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This exercise is designed to test your comprehension of material presented in this issue of FOCUS as well
as your ability to evaluate, diagnose, and manage clinical problems. Answer the questions below, to the
best of your ability, on the basis of the information provided, making your decisions as you would with a
real-life patient. Questions are presented at “decision points” that follow a section that gives information
about the case. One or more choices may be correct for each question; make your choices on the basis of
your clinical knowledge and the history provided. Read all of the options for each question before
making any selections. You are given points on a graded scale for the best possible answer(s), and points
are deducted for answers that would result in a poor outcome or delay your arriving at the right answer.
Answers that have little or no impact receive zero points. On questions that focus on differential
diagnoses, bonus points are awarded if you select the most likely diagnosis as your first choice. At the
end of the exercise you will add up your points to obtain a total score.

VIGNETTE PART 1

M is a 20-year-old male sophomore at an Ivy
League College who presents to the school’s teach-
ing hospital emergency department (ED) with
complaints of sharp chest pain, radiating down his
left arm, numbness and tingling in his distal ex-
tremities, especially his hands and feet, heart palpi-
tations, diaphoresis, and dizziness, all lasting ap-
proximately 5–7 minutes. The event had occurred
approximately 45 minutes before his arrival to the
hospital. He was driven to the ED by his college
roommate. He continued to have a strong fear of
dying and insisted that the staff “check my heart!”
The ED resident quickly began a workup for myo-
cardial infarction but soon discovered there were no
diagnostic correlates on an electrocardiogram and
laboratory studies to indicate that the patient had
experienced a myocardial infarction. He consulted
the on-call resident psychiatrist by phone and was
instructed to draw blood for a complete blood
count, comprehensive metabolic panel, and thy-

roid function tests and collect a urine sample for
urinalysis and a urine toxicology screen. The pa-
tient’s laboratory values were within normal limits
except for positive screen results for cannabis. The
psychiatrist asked the ED resident to give the pa-
tient lorazepam 1 mg i.v., given the intravenous line
access from the earlier workup. Within 10 minutes
the patient had calmed considerably and no longer
feared his imminent death, but remained quite
worried.

The on-call resident psychiatrist appeared within
the next hour and began a psychiatric evaluation of
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the patient. M reported that he had never before
experienced such an episode as the one that brought
him to the ED. He appeared frightened, despite the
treatment with lorazepam. He asked what hap-
pened, and the psychiatrist explained that it ap-
peared he had a panic attack. He asked M what he
was doing just before the attack began. M reported
that he was “hanging out with my roommate” and
trying to motivate himself to study for an exam in 2
days’ time. The roommate, still in the room, asked
the psychiatrist how long the patient would be in
the hospital because he had to get home and study.
The psychiatrist told the roommate that the evalu-
ation should not take much longer and they could
leave together. He asked the roommate if he could
please leave the room for privacy.

As the resident psychiatrist walked the roommate
out of the patient’s room to direct him to the wait-
ing area, the roommate volunteered, “This test
coming up is a big one. Physics. He needs to do well
on it because he is pre-med.” Then, he added, “I
don’t know if I’m off-base here, but he seems
more—I don’t know—depressed or worried or
something. I know his girlfriend broke up with him
a couple months ago—she’s actually a good friend
of mine—and she said she just couldn’t take his
moods anymore.”

DECISION POINT A:
Given what you know about this patient, was the

decision by the resident psychiatrist to ask the ED
resident to give the patient lorazepam 1 mg appro-
priate? Points awarded for correct and incorrect an-
swers are scaled from best (5) to unhelpful but not
harmful (0) to dangerous (�5).

A1. The patient is suffering from severe
anxiety due to the panic attack and
administering a benzodiazepine in-
travenously is indicated to obtain
near immediate relief of symptoms.

A2. The patient is suffering from severe
anxiety due to the panic attack and
administering a benzodiazepine is
indicated to obtain very quick relief
of symptoms. However, giving it in-
travenously is not necessary.

A3. The patient is suffering from severe
anxiety due to the panic attack and
administering a benzodiazepine is
indicated to obtain very quick relief
of symptoms. However, giving it in-
travenously is not a wise choice, given
the patient’s positive urine toxicology
screen results for cannabis.

A4. The patient has already calmed
down and does not require benzodi-
azepine therapy.

