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Reducing the symptomatology of panic disorder: the effects of a yoga program alone and in combination with cognitive-behavioral therapy
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Introduction: Yoga is a holistic system of different mind–body practices that can be used to improve mental and physical health. It has been shown to reduce perceived stress and anxiety as well as improve mood and quality of life. Research documenting the therapeutic benefits of yoga has grown progressively for the past decades and now includes controlled trials on a variety of mental health conditions such as depression, anxiety, and panic disorder.

Objectives: The primary goal of this study was to investigate the effects of yoga in patients suffering from panic disorder. We aimed at observing the efficacy of yoga techniques on reducing the symptomatology of panic disorder (anxiety and agoraphobia), compared to a combined intervention of yoga and psychotherapy.

Method: Twenty subjects previously diagnosed with panic disorder were selected. Subjects were randomly assigned to both experimental groups: Group 1 (G1-Yoga: 10 subjects) attended yoga classes and Group 2 (G2-CBT + Yoga: 10 subjects) participated in a combined intervention of yoga practice followed by a cognitive-behavioral therapy (CBT) session. Both interventions occurred weekly for 100 min and lasted 2 months. Subjects were evaluated two times during the study: pre-test and post-test. Psychometric tools included the Beck Anxiety Inventory (BAI), Hamilton Anxiety Rating Scale (HAM-A), The Panic Beliefs Inventory (PBI), and Body Sensations Questionnaire (BSQ).

Results: Statistical analysis showed significant reductions in anxiety levels associated with panic disorder (G1: BAI – p = 0.035, HAM-A – p = 0.000; G2: BAI – p = 0.002, HAM-A – p = 0.000), panic-related beliefs (G1: PBI – p = 0.000; G2: PBI – p = 0.000) and panic-related body sensations (G1: BSQ – p = 0.000; G2: BSQ – p = 0.000) both in G1 and G2. However, the combination of yoga and CBT (G2) showed even further reductions in all observed parameters (mean values).

Conclusion: This study observed significant improvement in panic symptomatology following both the practice of yoga and the combination of yoga and psychotherapy. While contemplative techniques such as yoga promote a general change in dealing with private events, CBT teaches how to modify irrational beliefs and specific cognitive distortions. The results observed in G2 might indicate that the techniques complemented each other, increasing the intervention efficacy. These findings are in agreement with many investigations found in the literature which observed improvements in different mental health parameters after the practice of contemplative techniques alone or combined to psychotherapy. Future research joining psychological and physiological variables could help better elucidate the mechanisms through which mind-body practices work to improve mental health.
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INTRODUCTION

Anxiety disorders, which include panic disorder, are the most common class of mental disorders present in the general population. The estimated lifetime prevalence of any anxiety disorder is over 15%, while the 12-month prevalence is more than 10% (1). One study estimated the annual cost of anxiety disorders in the United States only to be approximately $42.3 billion in the 1990s (2, 3). Specifically, panic disorder, whose key element is an increase in anxiety level, is also a common mental disorder with significant clinical manifestations and socioeconomic impacts. Panic is characterized by the repeated occurrence of discrete panic attacks that features a variety of physical symptoms, such as rapid heartbeat, hyperventilation, perspiration, dizziness, dyspnea, trembling, and uncontrollable fear (fear of losing control and going crazy, fear of dying) (4, 5). Between attacks, patients might also develop persistent apprehension or anticipatory anxiety, regarding the possibility of another attack. In addition, about one half of these patients eventually develop agoraphobia (6).

A considerable amount of research has been carried out to quantify the magnitude of the short-term societal costs of anxiety disorders in general, in terms of healthcare expenditures, impaired functioning, and reduced longevity (7). The magnitude of the short-term societal costs of anxiety estimate in recent studies is surprising. Greenberg et al. (2) estimated that the annual total societal costs of active anxiety disorders in North America alone over the decade of the 1990s exceeded $42 billion. This estimate excludes the indirect costs of early-onset anxiety disorders through adverse life course outcomes (e.g., the documented effects of child–adolescent anxiety disorders in predicting low educational attainment and consequent long-term effects on lower income) and through increased risk of other disorders (e.g., anxiety disorders predicting the subsequent onset of cardiovascular disorder). Therefore, it has become urgent the need for effective low cost strategies that provide the right tools for patients to cope with anxiety themselves, in order to reduce the economic cost of mental disorder in society.

Current treatments for panic disorder include psychotherapeutic and pharmacological interventions, both supported by a great amount of empirical evidence (8–12). However, studies suggest that many individuals do not seek professional help, which indicates the need for reliable and appropriate self-help strategies (1). In addition, both patients and doctors agree on one point: it is not satisfactory to spend the entire life using drugs; and traditional psychotherapy can be costly when carried out for years, although some therapies such as the cognitive-behavioral therapy (CBT) are brief and effective (10–12).

