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OBJECTIVES: In the new millennium, a growing focus on human rights and
preserving individual autonomy urges the promotion of needs of the psychiatric
patients. The topic of human needs takes its place also in patients with panic
disorder. This review intended to explore current facts concerning the needs
of the patients and present a broader understanding of patients’ needs, due to the
complexity of problems of patients with panic disorder. The text also focuses on
psychosocial well-being and the quality of life of patients with panic disorder.
METHODS: The PubMed was used to search for articles published between
January 2000 and February 2020 using the following keywords: "panic disorder"
or "agoraphobia" and "unmet needs" in combination with "pharmacotherapy" or
"psychotherapy" or "cognitive behavioural therapy" or "family" or "quality of life."
A total of 264 articles were selected by primary keyword picking in different
combinations. Altogether 182 articles were reviewed.
RESULTS: We identified the most important unmet needs of patients with panic
disorder connected to symptoms, treatment and help-seeking, stigma and selfstigma, family and quality of life. To help the patients to improve the unmet needs
connected with:
(1) symptoms is to increase the awareness of treatment steps for patients and
their families, good cooperation with therapists, and management of persistent
symptoms, alleviation or elimination of anxiety symptoms, avoidance and safety
behaviour.
(2) treatment is the quick approach, effective one, not too difficult, without side
effects and harmless, not requiring hospitalization and not disturbing the daily
routine, increasing treatment compliance, improving patient self-confidence and
an active social network, affordable health and social services and more suitable
information for families;
(3) stigma is to change of public opinion about people with mental health problems and to create effective antistigma programs;
(4) family is to include the support for a functional and independent life,
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helping to manage everyday tasks and stop excessive
protection, while reducing the stigmatization of the
whole family.
(5) the quality of life is to help to integrate into the
community and improve the factors that affect the
quality of life; like esteem, self-acceptance, social acceptance etc.
CONCLUSIONS: This review aimed to explore the unmet
needs in patients with panic disorder or agoraphobia. In
selected articles we identified 5 basic unmet needs and
described the basic strategies to cope with them. It is
essential for every clinician to understand those needs
as it can substantially help to alleviate patients’ symptoms and improve their quality of life. The importance
of this understanding further highlights that unmet
needs described for panic disorder overlap with unmet
needs of other psychiatric disorder and thus have
broader utility.

INTRODUCTION
Panic disorder is characterized by sudden episodes
of intense fear and horror that appear without an
apparent external cause (Hoppe et al. 2012, APA 2013).
The unpleasant symptoms of this disorder come unexpectedly, and they are not tied to a specific situation. A
sudden attack of intense fear occurs, together with feelings that something terrible happens, that a person loses
control and may faint or die without any somatic reason
(Fleet & Beitman 1998, Sandin et al. 2015). A typical
panic attack lasts several minutes but sometimes it can
return in “waves” for up to two hours (Amami et al.
2010). Panic attacks are associated with severe somatic
symptoms such as heart palpitations, chest pain, feeling
of choking, dizziness, nausea, or tingling of the limbs.
Anxious thoughts, states of depersonalization, and
derealization can also appear (Drenckhan et al. 2015,
Baker et al. 2019). A common response to a panic attack
is to escape from the situation, where the attack has
occurred (e.g. escaping from the subway), or to seek
help and safety (medical emergency services) as quickly
as possible (Rudaz et al. 2010, Riccardi et al. 2017).
Since some symptoms of panic disorder imitate those
of cardiovascular diseases, patients with panic disorder
frequently turn to physicians with the fear of dying
from a heart attack (Fleet & Beitman 1998, Teng et al.
2008, Coss-Adame & Rao 2015, Ohst & Tuschen-Caffier
2018) and often seek help from somatic specialists
(internists, neurologists, gastroenterologists, etc.) and
are unnecessarily subjected to a series of examinations
that show no pathological condition (Greenslade et al.
2017). Subsequently, they tend to avoid situations where
help is difficult to obtain (Helbig-Lang et al. 2014). Most
individuals with panic disorder develop agoraphobia
(Balaram & Marwaha 2020).
The lifetime prevalence of the panic disorder is 1-3%
in the general population and 3.0 - 8.3% in clinical conditions (Roy-Byrne et al. 2000, Lepine 2001, Lepine 2002,

Carta et al. 2015, de Jonge et al. 2016). Even in optimal
treatment approach using clinical guidelines, more
than half of patients continue to have suprathreshold
or subthreshold symptoms (Chen & Tsai 2016). If
left untreated, the panic disorder becomes a chronic
and incapacitating condition associated with a higher
risk of psychiatric co-morbidity, poor quality of life,
reduced working ability, health problems, morbidity and
mortality, high family burden, and significant consumption of health care (Batelaan et al. 2007, Batelaan et al.
2010).
The original model of panic disorder integrated
biological and psychosocial findings because the panic
disorder can be effectively treated by both pharmacotherapy and psychotherapy, cognitive behavioural
therapy (CBT) in particular (Furukawa et al. 2006,
Hamm et al. 2016, Imai et al. 2019, Lai 2019, Park & Kim
2019). According to the original concept (Gorman et al.
1989), the panic disorder has three main symptoms:
(1) panic attacks and stress responses; (2) anticipatory
anxiety; and (3) increased fear and phobic avoidance and
impaired emotional regulation. Gorman et al. (1989)
linked these symptom domains to nervous substrates:
(1) brainstem and hypothalamus, (2) the limbic system,
and (3) the prefrontal cortex. Antidepressants with
serotonergic activity act on at the brainstem level.
Benzodiazepines, relaxation and breathing techniques
influence the anticipatory anxiety on the limbic system
level, and cognitive behavioural therapy (CBT) is effective in treating avoidance behaviour (agoraphobia)
at the prefrontal cortex level. In the revision of this
hypothesis, Gorman et al. (2000) suggest that a necessary nerve substrate for panic disorder is a dysfunctional
"cross-talk" between emotional drive (limbic structures)
and cognitive inhibition (prefrontal cortex) (Santos et al.
2015, Dresler et al. 2013, Lai 2019).
In the new millennium, a growing focus on human
rights and preserving individual urges the promotion
of the needs of psychiatric patients. Both patients and
their families initiate to identify their needs and focus
more on their health care utilization (Hamer et al. 2009).
Regardless of higher health care consumption, panic
disorder patients report unmet needs (Katerndahl 2008).
When patients with panic attacks seek care, they most
frequently consult a general practitioner or hospital
emergency department (Katerndahl & Realini 1995).
A recent debate focused on the necessity of respect
and individual freedom and the need to live a meaningful
life (Hamer et al. 2009). While these needs are essential
for all individuals regardless of their health status, they
are particularly significant in patients with psychiatric
disorders. The topic of human needs encompasses also
patients with panic disorder. This text intends to explore
current facts concerning the needs of the patients with
panic disorder. The purpose of this review is to present
the complex needs of patients with panic disorder. The
text also focuses on psychosocial well-being and quality
of life.
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PUBMED abstracts of articles identified and screened for retrieval
(n = 264)

Articles (full texts) that were subjected to a detailed evaluation
(n = 142)

Remaining articles selected (n = 41)
Secondary search articles from the reference lists of the remaining
articles after a detailed evaluation (n = 141)
Articles included in the review (n = 182)

Fig. 1. Summary of the selection process

METHOD

RESULTS

PubMed was used to search for articles published
between January 2000 and February 2020 using the
following keywords: "panic disorder" or "agoraphobia"
and "unmet needs" in combination with "pharmacotherapy" or "psychotherapy" or "cognitive behavioural
therapy" or "family" or "quality of life." Studies that met
these inclusion criteria (1) published in a peer-reviewed
journal were included; (2) the articles could be prospective or retrospective original human studies; or (3)
reviews on the topic; (4) subjects must be over 18 years
of age; (5) contributions were published in English. The
exclusion criteria were (1) conference abstracts; (2)
comments and dissertations.
A flowchart (Figure 1) summarizes the total number
of documents reviewed and the number of contributions
included in the search process. A total of 264 articles
were selected by primary keyword picking in different
combinations of —142 articles selected according
to inclusion criteria. After a thorough examination
of the full texts, 41 articles remained. The secondary
text was then searched from the reference lists of the
original selected articles, and after being evaluated for
suitability, added to the first list (n = 141). Altogether
there are 182 articles reviewed. The flowchart (Figure
1) was created according to PRISMA recommendations
(Moher et al. 2009).
This review aimed to explore the unmet needs in
patients with panic disorder. Based on the background,
the following research questions were formulated:
(1) What are the areas of unmet needs in patients with
panic disorder?
(2) What are the unmet medical needs?
(3) What are the unmet needs for psychotherapy?
(4) What are the unmet needs for pharmacotherapy?
(5) What are the unmet needs for quality of life?
(6) What are the unmet needs for family and loved
ones?

Due to the wide variety of patient's needs, the results
were divided into four groups according to their
common elements. There were needs associated with
(1) symptoms; (2) treatment; (3) quality of life; and
(4) a family. In these categories, we have described in
particular the needs that present a significant problem
or a significant life burden for patients with panic
disorder in clinical practice.
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Needs connected with the symptoms
Despite considerable progress in the therapy, many
patients have persistent symptoms that limit daily
functioning after acute treatment (Furukawa et al.
2006, Wendt et al. 2018). A significant number
of patients experience only partial remission or recurrence of symptoms (Heldt et al. 2011, Dusseldorp et al.
2007). Patients need information about symptoms and
their physiological background and learn the breath
control technique to stop the development of symptoms in panic disorder (Fentz et al. 2013, Pompoli
et al. 2018). They also need education in pharmacological treatment (Nordgreen et al. 2016, Grubbs et al.
2019).
The use of validated assessment tools, can improve
the recognition of panic disorder in primary care
population, thus empowering a recommendation for
specialized therapy (Muñoz-Navarro et al. 2016, Sung
et al. 2018). When assessing improvement in patients
with panic disorder, it is necessary to consider both
improving or worsening their panic conditions with
a typical somatic and psychological component, as
well as an overall improvement in adaptation. The
current state can be assessed in five dimensions:
• Panic attacks (Sung et al. 2018)
• Anticipatory anxiety (Helbig-Lang et al. 2012)
• Phobias (including agoraphobia) (Greene & Eaton
2016)
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• Disability in the roles (work/family/social) (Hendriks
et al. 2016, Carmassi et al. 2018)
• General health (Löwe et al. 2003).
Up to date, there has been no valid, specific, or
sensitive biomarkers, that have been recognized in
patients with panic disorder, or the evaluation of the
treatment response. Potential candidate biomarkers
of panic disorders have been proposed, including
respiratory patterns (Blechert et al. 2010, Blechert et al.
2013, Meuret et al. 2018), heart rate variability (Diveky
et al. 2013, Kotianova et al. 2018, Mumm et al. 2019),
peripheral blood markers (Cosci & Mansueto 2019),
hypothalamic-pituitary-adrenal axis dysregulation
(Abelson et al. 2008, Jakuszkowiak-Wojten et al. 2015),
and ), neuroimaging (Prasko et al. 2004, Sim et al. 2010,
Kang et al. 2012, Kamaradova et al. 2013, Grambal et
al. 2015); however, the clinical utility, sensitivity, specificity, and the predictive value of the biomarkers for
panic disorder remain questionable (Kim YK 2019).
Selective serotonin reuptake inhibitors and
benzodiazepines are among the most often prescribed
drugs for panic disorder (Dusseldorp et al. 2007,
Breilmann et al. 2019). Many patients with a low level
of insight believe that benzodiazepines are the most
helpful in avoidant, or safety behaviour. In these cases,
it may be difficult to reach an agreement on the need
to use exposures during the treatment (Beutel et al.
2013, Teismann et al. 2018). The habit of calming or
avoiding anxiety can then be in contradiction to the
common goals of treatment. Patients want to reduce
their anxiety but not to give up on evasive or protective behaviour or the use anxiolytic medication (Laurito
et al. 2018, Tanguay Bernard et al. 2018, Quagliato et
al. 2018). In addition for lack of insight into the necessary treatment steps, some patients may not understand
that avoidance and safety behaviour helps to maintain
the disorder and gradually reduce their self-confidence
and the chance to get rid of the symptoms. They are less
willing to face situations where they feel discomfort,
anxiety, or other negative emotions.
Cognitive models of panic disorder have stressed
the part of catastrophic beliefs of physical signs as
a fundamental intermediating factor of the efficiency
of cognitive behavioural therapy (Fentz et al. 2014,
El Amiri et al. 2018, Ohst & Tuschen-Caffier 2018).
Perceived capability to control panic attacks has also
been proposed to produce a crucial role in treatment
change (Fentz et al. 2013, Sandin et al. 2015).
In short, the most significant unmet needs
concerning symptoms are awareness about treatment
steps for patients and their families, proper cooperation
with therapists, and better management of persistent
symptoms. Some patient´s wishes in this area may be
counterproductive, for example, the need to feel good at
all costs. When this happens, the therapist must collaboratively explore the patient's beliefs and schemas that
underlie these wishes. Failure to do so will most likely

