

[image: UWTSD logo | Discover Dylan Thomas] Classifications and Provisions (BMHP6029_LON)






[bookmark: _Toc237403624]Psychopathological Classifications and Provisions BMHP6029

Component 2: Written Report
Lecturer’s name: Oluwadamilola Tayo 
Student name: Meneouan Kouame
Student number:2336790








Table of contents 
Psychopathological Classifications and Provisions BMHP6029	1
Introduction	3
6B01 Panic Disorder	3
Classification of Panic Disorder within ICD‑11	3
Cause, Symptom and Diagnosis	4
Cause	4
Symptom	4
Diagnosis	4
Treatment Approaches	5
Psychological Treatment	5
Medication	5
Treatment analysis	5
Strengths of Using Medication for Panic Disorder	5
Limitations of Medication for Panic Disorder	6
CBT Benefits for Panic Disorder	6
Barriers to CBT Implementation	6
Current Debates	7
Emerging Issues	7
Neurodivergence and Reclassification Issues	7
Policy	8
Recommendations	8
Conclusion	8
Reference	9









[bookmark: _Toc237403625] Introduction
[bookmark: _Toc237403626]6B01 Panic Disorder 
Panic disorder involves recurrent, unexpected panic attacks, persistent worry about future episodes, avoidance behaviours, and significant functional impairment (WHO, 2024; NHS, 2023). ICD‑11 and clinical literature describe it as a condition arising from multiple interacting biological, psychological, and environmental factors. It is one of the most common anxiety disorders, with lifetime prevalence estimated at 2 to 5%, and UK data showing a rate of 1.6% among young adults aged 16 to 24 (NHS Education for Scotland, 2024). Panic disorder typically follows a chronic, fluctuating course and has substantial impacts on quality of life (Kim, 2019). Although panic attacks occur across several anxiety disorders, in panic disorder they are unexpected, whereas in SAD, SP, and OCD they are triggered by specific situations. This unpredictability contributes to avoidance behaviours such as agoraphobia. The report will examine and discuss the classification, treatment approach, current debates emerge issue, reclassification and neurodivergence  surrounding panic disorder.
[bookmark: _Toc237403627]Classification of Panic Disorder within ICD‑11
In ICD‑11, panic disorder is classified under Chapter 06: Mental, behavioural or neurodevelopmental disorders, within the subgroup Anxiety or fear‑related disorders, and assigned the diagnostic code 6B01. The classification highlights its key features: recurrent, unexpected panic attacks, persistent worry about future episodes, and the development of maladaptive avoidance behaviours that can lead to significant functional impairment. ICD‑11 distinguishes panic disorder from other anxiety conditions by emphasising the unpredictable nature of attacks. This framework supports more consistent diagnosis across healthcare systems and helps improving the early identification, monitoring, and access to appropriate treatment pathways (WHO, 2024).
[bookmark: _Toc237403628][bookmark: _Hlk236910235]Cause, Symptom and Diagnosis
[bookmark: _Toc237403629] Cause
Individuals with adverse childhood experiences (ACEs) are more vulnerable to developing panic‑related post‑traumatic stress symptoms (Hong et al., 2023). Panic disorder arises from a combination of biological, psychological, and environmental factors. Traumatic or stressful life events, such as bereavement, can heighten emotional and physiological arousal, increasing susceptibility to panic attacks. A family history of panic disorder suggests a genetic influence, while neurotransmitter imbalances may contribute to the intense physical symptoms experienced during attacks. Overall, panic disorder develops through a complex interaction of life experiences, inherited risk, and neurobiological processes (NHS, 2023).
[bookmark: _Toc237403630] Symptom
Panic attacks involve sudden, intense physical and psychological symptoms such as a racing heartbeat, chest pain, trembling, sweating, nausea, dizziness, numbness, and a fear of dying or losing control (NHS, 2023). Hussain and Shah (2024) describe similar severe physiological symptoms including palpitations, shortness of breath, choking sensations, and neurological disturbances which closely resemble cardiopulmonary conditions and contribute to a high misdiagnosis rate of 85.6%. This overlap often leads individuals to seek emergency care, delaying appropriate psychological treatment and reinforcing health‑related fears. Over time, avoidance behaviours may develop, increasing the risk of agoraphobia and functional impairment. Broader anxiety symptoms are also increasingly common among children and young people, reflecting national trends of rising mental health difficulties (O’Dowd, 2025).
[bookmark: _Toc237403631]Diagnosis
A General Practitioner diagnoses panic disorder by assessing symptom patterns and ruling out other medical causes, often through structured questions and a physical examination (NHS, 2023). Diagnosis requires regular, unexpected panic attacks plus at least one month of persistent worry or avoidance behaviours. Panic symptoms can resemble physical health conditions; careful differential diagnosis is crucial. The presence of recurrent, unexpected panic attacks is essential, as these form the core criteria for panic disorder.