Clinical trials have demonstrated that anxiolytic dugs have long-term limited efficacy (13), cause dependency, sleepiness (14) and sexual dysfunction (15, 16), and affect cognition and memory (14, 15). A national survey in the United States, carried out in the 1990’s examined the relationship between mental disorders and complementary or alternative medicine, such as acupuncture, meditation, and yoga (1). Sample (14.985 people) included patients with psychological disorders or those who have utilized the mental health services, as well as healthy individuals. Data analysis has shown that approximately two thirds of the sample has utilized some kind of complementary therapy with good results. Other studies in different countries have observed similar outcomes (17, 18). Nowadays, there is a consolidated therapeutic approach for treating mental disorder, but sometimes patients search for additional or complementary therapy for many reasons: adverse effects of drugs, lack of response to treatment, high cost of psychotherapy, or just preference for an integrative approach (19). One of these complementary therapies includes mind-body interventions, such as meditation and yoga.

Yoga is an ancient mind/body practice originated in India millennia ago. Although, according to traditional scriptures, its ultimate goal is the achievement of a unified state of consciousness and self-realization, yoga might be used to improve overall health and well-being (20). Yoga practice involves different techniques such as physical postures (asana), controlled breathing (pranayama), deep relaxation (yoganidra), and meditation (20). These techniques seem to have a specific influence on one’s mental state (21, 22). Research on the psychophysiological benefits of yoga and meditation has demonstrated significant improvements in emotional self-regulation with consequent reductions in depression, stress, and anxiety levels (21, 23–27); as well improvements in mood (28), quality of life and well-being (29). According to Balasubramaniam et al. (29), the efficacy of yoga as a therapeutic intervention has led to the popular implementation of yoga as a primary or adjunctive therapy in the treatment of mental disorders.

Research documenting the therapeutic benefits of yoga has grown progressively for the past decades and now includes controlled trials and the presence of active control groups on a variety of mental health conditions such as depression, anxiety, and panic disorder (30–32). A bibliometric analysis of published research studies on yoga as a therapeutic intervention has revealed almost 50 published studies up to 2003 evaluating yoga for mental health conditions, all of which reported positive benefits (33). A recent review of yoga for neuropsychiatric disorders concluded that there is emerging evidence to support the benefits of yoga for depression, sleep disorders, and as an augmentation therapy (29).

Different studies that have used yoga as a main therapeutic approach demonstrated the efficacy of yoga techniques in reducing stress (8, 25, 34, 35), anxiety (8, 25, 34–42), depression (25, 40), and stress-related symptoms such as hypertension and insomnia (8). In addition to not being a pharmacological intervention, yoga-based therapy has no adverse effects (if so, minimum), it is a self-help strategy that can be practice by the individual once properly learned and it is well accepted internationally (43).

Based on the last decades of evidence regarding the effectiveness of contemplative techniques (yoga, meditation) for mental disorders, mental health professionals have begun to draw their attention to these eastern practices. In the last years, psychologists elaborated a promising therapeutic approach that integrates meditation and CBT (44). It is said that eastern (both Hindu and Buddhist) interpretation for suffering is intimately related to cognition-based deductions regarding the “I,” and that some ideas, such as the consequences of actions, are clearly reflected on CBT techniques that emphasize positive behavior as part of the therapy (45).

The Mindfulness-Based Cognitive Therapy (44) is the first attempt to professionally combine the efficacy of the eastern and western approaches in the treatment of mental disorder. It is an integration of CBT practices and perspectives with meditation, in which individuals have the opportunity to observe their thoughts, emotions, and physical sensations in the absence of “catastrophic consequences” (44).

According to Douglass (46), mental health professionals recognize that contemplative techniques such as yoga may be a beneficial therapeutic supplement to psychotherapy, but they are not entirely informed about why or how these practices are effective. Thus, mental health professionals may benefit from trustworthy controlled studies and investigations in order to properly incorporate this learning into their practice with patients and offer a more comprehensive and desired mind–body therapeutic treatment.

Although, there are several studies demonstrating the legitimacy of this approach (8, 25, 34–42), no investigation, to date, has observed the efficacy of the combination of yoga and CBT in a complete manner (the complete yoga practice, not some elements incorporated by CBT); as well as the comparison to yoga alone in treating mental disorder.

Therefore, the primary goal of this study was to investigate the effects of yoga in patients suffering from panic disorder. This investigation aimed at observing the efficacy of yoga techniques in reducing the symptomatology of panic disorder compared to a combined intervention of yoga and psychotherapy.

MATERIALS AND METHODS

SUBJECTS

Twenty subjects between 18 and 60 years, both male and female, attendees of the Psychology Institute Ambulatory of the Federal University of Rio de Janeiro were selected for the study. Subjects previously diagnosed with panic disorder (DSM IV), with or without agoraphobia, were properly screened to participate in the study using the Mini International Neuropsychiatric Interview (MINI 6.0) (47). Individuals suffering from severe pulmonary disease, heart condition or high blood pressure were excluded from the investigation. Subjects with depression (comorbidity) or making use of antidepressant or anxiolytic drugs were included. All participants answered initial forms and questionnaires that included demographic data, substance use, general health, and informed consent, according to the Psychiatry Institute Ethics Committee (CEP/UFRJ) protocols. Table 1 shows demographic data.