not improve the patient's mental state and hinder treatment success.
Comorbidity with a personality disorder
A personality disorder is a frequent comorbidity in
patients with panic disorder. About 50 % of panic
patients meet the criteria for personality disorder
diagnosis (Friborg et al. 2013, Kolek et al. 2019a).
This comorbidity is frequently connected with childhood abuse (Kolek et al. 2019a). Personality disorder
comorbidity predicts significantly more psychosocial
impairment (Skodol et al. 2005, Ansell et al. 2007;
Penner-Goeke et al. 2015) and is related to worse longitudinal results of the patients with anxiety disorders
(Ansell et al. 2011; Skodol et al. 2014, Keefe et al. 2018).
In studies of cognitive-behavioural therapy, panic
disorder patients with a comorbid Cluster C personality
disorder experience less panic symptom change (Porter
& Chambless 2015). However, in our study (Prasko
et al. 2005) which focused on the efficacy of a sixweek CBT program in patients with panic disorder or
agoraphobia and comorbid personality disorder and
patients with panic disorder or agoraphobia without
the comorbid personality disorder, results showed that
treatment efficacy in the patients with panic disorder
without personality disorder had been significantly
better compared with the group with this comorbidity
in CGI and specific inventory for panic disorder—
PDSS. However, the groups did not differ in objective
anxiety scale HAMA and subjective anxiety scale BAI.
Also, in our last study (Kolek et al. 2019b), the presence of comorbid personality disorder predicted lesser
improvement during the therapy.
In psychotherapy of patients with a comorbid
personality disorder, it is necessary to address childhood adversities (Hoffart & Sexton 2002). Long-term
psychotherapy is usually needed (Heldt et al. 2011,
Beutel et al. 2013, Kolek et al. 2019b).
Needs connected with the treatment
The treatment of panic disorder includes psychotherapeutic and pharmacological approaches (Bandelow et al.
2015, Imai et al. 2016, Bighelli et al. 2018, Breilmann
et al. 2019). Perceived unmet needs are linked to the
severity of the disorder, avoidance, interference with
functioning, comorbid depression, anticipation anxiety,
and duration of worries (Chartier-Otis et al. 2010, Park
& Kim 2019).
The findings of Marcs et al. (2009), who studied the
characteristics of treatment received by patients with
panic disorder and explored barriers to the treatment,
suggest a need for better distribution of treatment possibilities, in addition to create interventions more accessible or adjusting them to the specific needs of primary
care patients. There is a great need for mental health
services in the general population (Messias et al. 2007).
According to Goodwin & Andersen (2002), factors
other than the severity of panic disorder may influence
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the use of services. In addition to perceived (perception of poor mental health) and objectively evaluated
need (severity of panic attacks, psychiatric morbidity),
or predisposing (being married, older, more educated,
white) factors were independently associated with the
use of treatment for panic attacks.
Other commonly unsatisfied treatment-related
needs are adequate family support, social contact, early
recognition of the disorder, and support for decisions
to seek and receive treatment, and also reduced time
elapsed between the appearance of first symptoms and
first consultation (Johnson et al. 2009, Chartier-Otis
et al. 2010, Green et al. 2012). According to Craske et al.
(2005) study, the most common obstacles to the treatment were concern about the price of services (63.9 %),
not knowing where to get the treatment (63.2 %), lack
of health insurance coverage (52.4 %), and appointment
waiting times (52.1 %).
Recent studies of pharmacological interventions
in patients with panic disorder have led to substantial evidence supporting the efficacy of SSRIs, SNRIs,
and clonazepam (Bighelli et al. 2016, Imai et al. 2016,
Bighelli et al. 2018). Other drugs, such as mirtazapine,
milnacipran, and inositol, have been shown to have antipanic properties (Breilmann et al. 2019). In addition
to SSRIs and SNRIs, TCAs, MAOIs, benzodiazepines,
and atypical antipsychotics have been accepted as
validated alternative for a second-line pharmacological intervention (Bruce et al. 2003, Freire et al. 2014,
Breilmann et al. 2019).
CBT, antidepressants, and self-help are considered
the best treatment choices for patients with panic
disorder, according to the National Institute for Health
and Clinical Excellence guidelines for the treatment
of anxiety disorders (NICE 2011). The first pharmacological option is to administer SSRI or TCA. In contrast,
the administration of benzodiazepines or antipsychotics
is not the first choice. According to NICE, the
benzodiazepine administration is associated with “less
good outcome in the long term”. The usage of SNRIs
has not been designated in the strategies despite the
high-quality indication for its efficacy in panic disorder
(Sheehan et al. 2005, Ferguson et al. 2007, Pollack
et al. 2007). Not only SSRIs and TCAs, but also SNRIs
and benzodiazepines are suggested by the American
Psychiatric Association practical guidelines (APA 2009).
Besides, SSRI and SNRI have been recommended by
the World Federation of Biological Psychiatry Societies
(WFSBP) (Bandelow et al. 2008). There is also evidence
of modest efficacy of mirtazapine, milnacipran, duloxetine, and inositol, as well as the efficacy of augmentation of antidepressants using pindolol, olanzapine,
aripiprazole and clonazepam. Nevertheless, the need
for a more effective, better tolerated, and faster-acting
medication is still unsatisfactorily met in clinical terms.
Therefore, novel mechanism-based anti-panic drugs,
like CRF1 receptor antagonists, orexin receptor antagonists, glutamatergic receptor modulators, angiotensin
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II receptor antagonists, and endocannabinoid system
modulators have been proposed (Perna et al. 2015).
Numerous meta-analyses have been performed, it
has been found that both CBT and pharmacotherapy
alone or in combination provide a significant effectsize in acute treatment stage relative to a minimal treatment or no treatment, and medium effect size when
compared to psychological or drug placebo (Furukawa
et al. 2007, Hofmann & Smits 2008, APA 2009, SánchezMeca et al. 2010, Katzman et al. 2014, NICE 2015, Imai
et al. 2016). The magnitude of the effect is reduced
after 6 to 24 months of follow-up, especially in (mono)
pharmacotherapy (Haby et al. 2005, Furukawa et al.
2007, Katzman et al. 2014, Sánchez-Meca et al. 2010).
Short-term effectiveness of psychological and psychopharmacological treatments for patients with the panic
disorder appear to be similar (Imai et al. 2016). The use
of pharmacotherapy in monotherapy is also linked with
a significantly amplified risk of loss of the effect during
and after the drop out of continued treatment (Haby et
al. 2006, Furukawa et al. 2007, Farach et al. 2012). It is
a consensus that CBT should be offered to patients with
panic disorder first and also to those who discontinue
pharmacotherapy (Katzman et al. 2014, Sánchez-Meca
et al. 2010). Whether other psychotherapies could be
recommended remains uncertain, because very few
studies have been conducted as well as those that would
compare CBT and other psychotherapies (Arch &
Craske 2009).
In addition to the drug therapy neuromodulation
procedures, such as transcranial magnetic stimulation
(TMS) have been tested in patients with panic disorder
with variable outcomes (Prasko et al. 2007, Machado
et al. 2014, Iannone et al. 2016, Zugliani et al. 2019).
Further integration of genetic, neurobiological,
psychophysiological, and behavioural data is needed
to validate the pathways of therapeutic change in
pharmacotherapy and CBT in panic disorder or agoraphobia. The goal of pharmacotherapy of panic disorder
may be to expand the learning process during treatment
with CBT, which focuses on the plasticity of the cortical
brain structures, as such intervention is effective in
both animals and humans (Dresler et al. 2013, Santos
et al. 2015). Also, the administrations of D-cycloserine
has reduced the most prominent symptoms of agoraphobia in combination therapy (Choi KY & Kim 2016,
Park & Kim 2019).
Physical movement has been debated as a therapeutic alternative or add-on for the treatment of the
panic disorder. The study of Gaudlitz et al. (2015)
showed that regular aerobic exercise adds benefits
to CBT. Also, the study of Bischoff et al. (2018) showed
an accelerating effect of moderate-intense exercise
within an exposure-based CBT for patients with panic
disorder or agoraphobia.
Very important long-term needs of patients with panic
disorder are the alleviation or elimination of anxiety
symptoms, avoidance, and safety behaviour (Imai et al.
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2016). Primary needs are related to the correct timing
of the treatment – a useful approach is a quick, effective
one, not too difficult, without side effects and harmless,
with no need for hospitalization, and no disturbance to
the daily routine (Imai et al. 2016). These optimal properties are rarely achieved, but it is essential to do the best
that can benefit and not harm the patient. However,
the need for treatment, such as cognitive behavioural
therapy with exposure therapy, is generally in conflict
with the tension experienced and the desire not to have
anxiety or physical symptoms. Some patients do not
have sufficient insight and therefore, do not seek the
treatment. The family sometimes has a higher need for
treatment than the patient himself (Pompoli et al. 2016).
The patient needs to start treatment early and select
effective therapy (Nordgreen et al. 2016). To even start
the treatment, patients with panic disorder/agoraphobia
must have developed a satisfactory level of insight (to be
aware of a psychiatric disorder that can be treated) and
trust in their therapist (de Cort et al. 2017, Halaj et al.
2019). Although patients come to the therapist's office,
many are not sure whether they actually want the treatment. Internet-based interventions have the potential
to offer highly available low-threshold evidence-based
treatment to individuals with panic disorder (Pompoli
et al. 2016, Ebenfeld et al. 2019, HQO 2019).
Many individuals with panic disorder experience
ambivalent feelings at the start of treatment and avoid
visiting the specialist (Green et al. 2012). The therapist needs to discuss the advantages and disadvantages
of panic disorder symptoms and avoidance or safety
behaviours that provide a short-term feeling of calmness, as well as the advantages and disadvantages of “a
life without panic disorder” (Praško et al. 2007, Imai et
al. 2016).
In general, patients with panic disorder can be effectively treated psychotherapeutically and pharmacologically. Although pharmacological treatment is useful in
the treatment of a panic disorder, their potential side
effects may be a problem to adherence to treatment and
long-term preservation of treatment results. Therefore,
it is vital to deliver affordable and effective psychotherapeutic interventions for patients with panic disorder
either as a separate or complementary treatment.
Psychotherapeutic procedures, especially cognitive
behavioural therapy and short psychodynamic therapy,
are effective treatments for patients with panic disorder.
However, they do not work in all patients, and further
approaches to the treatment of resistant and co-morbid
patients will also need to be developed in psychotherapy.
Another problem is the relative unavailability of effective
psychotherapy. Therefore, internet psychoeducational
and psychotherapeutic self-guided programs could be
efficient options for broach distribution in routine care.
Stigma
One of the essential needs of panic disorder patients
and their families is to be a respected person, who is not

