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SYNOPSIS

Panic disorder consists of recurrent, disabling attacks of
panic. It is frequently complicated by agoraphaobia and
other anxiety disorders or depression. Panic disorder
differsfrom anisolated panicattack, both clinicallyandin
treatment. Many patients respond to a combination of
lifestyle change, especially control of caffeineand alcohol
use, and cognitivebehaviour therapy. For panicdisorder,
high potency benzodiazepines ar e effective for acute and
long-term treatment, but have the disadvantages of
sedation, druginter actionsand discontinuation problems.
For long-term treatment, imipramine is effective, but a
lack of tolerability substantially limitsits use. Most new
antidepr essantsareprobably effectivefor panicdisor der,
but few have been approved for thisindication.

Index words: cognitive behaviour therapy,
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Introduction

The separation of anxiety disordersinto anumber of discrete
conditionshasimproved our understanding of theseproblems,
and enabled better-focused treatment. Approximately one
third of peoplewill experienceat | east onepanicattack intheir
life. This may typically occur after excessive caffeine or
alcohol use, or when fatigued, or otherwise stressed. Thisis
quitedifferent from panicdisorder inwhichtherearerecurrent
and unexpected panic attacksand at | east one of theattackshas
been followed by amonth or more of persistent concern about
having additional attacks. Thereisalso asignificant changein
behaviour related to the attacks. Panic disorder may occur
with or without agoraphobia. Panic attack and panic disorder
should be differentiated as they need different interventions.

Panic attack

A panicattack isadiscreteperiod of intensefear or discomfort,
in which four (or more) of the following symptoms develop
abruptly and reach a peak within 10 minutes:

» papitations, pounding heart, or accelerated heart rate
* sSweating

» trembling or shaking

* sensations of shortness of breath or smothering

» feeling of choking

 chest pain or discomfort

* nauseaor abdominal distress

» feeling dizzy, unsteady, light-headed, or faint
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o deredlisation (feelings of unredlity) or depersonalisation
(being detached from oneself)

« fear of losing control or going crazy

o fear of dying

» paraesthesias (numbness or tingling sensations)
 chillsor hot flushes.

Panic disorder

Thecriteriafor panic disorder! arethe occurrence of recurrent
and unexpected panic attacks with at least one of the attacks
having been followed by a month or more of:

* persistent concern about having additional attacks

e worry about the implications of the attack or its
consequences, for example, losing control, having a heart
attack, or going crazy

« asdignificant change in behaviour related to the attacks.

Panic disorder may be spontaneous, or a reaction to certain
situations. Spontaneous panic occurs in any circumstances,
often seemingly ‘out of the blue'. Whileit may be possibleto
identify pre-existing vulnerability such as fatigue, work or
family stress, for many patientsthisisnot the case. Theremay
be a genetic factor which increases peopl€’ s vulnerability to
panic disorder.

Situational panic occurs when a patient is exposed to trigger
eventsor circumstances. Thesemay bewheninalift, car, bus,
tunnel or on a bridge or in situations where the patient fears
they will not be able to escape. The added fear of their
situation, coupledwith somepre-existingvulnerability, results
in the panic occurring in that particular setting or settings.

Patientswith panic disorder may present to doctors' surgeries
or emergency departments. They may feel that they arehaving
a‘heart-attack’ or are about to die, or cannot get their breath
or have ‘air hunger’, usualy in the absence of any signs of
respiratory disorder.

Agoraphobia

Panic disorder may occur with agoraphobia. The essential
agoraphobic features are:

e 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 a panic
attack

+ avoidance behaviour.

Agoraphobicfearsinvol vesituationsthat includethefollowing:
being alone outside the home, or being home alone, being in
acrowd, standing inaqueue, being on abridge, and travelling
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in abus, train or car. The patient avoids these (for example,
travel is restricted) or else they are endured with marked
distress or anxiety, or require the presence of a companion.!

Differential diagnosis

All the above disorders require that the anxiety or phobic
avoidance is not caused by other conditions, for example
substance abuse, general medical conditions such as
thyrotoxicosis, or another mental disorder such as the
avoidanceassociatedwithsocial phobia(social anxiety disorder).
Anxiety disorders may occur alone, together, or with other
psychiatric illnesses, most commonly depression. The panic
disorder commonly precedesthe depression, but may follow it.
If there are psychiatric comorbidities, treat each disorder.