Table 1 | Demographic characteristics of G1 and G2 subjects.
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EXPERIMENTAL PROTOCOL

Distribution to group assignment occurred after baseline measure completion (psychological evaluation). Participants were allocated to two treatment conditions: Group 1 (G1-Yoga) attended yoga classes and Group 2 (G2-CBT + Yoga) participated in a combined intervention of yoga practice and CBT session. A separate examiner, not the main researchers, coordinated the group distribution (and all statistical analysis was performed by an expert from another state). But since the main examiners were directly responsible for the interventions, the composition of the groups was known to the investigators at some point.

G1 attended yoga sessions two times a week and each class lasted 50 min. G2 attended yoga practices and CBT sessions twice a week for 100 min (yoga practice once a week = 50 min; CBT session once a week = 50 min). Hatha Yoga techniques included body postures (asana), breathing techniques (pranayama), relaxation (yoganidra), and meditation (mindfulness).

Clinical research rooms had furniture and medical instruments and were not carpeted. So, in order to facilitate a better pleasant atmosphere, yoga sessions were carried out at a partner yoga studio nearby the Psychology Institute. Yoga sessions followed a small yoga treatment manual. All contemplative practices were administered by the first author, which is a certified yoga teacher.

Both interventions lasted two consecutive months. All subjects were patients from the Psychology Institute Ambulatory who sought these health units due to their severe condition, so assigning them to a passive control group such as waiting list (no intervention) could worsen their mental state. Therefore, it was chosen to compare two active groups, with different interventions.

PSYCHOLOGICAL ASSESSMENT

Subjects were evaluated two times during the study: pre-test and post-test. Psychometric tools included: The Beck Anxiety Inventory (BAI) (48); Hamilton Anxiety Rating Scale (HAM-A) (49); The Panic Beliefs Inventory (PBI) (50); and Body Sensations Questionnaire (BSQ) (50).

Additionally, to examine the impact and acceptance of yoga, subjects answered a small feedback questionnaire [adapted from Ref. (51)], which included items such as reasons for participating in the study, suggestions, motivations and teacher evaluation.

STATISTICAL ANALYSIS

The statistical software Statistical Package for the Social Sciences (SPSS) – version 17.0 was used to analyze research data. Histograms were visually inspected in order to observe distribution features of the continuous variables. Normality distribution was also analyzed by asymmetry and kurtosis, as well as by a Shapiro–Wilk test. Due to the small number of the sample, a non-parametric Wilcoxon statistics was utilized when pertinent. For categorical variables such as demographic data, absolute (N) and relative (%) frequencies were calculated. Data were also analyzed in terms of central tendency (mean, median) and variability (standard deviation, variance, and mean). Afterward, the associations between experimental times (pre- and post-test) and groups (G1 and G2) were tested using a model analysis of variance (ANOVA) on participants’ questionnaires scores.

RESULTS

The hypothesis that both interventions would reduce the symptomatology of panic disorder over time was confirmed by the results. Significant time effects were found across both groups on all variables, indicating that regardless of group membership, scores improved from time 1 (pre-test) to time 2 (post-test). Group-by-time interaction effects were found on scores for anxiety [BAI: F(1, 35) = 9.29 p = < 0.001; HAM-A; F(2, 30) = 10.28, p = < 0.001], panic beliefs [F(2, 35) = 10.92, p = < 0.001], and body sensations [F(1, 31) = 9.90 p = < 0.001].

There were no main effects of group and no significant interactions on these outcome measures. Essentially, participants improved over time in both groups. The pattern of results on all measures was highly similar, with improvements over time being greater in the G2 than in G1 (mean values). Table 2 presents the means, standard deviations, and p-values of all psychological parameters’ scores (except BAI) for both groups at each assessment point.

Table 2 | Means and SD of the psychological parameters’ scores for both treatment groups at each assessment point.
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Figure 1 shows statistically significant changes in anxiety (HAM-A) from baseline to end-program (pre- and post-test) in both groups. Participants’ scores in both groups also improved according to the BAI; with subjects going from clinical to subclinical categories (not at all, mildly, moderately, and severely) in the course of the interventions. Categorical analysis showed statistical difference at the significance level of 5% in the BAI in both groups; after both the Yoga (G1, p = 0.035) and the Yoga + CBT interventions (G2, p = 0.002). According to Beck and Steer (52), a total score of 0–7 indicates minimal level of anxiety (not at all), 8–15 indicates mild anxiety (mildly), 16–25 indicates moderate anxiety (moderately), and 26–63 indicates severe anxiety (severely) (cut off points). Percentage values of all levels of anxiety (BAI) for both groups across experimental time are presented in Figure 2.
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FIGURE 1 | Hamilton anxiety rating scores for both groups, from baseline to end program.
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FIGURE 2 | Percentage values for all levels of anxiety (BAI) for both groups across experimental time.



Results of the statistical analysis also showed time effects across conditions (both groups) for panic-related beliefs. Subjects scored significantly lower at the PBI after both interventions, although G2 (Yoga + CBT) showed greater improvements (mean values) (Figure 3).
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FIGURE 3 | Shows statistically significant changes in panic-related beliefs (panic belief inventory) from baseline to end-program (pre- and post-test), for both experimental groups.