labelled and is not looked down upon (Ociskova et al.
2014, Holubova et al. 2019). The patient's effort to avoid
stigmatization is understandable but leads to delaying
or avoiding adequate assistance (Camp et al. 2002;
Cinculova et al. 2017). Mass media play a central role
in building the image of psychiatry and patients with
psychiatric disorders, thus worsens maladaptive coping
responses of families with relatives suffering from panic
disorder (Hoffmann-Richter 2000). The general public
often learns about the panic disorder through popular
magazines. Stereotypes and negative prejudices about
the psychiatric patients, that media and society bring,
are misleading (Gray 2002). This is partly due to still
prevalent stereotype that people with mental disorders
are dangerous, impulsive, and aggressive (Goffman
1986, Nawka et al. 2012, Nawkova et al. 2012).
Stigmatization affects patients as well as their family
members. Part of the interpersonal rejection experienced by many patients may result from the avoidance
and safety behaviour of individuals with panic disorder
and agoraphobia, another part from misrepresentation of diagnosis information or erroneous knowledge
of psychiatric treatment (Holubova et al. 2019). Refusal
based on the patient's mental health problems may also
occur in situations, where the patient is acting normally,
and others only know that they are undergoing psychiatric treatment.
A simple “label” of having a psychiatric diagnosis
can trigger stigmatization. Because of that, patients can
be stigmatized and rejected in various social situations,
including work and family relationships (Ociskova et al.
2018). Even patients, who have completed treatment,
may continue to be subjected to stigmatization. People
can act cautiously around the patient, overly focus
and analyze their behaviour, and connect the behaviour with the unfavorable label. The fear of labelling
is a reason why people with panic disorder, are often
afraid of psychiatric diagnosis to the extent that they
actively avoid seeking adequate help (Ociskova et al.
2015). When it comes to the panic disorder, the general
population (including the patients themselves) are
usually convinced, that flawed personality traits cause
the panic disorder. They may assume that individuals
with panic disorder behave in some way wrong, incorrectly, or strangely (Praško et al. 2007). These erroneous
assumptions lead to avoidant or hostile behaviour,
blaming and humiliating patients.
The authors conclude that the stigmatization
of patients with panic disorder and their families can
be reduced by the cooperation of patients, their families, and healthcare professionals in a way that is free
from common prejudice and stereotypes (Cangas et al.
2017). Similarly, families can experience stigmatizing
reactions in the health care system itself. The path
to a diagnosis can be very tedious. Families may stigmatize the person, mostly after they have found it to be
a mental disorder because they lack proper information
about it (Borgo et al. 2017). They do not have enough
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knowledge; they feel insecure and helpless. It can, therefore, be difficult for them to be continually supportive
and empathetic, especially when their relative had lost
hope because they are desperate or suicidal (Batinic
et al. 2017, Teismann et al. 2018). Celebrity confessions
about their experiences with panic disorder can reduce
stigma and self-stigma, as the community gains more
familiarity about the disorder and grow into higher
awareness about it (Lee et al. 2019).
In short, the most critical unmet needs concerning
for stigma are the change of public opinion about
people with mental health problems and programs
aimed at reducing stigma.
Barriers in help-seeking
Very often, the treatment is initiated with a considerable delay, which prolongs the patient's suffering.
Patients and their caregivers may consider psychiatric
or psychotherapeutic services unavailable, have a poor
opinion of their functioning, have a terrible personal or
substitute experience, or fear the negative consequences
of treatment (Craske et al. 2005, Nordgreen et al. 2016).
The treatment is sometimes initiated in a humiliating
way (patients are brought to a psychiatrist under the
family pressure) when relatives want treatment, but the
patient does not want it or is ambivalent (Westra 2004,
Wolf &, Goldfried 2014). The dominant behaviour
of family members can also affect the atmosphere in the
family and their view of the need for treatment. Many
factors also influence attitudes to drug use: the patient's
self-concept and a desire to cope without outside help,
attitudes to psychopharmacs or psychotherapy, previous
experiences and public myths about treating psychiatric
disorders, as well as fear of stigmatization by psychiatric
disorder or treatment (Cinculova et al. 2017).
In short, the most critical unmet needs linked
to obstacles in seeking help are affordable health and
social services and more suitable information for
families.
Self-stigma
People with specific coping strategies, such as dissociation, are more disposed to feelings of shame and
guilt. Such persons may be susceptible to developing
self-stigma as well because the primary emotional
source of self-stigma is the feeling of shame (Link et al.
2001, Alonso et al. 2008, Prasko et al. 2011). There is
an association between self-stigma and the number
of previous hospitalizations, antidepressant dosage,
discontinuation of medication, the severity of the
disorder, and the number of psychiatrists attended by
the patient (Ociskova et al. 2014, Ociskova et al. 2017).
Additionally, self-stigma lowers adherence to pharmacotherapy (Cinculova et al. 2017) and can present
a significant problem in seeking therapeutic assistance
(Barney et al. 2009, Ociskova et al. 2015, Cinculova
et al. 2017). Patients’ efforts to side-step stigma may
lead to rejection of the fact that they have a mental
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disorder preferring physical explanation of the roots of
the problems, and avoiding or delaying the search for
proper psychiatric or psychotherapeutic management
(Camp et al. 2002, Finney & DiStefano 2008, Barney
et al. 2009). Additionally, self-stigmatization is associated with insufficient treatment cooperation (Sirey
et al. 2001; Padurariu 2011; Cinculova et al. 2017).
Some of our studies also show that self-stigma lowers
treatment efficacy in patients with anxiety disorders
(Ociskova et al. 2015; Ociskova et al. 2018).
Treatment options
Selective serotonin reuptake inhibitors (SSRIs) and
CBT with exposures are a treatment of choice for panic
disorder, but about 30 % of patients do not respond
adequately (Bandelow et al. 2015, Pompoli et al. 2016,
Zickgraf et al. 2016). Regardless of practicing the
optimal approach, about 10 % of patients remain resistant to treatment (Perna & Caldirola 2017).
Despite the treatment, the most significant unmet
need for panic patients and their families is the
problem of finding adequate panic treatment with
access to appropriate pharmacotherapy and cognitive
behavioural therapy (Caldirola & Perna 2019). The
availability of treatment, adequate doses of medication,
and information on the possible response to treatment
and the prevention of relapse may also be a problem
(Rollman et al. 2005).
Many patients are being treated inappropriately
because of an ineffective psychotherapeutic or pharmacotherapeutic approach, receiving inadequate
doses of medication (Milrod & Busch 1996). However,
adequate treatment may be unavailable (Reid et al.
2018). Patients who have been confronted with
several complications associated with the use of drugs,
including polypharmacy, inadeqate dosing, no access or
money for the drugs or even the shoratage of the drug
(Bhatara et al. 1998, Bystritsky 2006, Pary et al. 2019).
Many patients with panic disorder have experienced side effects of medication and sometimes do
not believe in the effect of the drug. Others describe
the ambivalence regarding the importance of psychopharmacs and the inability to remember how to use
them, leading to non-adherence to treatment (Aoki
et al. 2014, Chambless et al. 2017, Maiwald et al. 2019).
Others find the side effects of the medication intolerable, and repeatedly stop the medication in the first
week, forming a rejecting attitude towards medication.
A partner or family can also oppose drugs. Unpleasant
side effects include physical symptoms such as initiall
tiredness, transient increases in tension, long-term
sexual dysfunction, weight gain, and decreased pleasure
(Craske et al. 1989, Daiuto et al. 1998, Chambless et al.
2017).
Unmet needs during outpatient treatment
In many patients with remission, it is necessary
to increase self-esteem (Fentz et al. 2014, van Tuijl et al.
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2016). Equally important is their adherence to treatment, regular use of medication, and regular checkup by the attending psychiatrist. Patients with panic
disorder may face community difficulties, and their
psychiatric management needs to take these problems into account. With the expansion and diversity
of mental health services, the organization of treatment
becomes a more service-oriented approach. Facilitating
access to social contacts, employment, and housing
in panic disorder treatment is essential, as many have
lost their jobs due to the development of agoraphobia
(Clark et al. 2012, Stansfeld et al. 2014, Asai et al. 2017).
In short, the most critical unmet needs during treatment
are increasing treatment compliance, more effective
drugs without side effects, affordable psychotherapy,
especially CBT, and a more extensive range of psychosocial interventions, improving patient self-confidence
and active social network.
Quality of life needs
This type of needs could be defined as any anxiety or
discomfort that patients have identified as not related
to the treatment of panic disorder symptoms, but
that negatively affect their ability to integrate into
the treatment community and their quality of life.
School, employment, the economic situation, family
conflicts, and the desire for daily activities are examples
of concerns expressed by patients (Fidry et al. 2019).
Some individuals with panic disorder deal with abuse
(physical, emotional and sexual), divorce, child loss, and
a distance from offensive or critical family members.
Alternatively, they can become too dependent on the
family and pay for it with their freedom. Many patients
have difficulty finding work, paying rent and other
financial problems. It may be difficult for students
to attend a school regularly; they may have issues
at school, especially with concentration (Andersch &
Hetta 2003, Fidry et al. 2019).
The disorder significantly disrupts the life experiences of many patients, who report a negative impact
on their curricula, interpersonal relationships, careers,
and the establishment of their own families (Praško
et al. 2007, Fidry et al. 2019). Therefore, the most critical unmet needs concerning quality of life are ability to
integrate into the community and improvement to the
factors that affect the quality of life.
Family-related needs
The constraints that come with the symptoms of panic
disorder increase the dependence of patients on their
relatives. Some patients are increasingly unable to handle
their daily tasks due to numerous anxious thoughts,
reduced self-esteem, and evasive behaviour. In addition to assuming day-to-day responsibilities, patient's
families usually participate in safety and avoidant
behaviour and may be a decisive factor in maintaining
treatment failure (Craske et al. 1989, Daiuto et al. 1998,
Praško et al. 2007). In this respect, these families can be

