ISSUES IN THE MANAGEMENT OF
DIFFICULT PANIC PATIENTS

anic disorder with or without agorapho-
bia is a common, debilitating psychiat-
ric condition that will affect 1. 5- 2.5%
of the general population at sometime in their
lives (Pelissolo & Lepine 1988). Since its in-
troduction in DSM Il (Diagnostic and statisti-

cal Manualof Mental discrderj in 1980 lot of

research have been done i panic disordsr
which has enabled the management of this
disorder. However the most difficuli probler:
faced by the clinician today is choosing the
most appropriate treatment modality for non-
respondets to first line treariment or who cre-
ates somarparticularks difficuft chinical proi>-
lem

Diagnesi§, diftcrantial dizgnosls an
comorbidity

Panic disorder is characterised by spoir-
taneous, unexpected and lecurrent panic
attacks that are short lived (usually less that:
one hour) with intense fear, anxiety or discom-
fort. They are followed by at least one month
of persistant fear of having other panic atiacks
(anticipatory arxiety) worry about the possible
implications or consequences, or a significarit
behavioural change related to the attacks.
Panic attacks secondary to effects of a
substance or a general medical condition is
an exclusion critetia in the diagnosis. The
diagnostic criteria for a panic attack is listed
in tablet.

‘Table 1

Diagnostic Criteria for Panic Aflzc

A discrete fear or dicomfort ii; which four
(or inore) of the following symptc:«is devoloped

.abruptly and reached a peak v T minutes.

Falbpitations, pousidin toraceel

erated heart rate
- Swealing
Trembling or shakinig

- Sensations of shonr.ress of breath or

smothering
Feeling of choking

- Chest pain or discomfor
Nauses or abdominal disiress

Fecling dizzy, unsteady, lighi-headed
o i
Derealisalion (fseling of unrsalily) o
depersonalisation (1,,,; g datached
from oneseli}

.

- Fearof losing control or going crazy
- Fearofdying
- Paraesthesias { numbness or tingling
sensations )
Chills or hot flushes

Source - American Psychiairic Asseciniion
(1894)

Two forms of panic discrder are
codified in DSMIV with or withoout agorapho-
bia. Patients with agoraphobia avoids situa-
tions or places in which escape might be diffi-
cult or help may not be available in the event
of & panic attack. The degree of phobic

-avoidance may be considerabie, restricting the
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switch medication to one of another class i.e.
an SSRI, TCA or high potency BDZ. Another
choice in case of partial response is a combij-
nation of existing drug with an add on TCA/
SSRI or high potency BDZ (Stabl, 1998). if
the first drug used is an SSRI on consensus
group had  suggested trying another SSRAYif
there were no tolerance problems and some
indiication of partial responge (Bal/enger etal,
1998).

When several first or second line treat-
ments are not fully effective MAOI may be con-
sidered especially phenelzine or tranylcyprom-
ine (Lepine et al, 1997). One of their advan-
lages is a better antiphobic action though their
use is restricted because of distinct side ef-
fect profife.

Other a/tgrnative propositions based on
case reports or open study findings are use
of buspirone, nefazodone, alproate,

carbamazepine verapamil, baclofen,

ondansetron and inositol . either in .

monotherapy or in various combinations
(Pelissolo & Lepine, 1 999).»Their use may be
Justified only in multidrug resistant patients,

¥ Table-3
Combination tgerapy for panic disorder

TCA + Bz K
MAOI+ Bz

SSRI+ Bz +CBT
SSRI+ BZ+Buspirone /

fenfluramine / trazadone /
hefazo,done _ .-

“The basis of many combination therapy
is high potency benzodiazepine. Added to this
basis may be any number of antidepressants
such as TCA combo, MAOI combo, an SSR/

~combo or Possibly an SSRY plus the same

. Serotonin boosters used in combination
therapy for depression and for OCD. CBT can
also be added to any of the these drug treat-
ments.