Panic-related body sensations evaluated by the BSQ significantly improved from pre to post-test in both groups as well. Although no significant differences were observed between groups, G2 (Yoga + CBT) presented lower score at BSQ (Figure 4).
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FIGURE 4 | Shows the results for panic-related body sensations (body sensations questionnaire). Scores improved significantly from pre- to post-test in both groups.



To summarize, the ANOVA showed time effects across conditions (G1 and G2) on all panic-related variables (anxiety, panic beliefs, and body sensations), indicating that observed symptoms improved in both groups over time. The differences between the groups were not significant, although greater improvements over time were observed in G2 compared to G1 (mean values).

DISCUSSION

Anxiety and anxiety-related symptoms have a huge short-term societal cost. Although current treatment for anxiety (and mental disorder in general) includes the consolidated drug-psychotherapy approach, its consequences include: adverse effects of drugs, lack of response to treatment, high cost of psychotherapy, or and pharmacological interventions (30). Hence, it has become increasingly urgent the need for effective low cost strategies, which provide the right tools for patients to cope with anxiety themselves, changing the individual’s entire lifestyle and reducing, therefore, the economic cost of this mental disorder in society.

One of these strategies embraces integrative approaches such as mind–body interventions, like meditation and yoga. Yoga practice involves different techniques (physical postures, controlled breathing, deep relaxation, and meditation) that seem to have a specific influence on one’s mental state (21, 42). Research on the overall benefits of yoga practice has revealed improvements in emotional self-regulation with consequent reductions in depression, stress and anxiety levels (25, 26); as well improvements in mood (53), quality of life and well-being (29). Balasubramaniam et al. (29) have reviewed the evidence for yoga for mental disorders and have concluded that there is emerging evidence to support the benefits of this practice.

After decades of evidence regarding the effectiveness of contemplative techniques for mental disorders, health professionals are now beginning to utilize them as complementary or main therapy. In the last years, a promising therapeutic approach that integrates meditation and CBT was formulated by psychologists and has been showing positive results (44, 54–60). Although there are many studies demonstrating the validity of this approach (44, 55–62), the current investigation is the first to observed the efficacy of the combination of yoga and CBT in a complete manner (as described earlier); as well as the comparison to yoga alone in treating mental disorder.

Therefore, the primary goal of this study was to investigate the effects of yoga in patients suffering from panic disorder. This investigation aimed at observing the efficacy of yoga techniques on reducing the symptomatology of panic disorder compared to a combined intervention of yoga and psychotherapy.

Data analysis demonstrated improvements in panic-related symptoms such as anxiety, body sensations, and mental constructs for both groups, indicating the effectiveness of yoga and the combination of yoga with CBT as treatment interventions. There were no main effects of group and no significant interactions on these outcome measures, which means that participants improved over time in both groups. Although the pattern of results on all measures was highly similar, improvements over time were greater in G2 than in G1 (mean values). Such improvements in mood, anxiety, quality of life, and mental health in general after the practice of contemplative techniques were also observed in many studies and are well established in the literature (8, 22, 25, 34, 37, 39, 40, 42, 45, 55).

According to neurophysiological studies, the constant activation of the sympathetic nervous system (SNS) and the hypothalamic–pituitary–adrenal axis (HPA) produces chronic stress, anxiety, and depression, affecting the integrity of the entire brain (63). Alternatively, contemplative practices such as yoga, seem to have the capacity to reduce this activation and thus might be valuable in treating mental disorders (33). The relaxation response observed after the practice of yoga is the result of reduced arousal level and SNS activity and the activation of antagonistic neuromuscular and limbic systems (64). In addition, short and long-term yoga practice is associated with reduced cortisol levels, catecholamine secretion basal metabolic rate and oxygen consumption (33).

The relaxation response, through which yoga seems to relieve anxiety and stress, might be related to other systems, such as the regulation of breathing (65, 66). Yoga techniques teach how to voluntarily control breathing, influencing unconscious mechanisms and consequently modulating the interaction between the sympathetic and parasympathetic systems, as well as the HPA axis (65).

Yoga practice could also be involved in a particular class of behavior that increases vagal influence in the body (67). According to the Porges’ polyvagal theory, physiological states support different classes of behavior. For example, a physiological state characterized by vagal withdraw would support the fight or flight behavior. On the other hand, a state differentiated by the intensification of vagal influence would induce spontaneous social engagement. When the environment is perceived as safe, motor parasympathetic fibers (vagal motor pathway) increase their influence on the body, slowing down heartbeat, inhibiting the fight or flight response, reducing the SNS activity and cortical release (67).

The practice of pranayama (breathing techniques) can, in addition, desensitize CO2 chemoreceptors in brainstem so that they respond lesser to the regular CO2 increase during exhaling, until the point that the individual is able to exhale slowly and still reduce the heartbeat. Such practice alters the breathing patterns in such a deep manner, that further reductions in heartbeat are also seen when the individual is not practicing (65). Therefore, breathing adjustment is possibly one of the reasons for the efficacy of yoga to increase relaxation and positive feelings and reduce anxiety (65).

