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Mental and behavioural disorders are the category of conditions covered by the ICD-11 Chapter 6 and include a vast range of conditions that have a severe psychological, social, and occupational functioning effect and present a significant concern to human health throughout the world (World Health Organisation, 2024). These conditions are not only significant contributors to human disease burden worldwide but also one of the most common conditions, anxiety disorders, which impact at least 264 million individuals worldwide (Javaid et al., 2023). Panic Disorder (ICD-11: 6B01) is defined as the frequent and unprecedented panic attacks that are accompanied by persistent fear of subsequent attacks and behavioural changes at their expense, including avoidance, and can have a substantial ability to deteriorate everyday functioning (Asmundson et al., 2024). Early identification and management of it is essential, as the disorder has been connected to comorbid depression, lower quality of life, and higher healthcare utilisation (Berk et al., 2023). This report critically analyses Panic Disorder in terms of ICD-11, including its classification, diagnostics, evidence-based treatment options, rehabilitation interventions, and current controversies under the condition to deliver a more holistic and modern picture of the disorder. 

[bookmark: _Toc222585705]Classification of Panic Disorder
Panic Disorder is assigned to Anxiety or Fear-Related Disorders (6B01) in ICD-11, which captures the main qualities of the condition, i.e., repetitive and unpredictable panic attacks and the fear of future onset (Kogan et al., 2024). The terminology summarisation of disorder focuses on a clinically significant syndrome that leads to functional impairment, as opposed to fleeting or normative experiences of fear, which relies on the medical model of analysing identifiable dysfunction patterns (Milano et al., 2023). ICD-11 offers a more qualitative symptom delineation and includes functional impairment as a diagnosis criterion compared to ICD-10, which located panic disorder in Other anxiety disorders (F41.0) with weaker criteria that led to a better clinical specificity (McCoy, 2023). Likewise, Panic Disorder is a separate anxiety disorder in DSM-5, which ICD-11 attempts to harmonise into a framework that will be globally applicable and help in reducing over-pathologisation (Domschke and Zwanzger, 2025). 
Controversies within classification are usually based on categorical versus dimensional approaches. Although ICD-11 holds on to a categorical model, whereby panic disorder is viewed as a discrete case, dimensional viewpoints propose persistent differences in clinical heterogeneity through the grading of severity, frequency, and comorbidity with other anxiety and depressive disorders (Pan and Wang, 2024). The presence of similarity with agoraphobia, social anxiety, and generalised anxiety disorder is also a problem, which makes the process of typical differentiation more complicated and creates doubts about what defines these disorders (Maged, 2025). The discussions illuminate the dynamic nature of psychiatric classification and the necessity of further refinements to allow psychiatric classification to integrate clinical utility and empirical validity, accurate diagnosis, proper treatment planning, and effective practices of psychiatric classification in the practice of global mental health. 

[bookmark: _Toc222585706]Diagnosis of Panic Disorder
According to ICD-11, Panic Disorder (6B01) is defined by a cluster of core manifestations: recurrent, unanticipated panic attacks, constant anticipatory anxiety of a repeat, behavioural change, which could include, but is not limited to, avoidance of situations thought to provoke it (Grzech et al., 2025). To diagnose, these symptoms must be associated with severe functional impairments in either of the three areas: social, occupational, or personal, which is what differentiates a clinical disorder from temporary occurrences of panic (Tunnell et al., 2024). A systematic clinical interview and history-taking are usually the starting points of the evaluation procedure, supplemented by such valid measures as the Panic Disorder Severity Scale (PDSS), the GAD-7, or the PHQ-9, which quantifies how often and intensely the symptoms are (Faro et al., 2025). Clinically meaningful malfunction is reflected in the term disorder in ICD-11, not something as simple as anxiety or a single panic attack, so it warrants special caution in application (Lam and Hsu, 2024). 
Differential diagnosis is essential because panic-like symptoms can be confused with generalised anxiety disorder, agoraphobia, post-traumatic stress disorder, and cardiovascular disease, and substance-induced panic (Moreland-Capuia et al., 2023). For example, chest pains and palpitations can also appear similar to a panic attack, but are an indication of heart pathology, and such a patient has to be examined carefully. Symptom reporting, however, is subjective in nature, and cultural differences can have a role to play in showing and understanding anxiety, which can result in the under-or overdiagnosis within a given population (Dawson et al., 2023). Comorbid depression also complicates the aspect of differentiation since the two disorders can share cognitive and somatic elements (Fanelli et al., 2025). These results support the idea that accurate, culturally sensitive measurement is needed to guarantee a proper diagnosis and a decent treatment plan to be used in Panic Disorder. 

