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A Critical Examination of Panic Disorder as Classified in ICD-11 (6B01)
Introduction
Panic disorder is one of the most widely studied disorders of anxiety and fear in today's psychiatric classification. Unexpected and recurrent panic attacks define it, and people worry about their recurrence (World Health Organization, 2024). Anxiety disorders are estimated to affect an estimated 301 million people worldwide and to account for a large proportion of disability-adjusted life years. A large proportion of those with anxiety disorders are not receiving formal care even in health systems with ample resources (Gray et al., 2024). However, panic disorder is commonly not experienced in specialist mental health services, often misdiagnosed as a physical disorder, such as chest pain or breathlessness, and is associated with a delay in diagnosis (Gray et al., 2024). This report critically reviews the ICD-11 classification (F40.2) of panic disorder in the "Anxiety or fear-related disorders" classification group (code 6B00). It reflects the classification process, the method of diagnosis, treatment, and rehabilitation options, addresses current debate about the issues of overdiagnosis and neurodivergence, and provides recommendations for the future on how practice, policy, and future research could be improved.
Classification and Diagnosis
This revision of anxiety disorders is a major change in the ICD-10. According to Kogan et al. (2016), the aim of the separation of panic disorder from ICD-10's “neurotic, stress-related and somatoform disorders” is to provide a more clinically useful and internationally applicable classification. Recurrent unexpected panic attacks (sudden, intense periods of fear with symptoms such as palpitations, sweating, trembling, chest pain, and fear of dying, as well as persistent concerns about further attacks or maladaptive changes in behavior related to avoidance of attacks, which cause significant impairment in personal, social, or occupational functioning) are the core features of the disorder per the WHO diagnostic guidelines (World Health Organization, 2024). One of the typical changes is when panic disorder is separated from agoraphobia. As per the ICD-10, agoraphobia was not seen as a disorder on its own, but as a symptom of panic disorder; ICD-11 will allow for agoraphobic avoidance to be diagnosed alone or concurrently with panic disorder. The change brings ICD-11 closer to the DSM-5 and was the result of a global field study that involved various countries and clinical settings and tested the practical use of the proposed ICD-11 criteria by practising clinicians. The general findings of the study showed that there was good diagnostic agreement, but also that there were culturally specific symptom presentations of panic that were not easily translated into other clinical settings outside the West (Rebello et al., 2019).
The language of the classification is self-explanatory. In line with the medical and categorical orientations of ICD-10 and other ICDs for psychopathology, which have been furthered by the implementation of the associated guidelines in the form of prototype lists, the word "disorder" is used throughout ICD-11 more frequently than "illness" or "condition," with the latter requiring fewer symptoms than the prototype lists in ICD-10 (Domschke and Zwanzger, 2025). In the clinical context, the diagnosis is usually preceded by a structured interview that first rules out medical causes of the diagnosis, such as cardiac or endocrine dysfunction, and substance-induced anxiety, and then the pattern, frequency, and functional consequences of the panic attacks are confirmed. New instruments like the WHO Flexible Interview for ICD-11 have been recently developed to aid more standardised assessment. Still, there is uncertainty regarding the availability of clinicians able to use these instruments, particularly in less-resourced areas, and the availability of those instruments themselves (Rebello et al., 2019).
Treatment and Rehabilitation
Therapy for panic disorder can be psychological, pharmacological, or a combination of both, and is commonly a combination of both in clinical practice. The large effect size for symptom reduction compared to control conditions (Bhattacharya et al., 2023), as well as the consistent recommendations for the use of cognitive behavioural therapy (CBT) with components of psychoeducation, cognitive restructuring, and interoceptive or in-vivo exposure, indicate that this is a first-line psychological intervention. Overall, a network meta-analysis of 74 RCTs that included over 6,600 participants found face-to-face group and individual CBT and guided self-help led to significantly greater improvements than TAU. In comparison, the unguided self-help and unguided digital interventions resulted in considerably lower improvements, suggesting that the amount of therapist contact or guidance matters for positive outcomes (Papola et al., 2023). Although digital treatment has presented various difficulties, some of these can be addressed using interoceptive exposure and individualising treatment content, which leaves digital treatment available without compromising its efficacy if designed carefully (Jung et al., 2025).
Panic disorder is treated with the use of selective serotonin reuptake inhibitors (SSRIs) as the first-line drug, and benzodiazepine use is recommended only for acute, severe cases, because of the risk of dependency, as recommended by the WHO's Mental Health Gap Action Programmed (WHO, 2023) (Grey et al., 2024). This is generally consistent with a recent evidence review, which found that all SSRIs, serotonin-noradrenaline reuptake inhibitors, and tricyclic antidepressants were effective at improving outcomes. Whilst there has been controversy about the efficacy of benzodiazepines, these medications were still effective in the short term. They prescribed more frequently than guidelines recommended, possibly because they act faster than antidepressants (Guaiana and Davies, 2025). A systematic review commissioned by the Brazilian Psychiatric Association also revealed that the best remission rates were obtained by combined pharmacotherapy and psychotherapy, and benzodiazepines should not be considered as first-line treatment, as they have risks of dependency and relapse after withdrawal (Baldaçara et al., 2025).
