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This article tries to explain, in the light of some neuroscienti� c and psychoanalytical 
considerations, the repetitive pattern of panic attacks. Freud considered the 
panic attack as an ‘actual neurosis’ not involving any con� ictual process. Recent 
neuroscienti� c � ndings indicate that psychosomatic reactions, set off by a 
danger situation, depend on the primitive circuit of fear (including the amygdala) 
characterised by its speed, but lack accurate responses and may also be activated 
by harmless stimuli perceived erroneously as dangerous. The traumatic terror is 
stored in implicit memory and may be set off by a conditioned stimulus linked to 
a previous danger situation. In the panic attack, the traumatic event is created by 
the imagination and this construction (a micro-delusion), built in loneliness and 
anxiety, has the same power as the real trauma. A mutual psychosomatic short-
circuit between body and psyche, in which terror reinforces the somatic reactions 
and the psychic construction, is established. Therefore, it is important to highlight 
these constructions in order to analyse and transform them. In the second part of the 
article the author reviews the main psychoanalytical theories about panic attacks, 
stressing how, in his opinion, panic attack is a consequence of the breakdown of 
the defence organisation at various levels and may appear during periods of life 
crisis. Two patients suffering from a de� cit of personal identity are presented. 
The various organisations and the different levels (biological, neuroscienti� c, 
associative, traumatic) of the panic attack determine different kinds of therapeutic 
approaches (pharmacological, cognitive and psychoanalytical). While the 
psychopharmacological treatment is aimed at reducing the neurovegetative 
reaction and the cognitive method is attempting to correct the associative and 
perceptive processes of fear signals, psychoanalytical therapy represents both a 
speci� c means to free patients from panic attacks as well as an indispensable route 
for their emotional growth.
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Panic seized her. Blood seemed to pour from her shoes. This is death, death, she noted in the 
margin of her mind; when illusion fails …

(Between the acts, Virginia Woolf).

Nowadays, panic attacks seem to have become the most widespread of disturbances, 
while hysteria, the most studied of illnesses in the 19th century, has practically 
disappeared from scienti� c literature.

Int J Psychoanal 2004;85:311–336

1Translated by Andrea Sabbadini.
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A panic attack is characterised by the sudden emergence of entirely unpredictable 
and unstoppable episodes of intense anxiety. Its intensity is such that it leaves 
behind a sense of utter exhaustion. Usually the panic attack is accompanied by 
strong neurovegetative manifestations, such as palpitations, tachycardia, vertigo, 
body tremors, diarrhoea or excessive sweating and, most importantly, a sense of 
suffocation. (The symptom of suffocation convinced some biologically oriented 
researchers that the panic attack might be due to the onset of the choking re� ex, 
normally activated by a lack of oxygen or by an excessive amount of carbon 
dioxide. One of the therapies consists, therefore, in supplying oxygen as a means of 
preventing the attack.) The panic attack always manifests itself psychosomatically, 
being a pathology that primarily affects the body.

While the speci� c psychoanalytical contributions to this subject are at present 
scant, those with a psychopharmacological or cognitive-behavioural orientation are 
instead numerous.

In my article I shall explore the phenomenology of this condition by trying to 
better understand its dynamics. I am, of course, aware of the clinical complexities 
underlying the panic attack, as it is a component of many and diverse forms of mental 
sufferings, from the most serious to the less dramatic. I shall limit myself here to 
consider the dynamics of the attack and to differentiate its accompanying anxiety 
from other forms of it. Phobia, for instance, does not present such a massive somatic 
and vegetative phenomenology.

The problem of whether the panic attack is a phenomenon of a psychological or 
neurobiological (or even neurochemical) nature also has clear implications for the 
modalities of a possible therapeutic intervention.

The opinion I want to express here is that the panic crisis has an entirely psychic 
origin which could itself unleash a speci� c and automatic neurobiological reaction. 
It is indeed possible to isolate two progressive moments during an attack: the � rst 
is when anxiety is still experienced psychologically, and the second is when there is 
a predominance of bodily participation and the fear becomes uncontrolled somatic 
anxiety.