clearly distinguished from most families with relatives
with other psychiatric disorders. In particular, family
members living in the same household with the patient
(such as partners, parents, children, and other relatives)
enter into daily avoidant behaviour (Zaider et al. 2010,
Whisman et al. 2019).
The most common stressors, preceded by panic
disorder, are partner, family and work conflicts, lack
of adaptation to role changes (mother's role, relationship changes) and new roles in life, economic stressors
(Praško et al. 2008, Borgo et al. 2017). Multiple minor
psychosocial stressors, such as excessive criticism,
rejection, overly competitive atmosphere, can also act
as triggers (Manassis et al. 1994).
People, who have panic disorder, often depend on
their loved ones (Praško et al. 2008). In more severe
cases, a close person often must be present at all times
in order to help the afflicted person. Whether the fear
of abandoning precedes or is a consequence of panic is
difficult to determine. However, in childhood, there is
commonly a premature separation from parents that
has been followed by anxiety or resignation. A partner
of the patient often feels confined. Sometimes it may be
convenient because it gives them a sense of domination
and necessity in a relationship or a sense of value. Other
times, however, it feels like a significant constraint and
conflicts arise, which in turn aggravate panic disorder
or lead to the development of comorbid depression.
Indeed, people with agoraphobia tend to be afraid
of abandonment as well as fear of attachment to another
person in adulthood (Bowlby 1973, Nemiah 1988,
Manassis et al. 1994). Therefore, they have an excessive need to control relationships. Since a high degree
of interpersonal control is unattainable, relationships
suffer from tension. A patient with agoraphobia may
have feelings of excessive commitment to their partner
who gives them a sense of security. This can result in
reduced ability to express his/her other needs openly
but must submit and subside even in situations where
they are not comfortable (e.g. always responding positively to their sexual needs), leading to deep dissatisfaction with the relationship. Very often, there is an intense
ambivalence. The patient is dependent, therefore,
subordinate, at the same time, they perceive a partner
with considerable aversion (Borgo et al. 2017). The situation is a stalemate for them. They cannot be alone.
Agoraphobia can lead to partner and family conflicts
e.g., requiring a partner to accompany the patient,
restricting traveling for the whole family (e.g. on vacation), avoiding cinemas, theaters, concerts or avoiding
shopping, and requiring someone else to shop - all these
can limit the whole family. The typical signs of panic
disorder, the avoidance of travelling, shopping of other
places and situations due to the fear of panic, and the
loss of autonomy, lead to increased dependence on
family members (Detzel et al. 2015, Borgo et al. 2017).
Reinforcing the avoidant behaviour by relatives and
dependence gradually dominates family life and leads
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The unmet needs in panic disorder
are connected to:

Symptoms:
panic attacks,
anticipatory anxiety,
phobias,
general health issuse
The aim of the therapy
is:
The alleviation or
elimination of anxiety
symptoms, reducing
avoident and safety
behaviour;
(psychotherapy,
medication)

Treatment and help
seeking

Stigma
and self-stigma

The aim of therapy is:
The quick, effective
harmless approach
Inrease in compliance
to treatment

The aim in general is:
the change of public
opinion, antistigma
programs

Family

Quality of life

The aim of the
therapy is:
The support for
a functional and
independent life

The aim of the
therapy is:
To increase the
esteem, self worth
and
Self- and social
acceptance

Fig. 2. Types of unmet needs in panic disorder patients

to a build-up of tension and disagreements on how to
proceed further. Family relationships and functioning
can also adversely affect the severity of symptoms
as well as safety and evasive behaviour. Depression,
guilt, grief, substance abuse, social stigma, and other
secondary symptoms are also part of the picture. The
fact that the family member has been identified as
having a mental disorder can alter the family. Relatives
begin dealing with stigmatization and the fear of being
stigmatised.(Suresky et al. 2014). Not surprisingly, the
family tends to keep the diagnosis of panic disorder
in secrecy. A mental disorder becomes a secret that is
not shared. The taboo also includes the unique burden
of caring for a relative with panic disorder.
The existence of a psychiatric diagnosis further
reinforces the fear of social degradation and exclusion (Detzel et al. 2015). All this poses considerable
difficulties that families of panic disorder/agoraphobia
patients must deal with. Developing acceptance and
understanding attitudes towards a family member with
panic disorder can be challenging, and is a long-term
task rather than a matter of rapid adaptation. It is not
uncommon for them to deal with relatives for the entire
duration of treatment (Suresky et al. 2014).
Family members have become more important in
psychiatric care in recent decades. It has been found
that caregivers often carry a heavy burden; e.g. interference with domestic activities, leisure and career,
tense family relationships and reduced social support,
reduced mental health, subjective distress, and burnout
(Detzel et al. 2015).
Patients also appreciate such support as a relaxing
conversation with family members about their disorder.
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Most caregivers suffer from moderate stress. This
burden is associated with characteristic behaviour,
reduced performance in patient-related tasks, and
negative family and household costs. It has been found
that the conviction of people with panic disorder that
they can control their psychological problems is related
to a higher level of burden management and disappointment in the relationship (Detzel et al. 2015, Borgo
et al. 2017).
In short, the most crucial unsatisfied family needs
are support of a functional and independent life, help
in managing everyday tasks and the stopping of excessive protection, while reducing the stigmatization of the
whole family.

DISCUSSION
Implications for pharmacotherapy
The treatment adherence, including regular use of the
medication for a sufficiently long period, is determined
by many factors on the part of the therapist and the
patient.
In most countries, it is stipulated by law, that patients
have the freedom to choose their treatment. However,
the availability and cost of treatment are often the decisive factors. Permitting patients to choose between
evidence-based treatments would increase the patient's
engagement and may lead to patient's significant
feeling of safety and satisfaction. Similarly, the freedom
of choice would likely increase compliance, thereby
improve results, and reduce the overall cost and burden
of the disorder (Brazier et al. 2009).

Copyright © 2020 Neuroendocrinology Letters ISSN 0172–780X • www.nel.edu

Kolek et al: “Don´t tell me that I am hysterical”: Unmet needs of patients with panic disorder

Adherence to drugs is related to the patient's insight.
If they believe their problems are due to a physical
illness, they usually tend to refuse psychotropic medication, and even if they accept the medication, they often
discontinue it. Another reason for poor drug adherence
is myths about psychopharmacs. Especially the patients
and their family belief that the medication is harmful to
health, washes out the brain, has intolerable side effects,
changes the personality of the person, etc.
Implications for psychotherapy
CBT and psychodynamic therapy are evidence-based
approaches that are usually offered to patients with
panic disorder (Sandell et al. 2015). Some people fear
psychotherapy. They are convinced that they will have
to reveal secrets they never confessed to anyone before
and that the psychotherapist will not like them or
somehow will lure them (Prasko et al. 2011). They also
often think that “just talking” cannot change the intense
bodily symptoms. Sometimes they are disappointed
with past unsuccessful psychotherapeutic attempts
when they have the impression that they were just
talking, but their panic attacks or agoraphobia were not
treated. Cognitive behavioural therapy improves panic
disorder treatment outcome relative to medication
alone in the primary-care setting (Craske et al. 2005).
(1) What are the areas of unmet needs in patients with
panic disorder?
We identified the most important unmet needs
of patients with panic disorder connected to symptoms,
treatment and help-seeking, stigma and self-stigma,
family and quality of life.
(2) What are the unmet medical needs?
The most significant unmet needs concerning symptoms are increasing awareness about treatment steps
for patients and their families, good cooperation with
therapists, and better management of persistent symptoms. Primary needs related to treatment are faster and
more effective approach, less complicated treatment, no
side effects and harmlessness, no need for hospitalization and no disturbance to the daily routines. The longterm needs of patients are the alleviation or elimination
of anxiety symptoms, avoidance and safety behaviour.
The most critical unmet needs linked to obstacles
in seeking help and during treatment are increasing
treatment compliance, improving patient self-confidence and an active social network, affordable health
and social services and more suitable information for
families.
(3) What are the unmet needs for psychotherapy?
The essential unmet needs connected to psychotherapy
are good cooperation with psychiatrists (in case of using
psychiatric medication in combination) and psychotherapists, the need for affordable psychotherapy, especially CBT to treat panic disorder, and more extensive

range of psychosocial interventions, improving patient
self-confidence and active social network. Achieving
insight through education, understanding barriers to
medical collaboration, identifying maladaptive coping,
and working to effectively reduce the panic problems
that involve exposure to anxiety that patients often
avoid is therefore crucial in meeting the need for
symptom relief.
(4) What are the unmet needs for pharmacotherapy?
Equally important is adherence to treatment, regular use
of medication and regular check-ups by the attending
psychiatrist. Despite the level of treatment, the highest
unmet need for patients and their families is the
problem of finding adequate panic disorder treatment
with access to appropriate pharmacotherapy. The availability of treatment, adequate doses of medication and
information on the possible response to treatment and
the prevention of relapse may also be a problem. Insight
into the problem, the therapeutic cooperation of both
the patient and the family, finding a right specialist and
setting the medication to be of real benefit to patients
are crucial for good cooperation in treatment.
(5) What are the unmet needs for quality of life?
The most critical unmet need for quality of life is abillity to integrate into the community and improvment to
factors that affect the quality of life.
(6) What are the unmet needs for family and loved ones?
Finally, the most crucial unsatisfied family needs are
proper support in a functional and independent life,
help in managing everyday tasks and stopping the
excessive protection, while reducing the stigmatization of the whole family. The most critical unmet needs
concerning stigma are the change of public opinion
about people with mental health problems and more
effective antistigma programs.

CONCLUSION
Panic disorder is a multifaceted heterogeneous multifactorial and polygenic disorder. The heterogeneity
complicates the diagnosis treatment results and prognosis. Numerous psychopharmaceuticals are effective
and accessible for the treatment of patients with panic
disorder and agoraphobia. Nevertheless, the results
have not been entirely satisfactory in many patients,
emphasizing the need for growing the spectrum of
anti-panic pharmaceuticals. Practically, there is a great
need for more efficient, more tolerable, and fast-acting
medical and psychotherapeutic interventions for panic
disorder. Although the debate about obstacles in care
has been conventionally focused on the stigma, health
care network, and economic factors, there are also
simple aspects, such as not knowing where or whom to
call for help.

Neuroendocrinology Letters Vol. 41 No. 7-8 2020 • Article available online: www.nel.edu

379

Kolek et al: “Don´t tell me that I am hysterical”: Unmet needs of patients with panic disorder
REFERENCES
1
2

