
Panic Disorder  
Ensuring Prompt Recognition and Treatment
Pharmacologic and/or psychotherapeutic interventions are effective for most patients. 
But first, you must rule out organic causes of the symptoms.

Eric H. Berko, PhD, Gabriela Feier, MD

Lacey, 37, is seen by her primary care pro-
vider (PCP) as follow-up to a visit she made 
to the emergency department (ED). She has 
gone to the ED four times in the past year. 
Each time, she presents with tachycardia, 
dyspnea, nausea, numbness in her extremi-
ties, and a fear that she is having a heart at-
tack. Despite negative workups at each visit 
(ECG, cardiac enzymes, complete blood count, 
toxicology screen, Holter monitoring), Lacey 
is terrified that the ED doctors are missing 
something. She is still “rattled” by the chest 
pain and shortness of breath she experiences. 
Mild symptoms are persisting, and she is wor-
ried that she will have a heart attack and die 
without the treatment she believes she needs. 
How do you proceed?

P anic disorder (PD) is characterized 
by the spontaneous and unexpected 
occurrence of panic attacks and by 

at least one month of persistent worry about 
having another attack or significant mal-
adaptive behaviors related to the attack. Fre-
quency of such attacks can vary from several 
a day to only a few per year. In a panic attack, 
an intense fear develops abruptly and peaks 
within 10 minutes of onset. At least four of 
the following 13 symptoms must accompany 
the attack, according to the Diagnostic and 
Statistical Manual of Mental Disorders, Fifth 
edition (DSM-5)

• Palpitations, pounding heart, or accel-
erated heart rate

• Sweating
• Trembling or shaking
• Sensations of shortness of breath or 

smothering
• Feeling of choking
• Chest pain or discomfort

• Feeling dizzy, unsteady, lightheaded, or 
faint

• Nausea or abdominal distress
• Derealization (feelings of unreality) 

or depersonalization (being detached 
from oneself)

• Fear of losing control or going crazy
• Fear of dying
• Paresthesia (numbness or tingling sen-

sations)
• Chills or hot flushes.1

Lifetime incidence rates of PD are 1% 
to 3% for the general population.2 A closer 
look at patients presenting to the ED with 
chest pain reveals that 17% to 25% meet cri-
teria for PD.3,4 And an estimated 6% of in-
dividuals experiencing a panic attack pres-
ent to their primary care provider.5 Patients 
with PD tend to use health care resources at 
a disproportionately high rate.6

An international review of PD research 
suggests the average age of onset is 32 
years.7 Triggers can vary widely, and no sin-
gle stressor has been identified. The exact 
cause of PD is unknown, but a convergence 
of social and biological influences (includ-
ing involvement of the amygdala) are im-
plicated in its development.6 For individu-
als who have had a panic attack, 66.5% will 
have recurrent attacks.7 Lifetime prevalence 
of panic attacks is 13.2%.7

Differential goes far beyond myocar-
dial infarction. Many medical conditions 
can mimic PD symptoms: cardiovascular, 
pulmonary, and neurologic diseases; en-
docrine diseases (eg, hyperthyroidism); 
drug intoxication (eg, stimulants [cocaine, 
amphetamines]); drug withdrawal (eg, ben-
zodiazepines, alcohol, sedative-hypnotics); 
and ingestion of excessive quantities of caf-
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feine. Common comorbid medical disor-
ders include asthma, coronary artery dis-
ease, cancer, thyroid disease, hypertension, 
ulcer, and migraine headaches.8

When patients present with paniclike 
symptoms, suspect a possible medical con-
dition when those symptoms include atax-
ia, altered mental status, or loss of bladder 
control, or when onset of panic symptoms 
occur later in life for a patient with no sig-
nificant psychiatric history.

RULE OUT ORGANIC CAUSES
In addition to obtaining a complete history 
and doing a physical exam on patients with 
paniclike symptoms, you’ll also need to en-
sure that the following are done: a neuro-
logic examination, standard laboratory test-
ing (thyroid function, complete blood cell 
count, chemistry panel), and possible ad-
ditional testing (eg, urine toxicology screen 
and d-dimer assay to exclude pulmonary 
embolism).

If organic causes are ruled out, focus on a 
psychiatric assessment, including

• History of the present illness (onset, 
symptoms, frequency, predisposing/
precipitating factors)

• Psychiatric history
• History of substance use
• Family history of psychiatric disorders 

(especially anxiety disorders)
• Social history (life events, including 

those preceding the onset of panic; his-
tory of child abuse)

• Medications
• Mental status examination
• Safety (PD is associated with higher risk 

for suicidal ideation).9

TREATMENT INCLUDES CBT  
AND MEDICATION
PD is a chronic disease with a variable 
course, but the long-term prognosis is good. 
PD is usually treated in an outpatient set-
ting. Consider hospitalization if the patient 
is suicidal, if the potential for life-threaten-
ing withdrawal symptoms is high (as with 
alcohol or benzodiazepines), or if the symp-
toms are severely debilitating or attempted 
outpatient treatment is unsuccessful. Phar-
macologic and psychotherapeutic interven-

tions are used for PD (see Figure, page 26), 
although there is not enough evidence to 
recommend one versus the other or combi-
nation therapy versus monotherapy.9

All Lacey’s test results come back negative, 
and the psychiatric assessment reveals that 
she meets the DSM-5 criteria for PD. Count-
ing on the strength of their relationship, her 
PCP talks to her about PD and discusses 
treatment options, which include counseling, 
medication, or both. Lacey agrees to a refer-
ral for cognitive behavioral therapy (CBT) with 
a psychologist embedded at her primary care 
clinic and to begin taking medication. Her PCP 
starts her on sertraline 25 mg/d.

