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Abstract 

Panic disorder is a prevalent mental health condition characterized by sudden, recurring episodes of 

intense fear accompanied by physical symptoms. It is twice as likely to affect women and may have a 

genetic predisposition. This disorder stems from an exaggerated response of the body's survival 

mechanisms and hormones, impacting manifestations like agoraphobia. Additionally, it is associated 

with significant psychiatric comorbidity and impaired functioning in various roles. Recent research has 

delved into the neurobiology of common psychiatric disorders, particularly anxiety disorders, and their 

associated cognitive deficits. Studies have highlighted brain abnormalities in individuals experiencing 

fearful episodes, which can result in deficits in literacy and memory. The presence of anxiety and 

depression concurrently can further affect neuropsychological performance, although anxiety alone 

may not notably impact memory function. Understanding the interplay between anxiety, depression, and 

cognitive functioning is crucial for comprehensive treatment approaches in panic disorder and related 

conditions. This research sheds light on the complex mechanisms underlying these disorders and 

informs therapeutic interventions aimed at alleviating symptoms and improving overall quality of life. 
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INTRODUCTION 

Anxiety disorders like panic disorder are marked by sudden, recurrent bouts of extreme terror 

coupled with physical symptoms such as dizziness, shortness of breath, chest discomfort, and 

palpitations. or abdominal distress [1]. 

 

What causes fear complaints? 

Fear complaint is a common internal health problem. Though it can occasionally start in nonage, it 

generally does so in nonage or early majority. It is 

doubly as common in women as in men. There may 

be an inheritable link. It tends to run in families. Fear 

complaint may be an overreaction of the body's 

normal survival instincts and behaviors. In people 

with fear complaint, the body may be more sensitive 

to hormones that spark agitated passions in the body 

[2]. 

 

Panic disorder (PD) is a severe mental health 

condition characterized by frequent panic attacks, 

anxiety about the consequences, and behavioral 

changes. It can be accompanied by agoraphobia 

and is linked to high levels of psychiatric 

comorbidity and severe impairment. Recent studies 

have explored the neurobiology of common 

psychiatric disorders, including anxiety disorders, 

and the underlying cognitive impairments 
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associated with them [3]. Structural brain abnormalities have been identified in cases with anxiety 

diseases, including PD. Impaired administrative function has been reported in neuropsychological 

performance in OCD and Post-Traumatic Stress complaints. Imaging studies in PD have indicated 

abnormalities in specific brain regions, including metabolic exertion in the hippocampal and par 

hippocampal areas and temporal lobe structures. These abnormalities may lead to literacy and 

memory deficits in fear-disordered individuals. However, it remains unclear whether these 

abnormalities relate to structural differences or state or particularity anxiety [4]. 

 

The co-occurrence of anxiety and depression may influence neuropsychological performance. 

Although anxiety alone was not found to affect memory performance, when anxiety and depression 

were reported together by veteran participants, a significant negative effect on memory performance 

was seen. Overall, current exploration suggests that state or particularity anxiety alone in the absence 

of depression may not have a large impact on neuropsychological test performance in PD [5]. 

 

Panic episodes can also occur in various kinds of anxiety disorders. Panic disorder is often 

diagnosed if an individual has experienced four or more panic attacks and is always afraid of getting 

another one. A panic attack can manifest as various symptoms, such as (Figure 1) [6]: 

 Sweating, 

 Trembling or shaking, 

 Shortness of breath, 

 Sense of choking, 

 Nausea or belly pain, 

 Dizziness or light-headedness, 

 Feeling unreal or disconnected from oneself, 

 Fear of losing control, 

 Fear of “going crazy” or dying, 

 Numbness, 

 Chills or hot flashes, and 

 Chest pain and other symptoms that mimic a heart attack. 

 

 

Sweating 
abnormal perspiration 

Dizziness  
feeling faint 

Angina pectoris  
chest pain or discomfort 

Heart attack  
rapid pulse or heart 

palpitations 

Upset stomach and 

nausea  
abdominal distress 

Hand/arm/leg vibration  
Numbness, tingling, shaking or 

trembling 

Shallow breathing  
shortness of breath or 

trouble breathing 

Fear of death 
feeling of impending doom, of 

losing control detached from reality 

Hot and cold  
hot flashes or chills 

Panic Disorder 
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Figure 1. Symptoms of panic disorder. 
https://www.google.com/search?sca_esv=591429559&rlz=1C1GCEB_ 

Fear complaint can be disturbing and disabling. An attack can last from many twinkles to an hour or 

occasionally longer. The symptoms of a fear attack may look like other internal health conditions. 

Always see your healthcare provider for an opinion. Individuals with fear complaints generally have a 

series of violent occurrences of extreme anxiety during fear attacks. These episodes usually last 10 min, 

though they might endure anywhere from 1 to 5 min, 20 min to over 1 h, or until someone steps in to 

assist. An hour is the maximum duration for panic attacks, although the severity and signs of panic can 

differ [7]. 

