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Abstract

Chronic obstructive pulmonary disease (COPD) is a progressive respiratory condition
frequently complicated by significant psychological comorbidities, including anxiety disorders
and panic-spectrum symptoms. Prevalence rates of anxiety and panic disorder in COPD patients
substantially exceed those in the general population, contributing to diminished quality of life,
increased exacerbation frequency, greater perceived dyspnea severity, prolonged hospitalizations,
and elevated healthcare utilization. This narrative review synthesizes evidence on the interplay
among agoraphobic avoidance, anxiety sensitivity (particularly its physical concerns dimension),
catastrophic misinterpretations of bodily sensations, and emotional distress in COPD. Key
findings indicate that agoraphobic avoidance—manifesting as evasion of physical exertion,
public spaces, or situations perceived as escape-restrictive—operates not merely as a
consequence of dyspnea-related fear or panic but as a maintaining factor. Bidirectional
relationships emerge: elevated anxiety sensitivity and emotional distress predict avoidance
behaviors, while avoidance perpetuates catastrophic beliefs, interoceptive hypervigilance,
physical deconditioning, and intensified psychological symptoms. These mechanisms align with
cognitive-behavioral models of anxiety maintenance and have direct implications for integrating
targeted psychological interventions—such as exposure-based strategies and cognitive
restructuring—into standard COPD management, including pulmonary rehabilitation.
Limitations of existing research and directions for future longitudinal and interventional studies
are discussed.
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1. Introduction. Chronic obstructive pulmonary disease (COPD) ranks among the leading
causes of morbidity and mortality worldwide, characterized by persistent airflow limitation,
progressive dyspnea, and recurrent exacerbations. While pharmacological and rehabilitative
approaches primarily target physiological aspects, psychological comorbidities profoundly
influence disease trajectory and patient outcomes. Anxiety disorders, particularly panic disorder
and generalized anxiety, affect 10–40% of COPD patients—rates markedly higher than in
community samples—and are associated with poorer health-related quality of life, increased
symptom burden, frequent exacerbations, higher hospitalization rates, and elevated mortality risk.

A growing body of literature emphasizes cognitive and behavioral factors beyond mere
physiological impairment. Anxiety sensitivity (AS)—the fear of anxiety-related somatic
sensations due to perceived harmful consequences—serves as a vulnerability factor for panic-
spectrum psychopathology. In respiratory contexts, the physical concerns subscale of AS (fears
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related to breathlessness, choking, or cardiovascular sensations) appears especially salient.
Concurrently, agoraphobic avoidance emerges as a prominent behavioral response, involving
deliberate restriction of activities perceived to provoke dyspnea or panic. This review examines
the prevalence, correlates, and bidirectional maintenance mechanisms of agoraphobic avoidance
and anxiety sensitivity in COPD, drawing on empirical findings to underscore their role in
amplifying emotional distress and informing targeted interventions.

2. Anxiety Sensitivity and Catastrophic Misinterpretation in COPD Anxiety sensitivity
is conceptualized as a dispositional tendency to interpret anxiety-related bodily sensations
catastrophically, thereby amplifying fear and physiological arousal in a positive feedback loop.
In COPD, where dyspnea constitutes a core and recurrent symptom, AS—particularly its
physical concerns dimension—facilitates misinterpretation of breathlessness as signaling
imminent suffocation, cardiac events, or loss of control.

Empirical studies consistently demonstrate elevated AS in COPD patients with panic
symptoms compared to non-panic COPD cohorts and healthy controls. While total AS scores
may not always diverge significantly from normative data, the physical concerns subscale
reliably differentiates groups and correlates with heightened dyspnea perception, panic frequency,
and functional impairment. Catastrophic cognitions regarding somatic sensations further
exacerbate symptom experience: patients interpret normal or mildly elevated ventilatory demand
as dangerous, triggering anticipatory anxiety and avoidance. Such interpretations are linked to
increased interoceptive sensitivity and reduced tolerance for respiratory loads, perpetuating a
cycle wherein fear amplifies perceived symptom severity.

