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Introduction

In 1836 after finishing a
5-year scientific excursion to South America and the Pacific,
Charles Darwin, returned to England to find himself almost
housebound. Doctors could not find a diagnosis for Darwin’s
problems that included an overwhelming sensation of fear,
palpitations, weakness and muscle tremor that overcame him whenever
he left home. After making a rare speech at a scientific meeting he
was reported to have had 24 hours of vomiting. Remarking on his
response to stress, The Life and Letters of
Charles Darwin, cites Darwin having
written, " ... of late anything which
flurries me completely knocks me up afterwards, and brings on
violent palpitation of the heart."

Darwin probably had panic disorder.
Today, he would not have had to suffer as he did, however it is
likely that he would need to be an informed consumer of healthcare
to get proper treatment.

I am a board certified
psychiatrist who specializes in panic disorder. Over the last twenty years I have personally examined and
treated well over 2,000 patients with panic disorder.
In 1996 I put up the Panic Disorders Institute
(PDI) web site. Besides presenting basic information on panic
disorder, the web site has a bulletin board where people can post
questions. The people who post these questions are usually under
the care of physicians, but in addition their physician’s advice
they are seeking to become as educated as possible about panic
disorder. Self-education is an essential part of any treatment for
panic disorder. This is particularly true for the confusing
psychosomatic aspects of panic disorder.

In addition to my clinical experience the
years of reading and answering the questions on the bulletin board
has helped me to understand what information is needed most by
people with panic disorder. In this book I will share my knowledge
and experience with patients and their physicians. Panic disorder
is an increasingly popular diagnosis. The actual incidence of panic
disorder is probably rising but it is also progressively more
popular with medical and mental health practitioners and often
given out casually to people who do not have it.

“Panic attack” is a label
used to describe almost any episodic medical condition that is
frightening and otherwise difficult to explain. It is part of our
common vocabulary and people commonly describe themselves as having
a panic attack whenever they have intense anxiety. People may go to
their doctors and tell them that they have had a panic attack, and
the doctor may initiate treatment for panic disorder taking them at
face value. Even so, a panic attack is not in itself always
abnormal. Sometimes a panic attack is just an uncomfortable part of
being human and sometimes it is part of a larger condition that
requires medical attention.

Because the diagnostic features of panic
disorder are completely descriptive one is technically correct to
call a wide variety of physical sensations and emotional fears
panic disorder. The disorder exists on a spectrum, with patients
experiencing scary thoughts on one end and seizure-like
neurological events on the other. For this reason, people who are
told that they have panic disorder or think that they might have
panic disorder find it bewildering when they try to get more
information.

Beyond a summary of the literature on panic
disorder, I share my medical approach to identifying and dealing
with the key issues that face the person who may have panic
disorder. My opinions are primarily based on my own clinical
experience in dealing with panic disorder. Panic disorder can be
seen from a variety of viewpoints and other clinicians may have
valid opinions that differ from my own. All clinical impressions
are inherently subjective, embedded as they are in the art of
clinical medicine. Subjectivity aside, this is the information most
requested by my patients, and that is of most value to the
readers.

Posted September 2001to the PDI bulletin
board by Rhonda:

Recently I found your website and I can’t
thank you enough. I have had horrible heartburn and panic attacks
for years. I get frequent sinus infections, migraine headaches and
have mitral valve prolapse. You were the first doctor to tie it all
together for me. Thanks again.

Few medical conditions are associated with
such a wide range of symptoms and associated medical problems. This
is frustrating for patients because physicians look at each symptom
or condition as a separate problem.

After examining in detail a large number of
patients with panic disorder, I formed a significantly different
view of the condition than any text or article has ever presented.
It is not only an episodic disease of attacks and phobias. It also
includes a variety of ongoing neurological and medical problems,
personal, family and emotional difficulties, gastroesophageal
reflux and insomnia. Beyond symptoms people with panic disorder
seem more sensitive to stress, emotions, relationships and
foods.

Patients with panic disorder often have so
many problems that they don’t get the chance to discuss them all
with their doctors. When patients tell doctors about too many
symptoms at one time, the doctor becomes overwhelmed and tries to
cut the interview short. At first, I too experienced the
frustration of trying to listen to patients who had too many
problems. It was maddening from the standpoint of proper medical
practice where we systematically evaluate each complaint. As the
patients told me about chest pain I considered a cardiology
consultation and a series of tests to be ordered. As they told me
about headaches and dizziness I considered a neurology or ENT
consultation and another series of tests to be ordered. As they
told me about insomnia I considered the need for a referral to a
sleep disorder laboratory. It was impossible to order all the tests
and make all of the referrals that the patient’s complaints
suggested.

