on a bridge, going
to the movies, to a mall or supermarket, or being in otherdedwplaces? anywhere else? Were
you afraid of being at home alone or completely alone in other gaddow often did you
experience fear of these situations? How intense was #ne f®id you avoid any of these
situations? Did having a trusted companion with you make aeliite? Were there things you
would do with a companion that you would not do alone? How much did #neafel/or
avoidance affect your life? Did you need to change your lifestyle to acocdatenyour fears?

0 = None, no fear or avoidance

1 = Mild, occasional fear and/or avoidance, but will usually amtfior endure the situation.
There is little or no modification of lifestyle

2 = Moderate, noticeable fear and/or avoidance, but still manageablds aaried situations but
can confront with a companion. There is some modification of yifesbut overall functioning
is not impaired

3 = Severe, extensive avoidance; substantial modificationeddtife is required to accommodate
phobia, making it difficult to manage usual activities
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4 = Extreme pervasive disabling fear and/or avoidance. Ex&mnsodification in lifestyle is
required such that important tasks are not performed.

5. PANIC-RELATED SENSATION FEAR/ AVOIDANCE

Q: Sometimes people with panic disorder experience physnahsons that may be reminiscent
of panic and cause them to feel frightened or uncomfortalier the past month, did you avoid
doing anything because you thought you it might cause this kind of uocdablé physical
sensations? For example, things that made your heart beayrapicth as strenuous exercise or
walking? playing sports? working in the garden? What aboutirxsports events, frightening
movies or having an argument? Sexual activity or orgasm?ydidear or avoid sensations on
your skin such as heat or tingling? Sensations of feeling dizpyt of breath? Did you avoid
any food, drink or other substance because it might bring on phgswsédtions, such as coffee
or alcohol or medications like cold medication? How much did tteedance of situations or
activities like these affect your life? Did you need to cleaymyur lifestyle to accommodate your
fears?

0 = No fear or avoidance of situations or activities that provoke disigephysical sensations

1 = Mild, occasional fear and/or avoidance, but usually will @mtfor endure with little distress
activities and situations which provoke physical sensationsreTlee little modification of
lifestyle

2 = Moderate, noticeable avoidance, but still manageable; tlsergefinite, but limited
modification of lifestyle, such that overall functioning not impaired

3 = Severe, extensive avoidance, causes substantial modifiotiba style or interference in
functioning

4 = Extreme pervasive and disabling avoidance. Extensodgification in lifestyle is required
such that important tasks or activities are not performed.

6. IMPAIRMENT/INTERFERENCE IN WORK FUNCTIONING DUE TO PANIC
DISORDER

(Note to raters: This item focuses on work. If the person isvakting, ask about school, and if
not in school full time, ask about household responsibilities)

Q: Over the past month, considering all the symptoms, the dtaicks, limited symptom
episodes, anticipatory anxiety and phobic symptoms, how much did your jsoriabed interfere
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with your ability to do your job, (or your schoolwork, or carry out responsibiitideome?)

Did the symptoms affect the quality of your work? Were yiole #o get things done as quickly
and effectively and usual? Did you notice things you were not d@oguse of your anxiety, or
things you couldn’t do as well? Did you take short cuts or regessstance to get things done?
Did anyone else notice a change in your performance? Was there a faforah@ece review or
warning about work performance? Any comments from co-workefsoor family members
about your work?

0 = No impairment from panic disorder symptoms

1 = Mild, slight interference, feels job is harder to do but performasnsidl good

2 = Moderate, symptoms cause regular, definite interferencestiltmanageable. Job
performance has suffered but others would say work is still adequate

3 = Severe, causes substantial impairment in occupational parfeemsuch that others have
noticed, may be missing work or unable to perform at all on some days

4 = Extreme, incapacitating symptoms, unable to work (or go to schamrry out household
responsibilities)

7. IMPAIRMENT/INTERFERENCE IN SOCIAL FUNCTIONING DUE TO PANI C
DISORDER

Q: Over the past month, considering all the panic disorder syraptmgether, how much did
they interfere with your social life?

Did you spend less time with family or other relatives thanysmd to? Did you spend less time
with friends? Did you turn down opportunities to socializeabse of panic disorder? Did you
have restrictions about where or how long you would socialize bechpagio disorder? Did the
panic disorder symptoms affect your relationships with family membergeond$?

0 = No impairment

1 = Mild, slight interference, feels quality of social belavs somewhat impaired but social
functioning is still adequate

2 = Moderate, definite, interference with social life btit manageable. There is some decrease
in frequency of social activities and/or quality of interpersamaractions but still able to engage
in most usual social activities

3 = Severe, causes substantial impairment in sociabmpesthce. There is marked decrease in
social activities, and/or marked difficulty interactingtiwbthers; can still force self to interact
with others, but does not enjoy or function well in most social or intenparsiuations

4 = Extreme, disabling symptoms, rarely goes out or intekgiths others, may have ended a
relationship because of panic disorder
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Appendix 2: Reflective Functioning Interview:

1. A. Can you tell me about one of your parents? What is that parent like?
B. How do you think your relationship came to be that way?

2. A. Can you tell me about your relationship?
B. Do you have any thoughts about how your relationship came to be thatAiteyRAgtive
form of question: ...about how these conflicts and problems developed? ...aboutdmertib

be such a close relationship?

3. Can you tell me about a specific memory of that relationship or about thait fpane
childhood? (ages 5-127?)

4. Can you tell me how this relationship has changed over tivs&2nthyit has changed if they
don’t address this in their answer.

5. Can you tell me what impact this parent has had on your life?

6. Can you tell me why you chose to talk about this parent?

Appendix 3: Panic Specific Reflective Functioning Interview

1. Why do you think you have panic attacks?

2. Have you ever noticed that you get more panic episodes when you are upset alibutggdme
If they say yes, ask what they might be upset about?

3a. Do you have any ideas about how being upset about these things might connect tog/our pani
symptoms?

3b. Do you notice any pattern at all as to when you might get your attacks?
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