3
4
5
6

7

8

9
10

11

12

13
14

15

16
17

380

Abelson JL, Khan S, Lyubkin M, Giardino N (2008). Respiratory
irregularity and stress hormones in panic disorder: exploring
potential linkages. Depress Anxiety. 25(10): 885–887.
Alonso J, Buron A, Bruffaerts R, He Y, Posada-Villa J, Lepine
JP, Angermeyer MC, Levinson D, de Girolamo G, Tachimori H,
Mneimneh ZN, Medina-Mora ME, Ormel J, Scott KM, Gureje O,
Haro JM, Gluzman S, Lee S, Vilagut G, Kessler RC, Von Korff M;
World Mental Health Consortium (2008). World Mental Health
Consortium Association of perceived stigma and mood and anxiety disorders: results from the world mental health surveys. Acta
Psychiatr Scand. 118(4): 305–314.
Amami O, Aloulou J, Siala M, Aribi L (2010). [Rethink the panic
disorder]. Encephale. 36(2): 100–104.
American Psychiatric Association (2009). Practice Guideline for
the Treatment of Patients with Panic Disorder. 2nd edition. Washington, DC: American Psychiatric Publishing Inc.
Andersch S & Hetta J (2003). A 15-year follow-up study
of patients with panic disorder. Eur Psychiatry. 18(8): 401–408.
Ansell EB, Pinto A, Edelen MO, Markowitz JC, Sanislow CA, Yen
S, Grilo CM (2011). The association of personality disorders with
the prospective 7-year course of anxiety disorders. Psychol Med.
41(5): 1019–1028.
Ansell EB, Sanislow CA, McGlashan TH, Grilo CM (2007). Psychosocial impairment and treatment utilization by patients with
borderline personality disorder, other personality disorders,
mood and anxiety disorders, and a healthy comparison group.
Compr Psychiatry. 48(4): 329–336.
Aoki A, Ishiguro S, Watanabe T, Ueda M, Hayashi Y, Akiyama
K, Kato K, Inoue Y, Tsuchimine S, Yasui-Furukori N, Shimoda K
(2014). Factors affecting discontinuation of initial treatment with
paroxetine in panic disorder and major depressive disorder. Neuropsychiatr Dis Treat. 10: 1793–1798.
Arch JJ & Craske MG (2009). First-line treatment: a critical
appraisal of cognitive behavioral therapy developments and
alternatives. Psychiatr Clin North Am. 32(3): 525–547
Asai Y, Imamura K, Kawakami N (2017). Association of job stressors with panic attack and panic disorder in a working population
in Japan: a cross-sectional study. J Occup Environ Med. 59(6):
516–521.
Baker A, Simon N, Keshaviah A, Farabaugh A, Deckersbach T,
Worthington JJ, Hoge E, Fava M, Pollack MP (2019. Anxiety Symptoms Questionnaire (ASQ): development and validation. Gen
Psychiatr. 32(6): e100144.
Balaram K & Marwaha R (2020). Agoraphobia. StatPearls [Internet]. Treasure Island (FL): StatPearls Publishing; 2020 Jan. Available from http://www.ncbi.nlm.nih.gov/books/NBK554387/
PubMed PMID: 32119274.
Bandelow B, Reitt M, Röver C, Michaelis S, Görlich Y, Wedekind
D (2015). Efficacy of treatments for anxiety disorders: a metaanalysis. Int Clin Psychopharmacol. 30(4): 183–192.
Bandelow B, Zohar J, Hollander E, Kasper S, Moller HJ, WFSBP Task
Force on Treatment Guidelines for Anxiety (2008). ObsessiveCompulsive and Post-Traumatic Stress Disorder World Federation of Societies of Biological Psychiatry (WFSBP) guidelines for
the pharmacological treatment of anxiety, obsessive-compulsive
and post-traumatic stress disorder - first revision. World J Biol
Psychiatry. 9: 248–312.
Barney LJ, Griffiths KM, Christensen H, Jorm AF (2009). Exploring
the nature of stigmatizing beliefs about depression and helpseeking: implications for reducing stigma. BMC Public Health.
9(1): 61.
Batelaan N, Smit F, De Graaf R, Van Balkom A, Vollebergh W, Beekman A (2007). Economic costs of full-blown and subthreshold
panic disorder. J Affect Disord. 104(1–3): 127–136.
Batelaan NM, de Graaf R, Spijker J, Smit JH, van Balkom AJ, Vollebergh WA, Beekman AT (2010). The course of panic attacks in
individuals with panic disorder and subthreshold panic disorder:
a population-based study. J Affect Disord. 121(1–2): 30–38.

18 Batinic B, Opacic G, Ignjatov T, Baldwin DS (2017). Comorbidity
and Suicidality in Patients Diagnosed with Panic Disorder/Agoraphobia and Major Depression. Psychiatr Danub. 29(2): 186–194.
19 Beutel ME, Scheurich V, Knebel A, Michal M, Wiltink J, Graf-Morgenstern M, Tschan R, Milrod B, Wellek S, Subic-Wrana C (2013).
Implementing panic-focused psychodynamic psychotherapy
into clinical practice. Can J Psychiatry. 58(6): 326–334.
20 Bhatara VS, Magnus RD, Paul KL, Preskorn SH (1998). Serotonin
syndrome induced by venlafaxine and fluoxetine: a case study in
polypharmacy and potential pharmacodynamic and pharmacokinetic mechanisms. Ann Pharmacother. 32(4): 432–436.
21 Bighelli I, Castellazzi M, Cipriani A, Girlanda F, Guaiana G, Koesters M, Turrini G, Furukawa TA, Barbui C (2018). Antidepressants
versus placebo for panic disorder in adults. Cochrane Database
Syst Rev. 4:CD010676.
22 Bighelli I, Castellazzi M, Cipriani A, Girlanda F, Guaiana G, Koesters M, Turrini G, Furukawa TA, Barbui C (2018). Antidepressants
versus placebo for panic disorder in adults. Cochrane Database
Syst Rev. 4: CD010676.
23 Bighelli I, Trespidi C, Castellazzi M, Cipriani A, Furukawa TA, Girlanda F, Guaiana G, Koesters M, Barbui C (2016). Antidepressants
and benzodiazepines for panic disorder in adults. Cochrane
Database Syst Rev. 9: CD011567.
24 Bischoff S, Wieder G, Einsle F, Petzold MB, Janßen C, Mumm JLM,
Wittchen HU, Fydrich T, Plag J, Ströhle A (2018). Running for
extinction? Aerobic exercise as an augmentation of exposure
therapy in panic disorder with agoraphobia. J Psychiatr Res. 101:
34–41.
25 Blechert J, Wilhelm FH, Meuret AE, Wilhelm EM, Roth WT (2010).
Respiratory, autonomic, and experiential responses to repeated
inhalations of 20% CO2 enriched air in panic disorder, social
phobia, and healthy controls. Biol Psychol. 84(1): 104–111.
26 Blechert J, Wilhelm FH, Meuret AE, Wilhelm EM, Roth WT (2013).
Experiential, autonomic, and respiratory correlates of CO2
reactivity in individuals with high and low anxiety sensitivity.
Psychiatry Res. 209(3): 566–573.
27 Borgo EL, Ramos-Cerqueira AT, Torres AR (2017). Burden and
distress in caregivers of patients with panic disorder and agoraphobia. J Nerv Ment Dis. 205(1): 23–30.
28 Bowlby J (1973). Attachment and Loss, vol 2: Separation Anxiety
and Anger. London, England: Hoggart Press and the Institute of
Psychoanalysis: 444.
29 Brazier JE, Dixon S, Ratcliffe J (2009). The role of patient preferences in cost-effectiveness analysis: a conflict of values? Pharmacoeconomics. 27(9): 705–712.
30 Breilmann J, Girlanda F, Guaiana G, Barbui C, Cipriani A, Castellazzi M, Bighelli I, Davies SJ, Furukawa TA, Koesters M (2019).
Benzodiazepines versus placebo for panic disorder in adults.
Cochrane Database Syst Rev. 3: CD010677.
31 Bruce SE, Vasile RG, Goisman RM, Salzman C, Spencer M, Machan
JT, Keller MB (2003). Are benzodiazepines still the medication of
choice for patients with panic disorder with or without agoraphobia? Am J Psychiatry. 160(8): 1432–1438.
32 Bystritsky A (2006). Treatment-resistant anxiety disorders. Molecular Psychiatry. 11: 805–814.
33 Caldirola D & Perna G (2019). Toward a personalized therapy for
panic disorder: preliminary considerations from a work in progress. Neuropsychiatr Dis Treat. 11: 957–1970.
34 Camp DL, Finlay WML, Lyons E (2011). Is low self-esteem an inevitable consequence of stigma? An example from women with
chronic mental health problems. Social Science & Medicine. 55:
823–834.
35 Cangas AJ, Navarro N, Parra JMA, Ojeda JJ, Cangas D, Piedra JA,
Gallego J (2017). Stigma-Stop: a serious game against the stigma
toward mental health in educational settings. Front Psychol. 8:
1385.
36 Carmassi C, Dell'Oste V, Ceresoli D, Moscardini S, Bianchi E, Landi
R, Massimetti G, Nisita C, Dell'Osso L (2018). Frequent attenders
in general medical practice in Italy: a preliminary report on
clinical variables related to low functioning. Neuropsychiatr Dis
Treat. 24; 15: 115–125.

Copyright © 2020 Neuroendocrinology Letters ISSN 0172–780X • www.nel.edu

Kolek et al: “Don´t tell me that I am hysterical”: Unmet needs of patients with panic disorder
37 Carta MG, Moro MF, Aguglia E, Balestrieri M, Caraci F, Dell'Osso
L, Di Sciascio G, Drago F, Hardoy MC, D'Aloja E, Machado S,
Roncone R, Faravelli C (2015). The attributable burden of panic
disorder in the impairment of quality of life in a national survey
in Italy. Int J Soc Psychiatry. 61: 693–699.
38 Cinculova A, Prasko J, Kamaradova D, Ociskova M, Latalova K,
Vrbova K, Kubinek R, Mainerova B, Grambal A, Tichackova A
(2017). Adherence, self-stigma and discontinuation of pharmacotherapy in patients with anxiety disorders – cross-sectional
study. Neuroendocrinol Lett. 38(6): 429–436.
39 Clark C, Pike C, McManus S, Harris J, Bebbington P, Brugha T, Jenkins R, Meltzer H, Weich S, Stansfeld S (2012). The contribution
of work and non-work stressors to common mental disorders in
the 2007 Adult Psychiatric Morbidity Survey. Psychol Med. 42(4):
829–842.
40 Cosci F & Mansueto G (2019). Biological and Clinical Markers in
Panic Disorder. Psychiatry Investig. 16(1): 27–36.
41 Coss-Adame E & Rao SS (2015). A Review of Esophageal Chest
Pain. Gastroenterol Hepatol (N Y). 11(11): 759–766.
42 Craske MG, Burton T, Barlow DH (1989). Relationships among
measures of communication, marital satisfaction and exposure
during couples treatment of agoraphobia. Behav Res Ther. 27(2):
131–140.
43 Craske MG, Edlund MJ, Sullivan G, Roy-Byrne P, Sherbourne C,
Bystritsky A, Stein MB (2005). Perceived unmet need for mental
health treatment and barriers to care among patients with panic
disorder. Psychiatr Serv. 56(8): 988–994.
44 Craske MG, Golinelli D, Stein MB, Roy-Byrne P, Bystritsky A,
Sherbourne C (2005). Does the addition of cognitive behavioral
therapy improve panic disorder treatment outcome relative
to medication alone in the primary-care setting? Psychological
Medicine. 35(11): 1645–1654.
45 Daiuto AD, Baucom DH, Epstein N, Dutton SS (1998). The application of behavioral couples therapy to the assessment and treatment of agoraphobia: implications of empirical research. Clin
Psychol Rev. 18(6): 663–687.
46 De Cort K, Schroijen M, Hurlemann R, Claassen S, Hoogenhout
J, Van den Bergh O, Goossens L, Van Diest I, Schruers K (2017).
Modelling the development of panic disorder with interoceptive
conditioning. Eur Neuropsychopharmacol. 27(1): 59–69.
47 De Jonge P, Roest AM, Lim CC, Florescu SE, Bromet EJ, Stein
DJ, Harris M, Nakov V, Caldas-de-Almeida JM, Levinson D, AlHamzawi AO, Haro JM, Viana MC, Borges G, O'Neill S, de Girolamo
G, Demyttenaere K, Gureje O, Iwata N, Lee S, Hu C, Karam A,
Moskalewicz J, Kovess-Masfety V, Navarro-Mateu F, Browne MO,
Piazza M, Posada-Villa J, Torres Y, Ten Have ML, Kessler RC, Scott
KM. (2016) Cross-national epidemiology of panic disorder and
panic attacks in the World Mental Health Surveys. Depress Anxiety. 33: 1155–1177.
48 Detzel T, Wesner AC, Fritz A, da Silva CT, Guimarães L, Heldt E
(2015). Family burden and family environment: comparison
between patients with panic disorder and with clinical diseases.
Psychiatry Clin Neurosci. 69(2): 100–108.
49 Diveky T, Prasko J, Kamaradova D, Grambal A, Latalova K, Silhan
P, Obereigneru R, Salinger J, Opavsky J, Tonhajzerova I (2013).
Comparison of heart rate variability in patients with panic disorder during cognitive behavioral therapy program. Psychiatr
Danub. 2013. 25(1): 62–67.
50 Drenckhan I, Glöckner-Rist A, Rist F, Richter J, Gloster AT, Fehm L,
Lang T, Alpers GW, Hamm AO, Fydrich T, Kircher T, Arolt V, Deckert
J, Ströhle A, Wittchen HU, Gerlach AL (2015). Dimensional structure of bodily panic attack symptoms and their specific connections to panic cognitions, anxiety sensitivity and claustrophobic
fears. Psychol Med. 45(8): 1675–85.
51 Dresler T, Guhn A, Tupak SV, Ehlis AC, Herrmann MJ, Fallgatter AJ,
Deckert J, Domschke K (2013). Revise the revised? New dimensions of the neuroanatomical hypothesis of panic disorder. J
Neural Transm (Vienna). 120: 3–29.
52 Dusseldorp E, Spinhoven P, Bakker A, van Dyck R, van Balkom AJ
(2007). Which panic disorder patients benefit from which treatment: cognitive therapy or antidepressants? Psychother Psychosom. 76(3): 154–161.