A5. The patient has already calmed
down. You should start treatment
with a selective serotonin reuptake
inhibitor (SSRI) such as paroxetine
or sertraline.

VIGNETTE PART 2
The patient tells the psychiatrist that he has been

under a lot of pressure from his parents, especially
his mother, to do well in school. He started school
at a young age and turned 18 as a freshman in
college. His birthday is at the end of December;
instead of waiting a year to start kindergarten, he
began early and has always been the youngest in his
class. “You have to know my parents,” he chuckled.
He took a year off after his first year of college,
uncertain about what he wanted to do and spend-
ing most of his time “partying, and being social, but
not doing schoolwork.” His parents expected him
to become a doctor because his father is an ortho-
pedic surgeon and his grandfather was a general
practitioner. “I don’t know if I want to become a
doctor. Definitely not like my father. I don’t think
he understands people very well. My parents’
friends are mostly my mother’s. I’ve heard people
are afraid to work with him. He got into trouble a
couple of times for throwing scalpels! He has a hor-
rible temper. But that is another story. He wouldn’t
agree, but I think he’s an alcoholic. He and my
mother both have two or three drinks every night.
Martinis. They have a special setup in the dining
room. Special glasses, the shaker, all of that. My
mother is always threatening to divorce him. If I do
become a doctor, I think I’ll become something less
stressful. I don’t know. I guess it is not really my
choice, though, since they’re paying for it.”

He is the oldest of three, with two younger sisters.
“They’re nothing like me. They don’t have the
pressure to become a doctor or a lawyer, although I
think the older of the two is heading that way. She’s
just 2 years younger than me and she already vol-
unteers at the public defender’s office 1 day a week
filing papers or something.” The patient at first
seemed relieved to talk about his history, but then
suddenly announces, “Listen, man. I have to get
back to my apartment. I have to study. Can I get
more of that medication they gave me to calm
down?”

The resident psychiatrist asks if there is any fam-
ily history of mental illness, which the patient de-
nies. He admits to smoking marijuana “occasion-
ally, not like one of my roommates who is always
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stoned. I can’t be stoned and do all this work.” He
then asks, “Do you think this is going to happen to
me again? Or is it enough that I know about it? Will
I be able to reason myself through it if I get nuts like
this again?” He then continues, “I had a feeling it
was in my head, but it is my heart, you know? I
can’t take chances on my heart.” The resident psy-
chiatrist agrees with his being careful and tells the
patient it was wise to come to the emergency de-
partment. He then tells the patient he would like
him to come back to the psychiatric outpatient de-
partment for a full evaluation to determine how to
best help him. The patient agrees and is scheduled
for an urgent appointment in 5 days.

DECISION POINT B:
Given what you know about this patient, should

you agree to his request and give him a supply of
lorazepam to take home? What should you do?
Points awarded for correct and incorrect answers
are scaled from best (5) to unhelpful but not harm-
ful (0) to dangerous (�5).

B1. The patient has not offered you a
specific stressor that causes the at-
tacks suggesting that his attacks are
unpredictable. For safety, you
should give him five lorazepam 1 mg
tablets to last him until his urgent
appointment.

B2. Despite not knowing the specific
stressor, there probably is one. You
simply have not had an opportunity
to learn this yet. Individual therapy,
to begin 5 days hence, will help elu-
cidate the precipitant. Meanwhile,
the patient requires protection from
attacks with a benzodiazepine. Pre-
scribe lorazepam 0.5 mg p.o. b.i.d.
for now.

B3. The patient has an urgent appoint-
ment in 5 days. Offer several non-
pharmacological interventions he
can perform himself should he again
have a panic attack.

B4. The patient demonstrated the use of
cannabis, known for playing a role
in potentiating panic attacks. Giv-
ing a known drug abuser lorazepam,
a known drug of abuse, to take home
is unwise because it is potentially
dangerous if used inappropriately.
Ask for permission to speak with the
patient’s family to gather additional
medical and psychiatric history. In

addition, if permission is obtained,
ask the family to assist in monitoring
the patient until his upcoming ur-
gent appointment.

B5. The patient has an urgent appoint-
ment in 5 days. Evaluate the patient
for any additional psychiatric symp-
toms, which may require closer
monitoring before his appointment.

