DIFFERENTIAL DIAGNOSIS COLUMN: by M. Myers, LPC

Is it panic disorder—or is it something else? Not everyone with panic attacks should be diagnosed with panic D/O. For the diagnosis of panic D/O there has to have been at least 2 panic attacks that were spontaneous and came “out of the blue” (in other words, without being triggered by a stressor.) Panic attacks that are triggered by stressful situations are considered “situational bound” and if this is the only kind of panic attacks they have ever had you cannot give them a diagnosis of panic D/O. People with panic D/O may also have situational bound attacks, but they have to have had at least 2 untriggered attacks for a diagnosis of panic D/O. Some examples of situationally bound panic attacks are:

  1.attacks triggered by social fears in a person who has social phobia

  2.attacks triggered by flashbacks of past trauma in someone who has PTSD

  3.attacks triggered by obsessions with someone who has OCD

  4.attacks triggered by extreme stress in someone with acute stress disorder

  5.attacks triggered by excessive worry in someone with generalized anxiety disorder 

  6.attacks triggered by exposure to a feared object in someone with specific phobia

  7.attacks triggered by separation in separation anxiety disorder

  8.attacks triggered by anxious ruminations in someone with major depressive disorder.

Panic symptoms can also be triggered by medical conditions such as hyperparathyroid-ism, hyperthyroidism, seizure disorders, inner ear dysfunctions, cardiac conditions, ect. or caused by substances such as caffeine, cannabis, cocaine, amphetamines, ect., or during withdraw symptoms from alcohol or sedatives. If the onset of the panic attacks is after age 45 this increases the probability that a substance or medical condition may be causing the panic symptoms.

Panic is an extreme version of the “fight or flight” response. It is believed that panic attacks may be caused by hypersensitivity of the neurons in the locus ceruleus. This is believed to be the cause of the spontaneous (untriggered) excessive release of adrenalin which causes panic Sx. Antidepressants that affect norepinephine and serotonin seem to stabilize the locus ceruleus and thus diminish panic attacks. 

If the person has had at least 2 panic attacks that were not situationally bound you still can’t give the diagnosis of panic D/O unless they have had at least one month of either (1) a persistent fear of having additional attacks, (2) worry about the implications or consequences of the attack (such as losing control, having a heart attack, “going crazy”, falling, ect.), or (3) have a significant change in their behavior due to the attacks (such as quitting one’s job, avoiding going certain places due to fear of having a panic attack, ect.)

Panic attacks often co-occur with major depression. If panic attacks occur exclusively during a major depressive episode the diagnosis of panic D/O is given only if the person has had at least 2 untriggered panic attacks and meets at least one of the three criteria listed in the preceding paragraph. It the attacks do not meet this criteria then they are considered an associated feature of the major depression.     

Many clients report having “panic attacks” but they may not be having true panic attacks. A gradual onset of severe anxiety can be overwhelming but it is not a panic attack. A panic attack does not have a gradual onset but is a SUDDEN surge of intense fear. The word “attack” implies suddenness. If it does not reach its peak within about 10 minutes after the initial onset, it is not a panic attack. After a panic attack rapidly reaches it peak, it can slowly subside for an hour or two or return in “waves” for several hours.

