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ÖZET:
Uykuda panik atakları olan bir çocuk ve tedavi
süreci 

Uykuda panik atak, uykudan aniden uyanma ve bunu takip 
edenklasikpanikatakbulgularıylakarakterizedir.Yetişkin
panikbozuklukolgularınınneredeyseyarısındagörülebilen
budurumunçocuklardagörülmesive tedavisikonusunda
ise çokaz şeybilinmektedir.Buyazıda çocukhastalıkları
servisinde uykuda geçirdiği nöbetler nedeniyle yatarak
izlemi yapılırken çocuk ergen ruh sağlığı ve hastalıkları
konsültasyonuistenilen;panikbozukluktanısıkonulduktan
sonrasertralin ilebulguları tamamendüzelen12yaşında
bir kız çocuğunun takip ve tedavi süreci sunulmuştur.
Uykuda görülen nöbetlere çocukluk çağında sıkça rast-
lanmakta;bunöbetlergenellikleepilepsinöbetleriolarak
tanımlanıp antiepileptiklerle tedavi edilmeye çalışılmak-
tadır. Ancak bu nöbetlerin önemli bir kısmının gerçekte
psikojenik kökenli nöbetler olduğu bilinmektedir. Gece
panik atakları psikojenik kaynaklı nöbetlerin en önemli
nedenlerindendir ve tekrarlayıcı gece nöbetlerinin ayırıcı
tanısındagözönündebulundurulmalıdır.

Anahtar sözcükler: panik atak, uyku, çocuk, sertralin, 
tedavi
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ABS TRACT:
Treatment of a child with nocturnal panic attacks 

Nocturnal panic attack is characterized by sudden 
awakening from sleep followed by the classical symptoms 
of panic disorder. Although it occurs nearly in half of adult 
panic disorder cases, little is known about occurrence 
and treatment in childhood. In this paper, we present a 
12 years old girl, hospitalized in the paediatric inpatient 
unit for her nocturnal seizures; consulted to child and 
adolescent psychiatry department during management; 
diagnosed as panic disorder and recovered with sertraline. 
Nocturnal panic attack is one of the main causes of non-
epileptic seizures that would benefit from psychiatric 
treatment options and has to be considered in differential 
diagnosis of nocturnal paroxysmal events. 

Key words: panic attack, nocturnal, child, treatment, 
sertraline 
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 INTRODUCTION

 Paroxysmal night events are prevalent health 

problems in the general childhood population (1).

Although many of these events are thought to have 

neurologic origins and thus diagnosed and treated as 

epileptic seizures many studies have shown that nearly 

one third of them might be misdiagnosed and essentially 

associated with psychiatric conditions (2).

 Nocturnal panic attack (NP) is one of the possible 

causes of non-epileptic seizures. NP is characterized by 

an abrupt awakening from sleep in a panic state with a 

severe choking sensation which is coincided with physical 

symptoms of a regular panic attack such as palpitation, 

sweating, shortness of breath (3).Although approximately 

50% of all adult patients with panic disorder have 

nocturnal panic attacks there is no systematic data on 

pharmacological treatment options (3).There is no data 

on clinical features and pharmacological management of 

childhood onset NP.

 In this case report, we present a 12 years old girl who 

had nocturnal panic attacks and become asymptomatic 

with sertraline use.

 CASE

 The patient was a 12 years old girl who was first 

brought to the paediatric outpatient department of 

Atatürk University by her biologic mother. Her major 

complaint was awakening seizures during sleep, which 
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was first started 2 years ago without any prominent 

triggering event. The seizures occurred nearly every night, 

1-2 hours after she fell asleep. She was experiencing an 

intense fear accompanied by flashing, sweating, 

palpitation, shortness of breath, chest pressure, nausea, 

and heating but not any motor features were witnessed. 

The duration was 5-10 minutes, she was fully awake and 

aware of surrounding .The seizures were occurring once a 

night but she was having difficulty on returning to sleep 

after that. Firstly, her family had admitted to the state 

hospitals and several antiepileptic drugs were prescribed 

with the diagnosis of epilepsy, however she did not benefit 

from any of those treatments. Then, she admitted to 

paediatric outpatient department of Ataturk University 

and hospitalized for exact diagnosis and treatment. 

During the inpatient management of her, the physical 

examination, blood pressure and laboratory tests, 

including complete blood count, thyroid function tests, 

and blood glucose levels were within normal range. The 

echocardiographic findings, brain MRI with 1-mm slides, 

and background activity in EEG during sleep were also 

registered as normal. On the second week of 

hospitalization, child and adolescent psychiatric 

consultation was conducted for a better differential 

diagnosis. In the detailed psychiatric evaluation, less 

severe and less frequent day-time attacks with similar 

symptoms were described. She had a clear anticipatory 

anxiety and avoidance of sleep. Her family and personal 

history was uneventful with respect to psychiatric 

disorders, in particular to sleep disorders. She also had a 

normal developmental history and an average IQ level. 

She was told to be as a ‘shy and overanxious’ girl by her 

mother; but her family, school and peer functioning were 

reported to be well. We applied Kiddie Schedule for 

Affective Disorders and Schizophrenia—Present and 

Lifetime version (K-SADS-PL). She fulfilled the criteria for 

Panic Disorder and also had a sub-threshold generalized 

anxiety disorder. The patient was diagnosed as panic 

disorder and sertraline was prescribed as 50mg per day. 

