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Classification and Diagnosis: 
How panic disorder is classified and diagnosed in ICD-11, grounded in the information retrieval system from credible sources. 
Classification and Diagnosis of Panic Disorder in ICD- 11
In ICD-11, panic disorder is placed within the broader grouping of “Anxiety – or fear – related disorders”, which marks a structural shift from ICD-10. Previously, panic disorder sat under “neurotic, stress-related and somatoform disorders,” but ICD-11 reorganises these conditions into clearer, more focused categories. This change reflects updated research on how anxiety and fear operate in the brain and aims to make diagnosis more clinical useful. 
ICD-11 uses the term “disorder” consistently when referring to panic disorder. This language emphasises that the condition involves a pattern of symptoms that significantly disrupt a person’s functioning, rather than a temporary reaction or isolated episode. Panic disorder is coded as 6B01, and it is recognised as a distinct disorder that can occur with or without agoraphobia – something that ICD-11 now allows clinicians to diagnose separately or together. 
Diagnostic Criteria and Processes
In ICD-11, panic disorder is defined by recurrent, unexpected panic attacks. These attacks are  sudden episodes of intense fear or discomfort that peak rapidly and are accompanied by physical and cognitive symptoms such as palpitations, breathlessness, trembling, or fear of losing control. The key feature is that the attacks occur “out of the blue”, not triggered by specific situation . 
To diagnose panic disorder, clinicians look for: 
· Repeated unexpected panic attacks, not limited to specific triggers. 
· Persistent worry about having more attacks or their consequences. 
· Changes in behaviour aimed at avoiding future attacks. 
ICD-11 intentionally avoids rigid symptom counts and instead focuses on clinical judgement, allowing flexibility across cultures and settings. This is part of a broader move to simplify diagnostic guidelines and improve global applicability. 
ICD-11 also permits clinicians to code isolated panic attacks separately when they occur alongside other mental or physical conditions. This aligns with DSM-5 and helps capture panic symptoms even when they do not meet the full threshold for panic disorder. 



Language Used in ICD-11 
The classification consistently uses the terms “disorder” and “anxiety- or fear-related disorders.” It does not use terms like “illness” or “conditions” in the formal diagnostic label. This choice reflects a modern, descriptive approach to mental health classification, focusing on patterns of symptoms rather than implying a specific cause. 





















Treatment and Rehabilitation: 
Critical evaluation of treatment and rehabilitation for panic disorder, grounded in the evidence retrieved from credible sources such as NICE guidance and clinical reviews.
Treatment and Rehabilitation of Panic Disorder 
Standard treatment for panic disorder usually combines psychological therapy, medication, and rehabilitation strategies that help people regain confidence and functioning. Although ICD-11 provides diagnostic guidance, it does not prescribe specific treatments; instead, treatment recommendations come from clinical practice guidelines such as NICE and research evidence. 
Cognitive Behavioural Therapy (CBT) is widely considered the most effective psychological treatment. NICE identifies CBT as a first-line intervention for panic disorder, helping people understand the cycle of fear and gradually face avoided sensation or situations. Its strength lies in teaching long-term coping skills and reducing relapse. However, motivation, regular attendance , and access to trained therapists – something many services struggle to provide. Internet – delivered CBT has emerged as an alternative, showing good  effectiveness and acceptability, but uptake remains slow and some people prefer face-to -face support. 
Medication is another care treatment option. SSRIs and SNRIs are typically recommend because they are effective and generally safe, while benzo diazepines may be used short-term due to risks of dependence. Medication can reduce symptoms quickly, which is helpful for severe cases, but side effects, delayed onset of action, and the need for long-term adherence limit their usefulness. Research also highlights that many patients do not respond fully to current medications, prompting interest in new drug classes such as glutamatergic or orexin-targeting treatments.    
Rehabilitation Measures in ICD-11 and Practice 
ICD-11 emphasises accurate diagnosis as the first step toward appropriate care, but it does not outline rehabilitation programmes. In practice, rehabilitation focuses on restoring daily functioning, reducing avoidance , and supporting long-term recovery. This includes psychoeducation, lifestyle changes, graded exposure, and relapse-prevention planning. NICE also recommends support groups, stress-management techniques, and physical activity as part of ongoing rehabilitation. 
Rehabilitation is effective because it helps people rebuild routines and confidence, but its success depends on consistent engagement and access supportive environments. People with complex needs may require multi-agency input, especially when panic disorder co-exists with depression, substance misuse, or social difficulties.  