[bookmark: _Toc237403632]Treatment Approaches
[bookmark: _Toc237403633]  Psychological Treatment
Cognitive Behavioural Therapy (CBT) helps patients understand how their thoughts, feelings, and behaviours interact in panic disorder. Evidence from a randomised parallel trial shows that focused CBT leads to significantly better outcomes than usual step two treatments, with recovery rates of 73% compared with 35% for guided self‑help or computerised CBT (Aslam et al., 2025). Based on Clark’s cognitive model, focused CBT targets catastrophic misinterpretations of bodily sensations and reduces safety‑seeking behaviours through personalised formulation and behavioural experiments. Psychological Wellbeing Practitioners (PWPs) trained in this approach deliver 6 to 8 structured sessions, producing greater reductions in panic severity than treatment as usual (Aslam et al., 2025). These findings demonstrate that focused CBT is an effective low‑intensity, panic‑specific intervention within NHS Talking Therapies. Regular GP reviews help ensure progress is monitored and treatment remains tailored to individual needs.
[bookmark: _Toc237403634] Medication
The first‑line pharmacological treatment for panic disorder is an antidepressant from the SSRI class, which helps reduce the frequency and intensity of panic attacks. If SSRIs are not suitable or not tolerated, tricyclic antidepressants such as imipramine or clomipramine may be used. Antidepressants generally take 2 to 4 weeks to begin working and up to 8 weeks for full effect, so continuing treatment as advised by a GP is important to support improvement and reduce relapse risk. Anti‑epilepsy medicines such as pregabalin, and clonazepam in severe cases, can also help with anxiety symptoms. In contrast, antipsychotics, sedative antihistamines, and benzodiazepines are not recommended for routine treatment due to dependency risks, side effects, and limited long‑term benefit (NHS, 2023). Medication must be used safely under medical supervision. Other antidepressants including SNRIs, MAOIs, and mirtazapine may be considered when first‑line options are ineffective or poorly tolerated (Ziffra, 2021).
[bookmark: _Toc237403635]Treatment analysis
[bookmark: _Toc237403636]Strengths of Using Medication for Panic Disorder
Medication helps to targeting the underlying biological processes involved in anxiety. SSRIs, and when unsuitable, tricyclic antidepressants, work by regulating neurotransmitters linked to mood and fear responses, which can stabilise the body’s stress system and reduce sudden surges of panic. These medicines are particularly helpful for people whose symptoms are severe, persistent, or who struggle to engage fully in psychological therapies due to overwhelming anxiety. Anti‑epilepsy medicines can also reduce physical symptoms of anxiety by calming overactive neural pathways. Which provides consistent, long‑term symptom control, allowing individuals to regain daily functioning. Overall, medication offers a reliable, evidence‑based option that supports recovery.
[bookmark: _Toc237403637]Limitations of Medication for Panic Disorder
Antidepressants such as SSRIs and tricyclics often take 2 to 4 weeks to begin working and up to 8 weeks to reach full effect, which means individuals may not experience immediate relief and can feel discouraged during the early stages of treatment. These medicines can also cause side effects, including nausea, dizziness, sleep disturbance, or increased anxiety at the start of treatment, which may affect adherence. Anti‑epilepsy medicines like pregabalin or clonazepam carry risks such as dependence, tolerance, or withdrawal difficulties, especially with longer‑term use. Stopping medication suddenly can lead to withdrawal symptoms or a return of panic attacks. Overall, medication is not a quick or complete solution. 
[bookmark: _Toc237403638]CBT Benefits for Panic Disorder
Psychological treatment has the longest‑lasting benefits compared with other options (NICE, 2020). CBT teaches people to identify unhelpful thinking patterns that trigger or intensify panic attacks, replacing them with more balanced and realistic interpretations. It also uses exposure techniques to help individuals gradually face feared sensations or situations, reducing avoidance and building confidence in managing symptoms. Over time, CBT helps people learn practical coping strategies that can be used independently, making it a long‑term, sustainable approach to recovery. Overall, CBT empowers people to regain control over panic symptoms by developing skills that improve emotional regulation, reduce fear responses, and support lasting change (NHS, 2025).
[bookmark: _Toc237403639]Barriers to CBT Implementation 