N

Duration of treatment and long term
pharmacotherapy

Natural history of panic disorder is
chronic with remissions and relapses. How-
ever there are no data on the optimal duration
of treatment. From a clinical point of view,
length of treatment depends on severety of
panic disorder and agarophobia. For mild dis-
order or ilness of less than 6 months duration
» 6months treatment may be appropriate. Se-
vere and persistant panic disorder need at
least 12 months treatment and probably upto

. 2years. In all cases, discontinuation of medi-
" cation can only be considered when full, Sus-

tained remission is acheived, anxiety
management skills are achieved, and when
patients have a stable life situation. The drug
must be tapered slowly over a period of 2-6
months with close supervision because of the
risk of rebound and relapse (Ballenger et af,
1998).

Most controlleq studies on the
phrmacotherapy of panic disorder ha ve been
short term studbies, but long term efficacy data
are available for TCAs, paroxetine and
aiprazolam for about 9 months maintenance
lreatment (den Boer, 1998). Further, some
dala indicates that improvement will continue
with the prolonged administra tion of anitpanic
agents (Londborg et al, 1 998) No loss of effi-
cacy is reported when lowering the dose dur-
ing maintenance phase (Noyes & Perry, 1990).

Psychological treatments (Pelissolo &
Lepine, 1999)

Cognitive and behaviour therapy are
commonly combined in the psychological
treatment of panic disorder with or without
agarophobia. Cognitive therapy focuses on
identifying the cognitive distortions and
modifying them, where as behaviour therapy
attempts to modify patients responses often
through explosure to situations or Pphysiologi-
cal stimuli that are associated with panic
disorder. Behaviour therapy is the most effec-
tive in treating phobic avoidance and the
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improvement will last longer than the drug
treatment.

The ingredients of cognitive behaviour
therapy for panic disorder are as follows:

- Detailed behaviour analysis of panic at- :

tacks, anxiety ,positive and negative reinforce-
ments, agoraphobic behaviours and comorbid
affective or anxiety disorders.

- Self monitoring techniques of keeping
a daily record of panic attacks and their limita-
tion in certain activities. This will help to geta
baseline assessment of illness severity as well
as the proéress of improvement.

- Relaxation techniques like respiratory
control with diaphramatic bresthing to contro!
hyperventilation, progressive muscular relax-
ation and cue-controlled relaxation will help to
apply their relaxation skills in daily life (such
ds attending a meeting or when travelling by
train) and in fear provoking situations. This is
known as applied relaxation.

- graded exposure techniques witls
gradual desensitization to externs!
sfmuli' till extinction of the ansyious re-
s,'}onse is aftaingd.

- Exposure to anxicgenic internal sei-
sations such as hvperventilation witli
breathing retrainitg.

- Cognitive restructuration with speciai
attention focussed on catastrophic
misinterpretation of bodily and meri-
tal experiences.

Other forms of phychosoical treatments

Addressing the agoraphobic’s interper-
sonal system, in combination with exposure
treatment, can be useful particularly with
difficult patients (Chambless & Gillis, 1994).
Using spouse as co-therapist in educational

and treatment interventions may help
agoraphobic patient to carry out homework
exercises (Cobb et al, 1994). Some forms of
marital therapy such as couples communica-
tion and problem solving training in addition

o exposure therapy may have positive effects

on outcome (Arnow et al, 1985}.

Combined drug and psychological
treatments (Noyes et al 1993)

For severe forms of iliness or for resis-
tant patients a combination o psychological
and pharmacological treatmeni is clea rly nec-
essary. Tailoring treatment progiams to the
individual patient is becomirig 11 state of the
art, although such combinaiiuns aie gener-
ally inadequtely investigated i controlied
trials. Quite often patienis w!ic are so anx-
ious or depressed initially to participate in psy-
chotherapy may be excluded fror such ses-
sions until they improve with medication. Some
fee! that BDZ interlere signifizantiy with CBT
as certain amount of anxiely rmust be present
for CBT to be effective.