53 Ebenfeld L, Kleine Stegemann S, Lehr D, Ebert DD, Funk B, Riper
H, Berking M (2019). A mobile application for panic disorder and
agoraphobia: Insights from a multi-methods feasibility study.
Internet Interv. 19: 100296. doi: 10.1016/j.invent.2019.100296.
54 El Amiri S, Koszycki D, Taljaard M, Segal Z, Bradwejn J (2018).
Predictors of etiological beliefs about panic disorder and impact
of beliefs on treatment outcomes. Psychiatry Res. 264: 155–161.
55 Farach FJ, Pruitt LD, Jun JJ, Jerud AB, Zoellner LA, Roy-Byrne PP
(2012). Pharmacological treatment of anxiety disorders: current treatments and future directions. J Anxiety Disord. 26(8):
833–843.
56 Fentz HN, Arendt M, O'Toole MS, Hoffart A, Hougaard E (2014).
The mediational role of panic self-efficacy in cognitive behavioral therapy for panic disorder: a systematic review and metaanalysis. Behav Res Ther. 60: 23–33.
57 Fentz HN, Hoffart A, Jensen MB, Arendt M, O'Toole MS, Rosenberg NK, Hougaard E (2013). Mechanisms of change in cognitive
behaviour therapy for panic disorder: the role of panic self-efficacy and catastrophic misinterpretations. Behav Res Ther. 51(9):
579–587.
58 Ferguson JM, Khan A, Mangano R, Entsuah R, Tzanis E (2007).
Relapse prevention of panic disorder in adult outpatients
responders to treatment with venlafaxine extended-release. J
Clin Psychiatry. 68: 58–68.
59 Fidry M, Zugliani MM, do Valle CR, Martins RM, Cabo MCD, Nardi
AE, Freire RC (2019). Quality of life in panic disorder: the influence of clinical features and personality traits. Trends Psychiatry
Psychother. 41(4): 387–393.
60 Finney SJ & DiStefano C (2008). Non-normal and categorical data
in structural equation modeling. In: Hancock GR, Mueller RD, editors. Structural Equation Modeling: A Second Course. Greenwich:
Information Age Publishing; pp. 269–314.
61 Fleet RP & Beitman BD (1998). Cardiovascular death from panic
disorder and panic-like anxiety: a critical review of the literature.
J Psychosom Res. 44(1): 71–80.
62 Freire RC, Machado S, Arias-Carrion O, Nardi AE (2014) interventions in panic disorder. CNS Neurol Disord Drug Targets.
13: 1057–1065.
63 Friborg O, Martinussen M, Kaiser S, Øvergård KT, Rosenvinge JH
(2013). Comorbidity of personality disorders in anxiety disorders:
A meta-analysis of 30 years of research. Journal of Affective Disorders. 145(2): 143–155.
64 Furukawa TA, Watanabe N, Churchill R (2006). Psychotherapy
plus antidepressant for panic disorder with or without agoraphobia: systematic review. Br J Psychiatry. 188: 305–312.
65 Furukawa TA, Watanabe N, Churchill R (2007). Combined psychotherapy plus antidepressants for panic disorder with or without
agoraphobia. Cochrane Database Syst Rev. 1: CD004364.
66 Gaudlitz K, Plag J, Dimeo F, Ströhle A (2015). Aerobic exercise
training facilitates the effectiveness of cognitive behavioral therapy in panic disorder. Depress Anxiety. 2015 32(3):
221–228.
67 Goffman E (1986). Stigma. Notes on the management of spoiled
identity. New York: Touchstone.
68 Goodwin R & Andersen RM (2002). Use of the behavioral model
of health care use to identify correlates of use of treatment for
panic attacks in the community. Soc Psychiatry Psychiatr Epidemiol. 37(5): 212–9.
69 Gorman JM, Kent JM, Sullivan GM, Coplan JD (2000). Neuroanatomical hypothesis of panic disorder, revised. Am J Psychiatry.
157: 493–505.
70 Gorman JM, Liebowitz MR, Fyer AJ, Stein J (1989). A neuroanatomical hypothesis for panic disorder. Am J Psychiatry. 146: 148–
161.
71 Grambal A, Tüdös Z, Hok P, Kamarádová D, Divéky T, Hluštík P,
Praško J (2015). Predictors of poor treatment response to additional CBT in real panic disorder patients: The role of DLPF, orbitofrontal cortex, parietal lobule, frontal eye field and amygdala
in PD. Neuro Endocrinol Lett. 36(3): 269–281.
72 Gray AJ (2002). Stigma in psychiatry. J R Soc Med. 95: 72–76.

Neuroendocrinology Letters Vol. 41 No. 7-8 2020 • Article available online: www.nel.edu

381

Kolek et al: “Don´t tell me that I am hysterical”: Unmet needs of patients with panic disorder
73 Green AC, Hunt C, Stain HJ (2012). The delay between symptom onset and seeking professional treatment for anxiety and
depressive disorders in a rural Australian sample. Soc Psychiatry
Psychiatr Epidemiol. 47(9): 1475–1487.
74 Greene AL & Eaton NR (2016). Panic disorder and agoraphobia:
A direct comparison of their multivariate comorbidity patterns. J
Affect Disord. 190: 75–83.
75 Greenslade JH, Hawkins T, Parsonage W, Cullen L (2017). Panic
disorder in patients presenting to the emergency department
with chest pain: prevalence and presenting symptoms. Heart
Lung Circ. 26(12): 1310–1316.
76 Grubbs KM, Broussard JD, Hiatt EL, Beason-Smith MA, Teng EJ
(2019). Importance of knowledge in the behavioural treatment
of panic disorder. Behav Cogn Psychother. 47(5): 611–615.
77 Haby MM, Donnelly M, Corry J, Vos T (2006). Cognitive behavioural therapy for depression, panic disorder and generalized
anxiety disorder: a meta-regression of factors that may predict
outcome. Aust N Z J Psychiatry. 40: 9.
78 Halaj A, Yekutiel N, Strauss AY, Huppert JD (2019). Utilization
of learned skills in cognitive behavioural therapy for panic disorder. Behav Cogn Psychother. 47(6): 645–658.
79 Hamer HP, McCallin AM, Garrett N (2009). Searching for self: the
layers and labels of panic disorder: A New Zealand study. Nurs
Health Sci. 11(1): 51–57.
80 Hamm AO, Richter J, Pané-Farré C, Westphal D, Wittchen HU,
Vossebeck-Elsebusch AN, Gerlach AL, Gloster AT, Ströhle A, Lang
T, Kircher T, Gerdes AB, Alpers GW, Reif A, Deckert J (2016). Panic
disorder with agoraphobia from a behavioral neuroscience
perspective: applying the research principles formulated by the
Research Domain Criteria (RDoC) initiative. Psychophysiology.
53: 312–322.
81 Health Quality Ontario (2019). Internet-delivered cognitive
behavioural therapy for major depression and anxiety disorders:
a health technology assessment. Ont Health Technol Assess Ser.
19(6): 1–199. eCollection 2019.
82 Helbig-Lang S, Lang T, Petermann F, Hoyer J (2012). Anticipatory
anxiety as a function of panic attacks and panic-related self-efficacy: an ambulatory assessment study in panic disorder. Behav
Cogn Psychother. 40(5): 590–604.
83 Helbig-Lang S, Richter J, Lang T, Gerlach AL, Fehm L, Alpers GW,
Ströhle A, Kircher T, Deckert J, Gloster AT, Wittchen HU (2014).
The role of safety behaviors in exposure-based treatment for
panic disorder and agoraphobia: associations to symptom
severity, treatment course, and outcome. J Anxiety Disord. 28(8):
836–844.
84 Heldt E, Kipper L, Blaya C, Salum GA, Hirakata VN, Otto MW,
Manfro GG (2011). Predictors of relapse in the second follow-up
year post-cognitive-behaviour therapy for panic disorder. Braz J
Psychiatry. 33(1): 23–29.
85 Hendriks SM, Spijker J, Licht CM, Hardeveld F, de Graaf R, Batelaan NM, Penninx BW, Beekman AT (2016). Long-term disability
in anxiety disorders. BMC Psychiatry. 16: 248.
86 Hoffart A & Sexton H (2002). The role of optimism in the process
of schema-focused cognitive therapy of personality problems.
Behav Res Ther. 40(6): 611–623.
87 Hoffmann-Richter U (2000). [Psychiatry in print media. Information acquired through reading of the daily papers]. Psychiatr
Prax. 27(7): 354–356.
88 Hofmann SG & Smits JA (2008). Cognitive-behavioral therapy for
adult anxiety disorders: a meta-analysis of randomized placebocontrolled trials. J Clin Psychiatry. 69: 621–632.
89 Holubova M, Prasko J, Ociskova M, Kantor K, Vanek J, Slepecky M,
Vrbova K (2019). Quality of life, self-stigma, and coping strategies
in patients with neurotic spectrum disorders: a cross-sectional
study. Psychol Res Behav Manag. 12: 81–95.
90 Hoppe LJ, Ipser J, Gorman JM, Stein DJ (2012). Panic disorder.
Handb Clin Neurol. 106: 363–374.
91 Chambless DL, Allred KM, Chen FF, McCarthy KS, Milrod B, Barber
JP (2017). Perceived criticism predicts outcome of psychotherapy for panic disorder: Replication and extension. J Consult Clin
Psychol. 85(1): 37–44.
92 Chartier-Otis M, Perreault M, Bélanger C (2010). Determinants
of barriers to treatment for anxiety disorders. Psychiatr Q. 81(2):
127–128.