 

In certain instances, the assault might carry on unabatedly at a high intensity or appear to be getting 

worse. Although treating panic disorder can be difficult, there are a number of techniques that can assist 

people in both reducing their symptoms and enhancing their social interactions. Fast heartbeats, 

sweating, light-headedness, dyspnea, trembling, and uncontrollable dread, such as the fear of losing 

control and going insane, the fear of death, or hyperventilation, are typical signs of panic disorder 

attacks [7]. Symptoms of Parkinson's disease (PD) include choking, palsy, nausea, chills, hot flashes, 

vision problems, and a sense of altered reality. People often experience a strong desire to escape the 

situation that provoked the attack. Fear complaints are more severe and episodic than generalized 

anxiety complaints. They can be provoked by stimulants or settings and can occur nightly or 

unprovoked. Limited symptom attacks are similar but have smaller symptoms. Most people with PD 

experience both fear attacks and limited symptom attacks. These symptoms can be triggered by 

exposure to stimulants or settings [8]. 

 

Key Points About Panic Disorder 

 An excessive reactivity to everyday pressures causing worry and anxiety is known as panic 

disorder [9, 10]. 

 The reaction sets off a hyperkinetic reaction, which is followed by a severe fear that there will 

be another assault shortly. This may interfere with one's capacity to operate normally. 

 Panic disorders may be crippling because they cause you to become so terrified of when your 

next panic attack may occur that you are unable to function normally. It is a prevalent disorder 

that frequently results in depression. 

 Treatment involves the use of anti-anxiety drugs and antidepressants along with cognitive 

behavioral remedies [11]. 

 

Fear complaint is a common anxiety disorder that affects about 2.5 million people at some point in 

their lives, often occurring in families. Factors such as smoking, cerebral stress, and a history of child 

abuse can contribute to anxiety. Other potential causes include internal diseases, medical conditions, 

and medication use. Treatment involves cognitive behavioral therapy (CBT), which is effective in 

over half of cases. Specific medications used include antidepressants, benzodiazepines, and beta 

blockers. Women are more likely to be affected than men and those with below-average intelligence. 

Treatment can be stopped after 30 days [12]. 

 

DIAGNOSING PANIC DISORDER 

A panic disorder may be diagnosed by a mental health specialist or healthcare practitioner based on 

the symptoms you present. Panic disorder is generally indicated by four or more panic attacks and a 

persistent dread of experiencing another one [13–15]. 

 

According to the DSM-IV-TR diagnostic criteria, panic disorder is defined as unexpected, repeated 

panic attacks that, in at least one case, are followed by a major and associated behavior change that 

lasts at least a month, a persistent fear of further attacks, or worry about the effects of the attack. 

Agoraphobia is present in one of the two forms. Opinion is barred by attacks due to a medicine or 

medical condition, or by fear attacks that are better reckoned for by other internal diseases [9]. 
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The ICD-10 Individual Criteria 
The essential point is intermittent attacks of severe anxiety (fear), which are not confined to any 

particular situation or set of circumstances and are thus changeable. The dominant symptoms include: 

 Onset of palpitations, 

 Chest pain or tightness, 

 Shortness of breath or hyperventilation, 

 Choking sensations, 

 Dizziness, 

 Feelings of unreality (depersonalization or derealization), and 

 Secondary dread of going insane, dying, or losing control. 

 

Still, the fear complaint should not be the primary opinion; in these cases, the fear attacks are 

presumably secondary to depression, if a person has a depressive complaint at the time the 

occurrences begin. The Fear Complaint Inflexibility Scale (PDSS) is a questionnaire for measuring 

the inflexibility of fear complaint [10]. 

 

TREATMENT 

Treatment may include: 

 Anti-anxiety and antidepressant medications; and 

 Counseling, such as cognitive behavioral therapy. 
 

Treatment for fear diseases is generally effective, and the capability to fete that symptoms are not 

life-changing improves with treatment. In order to lessen the severity and duration of the panic attack, 

you will also learn coping mechanisms and relaxation techniques. 
 

Consequences of Panic Disorder 
As the panic worsens and the episodes stay longer, you could find it extremely difficult to go about 

your daily business, hold down a job, or function in social settings. You might feel wedged or 

hysterical to enter situations from which you might not be suitable to get out. Some people are unfit to 

leave their homes out of concern that backing will not come or that they will be forced into situations 

that may provoke an attack. People with this condition may also abuse alcohol or medicines to relieve 

stress [16]. Fear complaint is a serious health problem that in numerous cases can be successfully 

treated, although there is no given cure. Identification of treatments that engender as full a response as 

possible, and can minimize relapse, is imperative. Cognitive behavioral remedies and positive tone-

talk specific for fear are the treatments of choice for fear complaint. Several studies show that 85 to 

90% of fear complaint cases treated with CBT recover fully from their fear attacks within 12 weeks. 

When cognitive behavioral remedy is not an option, pharmacotherapy can be used [17]. SSRIs are 

considered a first- line pharmaco-therapeutic option [18]. 
 

MEDICATION 

First-line therapies for depression include selective serotonin reuptake inhibitors instead of 

benzodiazepines because of concerns about tolerance, dependence, and abuse of the latter. Few 

research have been conducted, and treating panic with medicine makes treating phobias much simpler, 

even while there is no evidence that pharmacological therapies can directly affect phobias (one 

example in Europe where only 8% of patients receive appropriate treatment) [19].  
 

