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Panic Disorder: The Importance of Phenomenology

Wayne Katon, MD
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O ver the last decade there has been a marked increase
in primary care research on anxiety, spurred in part
by the recognition of anxiety as one ofthe most common
clinical problems that primary care physicians treat.1
Thus, the 1980-81 National Ambulatory Medical Care
Survey, which gathered information on approximately
90,000 patient visits to a nationally representative sample
of private physicians from nine specialty groups, deter-
mined that anxiety and nervousness accounted for 11
percent of all visits to physicians.2 Another recent study
determined that 18 percent of the over 1,500 randomly
selected primary care patients in 15 group practices were
prescribed minor tranquilizers during a six-month period.3
Moreover, more than 80 percent of the benzodiazepine
prescriptions in the United States are written by primary
care physicians.4

The importance of a severe subtype of anxiety, panic
disorder, a study of which is reported by Katerndahl5in
this issue of The Journal, is documented by its high prev-
alence both in the community and the primary care clinic.
Panic disorder occurs in 1.6 to 2.9 percent of women and
0.4to 1.7 percent of men in the community,67and patients
with panic disorder are overrepresented within the medical
care system. In a recent study by Katon and colleagues,8
6.5 percent of 195 randomly assessed primary care patients
met Diagnostic and Statistical Manual of Mental Disor-
ders, ed 39(DSM-111) criteria for panic disorder alone, and
another 6.5 percent met criteria for both major depression
and panic disorder. When compared with a control group,
patients with panic disorder tended to make significantly
more visits to their physicians, often with one or more ill-
defined somatic complaints.10

The study by Katerndahl reported in this issue attempts
to describe the phenomenology (mode of experience and
presentation) of the acute panic attack in 21 patients
meeting the DSM-III criteria for panic disorder. Katern-
dahl found that early symptoms of a panic attack included
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dyspnea, palpitations, chest pain, and hot or cold flashes;
intermediate symptoms were shaking, choking, feelings
of unreality, sweats, faintness, and dizziness; late symp-
toms included fear and paresthesias. These findings are
supported by another recent study that reported fear or
anxiety as the last symptom in the panic sequence.ll
One implication of the autonomic symptoms of panic
disorder preceding fear or anxiety is that many patients
perceive their symptoms of nervousness and anxiety as
appropriate responses to severe physiologic sensations.
These patients are especially likely to present with concern
about one or more ofthe autonomic symptoms associated
with panic disorder, such as tachycardia, chest pain or
tightness, dyspnea, and to answer physicians’ queries about
nervousness or anxiety with statements such as, “Anyone
with the physical symptoms I’m having [chest pain, tachy-
cardia, dyspnea, dizziness . . .] would be frightened.”
During the study by Katon and co-workers8it was found
that a positive response to the one screening question uti-
lized in the structured psychiatric interview, “Have you
ever had a spell or attack when all of a sudden you felt
frightened, anxious, or very uneasy in situations when
most people would not be afraid?” often did not accurately
identify a substantial subset of panic patients. These pa-
tients were accurately identified by adding several somatic
questions, the most sensitive of which was, “Do you ever
have sudden episodes of rapid heart beats or palpitations?”
Those patients accurately screened by the somatic screen-
ing questions perceived their anxiety as appropriate to the
severity of their somatic symptoms. We found that the
patients picked up by the somatic screening questions
scored higher on all measures of anxiety, depression, and
somatization than control patients without panic disorder.
The importance of studying the mode of experience
and presentation of panic disorder is demonstrated by
several recent reports. In a study of 55 primary care pa-
tients who met DSM-III criteria for panic disorder, over
80 percent presented initially to their physicians with pain
complaints, notably chest pain, epigastric distress, or
headaches.10 Katerndahl’s finding that during an attack,
patients with panic disorder perceive their symptoms of
dyspnea, palpitations, chest pain, and hot or cold flashes
as early manifestations of an attack, and that they later
develop fear, is also consistent with studies reporting that
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many patients presenting with cardiac symptoms (tachy-
cardia, chest pain, and dyspnea), and who have negative
cardiac testing (exercise tolerance test and angiography),
are found to have panic disorder.12-14 In a recent collab-
orative study with cardiologists, we compared patients with
chest pain who had normal coronary arteries on angiog-
raphy and who were given a psychiatric diagnosis after
utilizing structural psychiatric interviews with a control
group of patients with chest pain who had evidence of
coronary artery disease on angiography.12 Forty-three
percent of the patients with chest pain and normal an-
giography had panic disorder, compared with 5 percent
of control patients. These findings have been corroborated
by two other studies in the United States and Great Brit-
ain.1314