Although the mechanisms through which yoga act are still not clear, one thing seem to be certain: evidence show that yoga practitioners are less predisposed to developing anxiety disorders and respond better to negative emotions when they appear (68). However, yoga should be considered as complete intervention (with all its techniques). If the different aspects are administered separately, such reductionist approach could result in loss of efficacy.

The combination of contemplative techniques with psychotherapy, such as CBT, as a therapeutic intervention protocol has also been investigated in the last decades. In fact, different studies have demonstrated the efficacy of this combination in treating mental disorder (61, 62). A recent study observed the effects of eight weeks of MCBT (mindfulness-based CBT) in patients suffering from generalized anxiety disorder. Results show significant reductions in anxiety levels from the beginning until the end of the intervention (61). Weiss et al. (62) compared the effectiveness of psychotherapy (group 1) and psychotherapy combined with MBSR (mindfulness-based stress reduction program) (group 2). Results show that both groups reduced depression, anxiety, and stress levels, but participants in group 2 were able to formulate their goals clearer, better adhered to the program and finished psychotherapy earlier.

Similarly, the present study observed slightly better results (mean values) in panic symptomatology when integrating yoga to CBT. The efficacy of this combination might be due to the fact that CBT and contemplative techniques, such as yoga, share similar concepts, although exposed differently. While meditative practices promote a general change in the way an individual deal with private events, CBT teaches how to modify irrational beliefs and identify cognitive distortions, as well as fix them (69, 70). However, according to Segal et al. (44), there are different aspects of the contemplative practices that were already implicitly present in CBT. During cognitive remodeling, the individual learns that what he thinks about himself is not always the correct representation of reality, that his thoughts are far from being trustworthy and objective information and that an attitude change influences emotional reactions (44). Yoga (which includes meditation) promotes a form o negative thought awareness, in which the qualities of acceptance, decentralization, and detachment cultivate the inner capacity to reflect and influence cognitive experiences. The constant practice of this view might help to regulate emotions through an increase in cognitive flexibility (55).

Therefore, it is possible that the interventions complemented each other, increasing their efficacy to some extent and reducing panic-related symptoms. These findings are in agreement with other investigations found in the literature, which observed improvements in different mental health parameters after the practice of contemplative techniques alone or combined to some type of psychotherapy (25, 27, 28, 34, 40, 42, 44, 55–60).

Future research joining psychological and physiological variables could help better elucidate the mechanisms through which mind-body practices work to improve mental health.

ACKNOWLEDGMENTS

This research was funded by the FAPERJ Agency, under the process number E.26100.5402011.

REFERENCES

1. Unutzer J, Klap R, Sturm R, Young AS, Marmon T, Shatkin J, et al. Mental disorders and the use of the alternative medicine: results from a national survey. Am J Psychiatry (2000) 157:1851–7. doi:10.1176/appi.ajp.157.11.1851

2. Greenberg PE, Stiglin LE, Finkelstein SN. The economic burden of depression. J Clin Psychiatry (1990) 54:405–18.

3. Greenberg P, Sisitsky T, Kessler R. The economic burden of anxiety disorders in the 1990s. J Clin Psychiatry (1999) 60:427–35. doi:10.4088/JCP.v60n0702

4. Houck P, Spiegel D, Shear MK, Rucci P. Reliability of the self-report version of the panic disorder severity scale. Depress Anxiety (2002) 15(4):183–5. doi:10.1002/da.10049

5. Kessler RC, Chiu WT, Jin R, Ruscio AM, Shear K, Walters EE. The epidemiology of panic attacks, panic disorder, and agoraphobia in the national comorbidity survey replication. Arch Gen Psychiatry (2006) 63(4):415–24. doi:10.1001/archpsyc.63.4.415

6. Craske MG, Barlow DH. Mastery of Your Anxiety and Panic: Therapist Guide. New York, NY: Oxford University Press (2006).

7. Marciniak M, Lage MJ, Landbloom RP, Dunayevich E, Bowman L. Medical and productivity costs of anxiety disorders: case control study. Depress Anxiety (2004) 19:112–20. doi:10.1002/da.10131

8. Smith C, Hancock H, Blake-Mortimer J, Eckert K. A randomized comparative trial of yoga and relaxation to reduce stress and anxiety. Complement Ther Med (2007) 15:77–83. doi:10.1016/j.ctim.2006.05.001

9. Clark DA. Panic disorder: from theory to therapy. In: Salkovskis PM, editor. From Frontiers of Cognitive Therapy: The State of the Art and Beyond. New York, NY: Guilford Press (1996). p. 182–207.