[bookmark: _Toc222585707]Treatment Approaches
The management of Panic Disorder is a combination of pharmacological and psychotherapies and usually depends on the severity of the symptoms, preference of the patient, and comorbidity. Selective serotonin reuptake inhibitors (SSRIs) like sertraline and paroxetine are generally regarded as a treatment option in the first line, and their effectiveness in the prevention of panic attacks and anticipatory anxiety is predictable (Gosmann et al., 2023). Even the serotonin-norepinephrine reuptake inhibitors (SNRI) such as venlafaxine are good medicine, especially in patients with co-occurring depression symptoms (Grego et al., 2025). Benzodiazepines are used when acute symptoms require management because of their quick anxiolytic action; however, their application is restricted by the risk of dependency, cognitive impairment, and withdrawal effects. Although pharmacotherapy is effective in the short-term, meta-analytic studies support the notion that in the long-term, the combination of medication and psychological interventions can be better, which points to the restrictions of pharmacological monotherapy (Cuijpers et al., 2023). 
The use of psychological treatments is generally considered a foundation of long-term management. Cognitive Behavioural Therapy (CBT), which has interoceptive and situational exposure, is evident to be highly effective in decreasing the frequency of panic attacks, avoidance behaviour, and anticipatory anxiety (Ghaffari 2025). Mindfulness-based therapies and acceptance-based approaches are becoming particularly prominent because the interventions, as support of a sort, are useful in the regulation of emotions and in the prevention of relapse. Recent RCTs support the lasting effect of CBT, and the risk of relapse remains considerably lower than the risk of relapse associated with pharmacotherapy (Levy et al., 2022). ICD-11 suggests rehabilitation interventions such as psychoeducation, self-management, and social or occupational assistance to maximise functional recovery (World Health Organisation, 2026). The enhancement of insight and adherence is achieved through psychosomatic education, whereas with the help of structured self-management, which includes relaxation training and panic diaries, the coping process in the long-term is facilitated (Yazdani et al., 2025). Social and occupational rehabilitation aims to overcome functional impairment; however, it is still not available to most patients, especially in low-resource environments (Hofmann et al., 2010). 
Evolving methods are looking attractive to overcome these shortcomings. Yet, digital CBT systems, transdiagnostic interventions covering common questions of anxiety, and neurofeedback solutions offer a more scalable option (Ghaffari, 2025). However, critics mention that the evidence of digital and neurofeedback techniques is still early, and these methods might not fully replace therapist-led therapies (Miskowiak et al., 2022). Overall, treatment of panic disorder needs a multi-pronged treatment approach comprising pharmacological, psychological, and rehabilitative treatment with close attention to patient-specific considerations, treatment adherence, and long-term functional outcomes. Although traditional models are evidence-based, newer modalities promise an opportunity to increase access and improve customisation; nevertheless, there is a need to conduct more rigorous assessments. 

