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3.3.4 Panic Disorder and Agoraphobia (MHSS) 

Panic disorder is an anxiety disorder characterized by panic attack(s) and the ongoing 
concern about experiencing additional panic attacks [2] (Table 3.10). A panic attack is an abrupt, 
but quickly peaking, surge of intense fear or discomfort, accompanied by a series of physical 
symptoms. Agoraphobia is an anxiety disorder characterized by an intense fear or anxiety 
triggered by the real or anticipated exposure to a number of situations (i.e., using public 
transportation, being in open spaces, being in enclosed spaces, standing in line, being in a crowd, 
or being outside the home), which causes clinically significant distress or impairment 
(Table 3.10) [2]. In DSM-IV, panic disorder and agoraphobia were conceptually linked. The 
diagnoses in DSM-IV included panic disorder with agoraphobia, panic disorder without 
agoraphobia, and agoraphobia without history of panic disorder. In DSM-5, however, panic 
disorder and agoraphobia have been separated and individuals meeting criteria for both disorders 
are considered to have comorbid mental illnesses. 

Panic disorder and agoraphobia are both assessed in the MHSS and criteria changes may 
affect AMI/SMI estimates. Examining the comparison of panic disorder criteria specifically 
(Table 3.10), with the exception of the disaggregation of agoraphobia, the criteria are similar 
between DSM-IV and DSM-5. There are minor wording changes to the description of panic 
attacks that may have slight implications to the prevalence of panic disorder under DSM-5. 
Under DSM-IV the specification was made that panic attacks were discrete periods of intense 
fear or discomfort that peaked within 10 minutes. In DSM-5, panic attacks are described as an 
abrupt surge of intense fear or intense discomfort that peak within a few minutes. The wording 
changes reflect two conceptual issues. First, the change in wording from a discrete event to an 
abrupt surge broadens criteria based on evidence that panic attacks do not necessarily arise "out 
of the blue," but can arise during periods of anxiety or other distress and that it is the sudden 
increase in fear/discomfort that is the hallmark of a panic attack. In addition, they have removed 
the 10-minute criterion in favor of the less precise but implicitly shorter descriptive of "within 
minutes" [2 p. 214]. The diagnostic changes in panic disorder will impact NSDUH and the 
MHSS insofar as they alter the prevalence of the disorder or the population being classified as 
having a disorder. Literature on the impact of these changes is limited at this time, the wording 
changes are minimal, and the overall concept and threshold for the disorder remain unchanged; 
therefore, the impact on MHSS and AMI/SMI estimates will likely be nominal. 

More substantive changes have occurred with the criteria for agoraphobia (Table 3.10). In 
addition to being separated conceptually from panic disorder (meaning those who were excluded 
from having agoraphobia cause by panic disorder will now qualify for the agoraphobia 
diagnosis), a more formalized set of criteria have been developed. First, a formalized threshold 
for the number of fear or anxiety provoking situations has been two or more situations from a list 
of five. Second, in DSM-5 the anxiety is not restricted to a fear of having a panic attack, as it was 
in DSM-IV, rather the anxiety is related to a fear of having trouble escaping or obtaining help 
should panic-like symptoms or other incapacitating or embarrassing symptoms occur. Third, a 
new criterion is that the fear or anxiety must be consistent and that the same situation almost 
always provokes the reaction. Fourth, the fear or anxiety has to be out of proportion to the 
situation. Fifth, a duration criterion has been added stating that the fear, anxiety, or avoidance 
typically lasts 6 months or more. Finally, the agoraphobia symptoms must cause significant 
distress and impairment. 
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Table 3.10 Panic Disorder and Agoraphobia Criteria Changes from DSM-IV to DSM-5 

DSM-IV 
Disorder DSM-IV Criteria DSM-5 Disorder DSM-5 Criteria 
Diagnostic Class: Anxiety Disorders SAME 
Panic Attack1 A discrete period of intense fear or discomfort, in which four 

or more of the following symptoms developed abruptly and 
reached a peak within 10 minutes 

Palpitations, pounding heart, or accelerated heart rate 
Sweating 
Trembling or shaking 
Sensations of shortness of breath or smothering 
Feeling of choking 
Chest pain or discomfort 
Nausea or abdominal distress 
Feeling dizzy, unsteady, lightheaded, or faint 
Derealization (feelings of unreality) or depersonalization 

(being detached from oneself) 
Fear of losing control or "going crazy" 
Fear of dying 
Paresthesias (numbness or tingling sensation) 
Chills or hot flushes. 

Panic Attack1 An abrupt surge of intense fear or intense 
discomfort that reaches a peak within minutes and 
during which time four or more of the following 
symptoms occur. 

List is unchanged, except that "hot flushes" has 
been modified to "heat sensations" and there 
has been a reordering of symptoms. 

 

(continued) 
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Table 3.10 Panic Disorder and Agoraphobia Criteria Changes from DSM-IV to DSM-5 (continued) 

DSM-IV 
Disorder DSM-IV Criteria DSM-5 Disorder DSM-5 Criteria 
Agoraphobia1 Anxiety about being in places or situations from which 

escape might be difficult (or embarrassing) or in which help 
may not be available in the event of having an unexpected or 
situationally predisposed panic attack or panic-like 
symptoms. Agoraphobic fears typically involve 
characteristic clusters of situations that include being outside 
the home alone; being in a crowd or standing in a line; being 
on a bridge; and traveling in a bus, train, or automobile. 

Agoraphobia A marked fear or anxiety about two (or more) of the 
following five situations: 

Using public transportation 
Being in open spaces 
Being in enclosed spaces (e.g., shops, theaters, 

cinemas) 
Standing in line or being in a crowd 
Being outside the home alone. 