As I saw more patients with
panic disorder, I became better able to sift through symptoms and
order appropriate evaluations, but this required that I spend hours
on each new patient. The information gained in that manner was
multiplied many-fold by the bulletin board on my website. Patients
would exchange support and information on a variety of topics. Many
of the same topics tended to recur every few months and I developed
an understanding of just what information patients needed most. I
answered questions and used the board to enhance my knowledge of
this condition by posting my own questions and starting
discussions. In this way I learned of many aspects of panic
disorder that patients and doctors don’t usually discuss, which
made me rethink the nature of the condition.

Despite my experience I
still find that panic disorder is not easy to understand. It not
only straddles the line between mind and body, within the body it
straddles several different medical specialties. A person might
only have physical symptoms with no real sense of anxiety or
enormous anxiety with only minor somatic symptoms. It is not a
single disease. It is a group of conditions that have in common
episodes of seemingly inexplicable physical and emotional symptoms
and the aggravation of these symptoms through
anticipation.


Chapter 1: My
Journey

The training of the medical school gives man
his direction, points him the way, and furnishes him with a chart,
fairly incomplete, for the voyage, but nothing more.

Sir William Osler:
Aphorisms from His Bedside Teachings and Writings

My interest in panic disorder began in the
early 70’s while I was in medical school at the University of
Michigan. I noticed that a large percentage of patients had
anxiety-provoking symptoms and problems for which there was no
explanation. Patients were told, “it is all in your head” or “it’s
just stress” or “don’t worry about it.” The idea of emotional
stress causing physical illness was fascinated me. It was clear to
me that emotional discomfort should cause emotional distress, but
it was not at all clear to me how mental distress caused physical
illnesses.

This prompted me to study stress physiology.
I received a small National Institute of Science grant to do
research on the effects of adrenaline, the fight or flight hormone,
on the vascular system. My research in the field of stress
physiology shed some light on the mind-body connection but still
did not explain what I saw in the medical clinics. Furthermore, I
observed that the physicians were condescending and unkind to
people who had stress or anxiety related problems, as if they were
wasting the doctor’s time.

The mind-body connection fascinated me and I
wanted a residency that would allow me to study it further.
Unfortunately no such residency existed. Family medicine and
Internal medicine residencies were rigid and gave little or no
education in the area of psychosomatic medicine. It was only in the
field of psychiatry that I was able to find the flexibility I
needed to work in a multidisciplinary area like stress disease.
Boston University allowed me to design a combined clinical/research
residency that would allow me to pursue research in the field of
psychosomatic medicine.

I went to Boston and started my general
internship at the Framingham Union Hospital, a community hospital
affiliated with Boston University. They told me to get accustomed
to the internship and living in Boston and then we would discuss my
proposed research. After a month or two I called the residency
directors to set an appointment to discuss my research. They told
me flatly, “You don’t need an appointment, since you will not do
any research for three years anyway. Then you will have a half day
a week for your project.”

Disenchanted, I decided that I wanted
nothing to do with the silliness of psychiatry. Instead I went into
the practical world of emergency medicine. Working in the emergency
room I was struck, again, with the phenomenon of people who felt
that they were having strokes, heart attacks and a myriad of
conditions for which no physical cause could be found. Patients who
had these sorts of problems were called somatizers, referring to
the idea that they were taking their emotional problems and
expressing them in their bodies. These patients were viewed as a
waste of the doctor’s time, and my fellow physicians were all to
happy to direct suspected somatizers to me. As the junior member of
my group I had more night and graveyard shifts than my partners and
the somatizers were also more common in the night and early
morning. Most of these were people having panic attacks, however
this was before the name panic attack had been invented.

Often these “worried well” were the most
difficult and time-consuming patients. I started studying them.
Besides doing the usual diagnostic evaluations, I also studied
therapeutic interventions to better treat these patients. After a
while I developed a protocol using gestalt techniques that seemed
very promising. I would mirror their symptom with questions that
elicited a catharsis, and symptoms would resolve. For example, I
would ask the man with chest pressure if there was something he
wanted to get off his chest; the woman who couldn’t swallow if she
had something in her life that was tough to swallow, the person
with tremor if they had an experience that shook him up. Often, in
their eagerness to discuss their emotions, the patients seemed to
forget to even ask if their medical tests were normal. In quite a
few cases, they left the emergency department with their symptoms
completely resolved.