3. Agoraphobic Avoidance in COPD: Prevalence and Manifestations Agoraphobic
avoidance refers to the behavioral tendency to evade situations anticipated to elicit anxiety, panic,
or intolerable dyspnea. In classical panic disorder, avoidance serves as a safety-seeking strategy
to prevent feared outcomes. In COPD, similar patterns emerge but are frequently decoupled from
overt panic attacks: patients restrict physical exertion, avoid crowded or enclosed spaces, limit
travel, and curtail social or occupational activities—even absent recent panic episodes.

Cross-sectional comparisons reveal significantly greater avoidance in COPD relative to age-
matched controls, independent of panic history. Avoidance manifests across domains:

 Activity-related (e.g., reluctance to climb stairs or exercise)
 Situational (e.g., avoidance of public transport or shopping)
 Social (e.g., reduced participation in family or community events)

These behaviors often arise from anticipatory fear of breathlessness rather than panic per se,
functioning as a generalized coping mechanism for managing chronic dyspnea threat.

4. Bidirectional Relationships Between Avoidance, Anxiety Sensitivity, and Emotional
Distress Multivariate analyses indicate robust associations between avoidance and psychological
outcomes. Higher avoidance levels correlate with elevated physical symptom concerns, anxiety
sensitivity scores, depressive symptoms, and overall emotional distress. Notably, avoidance
predicts distress and physical concerns above and beyond objective lung function, dyspnea
severity, or recent panic attacks.
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Regression models support bidirectionality:

 Elevated AS and emotional distress prospectively predict increased avoidance.
 Avoidance, in turn, predicts amplified catastrophic interpretations, greater interoceptive

fear, and intensified anxiety/depression.

This reciprocal pattern conforms to cognitive-behavioral maintenance formulations:
avoidance prevents disconfirmatory experiences (e.g., exposure to benign dyspnea), thereby
sustaining maladaptive beliefs and preventing habituation to feared sensations.

5. Mechanisms of Maintenance: From Adaptation to Vicious Cycle Cognitive-
behavioral theory delineates key processes perpetuating anxiety: selective attention to threat,
physiological hyperarousal, and safety-seeking behaviors. In COPD, agoraphobic avoidance
contributes via multiple pathways:

 Reinforcement of catastrophic dyspnea interpretations by limiting corrective learning.
 Prevention of interoceptive exposure, thereby preserving hypervigilance to bodily cues.
 Promotion of physical deconditioning, which objectively worsens exertional dyspnea and

reinforces fear.
 Reduction in reinforcing activities, exacerbating depressive symptoms and isolation.
 Heightened healthcare utilization through delayed help-seeking or overuse of acute

services.

Thus, avoidance transitions from an initially adaptive response to a central maintaining
factor in the dyspnea–anxiety–avoidance cycle.

6. Clinical Implications for COPD Management Conventional COPD guidelines
prioritize bronchodilators, pulmonary rehabilitation, and self-management education. However,
accumulating evidence advocates routine psychological screening—including assessment of
agoraphobic avoidance and AS—using validated tools (e.g., Agoraphobic Cognitions
Questionnaire, Anxiety Sensitivity Index).

Targeted interventions hold promise:

 Graded exposure to dyspnea-provoking activities within pulmonary rehabilitation to
reduce avoidance and foster corrective learning.

 Cognitive restructuring to challenge catastrophic misinterpretations.
 Interoceptive exposure techniques to desensitize patients to respiratory sensations.
 Behavioral activation to counteract depressive withdrawal.

Preliminary data suggest that pulmonary rehabilitation indirectly mitigates avoidance
through controlled physical challenge, yielding dual physiological and psychological gains.
Adjunctive cognitive-behavioral therapy (CBT) protocols tailored to COPD have demonstrated
feasibility in reducing panic and avoidance.

7. Limitations and Future Directions Existing research is constrained by predominantly
cross-sectional designs, small-to-moderate sample sizes, reliance on self-report measures, and



INTERNATIONAL JOURNAL
OF MEDICAL SCIENCES

ISSN NUMBER: 2692 - 5206 Volume 6. No 02. February ,2026

212

limited comorbidity adjustment. Few studies differentiate dyspnea-specific from general
agoraphobia or employ objective behavioral indices of avoidance.