A major challenge is limited training opportunities and insufficient clinician competence, which restricts the ability of providers to deliver CBT effectively. High caseloads, productivity demands, and organisational constraints, such as inadequate staffing, limited time, and competing priorities, further hinder consistent delivery of CBT across services. Many clinicians also experience resistance to change, skepticism about CBT, or discomfort with exposure‑based methods, reducing uptake and fidelity to treatment protocols. In digital formats, technical issues, low digital literacy, and poor system integration create additional barriers to internet‑based CBT (iCBT), making it difficult for both clinicians and patients to engage effectively. Resource limitations including lack of funding, insufficient supervision, and inadequate organisational support further restrict implementation, especially in community and school‑based settings (Varshini et al., 2025). 
[bookmark: _Toc237403640] Current Debates 
 SSRIs and tricyclic antidepressants partly exert their therapeutic effects through the 5‑HT1A serotonin receptor, but the extent to which genetic variants of this receptor influence treatment response in panic disorder remains uncertain and debated. Current evidence shows inconsistent pharmacogenetic findings, and researchers emphasise that conclusions remain speculative without longitudinal, developmental data (Lesch and Gutknecht, 2004).
[bookmark: _Toc237403641]Emerging Issues
Research on panic disorder increasingly highlights the role of serotonergic genetic variants, particularly regulatory changes in the 5‑HT1A receptor, though evidence for their functional impact remains inconsistent. There is growing interest in neurodevelopmental mechanisms, suggesting that early-life effects of these genes may shape long‑term vulnerability to panic disorder. However, the lack of reliable biomarkers and mixed pharmacogenetic findings means that personalised treatment approaches are still limited (Lesch and Gutknecht, 2004).
[bookmark: _Toc237403642] Neurodivergence and Reclassification Issues
Some researchers suggest that panic symptoms in neurodivergent individuals may represent a distinct subtype or require a modified diagnostic pathway because of differences in sensory processing, autonomic reactivity, and cognitive appraisal. Others argue that panic disorder should remain within the anxiety category but include neurodiversity‑informed specifiers to improve diagnostic accuracy and treatment planning (Quigley et al., 2024). These debates reflect a broader move toward dimensional, personalised, and neurodiversity‑affirming models of mental health. Neurodivergence challenges traditional understandings of panic disorder by highlighting symptom overlap with autistic traits, ADHD‑related hyperarousal, and sensory‑driven autonomic responses. As a result, ICD‑11 may not fully capture these presentations, prompting discussion about whether panic disorder requires neurodiversity‑informed specifiers or potential reclassification (Quigley et al., 2024).
[bookmark: _Toc237403643]Policy
NICE CG113, uses a stepped‑care model to ensure patients receive the right level of intervention. First‑line treatments include CBT and SSRIs, with specialist referral recommended when symptoms persist or are complex. The guideline emphasises person‑centred care, regular review, and avoiding long‑term benzodiazepine use (nice, 2020).
[bookmark: _Toc237403644]Recommendations
Improving care for panic disorder requires consistent use of standardised ICD‑11 assessment protocols, greater recognition of the impact of childhood trauma, and the integration of trauma‑sensitive practices. Focused CBT, supported by pharmacotherapy when appropriate, has strong evidence for improving outcomes, and SSRIs should be monitored carefully for effectiveness and side effects. Increasing training for health professionals, particularly in primary care is essential to strengthen accurate diagnosis and management. A patient‑centred approach that emphasises shared decision‑making between individuals and clinicians remains central to delivering safe, effective, and personalised care (NICE, 2020).
[bookmark: _Toc237403645] Conclusion
In summary, panic disorder is a complex condition shaped by biological, cognitive, behavioural, and sociocultural influences. ICD‑11 provides a clear diagnostic framework that distinguishes panic disorder from other anxiety conditions by emphasising recurrent, unexpected panic attacks and the functional impairment they cause. Accurate assessment and careful differential diagnosis remain crucial due to symptom overlap with physical health conditions. Evidence‑based interventions particularly focused CBT delivered by trained Psychological Wellbeing Practitioners show strong effectiveness, with SSRIs offering additional support when appropriate. Emerging neurodiversity debates highlight the need for more personalised diagnostic pathways that recognise sensory‑driven autonomic responses and differences in cognitive appraisal. Overall, trauma‑informed, culturally sensitive, and neurodiversity‑affirming approaches are essential for delivering responsive, effective, and person‑centred care within contemporary mental health services.
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