I felt as if I had made a discovery of
enormous value and I wanted to study this in greater depth. Having
written up a number of these cases I composed a research protocol
to refine and study my treatment for emergency somatizers. The
University of California at Irvine department of psychiatry
accepted me into their residency program and we arranged for an
individualized program of combined research and clinical
training.

My enthusiasm for this research was enormous
because I thought that my treatment for emergency somatizers was
both simple and revolutionary. Meeting with the emergency room
director, I set up a structured protocol. After their doctors had
determined that the patient had no medical illness, I would be
called in and use this technique of mirroring the symptom in
language. I carried a beeper just for the emergency department and
would frequently be called out of lectures and meetings to go to
the emergency room for my project. Frankly, almost all of my time
was going into various aspects of this research project and I did
only the minimum required of me to comply with other residency
requirements. My study of psychiatry revolved primarily around the
mind body connection.

To my complete surprise, the mirroring
technique was a total disappointment. After a few months I stopped
my research completely. What had seemed so helpful and promising
when I was an emergency doctor fell completely flat when I was a
psychiatric consultant. It was a dismal failure: it didn’t work for
anyone, and the patients, despite my courtesy and interest, often
resented me.

I needed to find out why the exact same
maneuver that seemed so promising when executed as an emergency
doctor seemed so utterly useless when performed as a psychiatrist.
The only real difference was me: now I was a psychiatrist and
before I was an ER doctor.

I realized that as a psychiatrist the
patients saw me as a person who was delving directly into their
emotions, but as an emergency doctor I was making a sneak attack
into their emotions.

Looking into the literature on emotions, I
read about the concept of alexithymia. Alexithymia is thought to be
a disconnection between the physical and mental aspects of emotion.
Alexithymics complain endlessly of physical problems for which no
physical cause can be found. The physical symptoms actually get
worse when alexithymics are treated by psychotherapy. This seemed
to explain what had occurred. As a psychiatrist my intervention was
viewed by the patient as psychotherapy.

I went back to the patients
who I saw in my research project and I administered a scale that
would measure alexithymia. These patients almost all rated as
profoundly alexithymic on psychometric testing as well as on a
repeated clinical interview looking for alexithymic
characteristics. It was of interest that most of the patients had
had their symptom for over five years. The patient who rated the
most alexithymic had been going to emergency rooms for 20 years for
a “funny” sensation in his head. In his last visit he told the
doctor that he had a stomach pain because he was embarrassed to say
that he was having that feeling in his head that had been evaluated
so many times before. He figured that if he had anything life threatening that the
doctors would find it no matter what he complained
about.

As I studied what I then called “alexithymic
emergency somatizers” I was struck by the fact that while they did
complain of physical sensations of pain or discomfort for which
medicine had no explanation, they were also less sensitive to
induced pain.

Clinically, the blunted sensation of induced
pain seemed to be quite pronounced. Setting out to study this I set
up an experiment in which I looked at pain tolerance in alexithymic
and non-alexithymic groups. Thin plastic patches with imbedded
wires that conducted heat were placed over the fingertips of people
who had taken psychometric tests to assess for alexithymia. The
electric current that caused the heat could be quantified on a 1 to
10 scale. The more alexithymic half of the people studied were less
sensitive to thermal pain, but this was just short of statistical
significance.

Still, I felt that this was enough to
provide objective support for the subjective reports of the
somatizing patients that they were less affected by painful
stimuli.

Looking again at the literature, I thought
I’d found an explanation based on inescapable stress, which is
mediated by the endorphins, the body’s natural opiates. When rats
were repeatedly administered electric shock they became less
sensitive to these shocks due to endorphin release. This model
certainly seemed to fit the patients that I had seen. Many of them
had been traumatized and became numb. Combat veterans were highly
alexithymic as a group. The emotional numbing of trauma was nothing
new; Freud had written of this more than a century ago.

What I could not reconcile was the idea that
the same people who were presumably opiated as a result of stress
were also the people who showed up in the emergency room late at
night sure that they were having a heart attack. How could they
feel more pain and less pain at the same time?

