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ABSTRACT 

Background: Panic disorder is a condition where sudden anxiety attacks occur and are accompanied by feelings of 

depression. Symptoms of panic disorder include the emergence of repeated and unexpected panic attacks. These 

vulnerability factors include genetics, neurobiological factors, events during childhood, and personality. Panic disorders 

that occur after trauma are seen as reminders of the trauma. A history of previous trauma and a history of vulnerability in 

some patients can trigger a greater incidence of panic disorder. 

Objective: To describe diagnosis of panic disorder in patient with recurrent panic disorder after a traumatic event 

Case Description: A 42-year-old male visited the Psychiatric Clinic complaining of frequent panic over the past three years. 

The patient experienced fear, shortness of breath, palpitations, cold sweats, and feeling dazed when in crowds. This 

happened after the patient had witnessed a stabbing incident in front of his house.  The patient was diagnosed with a panic 

disorder. Panic disorder is characterized by sudden, repeated, and unexpected anxiety attacks. Risk factors include genetics, 

neurobiology, childhood events, and personality. Panic disorders that occur after trauma are considered reminders of 

trauma. The patient showed clinical improvement after receiving therapy and medication. The symptoms must be carefully 

assessed to obtain an accurate diagnosis. This study provides an overview of differentiating panic disorder from phobias 

and PTSD as well as identifying appropriate diagnoses. 

Conclusion: The diagnosis of panic disorder needs to be done correctly so that the therapy is provided accordingly. 
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INTRODUCTION 

Panic disorder is characterized by sudden, repeated, and 
unexpected anxiety attacks. Panic attacks involve intense 
anxiety reactions accompanied by physical symptoms, such 
as palpitations, difficulty breathing, profuse sweating, 
feelings of weakness, and dizziness.[1] Panic disorder is the 
most frequent emergency department case among anxiety 
disorder; it has a high prevalence, ranking below social 
anxiety disorder, post-traumatic stress disorder (PTSD), and 
generalized anxiety disorder (GAD).[1-5] A panic disorder 
that occurs after trauma is considered a reminder of a 
traumatic event. Trauma and vulnerability history in the 
same patient will trigger more panic disorder events. 
Repeated exposure to trauma possibly develops into 
PTSD.[2-4,7] 

CASE DESCRIPTION 

Patient Information 

Mr. H, a 42-year-old male school principal, visited the 
Psychiatric Clinic at Dr. Sardjito General Hospital 
complaining of feeling tense when using public 
transportation. This was triggered by the patient's 
traumatic experience three years prior. Patient’s consent 

for publication was collected by signing a written form 
during the hospital visit. 

Clinical Manifestations 2013 

The patient experienced symptoms of frequent fear, 
anxiety, restlessness, and difficulty sleeping after 
witnessing a stabbing incident in front of his house. There 
was one moment when the patient was blanking and could 
not complete the teaching that day. The patient felt 
confused, panicked, trembling, shortness of breath, and 
feeling like he was going to feel faint when starting 
speaking in front of the class. At any time, the patient 
speaks in front of a crowd, and feels insecure, scared, 
palpable, shortness of breath, and cold sweat. These 
symptoms resolved independently. This made the patient 
feel incompetent and decided to stop teaching, leading 
meetings, or speaking publicly for some time. 

The patient’s condition was unstable. He often heard 
screams, as if stabbing had occurred. During an attack, the 
patient experienced an immense amount of fear as if he 
was going to die. This occurred repeatedly and lasted for 
10 minutes. The patient feared that his heart would 
suddenly stop. The world felt unreal and strange, as if his 
soul was lifted from his body. These symptoms would occur 
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anytime and anywhere, up to three times a day, at home, 
or at school. 

Prior to the incident, the patient was motivated and active 
in the community. However, since the incident, the patient 
has withdrawn from society and is afraid of being crowded. 
The patient preferred to attend Friday prayer in the last 
row, even though he used to lead the prayer. The patient 
also felt scared when left alone at home. Due to the 
disability from all these symptoms, the patient decided to 
visit the Psychiatry Clinic at Dr. Sardjito General Hospital. 
After the complaints had improved, the patient performed 
normal activities.  

Clinical Manifestations 2014 

The patient experienced increasing symptoms, such as 
feeling tense, anxious, shortness of breath, and cold sweats 
when interacting socially, for example, while attending a 
prayer or meeting. These symptoms include frequent 
involuntary blinking of the eyes and facial movement. They 
were being mocked by the students, which made the 
patient feel offended. The patient complained of frequent 
dizziness. The patient sought treatment at the Psychiatric 
and Neurological Clinic at Dr. Sardjito General Hospital. 
After therapy, the patient’s symptoms improved. 

Clinical Manifestations 2015 

Physical and mental symptoms worsened again, including 
involuntary facial muscle movements. He felt ashamed of 
meeting other people and of having a mental illness. The 
patient was also afraid of experiencing more panic attacks. 
The patient had difficulty sleeping to the point where his 
mother was asked to accompany him. This limited his 
activity and caused significant distress and disability. The 
patient returned for treatment at the Psychiatric and 
Neurological clinic of Dr. Sardjito General Hospital.  

Clinical Manifestations 2016 

During follow-up, the patient stated that the symptoms 
had improved. The patient was able to function socially. At 
this point, the patient was able to lead the prayers and 
meetings. However, sometimes, the patient still felt tense 
when using public transportation. This symptom resolved 
after the patient prayed and had deep breaths. The patient 
reported a 20% reduction in symptoms. 

