Correspondence

We try to publish authors’ responses in the same
edition with readers’ comments. Time constraints
might prevent this in some cases. The problem is
compounded in a bimonthly journal where continuity
of comment and redress are difficult to achieve. When
the redress appears 2 months after the comment, 4
months will have passed since the article was pub-
lished. Therefore, we would suggest to our readers
that their correspondence about published papers be
submitted as soon as possible after the article appears.

To the Editor: Panic disorder is a common malady caus-
ing great distress and impairment in our medical care
serting. The recent article by Roy-Byrne and colleagues!
makes a good case for recognition and outlines and ap-
proach to treatment. The authors, however, fail to stress
one important aspect of treating panic disorder - its co-
morbidity with bipolar disorders. The section on the
psychopharmacology of panic does address the use of
valproate and benzodiazepines in such patients. (The
use of gaba-pentin is advocated without supporting evi-
dence.) In addition, the article does not adequately ad-
dress the potential for misdiagnosis and subsequent mis-
treatment of patients suffering from bipolar illness who
do not have a previous diagnosis of such, but who might
have panic attacks. Such attacks regularly prompt the
patent to seek medical care.

If the clinician successfully diagnoses the panic at-
tack, but fails to look further, the patient might be sub-
jected to antidepressant therapy without the concomi-
tant use of thymoleptic medications and, therefore, be
placed at risk for exacerbations of hypomania, mania,
rapid cycling, and refractory status. Sadly, our experi-
ence in the Mood Disorder Clinics at the University of
Tennessee, Memphis, Department of Family Medicine,
suggests that this scenario is common. Panic attacks are
easier to see than hypomanic episodes.

The world psychiatric literature increasingly recog-
nizes the comorbidity of mood and anxiety disorders.
The Epidemiologic Catchment Area Survey estimated
that the lifetime prevalence of panic disorder among pa-
tients with bipolar disorder was 20.8 percent.2 Other
clinical studies suggest a similar connection.>* Twenty-
three percent of panic disorder patients in a panic disor-
der program were classified as suffering from bipolar or
cyclothymic mood disorder.’ There is some evidence
that panic disorder is a marker of genetic heterogeneity
in bipolar disorders.’

A recent longitudinal clinical investigation suggests
that bipolar disorders, particularly those resembling
bipolar II disorder, are much more common in family
practice settings than are documented in previously
published cross-sectional (nonclinician) studies.® In this
cohort 26 percent of bipolar patients suffered from panic
attacks, 2 number similar to that in other citations. That
observation is again bolstered by our Mood Disorder
Clinic experience.

There is a very real potential to do harm to a patient
with bipolar illness and panic attacks if the bipolarity is
unrecognized and antidepressants are used alone in
treatment. Additionally, panic disorder patients who
have problematic responses to antidepressant drugs (un-
expectedly rapid, exaggerated, erratic, inconsistent) or
who are intolerant to multiple antidepressant trials
should be questioned carefully for evidence of hypoma-
nia, premorbid affective temperament, and bipolar pedi-
gree. It is worth informing family physicians who are us-
ing the proposed guidelines to consider these issues.
Perhaps the section on making the diagnosis could be
revised to include this information.

J. Sloan Manning, MD
University of Tennessee, Memphis
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The above letter was referred to the authors of the arti-
cle in question, who offer the following reply.

1o the Editor: We agree that recognition of bipolar disor-
der in panic disorder is important and might influence
the choice of treatment. We did not discuss the issue of
diagnosing bipolar disorder in the interest of both
brevity and simplicity. A major unacknowledged prob-
lem is that hypomania is extremely difficult to diagnose
with accuracy, as suggested by recent evidence that the
bipolar diagnosis had poor reliability in the more
streamlined, lay-interviewer DICI.! While more exten-
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