For eight years I would go to sleep at night
asking myself this question: how is it that stressed out, opiated
people who were less sensitive to induced pain were also more
sensitive to internal sensations of pain, particularly at
night.

The answer arrived
piecemeal. In 1983 and 1984 Linda Watkins et al published an
article in Science, which described reversal of stress-induced analgesia by
cholecystokinin (CCK), released after conditions of stress were
over. When laboratory rats were repeatedly given electric shocks
they released endorphins as expected. The rats were trained to
learn cues that would tell them when the series of electric shocks
were completed. If given these cues after the shocks ended the rats
released CCK. CCK is a hormone and brain chemical that is known to
cause panic attacks when injected into the blood stream.

This model of inescapable stress seems to
fit the day-to-day life stresses that we all experience. While not
so traumatic as electric shock, the ongoing stress of daily life
needs to be endured until it is over. We cannot escape our commute,
our jobs, driving the kids to soccer, our relationships. We tend to
be busy all day long, and often do not have the chance to unstress
until sleep.

Opiates are released while under stress and
CCK is released after stress ends. This model suggests that
alexithymic somatizers are numb from the endorphins when under
stress, but after stress is over CCK release results in panic
attacks.

Because CCK is also the primary stimulus for
bile flow, it seemed logical that panic attacks would be associated
with excessive bile flow. My own research confirmed this. Panic
disorder patients tended to have excessive bile flow at night.
Clinically the abnormal bile flow resulted in gastritis and
gastroesophageal reflux with its extraesophageal manifestations of
sinusitis, throat problems and breathing difficulties.

In the early 90’s, having finished a body of
research linking gastroesophageal reflux and panic disorder I
presented this at major gastroenterology meetings. It was not an
efficient way to reach the millions of people who were under
psychiatric care for panic disorder and who also had reflux. I
considered presenting this data at psychiatry meetings but realized
that psychiatrists are not going to practice what seems like
gastroenterology. In medicine, the physician is obligated to refer
to other specialists when confronting a problem outside of their
own specialty.

The Internet proved to be an efficient
vehicle for getting this information to the people who needed it. I
had underestimated the number of people who had panic disorder and
reflux and were looking for the connection between the two.
Thousands of people who had problems related to both reflux and
panic disorder contacted me. They intuitively knew that their
reflux and their panic disorder were one condition. As my
understanding of panic disorder matured it became clear that this
was just the beginning. Panic disorder was associated with an even
larger constellation of medical conditions.

Opening this work to the Internet had
far-reaching consequences. My practice was altered because people
would seek me out specifically for the treatment of panic and
reflux. In 1998 I left my hospital practice to concentrate almost
exclusively on panic disorder. At this time the Internet was
becoming a common fixture in people’s lives and the discussion
board on my website, Panic Disorders Institute (PDI), became much
more popular. This logarithmically expanded the information sent to
me concerning the needs and unaddressed problems of people with
panic disorder. A group of highly educated patients who I
affectionately refer to as “citizen scientists” had the skill and
the generosity to share valuable personal and scientific insights
on the PDI bulletin board. As I studied and responded to those who
wrote to the bulletin board, I began to see two basic themes.
First, we were consistently several steps ahead of the medical
mainstream which, in its haste to treat this “disorder,” had failed
to take the vital first step of completely defining it. Second, the
new antidepressants, touted as the cure for panic disorder, had an
unacceptably high set of side effects. I had the kind of long term,
personal access to the eye of the panic hurricane that a clinical
researcher could only dream of. I was in daily cyber-contact with a
multitude of panic sufferers – far more than I could possibly see
as patients. Their range of experience -- the commonalities and the
differences – reinforced my belief that there was no “cure” for
panic disorder and that it may not be a disease at all so much as a
manifestation of an overtaxed nervous system.


Chapter 2: I’m Falling
Apart

Case Study: Is this panic disorder?

Maureen, a 43 year old nurse showed up at my
office emotionally distraught. As soon as she sat down, she started
to cry. “I’m falling apart and my doctor tells me not to worry.
Nobody seems to understand what I am going through and I feel like
I am going to jump out of my skin.”

Initially, she went to her family doctor
because of chest pain. She had other symptoms as well; shortness of
breath, palpitations, perspiration and a feeling that she was going
to die or collapse at any second. To some people these symptoms
would constitute panic attacks, but to Maureen they were parts of
an even larger picture.