Investigation

If there are concerns about the patient’ s physical health these
should beinvestigated. Some patientspresent withrespiratory
symptoms such as a feeling of choking or having difficulty
getting their breath. While they may clearly have a mental
health problem a respiratory disorder should be excluded.
Pal pitations, tachycardiaand chest pain may warrant an ECG.
Difficulties in swallowing, a ‘lump in the throat’,
gastrointestinal discomfort, constipation or diarrhoea may
also require further investigation. Feelings of numbnesswith
tingling and pinsand needlesmay suggest atransientischaemic
attack, but bilateral symptoms, and the absence of focal signs
normally point to a psychological cause.

The presence of symptoms which occur in multiple systems
for brief periods of time without a change in consciousness,
canusually suggest apanic attack or panic disorder rather than
other disease. Thesepatientsshould not beover -investigated,
or referred from specialist to specialist. Recognise and
diagnose panic disorder on its clinical criteria, not just as a
diagnosis of exclusion.

Treatment of panic attacks

Any underlying problems should be treated. For example, if
the patient has been drinking to excess and their panic attacks
are triggered by either intoxication or withdrawal, reducing
their intake of alcohol is central to treatment. Restricting
caffeine intake or eliminating it from the diet may a so help.

Spontaneous isolated panic attacks can be managed with
simple lifestyle changes and stress management techniques.
Education about the attack and thefact that it doesnot indicate
a dire physical disease is important, as most isolated panic
attacks will not recur. There is almost no role for
pharmacotherapy in this case.

Treatment of panic disorder

Althoughtheremay beadlightly increased cardiovascular risk
associated with panic disorder, for the vast majority of cases,
the major disadvantages are the patient’s emotional and
behavioural responsesto the symptoms. Cogpnitive behaviour
therapy?isthetreatment of choice, and hel psmany patients. It
involvesfirstly educating the patient about panic disorder, its
causes, outcome and management.

Teaching the patient relaxation techniques and how to deal
with hyperventilation can hel p them to stop or control apanic
attack. Rebreathing in a paper bag for someone who is
hyperventilating, israrely indicatedinageneral practice, orin
emergency departments. The hyperventilation has usually
settled by thetimethe patient presents. Encouragement totake
slow deep measured breaths, using awatch or clock asaguide
torespiratory rate, isatechniquethat patientscanuseanywhere.
This is more socialy acceptable than starting to breathe
noisily into a paper bag when they fear an attack.

Cognitive behaviour therapy for panic disorder involves both
cognitiveand behavioural el ements, but thecognitivee ements
may be more prominent. Behavioura elements may be more
hel pful with exposure and response prevention for situational
panic. These behavioural treatments are useful in helping
people gradually gain mastery of a feared situation and
avoidance to dramatically free up their lives.

Drug treatment can be added to cognitive behaviour therapy.
There is the suggestion that the response to this combined
approach is better than either treatment alone and there may
be alower risk of relapse when medication is discontinued.

Pharmacotherapy®
Benzodiazepines

Alprazolamand clonazepam areeffectivefor theacutetherapy
andthemaintenancetreatment of panicdisorder. Effectiveness
isprobably not confined to these potent benzodiazepines and
all benzodiazepines may be effective in high enough doses.
They need to be taken continuously as the onset of panicis
usually so fast that theworst of the panic attack isover before
anacutedoseof abenzodiazepinecanbeeffective. Asaresult,
thereisthepotentia for problemswith sedation, co-ordination,
interaction with other sedatives and cognitive effects, which
oftenimpair theability to benefit from psychol ogical therapy.
In part, the reduction in the effectiveness of psychological
therapy caused by benzodiazepines, may be from areduction
in motivation. At the end of a course of therapy when the
benzodiazepine is reduced, typically after some months of
panic control, about a third of patients have difficulties in
discontinuingthedrugs. Thedoseshoul dthereforebegradually
tapered over aperiod aslong as six monthsto ayear. Despite
the major limitations of benzodiazepines, they are uniquely
effective for the acute control of panic disorder and
agoraphobia.

The dose of a benzodiazepine to control agoraphobia is
typically higher than that to control panic. Typical doses of
aprazolam for controlling panic are 4 mg daily compared to
6 mg daily for agoraphobia.