382

93 Chen MH & Tsai SJ (2016). Treatment-resistant panic disorder:
clinical significance, concept and management. Prog Neuropsychopharmacol Biol Psychiatry. 70: 219–226.
94 Choi KY & Kim YK (2016). Plasticity-augemented psychotherapy
for refractory depressive and anxiety disorders. Prog Neuropsychopharmacol Biol Psychiatry. 70: 134–147.
95 Iannone A, Cruz AP, Brasil-Neto JP, Boechat-Barros R (2016).
Transcranial magnetic stimulation and transcranial direct current stimulation appear to be safe neuromodulatory techniques
useful in the treatment of anxiety disorders and other neuropsychiatric disorders. Arq Neuropsiquiatr. 74: 829–835.
96 Imai H, Tajika A, Chen P, Pompoli A, Furukawa TA (2016). Psychological therapies versus pharmacological interventions for panic
disorder with or without agoraphobia in adults. Cochrane Database Syst Rev. 10: CD011170.
97 Jakuszkowiak-Wojten K, Landowski J, Wiglusz MS, Cubała WJ
(2015). Cortisol as an indicator of hypothalamic-pituitary-adrenal axis dysregulation in patients with panic disorder: a literature
review. Psychiatr Danub. 27 Suppl 1: S445–451.
98 Johnson M, Mills TL, Deleon JM, Hartzema AG, Haddad J (2009).
Lives in isolation: stories and struggles of low-income African
American women with panic disorder. CNS Neurosci Ther. 15(3):
210–219.
99 Kamaradova D, Prasko J, Brunovsky M, Grambal A, Diveky T,
Latalova K (2013). What are demographic and EEG differences
between responding and non-responding panic disorder
patients. Neuro Endocrinol Lett. 34(2): 162–171.
100 Kang EH, Park JE, Lee KH, Cho YS, Kim JJ, Yu BH (2012). Regional
brain metabolism and treatment response in panic disorder
patients: an [18F]FDG-PET study. Neuropsychobiology. 66(2):
106–111.
101 Katerndahl D (2008). Explaining health care utilization for panic
attacks using cusp catastrophe modeling. Nonlinear Dynamics
Psychol Life Sci. 12(4): 409–424.
102 Katerndahl DA & Realini JP (1995). Where do panic attack sufferers seek care? J Fam Pract. 40(3): 237–43.
103 Katzman MA, Bleau P, Blier P, Chokka P, Kjernisted K, Van Ameringen M, et al. (2014). Canadian clinical practice guidelines for the
management of anxiety, posttraumatic stress and obsessivecompulsive disorders. BMC Psychiatry. 14(1): S1.
104 Keefe JR, Milrod BL, Gallop R, Barber JP, Chambless DL (2018).
What is the effect on comorbid personality disorder of brief
panic-focused psychotherapy in patients with panic disorder?
Depress Anxiety. 35(3): 239–247.
105 Kim YK (2019). Panic Disorder: Current Research and Management Approaches. Psychiatry Investig. 16(1): 1–3.
106 Kolek A, Prasko J, Ociskova M, Holubova M, Vanek J, Grambal A,
Slepecky M (2019b). Severity of panic disorder, adverse events in
childhood, dissociation, self-stigma and comorbid personality
disorders. Part 2: Therapeutic effectiveness of a combined cognitive behavioural therapy and pharmacotherapy in treatmentresistant inpatients. Neuro Endocrinol Lett. 40(6): 271–283.
107 Kolek A, Prasko J, Vanek J, Kantor K, Holubova M, Slepecky M,
Nesnidal V, Latalova K, Ociskova M, Grambal A (2019a). Severity of panic disorder, adverse events in childhood, dissociation,
self-stigma and comorbid personality disorders Part 1: Relationships between clinical, psychosocial and demographic factors in
pharmacoresistant panic disorder. Neuro Endocrinol Lett. 40(5):
233–246.
108 Kotianova A, Kotian M, Slepecky M, Chupacova M, Prasko J, Tonhajzerova I (2018). The differences between patients with panic
disorder and healthy controls in psychophysiological stress profile. Neuropsychiatr Dis Treat. 14: 435–441.
109 Lai CH (2019). Fear network model in panic disorder: The past
and the future. Psychiatry Investig. 16(1): 16–26.
110 Laurito LD, Loureiro CP, Dias RV, Vigne P, de Menezes GB, Freire RC,
Stangier U, Fontenelle LF (2018). Predictors of benzodiazepine
use in a transdiagnostic sample of panic disorder, social anxiety
disorder, and obsessive-compulsive disorder patients. Psychiatry
Res. 262: 237–245.
111 Lee SY (2019). The effect of media coverage of celebrities with
panic disorder on the health behaviors of the public. Health
Commun. 34(9): 1021–1031.

Copyright © 2020 Neuroendocrinology Letters ISSN 0172–780X • www.nel.edu

Kolek et al: “Don´t tell me that I am hysterical”: Unmet needs of patients with panic disorder
112 Lepine JP (2001). Epidemiology, burden, and disability in depression and anxiety. J Clin Psychiatry. 62(Suppl 13) :4–10.
113 Lepine JP (2002). The epidemiology of anxiety disorders: prevalence and societal costs. J Clin Psychiatry. 63(Suppl 14): 4–8
114 Link BG & Phelan JC (2001). Conceptualizing stigma. Annu Rev
Sociol. 27(1): 363–385.
115 Löwe B, Gräfe K, Zipfel S, Spitzer RL, Herrmann-Lingen C, Witte S,
Herzog W (2003). Detecting panic disorder in medical and psychosomatic outpatients: comparative validation of the Hospital
Anxiety and Depression Scale, the Patient Health Questionnaire,
a screening question, and physicians' diagnosis. J Psychosom
Res. 55(6): 515–519.
116 Machado S, Santos V, Paes F, Arias-Carrión O, Carta MG, Silva AC,
Nardi AE (2014) . Repetitive transcranial magnetic stimulation
(rTMS) to treat refractory panic disorder patient: a case report.
CNS Neurol Disord Drug Targets. 13(6): 1075–108.
117 Maiwald LM, Junga YM, Lang T, Montini R, Witthöft M, Heider J,
Schröder A, Weck F (2019). The role of therapist and patient insession behavior for treatment outcome in exposure-based cognitive behavioral therapy for panic disorder with agoraphobia. J
Clin Psychol. 75(4): 614–626.
118 Manassis K, Bradley S, Goldberg S, Hood J, Swinson RP (1994).
Attachment in mothers with anxiety disorders and their children.
J Am Acad Child Adolesc Psychiatry. 33(8): 1106–1113.
119 Marcks BA, Weisberg RB, Keller MB (2009). Psychiatric treatment
received by primary care patients with panic disorder with and
without agoraphobia. Psychiatr Serv. 60(6): 823–830.
120 Messias E, Eaton W, Nestadt G, Bienvenu OJ, Samuels J (2007).
Psychiatrists' ascertained treatment needs for mental disorders
in a population-based sample. Psychiatr Serv. 58(3): 373–577.
121 Meuret AE, Ritz T, Wilhelm FH, Roth WT, Rosenfield D (2018).
hypoventilation therapy alleviates panic by repeated induction
of dyspnea. Biol Psychiatry Cogn Neurosci Neuroimaging. 3(6):
539–545.
122 Milrod B & Busch F (1996). Long-term outcome of panic disorder
treatment. A review of the literature. J Nerv Ment Dis. 184(12):
723–730.
123 Moher D, Liberati A, Tetzlaff J, Altman DG, The PRISMA Group
(2009). Methods of systematic reviews and meta-analysis preferred reporting items for systematic reviews and meta-Analyses:
The PRISMA Statement. Journal of Clinical Epidemiology. 62:
1006e1012
124 Mumm JLM, Pyrkosch L, Plag J, Nagel P, Petzold MB, Bischoff
S, Fehm L, Fydrich T, Ströhle A (2019). Heart rate variability
in patients with agoraphobia with or without panic disorder
remains stable during CBT but increases following in-vivo exposure. J Anxiety Disord. 64: 16–23.
125 Muñoz-Navarro R, Cano-Vindel A, Wood CM, Ruíz-Rodríguez
P, Medrano LA, Limonero JT, Tomás-Tomás P, Gracia-Gracia I,
Dongil-Collado E, Iruarrizaga MI; PsicAP Research Group (2016).
The PHQ-PD as a screening tool for panic disorder in the primary
care setting in Spain. PLoS One. 11(8): e0161145.
126 National Collaborating Centre for Mental Health (2011). National
Collaborating Centre for Primary Care. Generalised Anxiety
Disorder and Panic Disorder (with and without Agoraphobia)
in Adults: Management in Primary, Secondary and Community
Care. London: National Institute for Health and Clinical Excellence (NICE).
127 Nawka A, Rukavina TV, Nawková L, Jovanović N, Brborović O,
Raboch J (2012). Psychiatric disorders and aggression in the
printed media: is there a link? A central European perspective.
BMC Psychiatry. 12: 19.
128 Nawková L, Nawka A, Adámková T, Rukavina TV, Holcnerová P,
Kuzman MR, Jovanović N, Brborović O, Bednárová B, Zuchová
S, Miovský M, Raboch J (2012). The picture of mental health/illness in the printed media in three Central European countries.
J Health Commun. 17(1): 22–40.
129 Nemiah JC (1988). The psychodynamic view of anxiety: a historical perspective. In: Roth M, Noyes, R., Burrows, G.D. (eds.): Handbook of Anxiety, vol 1. New York, NY: Elsevier Science: 277–305.

130 NICE (2015). Generalised anxiety disorder and panic disorder
(with or without agoraphobia) in adults: management in primary, secondary and community care. NICE Clinical Guideline
113. 2011. http://www.nice.org.uk/guidance/cg113. Accessed 11
March 2015.
131 Nordgreen T, Haug T, Öst LG, Andersson G, Carlbring P, Kvale G,
Tangen T, Heiervang E, Havik OE (2016). Stepped care versus
direct face-to-face cognitive behavior therapy for social anxiety
disorder and panic disorder: a randomized effectiveness trial.
Behav Ther. 47(2): 166–183.
132 Ociskova M, Prasko J, Kamaradova D, Grambal A, Latalova K,
Sigmundova Z (2014). Relationship between internalized stigma
and treatment efficacy in mixed neurotic spectrum and depressive disorders. Neuro Endocrinol Lett. 35(8): 711–717.
133 Ociskova M, Prasko J, Kamaradova D, Grambal A, Sigmundova Z
(2015). Individual correlates of self-stigma in patients with anxiety disorders with and without comorbidities. Neuropsychiatr
Dis Treat. 11: 1767–1779.
134 Ociskova M, Prasko J, Kupka M, Marackova M, Latalova K,
Cinculova A, Grambal A, Kasalova P, Krnacova B, Kubinek R,
Sigmundova Z, Tichackova A, Vrbova K (2017). Psychometric
evaluation of the Czech Beck Depression Inventory-II in a sample
of depressed patients and healthy controls. Neuroendocrinol
Lett. 38(2): 98–106.
135 Ociskova M, Prasko J, Latalova K, Kamaradova D, Grambal A
(2016). Psychological factors and treatment effectiveness in
resistant anxiety disorders in highly comorbid inpatients. Neuropsychiatric Disease and Treatment. 12: 1539–1551.
136 Ociskova M, Prasko J, Vrbova K, Kasalova P, Holubova M, Grambal
A, Machu K (2018). Self-stigma and treatment effectiveness in
patients with anxiety disorders – a mediation analysis. Neuropsychiatric Disease and Treatment. 14: 383–392.
137 Ohst B & Tuschen-Caffier B (2018). Catastrophic misinterpretation of bodily sensations and external events in panic disorder,
other anxiety disorders, and healthy subjects: A systematic
review and meta-analysis. PLoS One. 13(3): e0194493.
138 Padurariu M, Ciobica A, Persson C, Stefanescu C (2011). Selfstigma in psychiatry: ethical and bio-psycho-social perspectives.
Romanian Journal of Bioethics. 9(1): 76–82.
139 Park SC & Kim YK (2019). A novel bio-psychosocial-behavioral
treatment model of panic disorder. Psychiatry Investig. 16(1):
4–15.
140 Pary R, Sarai SK, Micchelli A, Lippmann S (2019). Anxiety Disorders in Older Patients. Prim Care Companion CNS Disord. 21(1).
pii: 18nr02335.
141 Penner-Goeke K, Henriksen CA, Chateau D, Latimer E, Sareen
J, Katz LY (2015). Reductions in quality of life associated with
common mental disorders: results from a nationally representative sample. J Clin Psychiatry. 76(11): 1506–1512.
142 Perna G & Caldirola D (2017). Management of Treatment-Resistant Panic Disorder. Curr Treat Options Psychiatry. 4(4): 371–386.
143 Perna G, Schruers K, Alciati A, Caldirola D (2015). Novel investigational therapeutics for panic disorder. Expert Opin Investig Drug.
24: 491–505.
144 Pollack MH, Lepola U, Koponen H, Simon NM, Worthington JJ,
Emilien G, Tzanis E, Salinas E, Whitaker T, Gao B (2007). A doubleblind study of the efficacy of venlafaxine extended-release, paroxetine, and placebo in the treatment of panic disorder. Depress
Anxiety. 24: 1–14.
145 Pompoli A, Furukawa TA, Efthimiou O, Imai H, Tajika A, Salanti G
(2018). Dismantling cognitive-behaviour therapy for panic disorder: a systematic review and component network meta-analysis.
Psychol Med. 48(12): 1945–1953.
146 Pompoli A, Furukawa TA, Imai H, Tajika A, Efthimiou O, Salanti G
(2016). Psychological therapies for panic disorder with or without agoraphobia in adults: a network meta-analysis. Cochrane
Database Syst Rev. 4: CD011004. doi: 10.1002/14651858.
CD011004.pub2.
147 Porter E & Chambless DL (2015). A systematic review of predictors and moderators of improvement in cognitive-behavioral
therapy for panic disorder and agoraphobia. Clinical Psychology
Review. 42: 179–192.