“I wake up the same time
each night, about 3AM with severe heartburn. It doesn’t matter what
I’ve had for dinner and I don’t eat before sleep. I can’t get back
to sleep. I worry about not sleeping and being tired in the
morning. It seems like the more tired I am from the day, the more
heartburn I have and the worse I sleep. Without sleep I feel tired
all the time and it seems as if my joints hurt also.”

Part of Maureen’s confusion is that some of
her problems were not new. She told me that she had had a period of
several months when she had panic attacks in her 20’s. These
attacks started about a week after the death of a great aunt.
Maureen had not seen her for years. Her aunt was in her 90’s had
been ill in and was living in a nursing home. Even so, this event
seemed to trigger a stress reaction in Maureen. When she was in her
20’s all she noticed was the panic attacks and the experience
seemed quite different than it was now.

“It
surprised me how her death affected me because it was a blessing
when she passed on,” she said.

She also mentioned that as long as she could
remember, she became abnormally irritable during the premenstrual
part of her cycle and that at times she had felt depressed and had
even thought about suicide.

Maureen paused for a moment and asked me if
I would think she was crazy if she told me about another
distressing problem she had had over the years. She was not sure
whether or not this was relevant. She was tentative because in the
past doctors had told her that this problem was imaginary.

I know this sounds silly, but it sometimes
when I wake up, whether it is in the middle of the night or the
morning, often it seems as if I am awake, but I can't move my body
for a few minutes. It feels like I am paralyzed.

Then I asked if she had any other "silly"
symptoms. Tearfully she replied,

"Lately I have a numb feeling on the left
half of my body. It comes and goes, but the whole left side feels
different for days at a time. I've had this on and off for about 10
years. It’s not so numb that I can’t feel anything, but things feel
different on the left side. This is a lot worse if I go to get my
hair done, and my husband has to cut my hair. I went to a
neurologist and he told me this was "impossible" and not to worry
about it. But I do worry about it; I worry that I might have
multiple sclerosis or something. This doesn’t make sense. What is
wrong with me? “

This is a typical presentation for panic
disorder although it is not the only way it presents. In this case
Maureen has a multiplicity of problems including nocturnal panic
attacks, heartburn, and sleep paralysis. It is common for women to
feel worse when going to get her hair done. She is tired. To be
sure she is also having panic attacks, but in the context of all of
the other symptoms that she has, the panic attacks are only a small
part of the problem. It feels to Maureen that she is falling apart,
that almost everything in her body, and possibly her mind, isn’t
working. As a nurse she realizes that she needs to see a different
medical specialist for each problem, but this is simply not
practical when you need five or more medical specialists – getting
all of the medical examinations would become a career. At the same
time Maureen has a sense that the symptoms that she has must be all
part of a collective problem, but what could it be?

Panic disorder frequently is associated with
a variety of medical and emotional problems beyond the symptoms of
panic attacks themselves. A person such as Maureen may well need
several different medical specialty examinations to insure that she
does not have a variety of separate illnesses. It is confusing and
anxiety provoking when it seems that many different unrelated
medical problems are occurring simultaneously. The patient feels as
if they are falling apart and wonders what is going to happen next.
Knowing that the different symptoms are all pieces of the same
puzzle is reassuring. Knowing what sorts of symptoms to expect is
essential

What is called panic disorder goes far
beyond mere anxiety. Patients have a large variety of symptoms that
are physical. Any part of the body that is regulated by electrical
nervous activity is prone to malfunction. For this reason it is
important to have a single physician who coordinates necessary
specialty evaluations and then implements the specialist
recommendations.


Chapter 3: You are Not
Alone

People who have panic disorder often have a
profound sense that nobody -- not friends, family or physicians
understand how they are feeling. This is based, at least partially,
in reality since most people do not understand how people with
panic disorder feel.

Case study, Paula

Paula, a 45 year old court reporter, was
having a panic attack at work. Paula began to feel as if she were
going to pass out. Perspiring and tremulous she was unable to
continue typing. She thought that somebody around her must see that
she was in such great distress. “I felt as if my head was going to
explode,” she told the bailiff. She was expecting him to call an
ambulance. He replied, “I get this all the time, just take some
aspirin.” I told him that I have never had this before and I think
I need an ambulance. He just smiled and handed me some
aspirin.”