10. Barlow DH, Craske MG, Cerny JA, Klosko JS. Behavioral treatment of panic disorder. Behav Ther (1989) 20:261–82. doi:10.1016/S0005-7894(89)80073-5

11. Barlow D, Gorman J, Shear K, Woods S. Cognitive-behavioral therapy, imipramine or their combination for panic disorder. A randomized controlled trial. JAMA (2000) 283(19):2529–36. doi:10.1001/jama.283.19.2529

12. Beck AT. The current state of cognitive therapy: a 40-year retrospective. Arch Gen Psychiatry (2005) 62(9):953–9. doi:10.1001/archpsyc.62.9.953

13. Youngstedt SD, Kripke DF. Does bright light have anxiolytic effects? An open trial. BMC Psychiatry (2007) 7(1):62. doi:10.1186/1471-244X-7-62

14. Buffet-Jerrott SE, Stewart SH. Cognitive and sedative effects of benzodiazepines use. Curr Pharm Des (2002) 8(1):45–58. doi:10.2174/1381612023396654

15. Struzik L, Vermani M, Coonerty-Femiano A, Katzman MA. Treatments for generalized anxiety disorder. Expert Rev Neurother (2004) 4(2):285–94. doi:10.1586/14737175.4.2.285

16. Segraves RT. Sexual side effects of psychiatric drugs. Int J Psychiatry Med (1988) 18(3):202–7. doi:10.2190/FL1D-RCW5-2XYN-89LR

17. Kessler RC, Soukoup J, Davis RB, Foster DF, Wilkey SA, Van Rompay MI, et al. The use of complementary and alternative therapies to treat anxiety and depression in the United States. Am J Psychiatry (2001) 158:289–94. doi:10.1176/appi.ajp.158.2.289

18. Wang J, Patten SB, Russell ML. Alternative medicine use by individuals with major depression. Can J Psychiatry (2001) 46:528–33.

19. De Michaelis E. A History of Modern Yoga: Patanjali and Western Esotericism. London, UK: Continuum International Publishing Group (2005).

20. Muktibodhananda S. Hatha Yoga Pradikipa. Bihar: Yoga Publications Trust (1998).

21. Telles S, Guar V, Balkrishna A. Effect of yoga practice session and yoga theory session on state anxiety. Percept Mot Skills (2009) 109(3):924–30. doi:10.2466/pms.109.3.924-930

22. Telles S, Singh N, Joshi M, Balkrishna A. Post traumatic stress symptoms and heart rate variability in Bihar flood survivors following yoga: a randomized controlled study. BMC Psychiatry (2010) 10:18. doi:10.1186/1471-244X-10-18

23. Telles S, Naveen KV, Dash M. Yoga reduces symptoms of distress in tsunami survivors in the Andaman Islands. Evid Based Complement Alternat Med (2007) 4(4):503–9. doi:10.1093/ecam/nem069

24. Subramanya P, Telles S. Effect of two yoga-based relaxation techniques on memory scores and state anxiety. Biopsychosoc Med (2009) 3:8. doi:10.1186/1751-0759-3-8

25. Michalsen A, Grossman P, Acil A, Langhorst J, Ludtke R, Esch T, et al. Rapid stress reduction and anxiolysis among distressed women as a consequence of a three-month intensive yoga program. Med Sci Monit (2005) 11(12):CR555–61. Available from: http://www.medscimonit.com/download/index/idArt/438851

26. Granath J, Ingvarsson S, Von Thiele U, Lundberg U. Stress management: a randomized study of cognitive behavioral therapy and yoga. Cogn Behav Ther (2006) 35(1):3–10. doi:10.1080/16506070500401292

27. Kozasa EH, Santos RF, Rueda AD, Benedito-Silva AA, De Moraes Ornellas FL, Leite JR. Evaluation of Sidda Samadhi yoga for anxiety and depression symptoms: a preliminary study. Psychol Rep (2008) 103:271–4. doi:10.2466/pr0.103.1.271-274

28. Khalsa SB, Shorter SM, Cope S, Wyshak G, Sklar E. Yoga ameliorates performance anxiety and mood disturbance in young professional musicians. Appl Psychophysiol Biofeedback (2009) 34:279–89. doi:10.1007/s10484-009-9103-4

29. Balasubramaniam M, Telles S, Doraiswamy PM. Yoga on our minds: a systematic review of yoga for neuropsychiatric disorders. Front Psychiatry (2012) 3:117. doi:10.3389/fpsyt.2012.00117

30. Khalsa SB. Yoga for psychiatry and mental health: an ancient practice with modern relevance. Indian J Psychiatry (2013) 55(Suppl 3):334–6. Available from: http://www.indianjpsychiatry.org/text.asp?2013/55/7/334/116298

31. Varambally S, Gangadhar B. Yoga: a spiritual practice with therapeutic value in psychiatry. Asian J Psychiatr (2012) 5(2):186–9. doi:10.1016/j.ajp.2012.05.003

32. Deepak KK. Yogic intervention for mental disorders. Indian J Psychiatry (2013) 55(3):340–3. Available from: http://www.indianjpsychiatry.org/text.asp?2013/55/7/340/116300

33. Khalsa SB. Yoga as a therapeutic intervention: a bibliometric analysis of published research studies. Indian J Physiol Pharmacol (2004) 48(3):269–85.

34. Malathi A, Damodaran A. Stress due to exams in medical students: role of yoga. Indian J Pharmacol (1999) 43(2):218–24.