As many authors observed (in particular in Lichtenberg’s 1991 review), therapy 
with these patients is usually long, its outcome uncertain and often involving unpleasant 
impasses. I hope that my comments may be useful in understanding the quality of 
these patients’ anxieties and to contain the symptom when it presents itself in the 
course of the therapeutic process.

Anatomy of the panic attack

The sequence

Those who suffer a panic attack are convinced that their death is imminent. The 
more acute the somatic symptoms (tachycardia, muscle contractions, abdominal 
colics, localised or diffuse pain, sense of suffocation, vertigo and sweating) and the 
psychic ones (an intense and overwhelming anxiety), the more convinced the patient 
becomes that death is imminent.
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It is the body that, in the course of a panic attack, ‘speaks’ of its death or, better 
perhaps, of its agony. The psychosomatic symptoms are in the foreground and the 
mind registers them and translates them into unmistakable messages that a � nal 
catastrophe has become unavoidable.

Because of anxiety, respiratory and heartbeat frequency increases, sweating 
becomes more intense and panic spreads. It is the autofeedback mechanism of fear 
that brings about the characteristic escalation of the panic attack towards the real 
drama of death.

The neurovegetative circuits, which connect consciousness to the danger signals, 
seem to be so intensely stimulated in those who suffer from panic attacks that they 
become independent from any rational control. At one level these patients ‘know’ 
that they are not going to die, yet at the same time they lose all capacity to stem their 
fear and they truly ‘believe’ they are dying.

Repetition

After a � rst occurrence, the panic attack will inevitably tend to manifest itself again. 
Those who have experienced a panic attack, far from feeling reassured by the fact of 
having survived it or from becoming convinced of the inconsistency of their terrors, 
seem to become increasingly inclined to succumb to it.

As a result of a vicious circle that brings about an automatic response to any 
anxiogenous signal, the attacks tend to reoccur and to increase in intensity, in spite 
of being discon� rmed each time. Once the attack has been unleashed, the patient 
feels dominated by an escalating sequence of events which appear to follow an 
unstoppable progressive course.

Preparation

The attack, even when it presents itself suddenly, has always � rst undergone a slow 
process of preparation and utilised mental associative channels that tend to be repeated 
in a constant way.

During a panic attack the patient ‘listens’ to his own body in the same way 
as a person traumatised by an earthquake would prick his ears at any suspicious 
noise, at any creaking of walls and timbers in his � at. These patients will identify 
any unusual signal (a heart palpitation, a muscle ache) until, in a frenzy of anxiety, 
their imagination will end up construing the danger that sets off a sense of fear. 
It is this psychic-emotive component that, if not stopped, will lead to a fall into 
somatic terror.

Imagination

A very important element in the preparation and onset of the attack is the role played 
by imagination. One of the reasons for its repetition and worsening is the conditioning 
that the mind establishes among stimulus, imagination and emotional response. 
The emotional and neurovegetative response is a product of the imagination; this 
lends a sense of concrete reality to the perception of the danger of imminent death. 
Paradoxically, having escaped the danger reinforces the next alarm.
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The panic attack has a lot in common with persecutory terror. It is as if the 
imagined expectation of a catastrophe were so powerful as to catch the individual 
in a micro-delusional state: the plane is going to crash, the lift is going to stop in 
between � oors etc. Those in the grip of a panic attack believe that what they fear will 
occur, or rather that it is already taking place.

Traumatic anxiety

Created in the imagination but also concretely experienced by the patient, the panic 
attack, once occurred, establishes itself as a traumatic event.

Just like those victims of a serious traumatisation, for example a railway accident, 
who are overwhelmed by anxiety whenever they see, even if only on television, a 
moving train, patients with panic attacks develop anxiety whenever they approach 
any objects associatively connected to the panic. A common instance is that of the 
patient who happens to have heard about a serious illness and who, in identi� cation 
with the person suffering it, develops a panic attack that repeats the traumatic event. 
This kind of associative imagination runs along entirely uncontrollable unconscious 
pathways.