VIGNETTE PART 3
You are now a psychiatrist working in the student

mental health center of the patient’s university. The
patient arrives for his appointment 15 minutes late.
He apologizes as he takes his seat and does not offer
you eye contact. You ask how he is feeling today.
He says, “I almost didn’t come.” There is a long
pause. “I don’t know,” he tells you, “I just didn’t
want to leave my apartment. I haven’t left it in the
last 3 days. I’m missing classes, too.” He appears
somewhat disheveled, hair unkempt. He is mildly
malodorous. Once in his chair, he stares at his
sneakers with his hair covering his eye. One of his
thumbs taps the side of the chair quickly, then
slowly, and then quickly again. You wait, noting
that he is tearful.

“I’m—” he starts, “having a hard time. Really
hard.” He tells you that he has been feeling very
depressed for several months now. “It’s my par-
ents…. I don’t know…my grades….my girl-
friend. It’s everything.” He reports that his sleep
has been disturbed for at least a year, with diffi-
culty initiating sleep and frequent awakenings.
He typically ruminates about the issues bother-
ing him until he finally falls asleep; then often he
has been sleeping late, sometimes until noon or
1:00 p.m., subsequently missing classes. His
grades have been deteriorating over the course of
the year, at first gradually, but in the last 2
months he has stopped attending many of his
classes and is in danger of finishing the term on
academic probation.

DECISION POINT C:
Which of the following statements regarding the

epidemiology of panic disorder and comorbid psy-
chiatric diagnoses are true and which are false?
(2) points awarded for answering correctly.

T F C1. Panic disorder has a lifetime
prevalence of approximately
1.6%–2.2%

T F C2. Panic disorder may present
first in prepubescent chil-
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dren, although this is rela-
tively uncommon.

T F C3. When panic disorder pre-
sents in adolescence, it oc-
curs more frequently in boys
than in girls, by a factor of
2:1.

T F C4. Panic disorder is classified in
the DSM-IV-TR as having
two subtypes: with agora-
phobia and without agora-
phobia. The lifetime preva-
lence of the subtype with
agoraphobia is approxi-
mately 20%.

T F C5. Approximately one third of
patients with panic disorder
are depressed when they
present for treatment.

T F C6. Patients with panic disorder
who have co-occurring de-
pression have a lower risk
for suicide attempts.

T F C7. Patients with panic disorder
are less likely to seek treat-
ment than those with other
psychiatric disorders.

T F C8. Panic disorder has been
shown to have a very strong
familial pattern of inheri-
tance.

T F C9. Abuse of substances and al-
cohol is very high among
patients with panic disor-
der, irrespective of subtype.

T F C10. Between 40 and 50% of
patients with panic disor-
der also meet criteria for
one or more axis II disor-
ders strictly from cluster B
(antisocial personality dis-
order, histrionic personal-
ity disorder, borderline
personality disorder, and
narcissistic personality dis-
order).

DECISION POINT D:
Match the following types of psychotherapy with their corresponding descriptions

(2) points awarded for correct answer.

Type of Therapy Description

D1. Cognitive behavioral therapy A. Based on the theory that unrecognized emotions
(typically triggered by interpersonal situations)
trigger panic attacks; therefore, patients are
encouraged in a methodical manner, emphasized
with exercises and homework, to explore and
process their emotional reactions with the aim of
reducing or eliminating anxieties surrounding
these targeted emotions.

D2. Supportive psychotherapy B. Decreases shame and stigma, offers opportunities
for modeling, inspiration, and reinforcement,
provides a naturally occurring exposure environment
especially good for patients experiencing fear of
panic symptoms in social situations.

D3. Group therapy C. Based on the assumption that maladaptive
patterns of cognition and behavior maintain panic
disorder.

D4. Eye-movement desensitization and reprocessing D. 12-week manualized treatment program,
delivered twice weekly, that focuses on the
underlying psychological meaning of panic
symptoms and on current social and emotional
functioning.