Recent biologic studies also support Katerndahl’s de-
scription ofthe sequence of symptoms in the panic attack.
Evidence points to the locus ceruleus as a noradrenergic
“alarm” system of the brain that coordinates the sym-
pathetic nervous system’s response to perceived danger..5
This biologic integrative system alerts the individual to
stimuli of importance for survival.16 Patients with panic
disorder are believed to have an inherited vulnerability
leading to hypersensitivity of this central nervous system
alarm, which is usually provoked by a life-threatening sit-
uation that causes the fight-or-flight response. In patients
with panic disorder, the alarm system is triggered with
little or no provocation, leading to severe, frightening, au-
tonomic sensations. Patients often describe this autonomic
nervous system dysfunction by emphasizing that since
their attacks began, stresses once frequently coped with
quite well now lead to symptoms, and that such attacks
also occur regardless of whether they are anxious or
stressed by life circumstances. These patients often feel
that their anxiety is secondary to the severe physiologic
sensations.17 Indeed, evidence suggests that generalized
anxiety and avoidance behavior follows, rather than pre-
cedes, panic disorder. Once the patients’ panic attacks have
been treated successfully by tricyclic antidepressants,
monoamine oxidase inhibitors, or high-potency benzo-
diazepines, their generalized anxiety and avoidance be-
haviors often decrease to baseline levels.I7

Recent promising studies have also reported associa-
tions between panic disorder and other medical illnesses,
including irritable bowel syndrome,18 labile hyperten-
sion,10 peptic ulcer disease,9 and idiopathic cardiomyop-
athy.19 Studies such as these and Katerndahl’s point to
the continued importance of studying the epidemiology
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in primary care of common symptomatic complaints &
well as the phenomenology of common illnesses such &
panic disorder.

References

1. Marsland DW, Wood M, Mayo F: Content of family practice: Part
I: Rank order of diagnoses by frequency. Part Il: Diagnoses by
disease category and age/sex distribution. J Fam Pract 1976; 3
37-68

2. Shurman RA, Kramer PD, Mitchel JB: The hidden mental health
network: Treatment of mental iliness by nonpsychiatrist physicians,
Arch Gen Psychiatry 1985; 42:89-94

3. Wells KB, Goldberg G, Brook RH, et al: Quality of care for psy-
chotropic drug use in internal medicine group practices. WestJ
Med 1986; 145:710-714

4. Hollister LE: A look at the issues: Use of minor tranquilizers. Psy-
chosomatics 1980; 21 (suppl):4-6

5. Katerndahl DA: The sequence of panic symptoms. J Fam Pract
1988; 26:49-52

6. Myers JK, Weissman MM, Tischler GE, et al: Six-month prevalence
of psychiatric disorders in three communities. Arch Gen Psychiatry
1984; 41:959-970

7. Crowe RR, Noyes R, Pauls D: A family study of panic disorder.
Arch Gen Psychiatry 1983; 40:1065-1069

8. Katon W, Vitaliano PP, Russo J: Panic disorder: Epidemiology in
primary care. J Fam Pract 1986; 23:233-239

9. Diagnostic and Statistical Manual of Mental Disorders, ed 3. (DSM-
IIl). Washington, DC, American Psychiatric Association, 1980

10. Katon W: Panic disorder and somatization: Review of 55 cases.
Am J Med 1984; 77:101-106

11. Ley R: Agoraphobia, the panic attack and the hyperventilation
syndrome. Behav Res Ther 1985; 23:79-81

12. Katon W, Flail M, Russo J, et al: Chest pain: The relationship of
psychiatric iliness to coronary arteriography results. Am J Med,
in press

13. Beitman B, Basha |, Flaker G, et al: Atypical or nonanginal chest
pain: Panic disorder or coronary artery disease. Arch Intern Med
1987; 147:1548-1552

14. Bass C, Wade C: Chest pain with normal coronary arteries: A
comparative study of psychiatric and social morbidity. Psychol
Med 1984; 14:51-61

15. Cowley DS, Roy-Byrne PP: Hyperventilation and panic disorder.
Am J Med, in press

16. Svensson TH: Peripheral, autonomic regulation of locus ceruleus
noradrenergic neurons in brain: Positive implications for psychiatry
and psychopharmacology. Psychopharmacology 1987; 92:1-7

17. Uhde TW, Bowlenger J, Roy-Bryne PP, et al: Longitudinal cause
of panic disorder: Clinical and biological considerations. Prog
Neuropsychopharmacol Biol Psychiatry 1985; 9:39-51

18. Lydiard RB, Laraia MT, Howell EF, et al: Can panic disorder pre-
sent as irritable bowel syndrome? J Clin Psychiatry 1986; 47:
470-473

19. Kahn JP, Drusin RE, Klein DF: Idiopathic cardiomyopathy and
panic disorder: Clinical association in cardiac transplant candi-
dates. Am J Psychiatry 1987; 144:1327-1330

THE JOURNAL OF FAMILY PRACTICE, VOL. 26, NO. 1, 1988