35. Esch T, Fricchione GL, Stefano GB. The therapeutic use of the relaxation response in stress-related diseases. Med Sci Monit (2003) 9(2):RA23–34. Available from: http://www.medscimonit.com/download/index/idArt/4745

36. Sahasi G, Mohan D, Kacker C. Effectiveness of yogic techniques in the management of anxiety. J Personal Clin Stud (1989) 5:51–5.

37. Vahia NS, Doongaji DR, Jeste DV, Kapoor SN, Indubala A, Nath SR. Further experience with therapy based on concepts of Patanjali in the treatment of psychiatric disorders. Indian J Psychiatry (1973) 15:32–7.

38. Sharma I, Azmi SA, Settiwar RM. Evaluation of the effect of pranayama in anxiety state. Altern Med (1991) 3:227–35.

39. Broota A, Sanghvi C. Efficacy of two relaxation techniques in examination anxiety. J Personal Clin Stud (1994) 10:29–35.

40. Oken BS, Zajdel D, Kishiyama S, Flegal K, Dehen C, Haas M, et al. Randomized, controlled, six-month trial of yoga in healthy seniors: effects on cognition and quality of life. Altern Ther Health Med (2006) 12(1):40–7. Available from: http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1457100/

41. Kjellgren A, Bood SA, Axelsson K, Norlander T, Saatcioglu F. Wellness through a comprehensive yogic breathing program – a controlled pilot trial. BMC Complement Altern Med (2007) 7:43. doi:10.1186/1472-6882-7-43

42. Javnbakht M, Hejazi K, Ghasemi M. Effects of yoga on depression and anxiety in women. Complement Ther Clin Pract (2009) 15(2):102–4. doi:10.1016/j.ctcp.2009.01.003

43. Ramaratnam S, Sridharan K. Yoga for epilepsy. Cochrane Database Syst Rev (2005) 4:CD001524. doi:10.1002/14651858.CD001524

44. Segal ZV, Teasdale JD, Williams JM, Gemar MC. The mindfulness-based cognitive therapy adherence scale: inter-rater reliability, adherence to protocol and treatment distinctiveness. Clin Psychol Psychother (2002) 9(2):131–8. doi:10.1002/cpp.320

45. Miller JJ, Fletcher K, Kabat-Zinn J. Three-year follow-up and clinical implications of mindfulness meditation-based stress reduction intervention in the treatment of anxiety disorders. Gen Hosp Psychiatry (1995) 17(3):192–200. doi:10.1016/0163-8343(95)00025-M

46. Douglass L. Yoga as an intervention in the treatment of eating disorders: does it help? Eat Disord (2009) 17:126–39. doi:10.1080/10640260802714555

47. Folstein MF, Folstein SE, Fanjiang G. Mini-Mental State Examination: Clinical Guide. Lutz, FL: Psychological Assessment Resources, Inc. (2001).

48. Beck AT, Steer RA. Beck Anxiety Inventory Manual. San Antonio, TX: Harcourt Brace and Company (1993).

49. Hamilton M. Development of a rating scale for primary depressive illness. British J Soc Clin Psychol (1967) 6:278–96. doi:10.1111/j.2044-8260.1967.tb00530.x

50. Chambless DL, Caputo C, Bright P, Gallagher R. Assessment of fear in agoraphobics: the body sensations questionnaire and the agoraphobic cognitions questionnaire. J Consult Clin Psychol (1984) 52:1090–7. doi:10.1037/0022-006X.52.6.1090

51. Danhauer SC, Tooze JA, Farmer DF, Campbell CR, McQuellon RP, Barrett R, et al. Restorative yoga for women with ovarian or breast cancer: findings from a pilot study. J Soc Integr Oncol (2008) 6(2):47–58. doi:10.2310/7200.2008.0008

52. Beck AT, Steer RA. Manual for the Beck Anxiety Inventory. San Antonio, TX: Psychological Corporation (1990).

53. Khalsa SB, Cope S. Effects of a yoga lifestyle intervention on performance-related characteristics of musicians: a preliminary study. Med Sci Moni (2006) 12(8):CR325–31.

54. Coelho HF, Canter PH, Ernst E. Mindfulness-based cognitive therapy: evaluating current evidence and informing future research. J Consult Clin Psychol (2007) 75:1000–5. doi:10.1037/0022-006X.75.6.1000

55. Kabat-Zinn J. Full Catastrophe Living: How to Cope with Stress, Pain and Illness Using Mindfulness Meditation. New York, NY: Dell Publishing (1993).