D5. Panic focused psychodynamic psychotherapy E. Eight-stage process during which the patient
attends to past and present experiences in brief
sequential doses while simultaneously focusing on
an external stimulus. The process is repeated with
the intention of focusing this dual attention and
personal association in a more adaptive fashion.
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ANSWERS: SCORING, RELATIVE
WEIGHTS, AND COMMENTS

DECISION POINT A:

A1. �5 There is no indication for
administering intravenous benzo-
diazepine medications to a patient
whose symptoms have abated. Al-
though benzodiazepines for panic
disorder have been demonstrated
to be useful for patients whose
symptoms are particularly distress-
ing and impairing and for whom
rapid control is critical, giving
benzodiazepines to patients with
presumed substance abuse (tested
positive for cannabis) should be
avoided whenever possible. These
patients have a higher prevalence
of benzodiazepine abuse, a greater
euphoric response to benzodiaz-
epines, and a higher rate of unau-
thorized use of alprazolam during
treatment.

A2. �5 For the same reasons stated
in answer A1, giving benzodiaz-
epines to a patient with a pre-
sumed substance abuse problem is
not advised. Moreover, the pa-
tient’s symptoms have abated
enough that the wiser choice of
treatment would be connecting
the patient to a psychiatrist and/or
psychotherapist who could follow
the patient and offer more effec-
tive long-term treatments such as
cognitive behavior therapy with or
without psychopharmacological
agents such as an SSRI.

A3. �3 Although this answer ad-
dresses the issue of the patient’s
positive toxicology screen results
for cannabis, suggesting abuse,
and further suggesting the prefer-
ence for alternative treatments, it
does not account for the abate-
ment of the acute symptoms and
subsequently for an opportunity to
choose a more effective long-term
treatment strategy such as cogni-
tive behavior therapy with or with-
out psychopharmacological agents
such as an SSRI.

A4. �5 This answer is true. It does not
offer other possible treatment op-
tions, but the question does not re-
quire this.

A5. �3 Although treatment of panic
disorder with SSRIs such as sertra-
line or paroxetine is certainly indi-
cated, you are an ED psychiatrist
and unless you continue to see this
patient as an outpatient, prescribing
long-term psychopharmacological
treatments is not considered safe
practice.

DECISION POINT B:

B1. �5 There is the possibility the pa-
tient has a substance abuse problem
given his positive toxicology screen
results for cannabis. Giving even a
small amount of benzodiazepines to
take home is not safe practice. More-
over, despite his negative toxicology
screen results for benzodiazepines,
he may still abuse them, as the
threshold for positive results does
not necessarily account for low-dose
prescriptions. High-dose abuse of
benzodiazepines can result in posi-
tive urine toxicology screen results
for up to 6–8 weeks after the last
use.

B1. �5 If the patient had not demon-
strated a positive toxicology screen
for cannabis, this would be an ac-
ceptable treatment plan.

B3. �3 This is a wise plan. Deep
breathing exercises, rebreathing of
CO2 in a paper bag, guided imagery,
finding a supportive friend or rela-
tive to help calm the patient during
the attack, and other techniques are
likely to help in the short-run, be-
fore the patient engages in more sub-
stantive therapy. An emphasis on
finding a supportive environment
should be stressed, however. The
prevalence of comorbid axis I or axis
II diagnoses increases the patient’s
risk for suicide, even though the lit-
erature on suicidality or attempts in
the context of panic disorder as the
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single diagnosis is still considered
controversial.

B4. �5 This is a sound, rational plan.

B5. �5 There is a high prevalence of
comorbid axis I or axis II diagnoses
concurrent with panic disorder. It is
essential to explore the patient’s
symptoms and history for more in-
formation to help guide immediate
treatment options.

DECISION POINT C:

C1. T Weissman et al. collected epide-
miologic data from multiple countries
and noted a similar lifetime preva-
lence of approximately 1.6%–2.2%.

C2. T Panic disorder may have an on-
set before puberty, although this is
less common.

C3. F There is a higher risk for panic
disorder in females during adoles-
cence (approximately 2:1). The life-
time prevalence is also approxi-
mately twice as high in women than
in men. Moreover, women are more
likely to have panic disorder with
agoraphobia than men.

C4. T There are two subtypes as de-
scribed; the prevalence of the agora-
phobic subtype is approximately
20%.

C5. T The lifetime prevalence of ma-
jor depression as a comorbid diag-
nosis with panic disorder without
agoraphobia is approximately
34.7% and is 38.7% for panic dis-
order with agoraphobia. The onset
of depression has been found to oc-
cur with or after the onset of panic
disorder in approximately two-
thirds of patients and precede the
onset of panic disorder in one-third.