Neuroendocrinology Letters Vol. 41 No. 7-8 2020 • Article available online: www.nel.edu

383

Kolek et al: “Don´t tell me that I am hysterical”: Unmet needs of patients with panic disorder
148 Prasko J, Horacek J, Zalesky R, Kopecek M, Novak T, Paskova B,
Skrdlantova L, Belohlavek O, Höschl C (2004). The change of
regional brain metabolism (18FDG PET) in panic disorder during
the treatment with cognitive behavioral therapy or antidepressants. Neuro Endocrinol Lett. 25(5): 340–348.
149 Prasko J, Houbová P, Novák T, Záleský R, Espa-Cervená K, Pasková
B, Vyskocilová J (2005). Influence of personality disorder on the
treatment of panic disorder--comparison study. Neuro Endocrinol Lett. 26(6): 667–674.
150 Prasko J, Záleský R, Bares M, Horácek J, Kopecek M, Novák T,
Pasková B (2007). The effect of repetitive transcranial magnetic
stimulation (rTMS) adds on serotonin reuptake inhibitors in
patients with panic disorder: a randomized, double-blind shamcontrolled study. Neuro Endocrinol Lett. 28(1): 33–38.
151 Praško J, Možný P, Šlepecký M (eds) (2007). Cognitive behavioral
therapy for psychiatric disorders. [Kognitivně behaviorální terapie psychickych poruch, In the Czech language]. Triton, Praha.
152 Prasko J, Mainerová B, Diveky T, Kamarádová D, Jelenová D,
Grambal A, Latalova K, Sigmundova Z, Silhan P (2011). Panic
disorder and stigmatization. Act Nerv Super Rediviva 53(4):
194–201.
153 Quagliato LA, Freire RC, Nardi AE (2018). Risks and benefits
of medications for panic disorder: a comparison of SSRIs and
benzodiazepines. Expert Opin Drug Saf. 17(3): 315–324.
154 Reid AM, Guzick AG, Fernandez AG, Deacon B, McNamara JPH,
Geffken GR, McCarty R, Striley CW (2018). Exposure therapy for
youth with anxiety: Utilization rates and predictors of implementation in a sample of practicing clinicians from across the United
States. J Anxiety Disord. 58: 8–17.
155 Riccardi CJ, Korte KJ, Schmidt NB (2017). False safety behavior
elimination therapy: a randomized study of a brief individual
transdiagnostic treatment for anxiety disorders. J Anxiety Disord.
46: 35–45.
156 Rollman BL, Belnap BH, Mazumdar S, Houck PR, Zhu F, Gardner
W, Reynolds CF 3rd, Schulberg HC, Shear MK (2005). A randomized trial to improve the quality of treatment for panic and generalized anxiety disorders in primary care. Arch Gen Psychiatry.
62(12): 1332–1341.
157 Roy-Byrne PP, Stang P, Wittchen HU, Ustun B, Walters EE, Kessler
RC (2000). Lifetime panic-depression comorbidity in the National
Comorbidity Survey. Association with symptoms, impairments,
course and help-seeking. Br J Psychiatry. 176: 229–235.
158 Rudaz M, Craske MG, Becker ES, Ledermann T, Margraf J (2010).
Health anxiety and fear of fear in panic disorder and agoraphobia vs. social phobia: a prospective longitudinal study. Depress
Anxiety. 27(4): 404–411.
159 Sandell R, Svensson M, Nilsson T, Johansson H, Viborg G, Perrin
S (2015). The POSE study - panic control treatment versus panicfocused psychodynamic psychotherapy under randomized and
self-selection conditions: study protocol for a randomized controlled trial. Trials. 16: 130.
160 Sandin B, Sánchez-Arribas C, Chorot P, Valiente RM (2015).
Anxiety sensitivity, catastrophic misinterpretations and panic
self-efficacy in the prediction of panic disorder severity: towards
a tripartite cognitive model of panic disorder. Behav Res Ther. 67:
30–40.
161 Sánchez-Meca J, Rosa-Alcázar AI, Marín-Martínez F, GómezConesa A (2010). Psychological treatment of panic disorder with
or without agoraphobia: a meta-analysis. Clin Psychol Rev. 30(1):
37–50.
162 Santos M, D’Amico D, Dierssen M (2015). From neural to genetic
substrates of panic disorder: insights from human and mouse
studies. Eur J Pharmacol. 759: 127–141.
163 Sheehan DV, Burnham DB, Iyengar MK, Perera P, Paxil CR Panic
Disorder Study Group (2005). Efficacy and tolerability of controlled-release paroxetine in the treatment of panic disorder.
J Clin Psychiatry. 66: 34–40.
164 Sim HB, Kang EH, Yu BH (2010). Changes in cerebral cortex and
limbic brain functions after short-term paroxetine treatment in
panic disorder: An [F]FDG-PET Pilot Study. Psychiatry Investig.
7(3): 215–219.

384

165 Sirey JA, Bruce ML, Alexopoulos GS, Perlick DA, Raue P, Friedman
SJ, Meyers BS (2001). Perceived stigma as a predictor of treatment discontinuation in young and older outpatients with
depression. Am J Psychiatry. 158: 479–481.
166 Skodol AE, Geier T, Grant BF, Hasin DS (2014). Personality disorders and the persistence of anxiety disorders in a nationally
representative sample. Depress Anxiety. 31(9): 721–728.
167 Skodol AE, Grilo CM, Pagano ME, Bender DS, Gunderson JG, Shea
MT, McGlashan TH (2005). Effects of personality disorders on
functioning and well-being in major depressive disorder. J Psychiatr Pract. 11(6): 363–368.
168 Stansfeld S, Smuk M, Onwumere J, Clark C, Pike C, McManus S,
Harris J, Bebbington P (2014). Stressors and common mental
disorder in informal carers--an analysis of the English Adult Psychiatric Morbidity Survey 2007. Soc Sci Med. 120: 190–198.
169 Sung SC, Rush AJ, Earnest A, Lim LEC, Pek MPP, Choi JMF, Ng
MPK, Ong MEH (2018). A brief interview to detect panic attacks
and panic disorder in emergency department patients with cardiopulmonary complaints. J Psychiatr Pract. 24(1): 32–44.
170 Suresky MJ, Zauszniewski JA, Bekhet AK (2014). Factors affecting
disruption in families of adults with mental illness. Perspect Psychiatr Care. 50(4): 235–242.
171 Tanguay Bernard MM, Luc M, Carrier JD, Fournier L, Duhoux A,
Côté E, Lessard O, Gibeault C, Bocti C, Roberge P (2018). Patterns
of benzodiazepines use in primary care adults with anxiety disorders. Heliyon. 4(7): e00688.
172 Teismann T, Brailovskaia J, Totzeck C, Wannemüller A, Margraf J
(2018). Predictors of remission from panic disorder, agoraphobia
and specific phobia in outpatients receiving exposure therapy:
The importance of positive mental health. Behav Res Ther. 108:
40–44.
173 Teismann T, Lukaschek K, Hiller TS, Breitbart J, Brettschneider
C, Schumacher U, Margraf J, Gensichen J; Jena Paradies Study
Group (2018). Suicidal ideation in primary care patients suffering
from panic disorder with or without agoraphobia. BMC Psychiatry. 18(1): 305.
174 Teng EJ, Chaison AD, Bailey SD, Hamilton JD, Dunn NJ (2008).
When anxiety symptoms masquerade as medical symptoms:
what medical specialists know about panic disorder and available psychological treatments. J Clin Psychol Med Settings.
15(4): 314–321.
175 van Tuijl LA, Glashouwer KA, Bockting CL, Tendeiro JN, Penninx
BW, de Jong PJ (2016). Implicit and explicit self-esteem in current, remitted, recovered, and comorbid depression and anxiety
disorders: The NESDA Study. PLoS One. 11(11): e0166116.
176 Wendt J, Hamm AO, Pané-Farré CA, Thayer JF, Gerlach A, Gloster
AT, Lang T, Helbig-Lang S, Pauli P, Fydrich T, Ströhle A, Kircher T,
Arolt V, Deckert J, Wittchen HU, Richter J (2018). Pretreatment
cardiac vagal tone predicts dropout from and residual symptoms
after exposure therapy in patients with panic disorder and agoraphobia. Psychother Psychosom. 87(3): 187–189.
177 Westra HA (2004). Managing resistance in cognitive behavioural
therapy: the application of motivational interviewing in mixed
anxiety and depression. Cogn Behav Ther. 33(4): 161–175.
178 Whisman MA, Salinger JM, Labrecque LT, Gilmour AL, Snyder DK
(2019). Couples in arms: Marital distress, psychopathology, and
suicidal ideation in active-duty Army personnel. J Abnorm Psychol. doi: 10.1037/abn0000492.
179 Wolf AW &, Goldfried MR (2014). Clinical experiences in using
cognitive-behavior therapy to treat panic disorder. Behav Ther.
45(1): 36–46.
180 Zaider TI, Heimberg RG, Iida M (2010). Anxiety disorders and
intimate relationships: a study of daily processes in couples.
J Abnorm Psychol. 119(1): 163–173.
181 Zickgraf HF, Chambless DL, McCarthy KS, Gallop R, Sharpless BA,
Milrod BL, Barber JP (2016). Interpersonal Factors Are Associated
with Lower Therapist Adherence in Cognitive-Behavioural Therapy for Panic Disorder. Clin Psychol Psychother. 23(3): 272–284.
182 Zugliani M, Cabo M, Nardi AE, Perna G, Freire RC (2019). Pharmacological and neuromodulatory treatments for panic disorder:
clinical trials from 2010 to 2018. Psychiatry Investig. 16: 50–58.

Copyright © 2020 Neuroendocrinology Letters ISSN 0172–780X • www.nel.edu