ICD-11 is not a treatment or services planning framework, but there is relatively little focus on rehabilitation, beyond symptom remission. Realistically, rehabilitation for panic disorder is targeted at preventing a relapse and involves a gradual re-entry process to the environments that the person has avoided, particularly those where agoraphobic avoidance has developed, and attempts to address and resolve the great functional and occupational dysfunction that is frequently found in chronic persistent presentations of panic disorder (Grey et al., 2024). These interventions are effective for CBT-based relapse prevention, but there are some limitations: drop-out rates are low in intensive exposure-based treatments, but there is not widespread access to psychological specialist treatment outside high-income countries; and there is a global treatment gap, with estimates being that three-quarters of people with anxiety disorders receive no care at all (Grey et al., 2024). The importance of task-shifted mental health approaches is further highlighted in LMICs, where insufficient staffing levels of mental health staff and inadequate resources for mental health services exist, and where provision of shorter and more focused psychological interventions by trained non-specialists under supervision (Grey et al., 2024) is provided. In addition, workplace and school accommodations, including flexible schedules when actively seeking treatment, are also now seen as another form of rehabilitation; disruptions to the workplace and school are among the most long-lasting effects of untreated panic disorder (Grey et al., 2024).
Current Debates and Emerging Issues
From a classification perspective, there are several debates regarding panic disorders, as well as from a treatment perspective. The first relates to the general issue of psychiatric overdiagnosis. Others have proposed that the various revisions of the classifications over time have reduced the requirements for exhibiting symptoms but increased the number of diagnostic classifications, which can cause normal emotional reactions to stress to be "pathologised" and so over-pathologise the fear response to stress (Paris, 2015). Others suggest that the apparent increase in the number of cases diagnosed is attributable to increased recognition, reduced stigma, and increased epidemiological surveillance rather than overdiagnosis, and that the performance of diagnostic accuracy is not necessarily linked to the increasing number of cases being diagnosed, as it is a facet of the problem in this discussion (Aftab 2025). This tension is echoed across the psychiatry field, in a parallel way with a number of other conditions, including an advocacy for more conservative diagnostic thresholds (impairment-based) across the field (The Lancet, 2023).
Another related debacle is the influence of neurodivergence and the broader neurodiversity movement on the understanding of anxiety-related conditions. The concept of neurodiversity was initially very much related to autism and attention-deficit/hyperactivity disorder (ADHD) but has implications for the framing and diagnosis of panic disorder (Troisi, 2025). Such increased anxiety sensitivity as a natural variation of neurocognition may also help to reduce the stigma of this phenomenon and help identify individuals who have been underdiagnosed due to biased diagnostic criteria and clinician assumptions, especially for marginalised groups. On the other hand, critics claim that at the very extreme end of the spectrum, this description may fall into the trap of diagnostic nihilism, the idea that there are no real disorders that give rise to cognitive strengths for a person that persist in their life and that this could lead individuals to avoid effective and evidence-based treatments, as panic disorder is typically not linked to persistent cognitive strengths but to acute distress and overt dysfunction (Troisi, 2025).
The third debating point is that of access to and equity in treatment. Both CBT formats (digital and guided) have been effective in addressing the global treatment gap; however, results indicating that unguided digital interventions may be less effective than guided versions suggest that, if the global treatment gap is not addressed with guided versions, it could be widened by low-cost, unguided digital versions (Papola et al., 2023). Likewise, while the guidelines have agreed that there is no evidence to support routine prescribing of benzodiazepines, this is not reflected in the practices of many health systems, which prescribe benzodiazepines for the convenience of their users and their efficacy in alleviating symptoms (Guaiana and Davies, 2025). These debates have repercussions beyond the technical, as these systems of classification impact funding priorities, reimbursement for mental health services, and public perceptions of conditions, with real-world implications on who receives care and how (Kogan et al., 2016).
Recommendations
The analysis has a number of recommendations. First, more investment in clinician training on the WHO Flexible Interview and ICD-11 diagnostic criteria would help to overcome the cross-cultural inconsistencies found during the global field trials, thus reducing the risk that the development of diagnostic reliability may be limited to high-resource settings (Rebello et al., 2019). Second, health systems introducing digital tools to health and wellbeing or implementing telehealth or app-based CBT should account for models that allow for some level of guidance or supervision, as models that seem to only be cost-effective because they are digital have been shown to be riskier (Papola et al., 2023). Third, prescribing guidelines alone do not seem to have a significant effect on prescribing practice in the real world; structural incentives, audit and feedback processes, and greater access to SSRIs should be combined with prescribing guidelines against the use of benzodiazepines (Guaiana and Davies, 2025). Lastly, future revisions to ICD should aim to include more explicit guidelines on how to differentiate clinical from non-clinical anxiety sensitivity in order to destigmatise panic disorder while ensuring that people who truly need it continue to have access to it; this balance needs to be struck between destigmatisation and the need for continuing access to effective treatments for those who need them (Troisi, 2025).
Conclusion
The ICD-11 classification of panic disorder is the fruit of the labours of careful efforts to make the diagnosis more precise, more useful, and more applicable across cultures, and more importantly, by distinguishing panic disorder from agoraphobia. Although there is good evidence for the effectiveness of CBT and SSRIs as first-line treatments for depression, in practice, these drugs are not always used as recommended, and rehabilitation-type support is not readily available internationally. The discussions about the phenomenon of overdiagnosis and the consequences of the neurodiversity movement illustrate that psychiatric classification is an ongoing enterprise rather than an accomplished science, and has significance for practice, policy, and lived experience for those who seek psychiatric assistance.
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