‘Traumatic’ areas tend to become progressively wider and, therefore, to limit the 
patient’s autonomy. (Sometimes the course of a panic attack does not follow such 
a negative progression. It can be limited to a very speci� c situation, such as fear of 
lifts, of tunnels, of open spaces, of driving. These symptoms can remain isolated and 
later become less intense or even disappear in the space of a few months. Other times, 
however, they can spread and cause serious damage to the personality or take on an 
invasive quality, with almost psychotic connotations. The panic attack can occur by day 
or night. In this latter case the experience of dying, fuelled by a conscious impression 
of disorientation, may feel even more terrifying.) A consistent characteristic of the 
panic attack, similar in this respect to what happens in hypochondria and in certain 
delusional states, is that everything that a person dreads will actually take place, if 
only in his imagination. The mere thought of an attack acts as a trigger; it becomes the 
fear that makes the occurrence of panic anxiety concretely possible.

Loss of the mental container

A speci� c characteristic of panic attacks is the failure in the mental function that should 
contain anxiety. The subjective drama experienced during a crisis is equivalent to the 
nameless dread that is such because the mind, unable as it is to contain fear, pours it 
then into the body. In so far as the mind can contain anxiety, this can be recognised 
and treated for what it is. One can say, ‘I feel anxious or anguished for this or that 
reason’. When, however, the mind fails to perform this task, anxiety pours into the 
body and becomes deadly panic. One will then think, ‘No, I am not anxious, I 
am dying’. In other words, what we can observe here is the same constellation that 
belongs to the experience of terror during real death.

In the course of a panic crisis, a backache, diarrhoea, a praecordial pain become 
unthinkable elements followed by the collapse of the capacity for mental containment 
and by the anxiety’s � ooding of the body. The defence mechanisms, including the 
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oblivion of anxiety, that would normally protect our existence, seem not to exist for 
such patients. They are without a ‘psychic skin’. The skin tears open, the boundary 
between inside and outside is lost and anxiety spreads into the body. (A sense of 
confusion in one’s bodily integrity, which is at the root of the panic attack, also 
manifests itself in the body’s problematic relationship to space. Claustrophobia, as 
the anxiety of being invaded, or agoraphobia, as the fear of vanishing into open spaces 
and loneliness, continually threaten those individuals who have a poorly structured 
self and who suffer from occasional panic attacks.)

In order to emerge from a panic attack, the patient needs an interlocutor who can 
function as a container of anxiety: if by any chance he is on his own, it is important 
that a telephone is within easy reach. Fear requires a prompt reception by a calm 
and thoughtful listener. When the patient dreads that a panic attack may get close, he 
becomes just like a young child looking into his mother’s face in the hope of getting 
information about the dangerousness or otherwise of a disturbing element that has 
caught his attention or threatened his body. If the listener is detached or irritated, or 
trivialises the catastrophe, fear will grow to the point of becoming nameless dread. 
Even the slightest emotional resonance, anxiety or doubt may sound suspicious and 
a con� rmation of the potentially somatic nature of the problem, making the patient’s 
anxiety an even more concrete experience.

Some viewpoints on panic attacks

In order to discuss the various aetiological hypotheses and therapeutic approaches 
concerning panic attacks, several years ago the American Psychoanalytic Association 
organised a Panel on the theme of ‘Agoraphobia and panic states’ (Busch, 1995), 
in the course of which papers with neurophysiological , cognitive-behaviour al 
and psychodynamic orientations were presented. I refer to this Panel for a review 
of the wide range of diverse theoretical and therapeutic approaches: biological, 
neuropharmacologic al, behavioural, cognitive or psychotherapeutic .

The neuropsychopharm acological approach considers panic as deriving from 
neurophysiological damages to the brain, sometimes of genetic origins, and 
recommends a neurophar macological form of treatment. (It is well known that 
the fact that many patients suffering from panic reactions or from agoraphobia 
have responded positively to antidepressants not only encouraged the use of 
psychopharmacologica l medication, but also reinforced the idea that such conditions 
are evidence of biochemical damage to the brain.) For cognitivism, panic derives 
from a perceptive distortion of the fear signals and the recommended therapy is 
based on a combination of cognitive reconstruction and gradual exposures of the 
patient to the terror-inducing stimulus. The psychodynamic viewpoint is based 
instead on the idea that agoraphobia and panic attacks are the expression of an 
intrapsychic con� ict and that, as such, they could only bene� t from an approach 
that could explore the unconscious.