Special recommandziion for the
management of difficult patients

Even if majority of panic patieniz can be
improved adequately with crisg and/o psycho-
logical treatments, a significart number will
be partial or complete non-responders to first
line treatment. For e.g. 30-40% of patients
fail to benefit completely frcm exposure
therapy, 65% have partial recovery and may
continue to seek pharmacologizal or psycho-
logical help after exposurc therapy
(Chambless & Gillis, 1994). Noyes et al (1 993)
in a 7 year foliow up study hsve pointed out
several predictors of poor outcome namely
severe panic and agoraphobic symptoms,
hospitalisation, longer duration of illness,
comorbid depression, high personality sensi-
tivity and a number of significant life events or
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environmental factors such as separation from
a parent by death or divorse, low social class
and unmarrieq status. It js important to
récognise these poor outcome factors early in
the course of treatment so that‘s,uitab/e inter-
ventions can pe applied.

Educating the Ppatient about the symp-
lomatology, course and treatment will improve
patient's comprehension about their sensa-
tions or beha Viours reduce démoralisation and
improve doctor-patient rela tionship, Giving the
patient the right to chose between varioys
therapeutic Strategies will make the patient
more active ang improve compliance, Manage-
ment of medication side effects will also affect
successful outcome by Preventing reboung
Subsequent to drug stoppage. A possible
residuaﬁeymptomatology in the form of a
limited panic aftacks, minor phobic avoidance
oranticipatory anxiety can lead fo demoralising
Counteractions that disrupt full compliance with
the treatment ang hence facilitats relapse,

An important point is comorbidity which
can alter the validity of diagnosis, influence pa-
tients compliance and modify lreatment offi-

cacy. A complete psychological ang medical

assessmenf is needed as 70% of panic pa-

(Wolf) & Maser, 1 994). Even with severe
psychiatric comorbidity, panjc aftack should pe
treated first becayse. itis demoralising to the
patients, Moreover, carefull assessment of
Substance abuse or dependence is also
needed including alcohol, cannabis, opiates,
Coffeine, BDz, cocaine, ha/lucinogens and over
the counter drugs.

Comorbid condiitions wijf influence the
choice of treatment for Panic. For e.g. in
comorbid depression the choice will pe

antidepressant. In comorbid OCD the choice
will be SSRIs. I there is history of BDZ abuse
it should not be given to such patients.
With comorbig personality disorders the
choice of therapy must take the persomality
takes speciaf importance because of the
behavioural ang emotional instaliity and the
high risk of suicide associated with thjs con-
dition. Mediica/ conditions that may affect the
treatment schedule shoulg also be treated
concurrentiy. For e, g. condition with prominent,
.component of anxiety such as hyperthyroig-

ism, polycythemia, lupus ang chronic puimo.-

nary insufficiency should be considered,
Thirdly, conditions requiring medication that
may cause or exacerbate anxiety such as
vasoconstrictors, bronchodilators or steroids
(Wolfe & Maser, 1 994) should pe avoided,

Though panic disorder s rare in elderly
patients it is more difficutt to Manage as they
are more Vulnerable to certain antidepres-
sants side effects (such as anticholinergic,
orthostatic ang Sedative effects). They are also
susceptible to the unwanted side effects of
BDZs such as alaxia, amnesia, and confy.
sion. For eiderly SSRIs are safer and welf
lolerated.

Conclusion

Successfy/ management of panic
disoder starts from differentiation of this con-
dition from panic attacks which occur in
various medica/ and psychiatric disorders. The
choice of trea tment is individual/y lailored de-
pending on the Severety, comorbidity ang pre-
vious response, Combination of drugs and
psychological lreatment are more effective in
treatment resistant patients, The main concern ‘
in the Mmanagement of diffict panic patients
are comorbidity issues, compliance, patient
education and relapse prevention,

b hev o i
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