Often family and friends see panic attacks
as an overreaction to the usual fears we all face. They have no
frame of reference with which to relate to the panic experience
except their own experience with fear. They may view panic disorder
as a moral weakness or a manipulative behavior. Well meaning family
and friends may encourage you to be “less high strung” or to “get a
grip on yourself.” The classic phrase that induces shame, rage and
failure is, “I had that too, you know, and I got over it.” This is
hardly a comfort to someone who is in the grip of a body and mind
spinning out of control. The person feels weak and ashamed and
wonders why they are not able to get over it as well.

Furthermore, physicians have been given only
a vague description of this condition and have equally vague and
sometimes inappropriate ideas on how to diagnose or treat it. A
significant number of doctors do not even believe that panic
disorder is a separate entity from other types of anxiety. They
consider a panic attack to be an experience of high anxiety.
Physical problems that are difficult to diagnose are being called
panic attacks. Increasingly, I see patients who have physical
symptoms that are difficult to diagnose misdiagnosed as panic
disorder.

Panic disorder occurs in an estimated 1 out
of 75 people worldwide. Some people have it starting in early
childhood, while in others panic attacks start in the late teens
and early 20’s. Although the condition usually shows itself by
early adulthood, it may not be apparent until middle age and rarely
has an onset over 60. Commonly it is first experienced as a
physical disturbance and it is often confusing to doctor and
patient alike. The experience of a panic attack is generally more
physical than emotional and it is common to fear that these spells
represent undiagnosed medical conditions such as a seizure or heart
disease. A considerable number of emergency room visits and a
considerable number of all physician visits are panic related.
Patients may be seeing a variety of doctors for different physical
problems who have not put these problems together into the single
diagnosis of panic disorder. It is not uncommon for patients with
panic disorder to go to as many as 10 different medical specialists
before being correctly diagnosed.

As common as this problem may be, people who
have panic disorder have a strong sense of being different. They
look around at the people in their lives and have the sense that
nobody has problems like they do and they feel as if they are
inadequate and unable to cope with what is clearly average.

Coping and adjusting is more difficult for
the person with panic disorder, however, the experience of panic
disorder is best described as an exaggeration of the experience of
stress. The experience of panic disorder is something that all
people feel, although it is more prominent in someone with panic
disorder. Trust me, you are definitely not alone.


Chapter 4: The Panic
Attack Defined

Part of the problem with diagnosis is that
while panic disorders share a variety of symptoms in common, they
are all slightly different from each other. Every snowflake is
unique, but they are nonetheless still easily identifiable as
snowflakes. Similarly no two cases of panic disorder are going to
be exactly the same, however they are still identifiable as panic
disorder.

The DSM – IV, the
Diagnostic and Statistical Manual for the American
Psychiatric Association, fourth edition,
gives a very basic definition of panic disorder. It is important to
realize that the disorders described in this manual are not
descriptions of actual diseases. These sorts of classifications
reflect a consensus of evolving knowledge of psychiatric illnesses.
It was created in order to standardize the definitions of various
syndromes in order to enable clinicians to effectively communicate
with each other about specific illnesses. It is not intended to be
a complete description of any disorder nor does it imply any
physiologic cause for the disorders. The classification of panic
disorder describes a diverse group of problems from a variety of
causes that share certain features. The DSM – IV criterion for this
disorder are fairly simple. Understanding the larger picture of
panic disorder is not quite so simple, but first lets look at these
criterion.

Criterion are met when a
person has recurrent unexpected
panic attacks (or at least one) and at least one
month of worry about having additional panic attacks or worry about
the significance of the attacks or avoidance behaviors that result
from the attacks.

A panic attack is defined as a discrete
period of intense fear or discomfort, peaking within about 10
minutes that is associated with 4 of 13 identified symptoms. The 13
symptoms are:

• sense of rapid or
forceful heart beat

• perspiration

• tremor

• shortness of breath or a
sensation of smothering

• feeling of
choking

• chest pain or
discomfort

• nausea or abdominal
distress

• feeling dizzy, unsteady,
lightheaded or faint

• feeling that the
immediate environment is not real or that one is detached from
oneself

• fear of losing control
or going crazy

• fear of dying

• tingling of the
extremities

• chills or hot flashes

It is doubtful that the doctor will be taking the
history with this checklist in mind. Most doctors would not be able
to recite by memory the criterion for a panic attack. Usually
doctors think of a panic attack as any sudden and overwhelming
sense of fear usually associated with chest pain, shortness of
breath and lightheadedness. Hearing that a patient has gone to an
emergency room and has been told that they have no problem leads
most physicians to suspect that the visit was for a panic attack.
In the emergency room or in the office a person has any abrupt,
anxiety provoking physical symptoms that are unexplainable by tests
or X-rays then doctors are likely to call this a panic attack.