Antidepressants

Several antidepressantshavebeenusedtotreat panicdisorder.
Aswithdepression, and unliketreatment with benzodiazepines,
itistypically 2—4 weeks or even 6-8 weeks of treatment with
anantidepressant beforereductioninthefrequency or severity
of panicattacksisapparent. Theresponseratetoanti depressants
varies from 60-90%. Approximately 10-40% of patients
(typically about 20-30%) will therefore need to bechanged to
another drug becauseof lack of benefit.*If thereisnoresponse
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to the medication after 6-8 weeks the dose should be slowly
reduced, and an alternative drug prescribed.

If antidepressantswork they should becontinuedfor aminimum
of six months. An extended panic-free period givesthe patient
the confidence to start new activitiesin their lives and return
to anormal balance.

Antidepressants should be gradually reduced before stopping
them. Thistypically takes 2—4 weeks, or occasionally longer
if amore rapid reduction results in discontinuation effects.

Tricyclic antidepressants

I mipramineand clomipraminehavebeenwidely studiedinthe
treatment of panic disorder. Both are effective but poorly
tolerated. This generally precludes their use in patients with
panic disorder.

Monoamine oxidase inhibitors (MAOIS)

The irreversible non-selective inhibitors of monoamine
oxidasesA and B areeffective, with phenel zine possibly being
themost effectivepharmacol ogical treatment for panicdisorder.
Quiteapart fromtherisk of dietary interactions, thesemedicines
are not well tolerated when given in an effective dose. The
recommended dose of phenelzine in the treatment of panic
disorderisapproximately 1 mg/kg/day, at which dose postural
hypotension is a common disabling adverse event.

Newer antidepressants

All of the new antidepressants are probably effective in
treating panic disorder. Their effectiveness seems to occur
evenintheabsence of coexisting or comorbid depression. For
some newer antidepressantsthere are extensive research data.
Paroxetine has been approved for the treatment of panic
disorder and the prevention of relapse. Sertraline is also
approvedinAustraliafor panicdisorder. Aswiththetricyclics
and MAOQIs, theinitial dose should below and then gradually
increased as these patients seem to experience more adverse
effects when they start treatment. The final therapeutic dose
whichisrequiredfor thetreatment of panicdisorderistypically
higher than the dose for the treatment of depression. For
example, with paroxetine a common antidepressant dose is
20 mg/day while the dose is 40 mg/day or more for panic
disorder. When treating agoraphobiawith antidepressants, as
with benzodiazepines, some patients need a higher dose than
those with panic alone.

Summary

When apatient presents with panic disorder it isimportant to
ascertain that thisisnot simply anisolated panic attack, or the
conseguences of maladaptive behaviours, or circumscribed
stress. Brief counselling and somelifestylechangescoul d deal
with such disorders. Panic disorder itself, with or without
agoraphobia, can beusefully hel ped with cognitive behaviour
therapy.

If symptoms are more marked, if the patient cannot relate to
cognitive behaviour therapy, or if improvement isinadequate
with the psychological approach alone, medications can be
very helpful. Drugs can al so be useful when thereisnot ready
access to cognitive behaviour therapy. If immediate relief is
essential, benzodiazepinesmay beuniquely effective, although
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they havethepotential for long-termadverseconsequences. In
general, one of the newer antidepressantsismore appropriate.
There is little merit in combining a benzodiazepine with an
antidepressant for these patients. This is because the panic
disorder has usually been long-standing, the time taken to
respond to the antidepressant is relatively short, and the
potential adverse consequences of benzodiazepines are
substantial. After aresponsemost patientson pharmacotherapy
would be expected to continue treatment for 6-12 months
usually in conjunction with cognitive behaviour therapy.

If apatient doesnot respond, their diagnosi sshould bereviewed,
and consideration given to specialist referral. A specialist
referral may also be indicated for those who are severely
incapacitated by their panic disorder.

NOTE

Thediagnostic featureswhich are highlighted in this paper have been adapted
from DSM-1V, the American Diagnostic and Statistical Manual of Mental
Disorders, 4th Edition.* These are similar though not identical to diagnostic
criteria for panic disorder in ICD-10 of the World Health Organization.®
DSM-IV Ciriteria have been referred to in this paper as they are the most
commonly used by psychiatristsin Australia.
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Self-test questions

The following statements are either true or false
(answers on page 139)

5. Cognitive behaviour therapy is the treatment of
choice for panic disorder.

. New antidepressants usually need to be given in

doses which are higher for panic disorder than the
doses needed to treat depression.