Effectiveness and Limitations 
Overall, treatment outcomes for panic disorder are positive when psychological therapy and medication are combined. However, limitations include unequal access to therapy, medication side effects, and the lack of reliable biomarkers to guide personalised treatment. Research also shows that panic disorder is heterogeneous, meaning no single approach works for everyone, and long-term relapse remains a challenge.   




















Current Debates and Emerging Issues: 
The main debates focus on whether panic disorder is best understood as a biological condition, a cognitive-behavioural phenomenon, or part of broader neurodivergent experiences, and these debates shape how clinicians diagnose, treat, and support individuals in practice. 
There is ongoing debate about how panic disorder should be conceptualised, particularly regarding whether it is primarily a biological, psychological, or socially shaped condition. Biological theories emphasise neurochemical and genetic factors, respiratory sensitivity, and metabolic mechanisms, but these explanations are criticised for not fully accounting for why psychological therapies such as CBT are highly effective. This tension highlights a broader debate about whether panic disorder should be framed as a disorder of the body or of learned fear responses. 
Another emerging issue concerns the relationship between panic disorder and neurodivergence. Current evidence shows that anxiety disorders, including panic disorder, are not classified as neurodivergent conditions in diagnostic systems. Neurodivergence refers to inherent differences in brain wiring, such as autism or ADHD, whereas panic disorder is considered a mental health disorder that can develop in anyone. However, debates arise because neurodivergent individuals often experience higher rates of anxiety and panic symptoms. Some scholars argue that these symptoms may reflect a mismatch between neurodivergent cognitive styles and environments not designed for them, rather than an internal pathology. This aligns with the neurodiversity movement, which challenges traditional “disease-based” psychiatric models.
There is also debate about whether panic disorder should be reclassified in ways that better reflect its overlap with other anxiety conditions. ICD-11 already moved panic disorder into the “anxiety- or fear-related disorders group, but some researchers argue that panic attacks occur across many conditions and should be treated as a specifier rather than a standalone disorder. This debate affects how clinicians interpret symptoms and whether treatment should target panic specifically or the broader emotional regulation difficulties underlying it. 
Impact on the practice and policy 
These debates influence clinical practice by shaping treatment priorities. For example, if panic disorder is viewed primarily as biological, medication may be emphasised; if viewed as cognitive-behavioural, therapy becomes central to grow. The growing recognition of neurodivergent experiences encourages services to adopt more individualised, sensory-aware, and trauma-informed approaches, especially for autistic or ADHD individuals who may experience panic differently. 
Policy discussions increasingly highlight the need for inclusive mental health services that recognise neurodiversity, reduce stigma, and avoid over-pathologising distress that may arise from environmental mismatch rather than internal dysfunction. This shift could lead to broader access to psychological therapies, adjustments in diagnostic criteria, and more flexible treatment pathways. 
Recommendations:
Improving how panic disorder is classified, diagnosed, treated, and supported in rehabilitation means joining up biological, psychological, and social perspectives rather than privileging one lens. ICD-11’s move to place panic disorder within “anxiety- or fear-related disorders “ is helpful, but future revisions could go further by explicitly recognising panic attacks as transdiagnostic phenomenon that can appear across many conditions, while still allowing a specific diagnosis when panic is central and persistent. This would reduce over-fragmentation of diagnoses and encourage clinicians to look at the person’s wider emotional and social context, not just the presence of the attacks. 
For diagnosis, guidance could emphasise functional impact, cultural context, and  neurodiversity-sensitive assessment. Many people – especially those who are autistic, have  ADHD, or experience sensory overload – may present with panic-like symptoms that are shaped by environmental mismatch rather than a discrete “disorder”. Training clinicians to ask about sensory sensitivities, communication preferences, and trauma histories would support more accurate, respectful formulations and reduce the risk of pathologising understandable distress. 
In treatment the evidence base strongly supports CBT and related cognitive-behavioural approaches, but access and engagement remain major barriers. I would recommend three priorities:
· Scaling up flexible delivery (online, group, brief formats) within services such as NHS Talking Therapies, while maintaining quality and proper supervision. 
· Embedding shared decision-making, so people can choose between psychological and pharmacological options with clear information about benefits, side effects, and withdrawal. 
· Developing adaptations for neurodivergent clients, for example slower pacing, visual supports, and explicit work on sensory triggers, rather than assuming standard CBT fits everyone. 
Medication guidelines should be refined to highlight time-limited, review-based prescribing, with clear plans for tapering and relapse-prevention work alongside therapy. Over reliance on benzodiazepines should continue to be discouraged, and research into newer pharmacological targets should ne tied to real-world outcomes such as functioning and quality of life, not just symptoms scores.  
Rehabilitation needs to be framed as more than “symptom reduction.” Services could routinely offer structured return-to-roles programmes (work, education, parenting), peer-support groups, and lifestyle interventions (sleep, physical activity, stress management), as part of stepped-care pathways. Data collection on recovery, relapse, and equity of access should be standard, feeding into local commissioning decisions and national policy. 