[bookmark: _Toc222585708]Current Debates and Emerging Issues
The modern controversy that encompasses the topic of panic disorder (ICD-11: 6B01) is mainly concerned with its classification and the scope of diagnosis, particularly in comparison to generalised anxiety disorder and agoraphobia. Critics argue that these disorders are represented by the same symptoms, including anticipatory anxiety, avoidance behaviours, and somatic manifestations, making the discrete classification of these disorders a challenge (Szuhany and Simon, 2022). Rego (2025) notes that as many as 30% of patients diagnosed with panic disorder satisfy criteria of agoraphobia, thus challenging the notion of these disorders being different entities or on a dimensional spectrum. Dimensional classification supporters state that considering the severity, functional impairment, and sets of symptoms on a spectrum would help achieve a greater precision in diagnosis and allow customised treatment; however, ICD-11 maintains the categorical method of clinical utility and cross-cultural reliability (World Health Organisation, 2024). This discussion reflects a conflict between empiricist validity and practise in a real-life psychiatric context. 
The neurobiological and neurodivergence approaches also contribute to the discussion and highlight the genetic, neural, and physiological interactions in panic disorder. Research assigns amygdalar hyperactivity, dysregulated hypothalamic-pituitary- adrenal (HPA) axis responses, and hereditary genetic susceptibility as comorbid factors (Mbiydzenyuy and Qulu, 2024). Donato and Ray (2023) provide neuroimaging data of increased activity in fear networks in panic-prone patients that suggests a neurobiological rationale for treatment differentiation. Proponents hold that the addition of these insights can allow precision psychiatry and maximise intervention based on the individual risk profiles. Nevertheless, Martínez (2023) critiques that too much emphasis on biology can lead to the disregard of sociocultural determinants and possibly lead to the medicalisation of normal stress reactions. 
Controversies on treatment are still imminent. Pharmacotherapy, especially selective serotonin reuptake and serotonin-noradrenaline reuptake inhibitors, is effective in reducing the frequency of panic, but dependence on medication can not be effective in dealing with the maladaptive cognition and avoidance behaviour, hence limiting recovery (Sarier et al., 2023). On the other hand, cognitive behaviour treatment and exposure-based therapies have been shown to have long-term benefit even following therapy discontinuation (Pittig et al., 2025). However, the efficacy of psychotherapy in the real world is impaired by the barriers to access, compliance issues, and stigma, whereas the overdiagnosis and medicalisation of normal anxiety raises some ethical issues and leads to the possibility of overtreatment (Pfeiffer and In-Albon, 2022). 
There is a high policy and clinical turnover in these debates with reflections on insurance coverage, resource allocation of early intervention programmes, and culturally-sensitive diagnostic constructs. Dimensional assessment, neurobiological understanding, and evidence-based psychosocial interventions might result in an increased accuracy of care delivery and patient outcomes and prevent avoidable pharmacological interventions. The changing discussion shows the necessity of integrating the empirical evidence with the clinical utility and socio-cultural sensitivity when attempting to treat panic disorder. 

[bookmark: _Toc222585709]Recommendations
To improve the perception and treatment of panic disorder (ICD-11: 6B01), some recommendations can be made. First, classification systems can be enhanced with a dimensional strategy that would capture the severity of symptoms and functional impairment as well as comorbidities, and it would complement the current categorical ICD-11 system. Scala et al. (2023) argue that dimensional assessment enhances the accuracy of diagnoses and helps to plan personalised treatment, especially in patients with parallel anxiety disorders. Second, the diagnostic accuracy can be enhanced by standardisation and cultural adaptation of the assessment instruments along with the introduction of regular screening conditions in primary healthcare settings, since the early detection has been linked to the best results (Makhmirzaeva et al., 2025). 
In terms of treatment and rehabilitation, it is justified to combine pharmacological and psychological treatment with the development of digital solutions. There is evidence to support multimodal approaches involving the use of CBT, SSRIs, and guided digital therapies to reduce the number of symptoms and attain functional recovery (Biagianti et al., 2023). Social and occupational functioning can even be improved by community-based rehabilitation programmes and psychoeducation programmes. Research-wise, longitudinal studies in which neurobiological markers and patient-reported outcomes, and culturally mediated manifestations of panic, are studied are needed to optimise clinical practise and policy. Comprehensively, these recommendations will help enhance patient-centred care, inform health policy, and set the future agenda of research in the field, to subsequently ensure that panic disorder is managed using evidence-based, culturally sensitive, and sustainable measures. 

[bookmark: _Toc222585710]Conclusion
Panic disorder is a complicated issue of anxiety whose classification, diagnosis, and treatment are still under development. ICD-11 offers more specifications and an operational focus, but controversies still exist on boundaries, dimensional or categorical application, and neurobiological or psychosocial perspective. Management requires the involvement of pharmacological, psychological, and rehabilitative approaches assisted by patient education and community resources. More importantly, person-centred, evidence-based strategies are crucial to support personal needs and comorbidities and promote long-term healing. In the future, the further development of diagnostic models, culturally competent testing, and new treatment options will play a central role in improving results and increasing the quality of life of patients with panic disorder.
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