Medications can Include 

Antidepressants (SSRIs, MAOIs, tricyclic antidepressants and norepinephrine reuptake 

impediments): The most common SSRIs used while treating fear complaint include Prozac, Luvox, 

Zoloft, Paxil, Effexor, and Serzone with Prozac. These have been reported as the most effective in 

precluding fear attacks. The most developed and support tricyclic antidepressants are Tofranil and 
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Anafranil. Pamelor, Norpramin, and Elavil are many further tricyclic antidepressants that are specified 

for treatment. Compared to the two medicines preliminarily listed, there has not been as important 

conclusive exploration on these, despite their implicit utility in treating fear complaints. It is allowed 

that the stylish effective drug for precluding fear occurrences is an MAO asset. Phenelzine and 

Tofranil, two of the most generally used of anti-panic MAOI specifics, have been set up to be stylish 

with both being inversely effective in treatment [20]. 

 

The American Psychiatric Association suggests that benzodiazepines can be effective in treating 

fear complaint, but the World Federation of Societies of Biological Psychiatry advises against using 

them as a first-line treatment option. They believe that there is inadequate substantiation to 

recommend one treatment over another for fear complaint. The APA notes that benzodiazepines have 

a rapid-fire onset of action but also carry the threat of developing benzodiazepine dependence [21–

24]. The National Institute of Clinical Excellence (NICE) disagrees, stating that benzodiazepines are 

not effective in the long-term for fear complaints and recommends indispensable pharmacotherapeutic 

or psychotherapeutic interventions. Despite benzodiazepines showing implicit superiority in the short 

term compared to placebos, the substantiation is low quality and has limited connection to clinical 

practice. Thus, the choice of antidepressants or psychotherapy should be grounded on the case's history 

and characteristics [25]. 

 

MECHANISM 

Most anxiety disorders and panic disorders share a similar neuroanatomy. Neuropsychological, 

neurosurgical, and neuroimaging studies examine the connections between the insula, amygdala, 

hippocampus, anterior cingulate cortex, side prefrontal cortex, and periaqueductal slate. Most studies 

reveal increased blood flow or metabolism during acute panic attacks, when reading emotionally-

laden phrases, and when at rest. The amygdala's hyperactivity is not always observed, though, 

particularly in research that chemically simulate panic attacks. Hippocampus hyperactivity has been 

observed during rest and viewing emotionally charged film land, potentially linked to memory 

reclamation bias towards anxious recollections. Abnormal interoceptive processes, the belief that 

one's own body sensations are real, are thought to be connected to insulin hyperactivity during the 

onset and duration of acute panic episodes. “Wrong” is a transdiagnostic finding (i.e. set up across 

multiple anxiety diseases), and may be related to insula dysfunction. Rodent and mortal studies 

heavily interlace the periaqueductal grey in generating fear responses, and abnormalities affiliated to 

the structure and metabolism in the PAG have been reported in fear complaint. The anterior cortex is 

intertwined in fear complaint by multiple lines of substantiation. Damage to the rearward ACC has 

been reported to lead to fear complaint. Elevated frontal ACC and dorsolateral prefrontal cortex 

during symptom provocation and viewing emotional stimulants have also been reported, although 

findings are not harmonious [13].
 
 

 

Researchers looking at a few people who suffer from panic disorder speculate that these people 

might have a chemical imbalance in the limbic system, specifically in the GABA-A neurotransmitter. 

The amygdala, which controls the body's “fight or flight” response medium, receives deceiving 

information from the dropped conflation of GABA-A, which results in the physiological symptoms 

that lead to the complaint. Clonazepam, an anticonvulsant benzodiazepine with a long half-life, has 

been successful in keeping the condition under control. Lately, experimenters have begun to identify 

intercessors and chairpersons of aspects of fear complaint. One similar middleman is the partial 

pressure of carbon dioxide, which mediates the relationship between fear complaint cases entering 

breathing training and anxiety perceptivity; therefore, breathing training affects the partial pressure of 

carbon dioxide in a case's arterial blood, which in turn lowers anxiety perceptivity. Another 

middleman is hypochondriacal enterprises, which intervene the relationship between anxiety 

perceptivity and fear symptomatology; therefore, anxiety perceptivity affects hypochondriacal 

enterprises which, in turn, affect fear symptomatology [14].  
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Perceived trouble control has been linked as a prolocutor within fear complaint, moderating the 

relationship between anxiety perceptivity and agoraphobia; therefore, the position of perceived 

trouble control dictates the degree. This agoraphobia is caused by perceptivity to anxiety. Genetic 

variants in the galanin gene are another lately discovered prolocutor of fear complaint; these 

inheritable variations modify the link between ladies with fear complaint and the position of 

inflexibility of fear complaint symptomatology [15].
 

CONCLUSION 

Anxiety disorders such as panic disorder are marked by sudden and recurrent bouts of extreme 

terror coupled with physical symptoms such dizziness, shortness of breath, chest pain, or stomach 

discomfort. 
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