For research, priorities includes: long-term follow-up of combined treatments, culturally and neurodiversity-informed models of panic, and co-produced studies where people with lived experience help design interventions. Together, these recommendations point toward a system that is more personalised, inclusive, and focused on meaningful recovery rather than narrow symptom checklists. 



















Conclusion
This conclusion brings together the key themes across classification, diagnosis , treatment, rehabilitation, and emerging debates about panic disorder, highlighting the need for more integrated, person-centred approaches. 
Panic disorder remains a complex and multifaceted mental health condition, and the discussions across classification, diagnosis, treatment, and rehabilitation show how important it is to approach it from a holistic and flexible perspective. ICD-11 has made progress by placing panic disorder within the broader group of anxiety- and fear-related disorders, which better reflects current scientific understanding. However, the debates around whether panic attacks should be treated as a transdiagnostic feature rather than a standalone disorder highlight that classification systems still need refinement. These debates matter because they influence how clinicians interpret symptoms and how individuals understand their own experiences. 
Diagnosis continues to rely on identifying recurrent, unexpected panic attacks and the persistent worry or behavioural changes that follow. Yet, the process is not always straightforward. Cultural differences, co-occurring conditions, and neurodivergent presentations can complicate assessment. This reinforces the need for diagnostic approaches that consider the whole person- their environment, sensory profile, trauma history, and coping patterns – rather than relying solely on symptom checklists. 
Treatments and rehabilitation show encouraging evidence but also clear limitations. Psychological therapies, especially CBT, remain highly effective for many people, and medications such as SSRIs and SNRIs provide additional support when needed. Still, access to therapy is uneven, medication side effects can be challenging, and relapse is not uncommon. Rehabilitation, which focuses on restoring functioning and confidence, is often under-emphasised being essential for long-term recovery. A stronger focus on lifestyle, peer support, and personalised coping strategies would help bridge the gap between. 
Emerging debates – particularly around neurodivergence – are reshaping how panic disorder is understood. While panic disorder itself is not classified as a neurodivergent condition, many neurodivergent individuals experience panic symptoms due to sensory overload, communication barriers, or chronic stress in environments not designed for them. This raises important questions about whether traditional psychiatric models fully capture the lived experience of panic. It also pushes services to adopt more inclusive, adaptable, and trauma-informed practices. 
Overall, the evidence suggests that panic disorder cannot be effectively addressed through a single lens. Biological, psychological, and social factors interact in ways that vary from person to person. Future progress will depend on integrating these perspectives, improving access to evidence-based care, and ensuring that classification and treatment systems reflect the diversity of human experience. By doing so, practice and policy can move toward more compassionate, equitable, and effective support for individuals living with panic disorder. 
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