C6. F Given the high comorbidity of
panic disorders with mood disorders
as stated in answer C5, plus the as-
sociated risk of suicidal ideation, at-
tempts, and completion with mood
disorders uncomplicated by panic
disorder, the risk of suicide with
complicated panic disorder is
higher. In addition, these patients

have a higher risk for impaired social
and marital functioning, work im-
pairment, use of psychoactive med-
ication, and substance abuse.

C7. F Patients with panic disorder are
more likely than those with other
psychiatric disorders to seek treat-
ment relatively frequently. They
more often seek help from nonpsy-
chiatrists and from EDs.

C8. T The results of multinational
studies have shown a median risk of
panic disorder to be eight times as
high in the first-degree relatives of
probands with panic disorder as in
the relatives of control subjects. Ear-
ly-onset panic disorder demon-
strated the greatest familial risk, at
approximately 17 times greater.

C9. T Irrespective of panic disorder
subtype, clinical and epidemiologi-
cal studies have demonstrated a
higher than average rate of sub-
stance and alcohol abuse and depen-
dence. Interestingly, approximately
50% of those with panic disorder
had prior onset of the comorbid
substance or alcohol abuse/depen-
dence disorder.

C10. F It is true that 40%–50% of pa-
tients with panic disorder will also
meet criteria for one or more of the
axis II disorders; however, they
typically have been shown to have
many of the traits associated with
cluster B personalities, such as af-
fective instability from borderline
personality disorder, impulsivity
from borderline personality disor-
der or antisocial personality disor-
der, and hypersensitivity to people
from paranoid personality disor-
der. The most common personal-
ity disorders most frequently diag-
nosed fall in cluster C, sometimes
known as the “anxious” cluster:
avoidant personality disorder,
obsessive-compulsive personality
disorder, and dependent person-
ality disorder. At least one study
of longitudinal data has sug-
gested that the early onset of
panic disorder predicts a subse-
quent onset of personality disor-
ders.
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DECISION POINT D:

Type of Therapy Description

D1. Cognitive behavioral therapy C. Probably the most extensively studied nonpharmacological
intervention; cognitive behavior therapy (CBT) has been shown
to be effective in treating the targeted symptoms of panic
disorder and also helps to reduce the frequency and severity
of co-occurring conditions. It is the most commonly used
psychotherapy for panic and other anxiety disorders. Panic-
focused in a circumscribed course of 10–15 weekly sessions.
There is growing evidence, partly conflicting, that concurrent
use of medications (such as imipramine, fluvoxamine, or
benzodiazepines) with CBT may either work synergistically in
the acute phase or actually hinder the long-term effects of
the CBT. More studies are needed.

D2. Group Therapy B. Only group CBT therapy has been demonstrated as being
effective in controlled studies. Evidence on the effectiveness
of other approaches, such as mindfulness-based stress
reduction, in group settings is limited. Other untested group
approaches, such as medication support groups, may be
effective as adjunctive treatments.

D3. Supportive psychotherapy A. Considered less effective than CBT or medications in the
treatment of panic disorder. The effect in studies was similar
to that of placebo. Thus, this type of psychotherapy is not
recommended for the treatment of panic disorder.

D4. Eye-movement desensitization and reprocessing E. Developed primarily for posttraumatic stress disorder, this
modality has been studied more recently for the treatment of
panic disorder. There have not been substantial studies,
however, and one study found the effects of this method to
be equivalent to those of placebo. Thus, this type of
treatment was not recommended for the treatment of panic
disorder.

D5. Panic focused psychodynamic psychotherapy D. Developed by Milrod, this 12-week manualized treatment
based on basic assumptions of insight-oriented
psychodynamic psychotherapy, but unlike other
psychodynamic-oriented approaches, is narrower in focus.
Patients must confront the underlying assumption that their
panic symptoms are motivated by difficulty separating from
important attachment figures and perceiving themselves as
autonomous. This theory suggests that patients with panic
disorder develop an agoraphobic avoidance, triggered by high
levels of anxiety, as they perceive their environment and
relationships as dangerous coupled with an inadequacy and
lack of autonomy within themselves. Panic focused
psychodynamic psychotherapy has been tested in a
randomized control study, but its greatest efficacy has been
shown when it is used adjunctively with CBT and
pharmacotherapy.
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