In CBT, Lacey’s psychologist teaches her about 
“fight or flight” and explains that it is a normal 
physiologic response that can lead to panic. 
Lacey learns to approach her physical symp-
toms in a different way, and how to breathe in 
a way that slows her panic reaction.

Consider SSRIs and SNRIs
Firstline medication is a selective serotonin 
reuptake inhibitor (SSRI) or a serotonin-
norepinephrine reuptake inhibitor (SNRI), 
due to the better tolerability and lower ad-
verse effect profile of these classes com-
pared with the tricyclic antidepressants or 
monoamine oxidase inhibitors (MAOIs). 
MAOIs are usually reserved for patients 
in whom multiple medication trials have 
failed.

Special considerations. American Psy-
chiatric Association guidelines advise start-
ing with a very low dose of an SSRI or SNRI, 
such as paroxetine 10 mg/d (although many 
clinicians start lower, at 5 mg/d), to avoid 
hypersensitivity reactions. Gradually ti-
trate the dose upward within three to seven 
days of initiation, until a therapeutic dose 
is reached over two to six weeks. Schedule 
follow-up visits for every one to two weeks 
at the beginning of treatment and every two 
to four weeks until the therapeutic dose is 
reached. Assess safety/suicidality at each 
visit.

Keep in mind that the onset of therapeu-
tic effect is between two and four weeks, 
but that clinical response can take eight to 
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12 weeks. Continue pharmacotherapy for 
at least one year. When discontinuing the 
medication, taper it slowly, and monitor 
the patient for withdrawal symptoms and 
recurrence of PD.9

Consider adding a benzodiazepine if 
symptoms are debilitating.9 Keep in mind, 
though, that the potential for addiction with 
these medications is high and they are in-
tended to be used for only four to 12 weeks.8 
Onset of action is within the first week, and 
a scheduled dosing regimen is preferred to 
giving the medication as needed. The start-

ing dose (eg, clonazepam 0.25 mg bid) may 
be increased three to five days following ini-
tiation.9

Evidence supports  
the use of CBT for PD
CBT is an evidenced-based treatment for 
PD.10-13 Up to 75% of patients treated with 
CBT are panic free within four months.10 
Other techniques proven effective are pro-
gressive muscle relaxation training, breath-
ing retraining, psychoeducation, exposure, 
and imagery.14

PANICDISORDER
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Abbreviations: CBT, cognitive behavioral therapy; SNRI, serotonin-norepinephrine reuptake inhibitor; SSRI, selective serotonin  
reuptake inhibitor. 
Source: Stein et al. American Psychiatric Association.9

FIGURE 

Treatment algorithm for panic disorder
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Offer enrollment in a detoxification-
rehabilitation program.

Based on your clinical evaluation and a 
discussion of options with the patient, 
prescribe an SSRI/SNRI or CBT or both.
Does the patient also have a substance 
abuse disorder?
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Consider adding a short course of a 
benzodiazepine.

The patient has not responded.
Switch treatment:

• If CBT, switch to SSRI or SNRI
• If SSRI, switch to SNRI/CBT
• If SNRI, switch to SSRI/CBT

Does the patient respond to treatment?

The patient has had a partial response.
Add to the existing treatment:

• If CBT, add SSRI or SNRI
• If SSRI, add CBT/benzodiazepine
• If SNRI, add CBT/benzodiazepine

Does the patient respond to treatment?

 continued on page 28 >> 
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Treatment with medications and CBT, ei-
ther combined or used individually, is effec-
tive in 80% to 90% of cases.15 CBT has been 
shown to decrease the likelihood of relapse 
in the year following treatment.15 Good pre-
morbid functioning and a brief duration of 
symptoms increase the likelihood of a good 
prognosis.15

WHEN TO REFER  
TO A PSYCHIATRIST
Consider referral to a psychiatrist when 
patients have a comorbid psychiatric con-
dition that complicates the clinical picture 
(eg, substance abuse disorder), if the di-
agnosis is uncertain, or if the patient does 
not respond to one or two adequate trials of 
medication and psychotherapy. Although 
psychiatric follow-up is sometimes difficult 
due to a lack of psychiatrist availability lo-
cally, it is a best-practice recommendation.

Ten days after Lacey starts the sertraline 25 
mg/d, she calls the PCP to report daily diar-
rhea. She stopped the sertraline on her own 
and is asking for another medication. She 
also expresses her frustration with the sever-
ity of the symptoms. She is having three to 
five panic attacks daily and has been missing 
many days of work.

On the day of her follow-up PCP appointment, 
Lacey also sees the psychologist. She reports 
that she’s been practicing relaxation breath-
ing, tracking her panic attacks, limiting her 
caffeine intake, and exercising regularly. But 
the attacks are still occurring.

The PCP switches her to paroxetine 10 mg/d 
and, due to the severity of the symptoms, pre-
scribes clonazepam 0.5 mg bid. Two weeks 
later, Lacey reports that she is feeling a little 
better, has returned to work, and is hopeful 
that she will be her “normal self again.” The 
PCP plans to encourage continuation of CBT, 

titrate the paroxetine to 20 to 40 mg/d based 
on symptoms, and slowly taper the clonazepam 
toward discontinuation in the near future.    CR
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