Future priorities include:

 Longitudinal cohorts to establish temporal precedence and causality.
 Randomized controlled trials of avoidance-focused interventions (e.g., exposure-

augmented rehabilitation).
 Integration of ecological momentary assessment to capture real-time avoidance–distress

dynamics.
 Examination of moderating factors (e.g., disease severity, sex, socioeconomic status).

8. Conclusion Agoraphobic avoidance and elevated anxiety sensitivity represent prevalent,
clinically significant processes in COPD that sustain emotional distress and exacerbate
functional impairment independently of pulmonary physiology. By functioning as both
consequence and maintainer within reciprocal dyspnea–anxiety cycles, these factors offer a
critical therapeutic target. Incorporating routine evaluation of avoidance behaviors and tailored
psychological strategies into multidisciplinary COPD care could substantially improve
psychological well-being, reduce healthcare burden, and enhance overall prognosis. Rigorous
interventional research is urgently needed to translate these insights into evidence-based practice.

References

1. American Psychiatric Association. Diagnostic and statistical manual of mental
disorders. 5th ed. Washington, DC: American Psychiatric Publishing; 2013.

2. Clark DM. A cognitive approach to panic. Behav Res Ther. 1986;24(4):461–470.
3. Global Initiative for Chronic Obstructive Lung Disease (GOLD). Global strategy for

the diagnosis, management, and prevention of chronic obstructive pulmonary disease.
2023 Report.

4. Katon W, Ciechanowski P. Impact of major depression on chronic medical illness. J
Psychosom Res. 2002;53(4):859–863.

5. Livermore N, Sharpe L, McKenzie D. Fear and avoidance of activities in chronic
obstructive pulmonary disease: The role of pulmonary rehabilitation. J Psychosom Res.
2010;68(5):489–496.

6. Maurer J, Rebbapragada V, Borson S, Goldstein R, Kunik ME, Yohannes AM, et al.
Anxiety and depression in COPD: Current understanding, unanswered questions, and
research needs. Chest. 2008;134(4 Suppl):43S–56S.

7. McCracken LM, Keogh E. Acceptance, mindfulness, and values-based action in chronic
illness. J Psychosom Res. 2009;66(4):325–334.

8. Mikkelsen RL, Middelboe T, Pisinger C, Stage KB. Anxiety and depression in patients
with chronic obstructive pulmonary disease (COPD): A review. Nord J Psychiatry.
2004;58(1):65–70.

9. Miller MR, Hankinson J, Brusasco V, et al. Standardisation of spirometry. Eur Respir J.
2005;26(2):319–338.

10. Simon NM, Pollack MH, Tuby KS, Stern TA. Anxiety disorders and chronic
obstructive pulmonary disease: Comorbidity and treatment implications.
Psychosomatics. 2005;46(3):178–185.



INTERNATIONAL JOURNAL
OF MEDICAL SCIENCES

ISSN NUMBER: 2692 - 5206 Volume 6. No 02. February ,2026

213

11. Taylor S. Anxiety sensitivity: Theory, research, and treatment of the fear of anxiety.
Mahwah, NJ: Lawrence Erlbaum Associates; 1999.

12. Taylor S, Zvolensky MJ, Cox BJ, Deacon B, Heimberg RG, Ledley DR, et al. Robust
dimensions of anxiety sensitivity: Development and initial validation of the Anxiety
Sensitivity Index-3. Psychol Assess. 2007;19(2):176–188.

13. Vlaeyen JWS, Linton SJ. Fear-avoidance and its consequences in chronic
musculoskeletal pain: A state of the art. Pain. 2000;85(3):317–332.

14. World Health Organization. Chronic obstructive pulmonary disease (COPD) fact sheet.
2023.

15. Zigmond AS, Snaith RP. The hospital anxiety and depression scale. Acta Psychiatr
Scand. 1983;67(6):361–370.

16. Bestall JC, Paul EA, Garrod R, Garnham R, Jones PW, Wedzicha JA. Usefulness of the
Medical Research Council (MRC) dyspnoea scale. Thorax. 1999;54(7):581–586.


	Kurbonov Khayitjon Shavkat o`g`li
	Asia International University Bukhara,Uzbekistan
	References