She tolerated the medicine well. We used the interviewer 

administered nocturnal panic screen to assess the efficacy 

of treatment; the initial score was 24 and it was interpreted 

as very high (3). At the end of the third week of treatment, 

her panic attacks and anticipatory anxiety were completely 

recovered. The panic screen score also dramatically 

decreased to 6.

 DISCUSSION

 To our knowledge, this is the first presentation of 

clinical features and treatment of nocturnal panic attacks 

in a child. Although the prevalence of panic disorder is 

around 0.5-5% in child and adolescent population, little is 

known about nocturnal panic attacks in this population 

and the existing data derives from adult literature (4). NP 

is characterized by sleep time attacks that generally occur 

in stage II-III of Non-Rem sleep, around 3 hours after 

sleep. Only night time attacks predominance is rare, most 

of the NP sufferers also have day-time attacks. As a regular 

panic attack the seizures goes by arousal symptoms such 

as tachycardia, sweating, shortness of breath, chest 

pressure, choking sensations, dizziness or light-

headedness, depersonalization or derealisation, stomach 

discomfort, and fears of dying or going crazy accompanying 

an intense fear or apprehension. Motor component is not 

common in NP. The patient awakes from sleep with an 

intense sense of panic and the arousal symptoms occur 

soon after. Patients with NP attacks are fully awake during 

seizure and can easily recall the events. It takes nearly 2-8 

minutes and the avoidance which is one of the main 

characteristic of panic disorder shows itself as fear of 

sleep in NP (1,3). Our patient had almost all of the NP 

symptoms mentioned above.

 There is a wide differential diagnosis for sleep time 

seizures in childhood. Most common reasons of 

paroxysmal events during sleep are primary parasomnias, 

epilepsy and non-epileptic events associated with 

psychiatric conditions (1). Parasomnias are repetitive 

unusual behaviours or strange experiences that occur 

related to sleep. They are very common in childhood 

reaching a prevalence of 80%. Over 15 primary 

parasomnias were described by the American Academy of 

Sleep Medicine with different clinical manifestations. 

Among the parasomnias night terror (NT) have the closest 

symptomatology to our patient’s with the occurrence in 

1-2 hours after sleep, the autonomic and emotional 

symptom dominance, absence of EEG anomalies. But an 

NT episode generally lasts for 30 minutes; the child is not 

awake, unaware of event and cannot remember the 

events. The onset is generally in 1-3 years of age, and 

avoidance of sleep is not common (5). Epileptic seizures, 

especially with frontal lobe onset, often/usually occur 

during sleep. But the clinical features of the nocturnal 
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panic attack cases have many differences from a regular 

epileptic seizure either. First of all, although it is not 

crucial for diagnoses, there are often specific EEG findings 

which support the epilepsy diagnosis. Stereotyped motor 

features are more prominent and the duration is generally 

1-2 minutes. The episodes may occur in any time of sleep 

and maybe more than once a night. The patients are more 

likely to be unaware of events and verbal interaction can 

rarely be achieved (6).

 The literature data on pharmacological treatment of 

juvenile panic disorder is very limited, there is a couple of 

studies showing the positive effects of fluoxetine, 

sertraline and paroxetine in childhood panic disorder, 

open controlled trials are available rather than randomized 

controlled trials (4). Although it has been shown that 

SSRIs and SNRIs are clearly beneficial and well-tolerated, 

no medications have been approved by the United States 

Food and Drug Administration (FDA) for treatment of 

anxiety in children and adolescents other than Obsessive 

compulsive disorder (OCD) (7). SSRI’s are extensively 

used as off-label in all anxiety disorders in children and 

adolescents for the treatment of anxiety disorders (7). 

Although SSRIs are the first-line medication in adult panic 

disorder there is also a lack of systematic data on the 

medical treatment of NP even in adults (3). Sertraline has 

shown to be beneficial for panic disorder in adults and 

nearly all of the childhood anxiety disorders (7-9). It was 

also approved by the FDA for treatment of OCD in children 

and adolescents (9). In our case, sertraline was tolerated 

well and provided a full recovery of panic attacks and 

anticipatory anxiety. To our knowledge, this is the first 

published data on the treatment of NP in children and 

adolescents. 

 Multidisciplinary approach in nocturnal paroxysmal 

occurrences via the collaboration of paediatricians with 

child and adolescent psychiatrists is emphasized in the 

literature (10). Many patients with non-epileptic seizures 

associated with psychiatric conditions are more likely to 

seek medical attention, and this group of patients 

constitutes a larger proportion of the workload of 

neurologists, general physicians and emergency 

physicians (11). Leis et al. have found that 69% of the 

patients with seizures associated with psychiatric 

conditions were treated pharmacologically with 

antiepileptic drugs, up to 360 months of treatment 

durations (12). The physicians dealing with epilepsy 

should keep in mind that the seizures of approximately 

one third of the patients referred for refractory epilepsy 

are associated with psychiatric conditions (2).

 In conclusion, nocturnal panic attack is one of the 

causes of paroxysmal night events during sleep and has to 

be considered in differential diagnosis of epilepsy and 

parasomnias even in children. A multidisciplinary 

approach and careful psychiatric evaluation is the best 

way of discriminating NP and sertraline may be an 

effective and safe alternative in the treatment.
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