Chapter 5: Unexpected v.
Situational Attacks

By definition a panic
attack occurs “out of the blue.” This is a value judgment as it may
be difficult to tell whether or not an attack is cued by a seeming
danger or if it happens spontaneously. A person usually experiences
a panic attack as a stress response and expects this sort of
experience during stressful situations. When a person is relaxing and they have
a panic attack it is unexpected. This is counterintuitive because a
person expects to react to stress when it is happening, not
afterward.

There is, however, a pattern to the
unexpected panic attacks. They tend to occur following a period of
stress or activity. Our nervous system accelerates and prepares for
activity well, but is unstable when moving from stress to
relaxation. States of nervous system instability seem to be most
closely associated with symptoms of anxiety.

So when we speak of an unexpected or
spontaneous attack, we are speaking from the frame of reference of
the patient.

Panic attacks occur in many
different emotional states. For diagnostic purposes, one needs to
consider the relationship between the onset of the attack and the
presence or absence of situational triggers. The panic attacks of
panic disorder are not supposed to be
associated with a situational trigger. They
supposedly occur spontaneously, unexpectedly or “out of the blue.”
Panic attacks from other forms of anxiety are supposed to occur in
response to a thought, a situation or anticipation of a
situation.

The distinction between unexpected panic
attacks and situational panic attacks is not entirely clear. Some
people experience what seems like an unexpected attack but can
really be responding to their own repressed unconscious thoughts.
For example, a person might have deeply repressed anger towards a
parent and after a phone call with this parent develop a panic
attack which seems out of the blue. In reality this panic attack
would probably be an emotional reaction to the repressed rage
towards the parent. Repressed conflict or rage of any sort can seem
like a spontaneous panic attack. Also, people with a previous
traumatic experience can have an anxiety reaction to something that
unconsciously reminds them of the traumatic event and this will
seem spontaneous as well.

Complicating this distinction even more,
after a person has any sort of panic attack they commonly develop
situational panic attacks to the cues that were present during the
unexpected attack. For example, if an attack occurs while sitting
in a movie, the person may later develop attacks cued by movie
theaters or the thought of movie theatres. Most people with panic
disorder will be having a mixture of the two types of panic
attacks.

The diagnostic feature of panic disorder
that clarifies the expected versus unexpected issue for me is the
nocturnal attack. Panic attacks commonly wake people up out of
sleep and these nocturnal panic attacks are present in most people
with panic disorder. Surprisingly not all physicians are aware that
panic attacks even occur during sleep. Nocturnal panic attacks are
often associated with symptoms of reflux such as heartburn. People
waking up with racing heart and shortness of breath may feel as if
they are waking up from a nightmare, although the symptoms will
persist significantly longer than what is usually associated with
awakening from a nightmare. This seems to be one of the clearest
types of unexpected panic attacks, unprovoked by external cues.

The panic attacks of panic disorder are
defined in the DSM-IV as “unexpected.” But for practical purposes
it remains very difficult to precisely establish what is internally
or externally cued and what is completely unexpected.

The difference between what is expected and
what is unexpected is highly subjective. For practical purposes
this means that the panic attacks of panic disorder usually happen
when relaxing or shortly after going to sleep. Attacks are
unexpected by the patient because they occur when they are
relaxing, not while under stress. In a given patient panic attacks
tend to occur at roughly the same time of day. Most of the
spontaneous panic attacks seem to happen in the late afternoon,
evening and shortly after going to sleep. Activity and rest usually
follow a 24 hour waking and sleeping rhythm and this is the case
with panic attacks as well. In some circumstances a panic attack
can occur in a different rhythm, after a person has been very busy
for a period of weeks or more. For example, the sister of one of my
patients died. The patient needed to fly across the country, make
arrangements for a funeral, care for her sister’s children and deal
with the estate while making arrangements for the children’s future
care. This was exhausting. While dealing with all of this the
patient was stressed but not having panic attacks. It was when she
returned home, after this flurry of activity that a cluster of
panic attacks developed.