The situations are avoided (e.g., travel is restricted) or else 
are endured with marked distress or with anxiety about 
having a panic attack or panic-like symptoms, or require the 
presence of a companion. 

SAME 

N/A The agoraphobic situations almost always provoke 
fear or anxiety. 

N/A The fear or anxiety is out of proportion to the actual 
danger posed by the agoraphobic situations and to 
the sociocultural context. 

N/A The fear, anxiety, or avoidance is persistent, 
typically lasting 6 months or more. 

N/A The fear, anxiety, or avoidance causes clinically 
significant distress or impairment in important areas 
of functioning. 

The anxiety or phobic avoidance is not better accounted for 
by another mental disorder. 

SAME 

(continued) 
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Table 3.10 Panic Disorder and Agoraphobia Criteria Changes from DSM-IV to DSM-5 (continued) 

DSM-IV 
Disorder DSM-IV Criteria DSM-5 Disorder DSM-5 Criteria 
Agoraphobia 
without history 
of Panic 
Disorder 

The presence of agoraphobia related to fear of developing 
panic-like symptoms. 

Agoraphobia The individual fears or avoids these situations 
because of thoughts that escape might be difficult or 
help might not be available in the event of 
developing panic-like symptoms or other 
incapacitating or embarrassing symptoms. 

Criteria for panic disorder have never been met. DROPPED 
The disturbance not due to the direct physiological effects of 
a substance (e.g., a drug of abuse or a medication) or a 
general medical condition 

DROPPED 

If an associated general medical condition is present, the fear 
described in Criterion A is clearly in excess of that usually 
associated with the condition. 

SAME 

Panic Disorder, 
with/without 
Agoraphobia  

Both: 
Recurrent and unexpected panic attacks (see below) 
≥ 1 attack has been followed by 1 month or more of 1 or 

more of the following 
Persistent concern about additional attacks 
Worry about the implications of the attack or its 
consequences 
A significant change in behavior related to the attacks 

Panic Disorder Both: 
Recurrent and unexpected panic attacks (see 

below) 
≥ 1 attack has been followed by 1 month or more 

of 1 or both of the following 
Persistent concern about additional attacks or their 
consequences 
A significant maladaptive change in behavior 
related to the attacks 

The panic attacks are not due to the direct physiological 
effects of a substance (e.g., a drug of abuse or a medication) 
or a general medical condition 

SAME 

The panic attacks are not better accounted for by another 
mental disorder. 

SAME 

Without agoraphobia: Absence of agoraphobia (see below) DROPPED 
With agoraphobia: Presence of agoraphobia DROPPED 

1 Not a codable disorder, considered a feature of the specific disorder in which the panic attack/agoraphobia occurs. 
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All of these changes make it difficult to determine the change in prevalence or 
characteristics of individuals meeting DSM-5 diagnostic criteria for agoraphobia. Although the 
disaggregation of agoraphobia from panic disorder would increase the prevalence of 
agoraphobia, the more stringent diagnostic criteria may counter that increase to some extent. In 
addition to the alterations in prevalence, a direct concern for MHSS and subsequently how the 
definition of SMI and AMI is operationalized is that individuals who met DSM-5 criteria for 
agoraphobia may differ substantively from individuals who met DSM-IV agoraphobia (with or 
without panic disorder). Currently, there is no quantitative data on this possibility in children or 
adults. 

3.3.5 Specific Phobia (MHSS) 

Specific phobia is an anxiety disorder characterized by fear or anxiety about the presence 
of a specific object or situation [2]. DSM-IV to DSM-5 criteria changes for specific phobia 
consists of numerous minor wording changes (Table 3.11). The two major changes include the 
elimination of the DSM-IV requirements that the person recognizes that the fear is excessive or 
unreasonable and a specification that the duration for everyone is typically 6 months or longer 
(as opposed to requiring that minimum duration just for children). The elimination of the DSM-
IV criterion that specifies that the person has insight that the fear is excessive or unreasonable is 
expected to increase the prevalence of specific phobia; however, research into the degree of 
impact is inconsistent [77]. In a study of 3,000 psychiatric outpatients (average age = 38.5, range 
not specified) and 1,800 prospective bariatric surgical patients (average age = 42.3, range not 
specified) receiving care through a Rhode Island hospital system, comparisons of diagnostic 
rates with and without the insight criterion indicated that less than 1 additional percent of each 
population met criteria for lifetime-specific phobia as a result of dropping the insight criterion 
[78]. Of the 12.3 percent of psychiatric outpatients who met either DSM-IV or DSM-5 criteria 
for lifetime specific phobia, 4.1 percent met criteria without having insight into the 
excessive/unreasonableness of their fear. This is consistent with other research that identified age 
differences in criterion endorsement for specific phobia [77]. In a study of older, community-
sampled adults (aged 65 or older), the prevalence of past year specific phobia was 2.0 percent, 
and over half of those meeting DSM-IV specific phobia criteria (excluding the insight criterion) 
did not have insight into the excessive/unreasonableness of their fear [79]. This suggests that the 
overall prevalence of specific phobia may be slightly increased (approximately 1 percent) under 
DSM-5 criteria (because of the removal of the insight criterion), thereby affecting AMI/SMI 
estimation, but this effect may not be uniform across all ages. 

The change in the duration criterion was recommended to increase reliability of the 
diagnosis among adults [77]; however, there are little data about how significant this change will 
be with respect to population prevalence estimates and any resulting misclassification, thereby 
making it difficult to determine the impact on MHSS and subsequently NSDUH. Anecdotal 
evidence suggests that if the duration of specific phobia is sufficiently long that this change is 
likely to have little impact on prevalence estimates [77]. 

  