Currently, patients tend to be treated with psychoactive drugs or with cognitive-
behaviourally oriented deconditioning therapies, while analytical therapy is rarely 
chosen as the recommended form of treatment.
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A neuroscienti� c contribution

Anxiety progresses through different degrees of intensity. It reaches its peak in 
the course of the panic attack. Panic is different from other forms of anxiety in 
so far as it is activated automatically, it paralyses thinking, and it does not allow 
for interventions based on rational decisions. In the different case of people who 
are simply afraid of an expected dangerous situation, such a fear allows them to 
anticipate their reactions and to consider ways of avoiding that situation. We can 
still try to think even when we feel anxious.

Freud (1926) differentiated the anxiety associated to a real danger (automatic 
anxiety) from that experienced in a situation of threatened danger (signal anxiety). 
Signal anxiety warns us about an imminent danger situation and prepares us to deal 
with it. This differentiation works well under normal conditions, but in the speci� c 
case of panic attacks the ego is unable to differentiate signal anxiety from automatic 
anxiety and the potential danger becomes a real one. The traumatised ego becomes 
hypervigilant and reacts to all alarm signals as if they indicated the presence of a 
concrete danger. The loss of the internal container is accompanied by the loss of 
the capacity for symbolisation, whereby an individual undergoing a panic attack 
behaves just like one who has actually been traumatised: images, sounds, certain 
patterns of relationship and, in particular, somatic signals can all set off a � ashback 
reaction that is a sensation of actually reliving the traumatic event instead of merely 
remembering it (Garland, 1998).

Of further relevance to our discussion could be the differentiation of the terror 
that stems from an external danger (realistic fear) from the panic that stems from 
internal stimuli. The anxiety of panic attacks has some features similar to those 
found in traumatised individuals, but it also has its own speci� c characteristics, such 
as the fact of occurring suddenly, a tendency to repetition, a lack of recognition of 
the sequence of events leading to it or of what may eventually cause its remission.

While panic is a common reaction to a traumatic event at the very moment that 
it occurs, the panic attack produces internal terror and then projects it at a later time 
into an object or a situation which would in itself be entirely safe.

Joseph LeDoux (1996), a neuroscientist, has identi� ed the unconscious pathways 
of fear and has proposed a classi� cation of them depending on their relative simplicity 
or complexity. The simple ones are faster and less discriminating, while the complex 
ones are more sophisticated but also slower.

It is possible to identify three pathways or, better, three levels of the pathway of 
fear:

1. The primitive circuit of fear controls a whole repertory of emergency measures 
which allows for the enactment of immediate reactions, such as � ght and � ight. It is 
located in the depth of the brain, that is in the structure of the limbic system, which 
includes the thalamus, the hypothalamus, the hippocampus and the amygdala. The 
amygdala seems to be the main centre for the control of danger signals. This system, 
and in particular the amygdala which is the � rst to be activated, selects only the most 
obvious fear signals, or those incomplete stimuli that can be associated to a danger. It 
sets off those hormonal and neurovegetative reactions that are connected to defence. 
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It is the � ght–� ight response. Adrenalin brings about an increase in heartbeat 
frequency, in the blood-� ow to the muscles etc. (The thalamus is the � rst clearing 
centre to the cortex that allows decoding, and later interpretation of fear signals. 
At the level of the encephalic trunk, the locus ceruleus secretes noradrenalin; this 
allows for a sensitivisation of those key points in the cerebral cortex that guarantee 
vivid perceptions and lasting memories. Noradrenalin speeds up cerebral reactivity 
and therefore an excessive cerebral secretion of it can overwhelm the brain, leading 
to panic and confusion, rather than vigilance and attention.)