56. Kenny M, Williams JM. Treatment-resistant depressed patients show a good response to mindfulness-based cognitive therapy. Behav Res Ther (2007) 45:617–25. doi:10.1016/j.brat.2006.04.008

57. Kingston T, Dooley B, Bates A, Lawlor E, Malone K. Mindfulness-based cognitive therapy for residual depressive symptoms. Psychol Psychother (2007) 80:193–203. doi:10.1348/147608306X116016

58. Segal ZV, Williams JM, Teasdale JD, Gemar M. A cognitive science perspective on kindling and episode sensitization in recurrent affective disorder. Psychol Med (1996) 26:371–80. doi:10.1017/S0033291700034760

59. Teasdale JD, Segal Z, Williams JM. How does cognitive therapy prevent depressive relapse and why should attentional control (mindfulness) training help. Behav Res Ther (1995) 33:25–39. doi:10.1016/0005-7967(94)E0011-7

60. Teasdale JD, Segal ZV, Williams JM, Ridgeway VA, Soulsby JM, Lau MA. Prevention of relapse/recurrence in major depression by mindfulness-based cognitive therapy. J Consult Clin Psychol (2000) 68:615–23. doi:10.1037/0022-006X.68.4.615

61. Evans S, Ferrando S, Findler M, Stowell C, Smart C, Haglin D. Mindfulness-based cognitive therapy for generalized anxiety disorder. J Anxiety Disord (2008) 22(4):716–21. doi:10.1016/j.janxdis.2007.07.005

62. Weiss M, Nordlie J, Siegel EP. Mindfulness-based stress reduction as an adjunct to outpatient psychotherapy. Psychother Psychosom (2005) 74(2):108–12. doi:10.1159/000083169

63. Lupien S, McEwen B, Gunnar M, Heim C. Effects of stress throughout the lifespan on the brain, behavior and cognition. Nat Rev Neurosci (2009) 10:434–45. doi:10.1038/nrn2639

64. Riley D. Hatha yoga and the treatment of illness. Altern Ther Health Med (2004) 10:20–1.

65. Rodrigues M, Deveza C, Santaella D, Filla J, Gulmini L, Di Benedetto M, et al. Estudos sobre o Yoga. São Paulo: Phorte (2006).

66. Telles S, Desiraju T. Oxygen consumption during pranayamic type of very slow-rate breathing. Indian J Med Res (1991) 94:357–63.

67. Porges SW. The polyvagal theory: phylogenetic contributions to social behavior. Physiol Behav (2003) 79(3):503–13. doi:10.1016/S0031-9384(03)00156-2

68. Orme-Johnson DW, Barnes VA. Effects of the transcendental meditation technique on trait anxiety: a meta-analysis of randomized controlled trials. J Altern Complement Med (2003) 19:1–12. doi:10.1089/acm.2013.0204

69. Beck JG, Stanley MA, Baldwin LE, Deagle EA, Averill PM. Comparison of cognitive therapy and relaxation training for panic disorder. J Consult Clin Psychol (1994) 62(4):818–26. doi:10.1037/0022-006X.62.4.818

70. Ellis A. The importance of cognitive processes in facilitating accepting in psychotherapy. Cogn Behav Pract (2000) 7(3):288–99. doi:10.1016/S1077-7229(00)80085-1

Conflict of Interest Statement: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Received: 12 September 2014; accepted: 24 November 2014; published online: 08 December 2014.

Citation: Vorkapic CF and Rangé B (2014) Reducing the symptomatology of panic disorder: the effects of a yoga program alone and in combination with cognitive-behavioral therapy. Front. Psychiatry 5:177. doi: 10.3389/fpsyt.2014.00177

This article was submitted to Affective Disorders and Psychosomatic Research, a section of the journal Frontiers in Psychiatry.

Copyright © 2014 Vorkapic and Rangé. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) or licensor are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.

OPS/images/fpsyt-05-00177-g004.jpg
BSQ SCORE

G1 (Yoga)

BsSQ

B

G2 (Yoga + CBT)
Wpretest [1posttest





OPS/images/fpsyt-05-00177-t001.jpg
Percent female
Age (years)
Education (years)
Marital status
Single

Married
Divorced/widowed

() SD.

G1 (Yoga)

99.0
42.3 (7.54)
13.1 (2.00)

3 (35%)
6 (60%)
1(5%)

G2 (Yoga + CBT)

99.0
40.9 (9.19)
14.2 (2.03)

3 (356%)
6 (60%)
1(5%)





OPS/images/fpsyt-05-00177-g002.jpg
BAl score

BAI

ik sk

Gl pre test G1 post test G2 pre test G2 post test

mNotalall MMildly mModerately M Severely





OPS/images/fpsyt-05-00177-g003.jpg
PBI score

50

30

10

PBI

®yoga

@yoga + CBT





OPS/images/fpsyt-05-00177-t002.jpg
Outcome
measure

HAMA-A

PBI

BSQ

Time

Pre-test
Post-test
Pre-test
Post-test
Pre-test
Post-test

Yoga Yoga + CBT

Mean SD P Mean SD P
3145 +17 p<0.001 29.06 +14 p<0.001
16.05 +2.7 1255 1.7

44 +2.2 p<0.001 427 +14 p<0.001
26.95 +2.1 20.03 +2.2

498 +13 p<0.001 51.20 +13 p<0.001
3001 +16 2490 424






OPS/images/cover.jpg
Lo e i a e ArA
Tronters n

PSYCHIATRY

Reducing the symptomatology of
panic disorder: the effects of a
yoga program alone and in
combination with
cognitive-behavioral therapy





OPS/images/logo.jpg





OPS/images/fpsyt-05-00177-g001.jpg
HAMA-A score

40

30

20

10

G1 (Yoga)

HAMA-A

Wpre test

post test

G2 (Yoga + CBT)