Chapter 6: Features of
Panic Attacks

Although the criteria for a panic attack
describes an abrupt onset with symptoms peaking within 10 minutes,
the time sequencing on these attacks can be highly variable. A
panic attack has been described to me as if a switch to the stress
reaction turned on. Others describe the onset as a surge of
adrenalin. The onset of a panic attack is abrupt, not gradual. Most
attacks do peak in 5 to 15 minutes, however some attacks can
persist hours or even days.

Patients sometimes describe waves of panic
attacks in which symptoms wax and wane over hours or days or
sometimes weeks. Symptoms may ease, but never completely go away
during a wave attack. When panic attacks come in waves over several
days the person is usually unable to sleep, stops going to work and
feels intensely uncomfortable.

Frequency of panic attacks is highly
variable. Some people may have mild attacks once or twice a month;
others may have severe attacks every day. Infrequent panic attacks
are tolerated by many people and are not uncommon. Most people can
tolerate an isolated panic attack from time to time. The most
common reason for people to seek treatment is when panic attacks
occur in clusters. When the condition is flaring, attacks will tend
to occur several times a week or even more frequently. Attacks are
most often discrete, not in waves, but can occur as often as
several times in a 24-hour period. Even two or three attacks a week
is enough to be incapacitating. When attacks are in clusters or
waves people usually seek prompt attention. In these situations the
symptoms are extremely uncomfortable and well out of the range of
any ordinary physical or mental discomfort.

Further Description of Some Panic Attack
Symptoms

Panic attacks have been referred to as the
great pretender because symptoms are so varied and complex. The
symptoms described below are the major ones that patients encounter
but by no means all of the symptoms that may be a part of a panic
attack.

Shortness of Breath - Hyperventilation

This is one of the most common symptoms and
is highly variable. In some people it is a sense that they cannot
get a full breath. They feel unsatisfied with the sensation of a
deep breath – it simply doesn’t feel deep enough. Others describe
that their throat feels as if it has closed down and they are
trying to breathe through a small straw with great effort.

In some cases breathing feels out of control
with rapid and deep respirations happening as if the breathing
control mechanism is stuck on fast speed. When this occurs, people
will feel symptoms of hyperventilation such as tingling of the
arms, legs and around the face and mouth. When hyperventilation is
pronounced, then a condition called carpal pedal spasm can occur.
This is when hyperventilation leads to a shift in blood chemistry
causing muscle activity resulting in the wrists bending and the
hands clenching like claws. Similarly the feet may go into spasm.
This is frightening but not dangerous. It goes away after
hyperventilation stops.

Besides feeling as if getting enough air is
impossible, some people feel it is impossible to forget about
breathing. When they try to breathe automatically they can’t. They
find that breathing is only possible as an intentional act. When
this happens people do not stop breathing because they “forget” to
breath. Rather they have an inability to stop thinking about
breathing.

Some people may hyperventilate without a
sense of disturbed respiration. They do not feel short of breath
and feel as if they are breathing normally. Still, they are
breathing faster than they need to and they develop the physical
symptoms of hyperventilation, particularly tingling of the
extremities and face. In more severe states of hyperventilation the
hands and feet can go into spasm.

Tremor

Tremor may not always be visible. Sometimes
people feel as if they are having a tremor but it is not visible to
others. Usually tremor is minimal but occasionally it can be quite
pronounced and visible. Tremor does not generally persist in
between panic attacks.

Fear of Dying

While the
DSM IV mentions fear of
dying, patients more often tell me that they felt as if they were
about to die not that they had a fear of dying. The distinction
here is that a patient may not be having anxiety about death or
fear of death so much as having a sensation that causes them to
feel as if they are about to die. This has long been a curiosity to
me because unless someone has had a near death experience, they
would not know what it feels like to be about to die. Nevertheless
I hear this from patients frequently.

Nausea or Abdominal Distress

The DSM IV criterion of nausea or
abdominal distress is vague. Abdominal distress is too vague. It
describes any gastrointestinal symptom. Nausea is a common feature
of anxiety. Nausea can also be one of the symptoms associated with
hyperventilation. In some people nausea can be quite severe.
Patients with severe nausea may experience a secondary fear of
vomiting. It is uncommon, but occasionally patients will actually
throw up during a panic attack. Heartburn is probably the most
common GI symptom that people describe. This is experienced as a
burning sensation in the upper abdomen. Heartburn and reflux are
present in almost everyone who has panic disorder, and not
exclusively during a panic attack. Bloating and belching during
attacks are also common symptoms.
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