 

Figure 1. Symptoms Progression 

 

 

 

Diagnostic Assessment 

During the mental status examination, the patient's 
impression was appropriate for his age, adequate self-care, 
and realistic thought forms. The patient exhibited a 
preoccupation with panic symptoms, anxious affect, and 
anxious mood. There were no perceptual disturbances, and 
the patient demonstrated a level III insight. Blood pressure 
was 146/90 mmHg. The other physical examination results 
were normal. 

Psychiatric support examinations were carried out, 
including (1) graphic tests (Draw A Person Test, Baum Test, 
House Tree Person Test), which were interpreted by our 
psychologist as anxious, depressive, dependent, poor 
social relation, the need for recognition, with conclusions 
of anxiety and depression; (2) Hamilton Depression Rating 
Scale, which obtained a score of 16 (medium); (3) Hamilton 
Anxiety Rating Scale, which obtained a result of 20 (mild); 
(4) Woodworth obtained the following results: emotes: 
112; Psych. obsession: 96; Schz. tendenz: 90; Paran. 
tendenz: 60; Depr. hypocho: 208; Epil impulse: 74; Instab. 
emotion: 104; Antis. Tendenz: 52. (5) Eysenck obtained N = 
16, I = 10 and L = 2. 

 

Figure 2. Drawing test 

Therapeutic Intervention 

The patient was initially administered 20 mg fluoxetine 
every 24 h and alprazolam (0.5 mg) every 12 h. After the 
improvement, the doses were gradually reduced.  

DISCUSSION 

The patient had no history of physical illness, seizures, or 
trauma. The patient’s blood pressure was elevated. The 
results of the supportive examinations were normal. 
Hyperthyroidism or other organic causes were ruled out.[8,9] 

This patient did not have a history of psychoactive 
substances, such as alcohol or drugs, that could alter the 
central nervous system. No traces of needle injections were 
found during physical examination, and the patient did not 
smoke cigarettes. Mental disorders due to the use of 
psychoactive substances (F1) were ruled out.[1,8,9] 

The patient exhibited prominent symptoms of anxiety, 
including unreasonable fear and physical tension. 
Cognitive symptoms included brain fog, restlessness, 
confusion, fear of going insane, difficulty in self-control, 
and hypervigilance. Behavioral symptoms include 
avoidance of people and society. These symptoms 
interfered with his daily lives, indicating an anxiety 
disorder.[8-9] 
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Panic disorder is a complex anxiety disorder characterized 
by periods of intense, uncontrollable fear, accompanied by 
cardiorespiratory, autonomic, and gastrointestinal 
symptoms. Somatic symptoms may be expressed as fight 
or flight responses. Panic disorder is one of the most 
studied anxiety disorders.[1,10] 

Diagnostic criteria for panic disorder according to the DSM 
V require the presence of recurring symptoms. The 
symptoms were mostly physical, and only three were 
cognitive. This differentiates panic disorder from other 
anxiety disorders, in which the object of fear is not always 
directed at a person's body signals.[1,9,10] 

Panic disorder has several categories, namely panic 
disorder without agoraphobia, panic disorder with 
agoraphobia, and agoraphobia without a history of panic 
disorder.[11,12] In panic disorder, symptoms vary between 
difficulty breathing, nausea, chest pain, feeling choked, and 
suffocating as if going to die.[13,14] Panic attacks occur 
unexpectedly, with a symptom-free period between 
attacks.[15-16] A diagnosis of panic disorder is made for at 
least one month.[1,8,9] 

The patient showed symptoms of agoraphobia from 
avoiding situations in which a panic attack could be 
dangerous or embarrassing. Patients did not want to leave 
their houses and withdrew socially. These symptoms add 
to panic disorder symptoms, and the patient can be 
diagnosed with Panic Disorder with Agoraphobia.[3,4,8] 

Posttraumatic stress disorder was another differential 
diagnosis. After the patient witnessed a stabbing incident, 
they often heard hysterical screams. This creates extreme 
fear, horror, helplessness, hypervigilance, and exaggerated 
startle responses. However, the patient did not experience 
flashbacks or re-experiencing the event. PTSD has been 
ruled out.[17-19] 

Another differential diagnosis is GAD. Patients experience 
three or more of the following: impatience, fatigue, 
difficulty concentrating, irritability, muscle tension, and 
sleep disturbances.[3,4] Even though there were symptoms 
of anxiety about the future, the patient’s anxiety was 
limited to the fear of a panic attack. Thus, GAD was ruled 
out.[2-4] 

The patient experienced repeated panic attacks annually 
because of his vulnerability aggravated by witnessing a 
stabbing incident. Mild trauma can lead to panic disorders 
and PTSD [20]. Identifying the definite cause and trigger of 
trauma is necessary to prevent recurrence. 

CONCLUSION 

The diagnosis of panic disorder needs to be performed 
correctly for therapy to be provided accordingly. Proper 
therapy can facilitate complete remission. Identifying the 
triggers is important for reducing recurrence. 

LIMITATIONS 

This study lacked objective measurements regarding the 
improvement of symptoms due to the patient’s occupation 

and distance to the hospital, limiting the frequency of 
psychiatric evaluation. 
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