The characteristic of the main circuit of fear is not so much the accuracy of its 
reaction, but the speed and the inclusiveness of its action. Only later, on the basis 
of information received from the cerebral cortex, can the primitive circuit of fear 
reconsider the initial decisions and react in ways appropriate to the danger situation.
2. The rational circuit of fear is the one going from the prefrontal cortex to the 
limbic system. This system is slower and more elaborate, but it allows more careful 
and realistic evaluation of the general situation, to make decisions and to assess the 
response.
3. A last circuit is the re� exive one, characterised by self-awareness, by the awareness 
of being afraid and of the reasons for it. When a man sees a snake, the danger message 
arrives from the occipital visual cortex through the thalamus. Only when the cortex has 
recognised the stimulus and assessed its dangerousness by comparing it with learned 
or innate experiences can it then send a message in its turn to the amygdala. This organ 
could then activate those automatic, neurovegetative or biochemical innervations that 
produce the fear reactions necessary for survival (increase of heartbeat, of breathing 
frequency, of vigilance etc.). However, the pathway thalamus–cortex–amygdala, even 
if it is more discriminating and accurate in spotting the real danger, is too long to 
guarantee survival always. There is then a shortcut directly to the amygdala which 
allows immediate reaction to danger, in only a few milliseconds.

Let us take as an example the situation of a man walking by night through a wood. 
Any noise could evoke in him an alarm reaction triggering those neurovegetative 
signals which are related to fear. Only later can he understand that the alarm was 
unjusti� ed, that the noise was just an innocuous rustling of leaves. In this case the 
alarm signal was activated through the shortest pathway, the one leading back to the 
amygdala. This second pathway, immune from conscious control, can be problematic 
because danger recognition in some cases may be false; discrimination only takes 
place a posteriori, after the neurovegetative circuit of fear has already been set off. 
In other words, there can be a false alarm which is recognised as such only after the 
stimulus has been scrutinised by consciousness. It is interesting to notice that the initial 
acknowledgement of the anxiety-provoking object takes place in the � rst instance 
along entirely unconscious pathways that avoid any rational control. (In their studies 
on phobic subjects Öhman et al. (1993, 1999) demonstrated that stimuli that are not 
perceived at a conscious level, for instance through the subliminal presentation of 
photographic sequences of feared objects, can still provoke alarm reactions (increase 
of skin’s electrical conductivity) even when they are not consciously perceived. It 
may be noted that even under normal conditions the perception of dangerous objects, 
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such as snakes or spiders, is faster than the perception of more neutral stimuli, such as 
� owers or mushrooms. Phobic individuals, furthermore, display even shorter reaction 
times than normal subjects do. This means that phobic sensitivisation can intensify the 
unconscious attention to danger and trigger the fear reaction in a much quicker and 
indiscriminate way than what happens under normal conditions.)

From what I have discussed so far, it may be possible to suggest that the 
anxiety of panic attacks gets stuck inside the primitive (limbic-amygdalic) fear 
circuit. This would explain why it manifests itself so suddenly and why it fails to 
discriminate real dangers from imaginary ones. For those in a state of panic attack, 
the imaginary danger is equivalent to the real one even if, to the eyes of an external 
observer, the former does not exist at all.

Where are emotions formed?

An important point in support of my argument is that the fear system can be activated 
by a stimulus that may not necessarily coincide with the real experience of danger. 
Indeed, the primitive diencephalic circuit is incapable of discrimination, but can set 
off the psychosomatic reactions that follow neurovegetative and hormonal pathways 
also in the presence of non-speci� c stimuli. (The patient suffering from panic attacks 
functions like a � at with an alarm system which, being defective, can be set off at 
the slightest stimulation. In this case, too, a system created to provide protection turns 
into the very cause of a disturbance.)

The fact that the panic reaction could be dissociated from any real danger and 
be the result of an imaginary construction helps us understand the dissociation 
between real danger and imaginary fear that is at the foundation of phobias and 
panic attacks. The amygdala could perceive as danger signals what are nothing more 
than imaginary constructions.

The fear circuit can also be activated by alarm perceptions coming from the 
body. For instance, a slight tachycardia is registered as a sign of a heart condition 
and transformed into an active cardiac attack. It is the signal coming from our own 
body to produce the attack and to later become the target of the fear signals which 
are sent back again to the body, thus creating an unstoppable vicious circle.

It may be useful to remember, at this point, the ‘somatic theory of emotions’ 
formulated by James in 1884 (Galati, 2002). James believes, as is well known, that 
emotions originate in bodily sensations and not the other way round. We normally 
think that if we come across a bear we get frightened and for this reason we start 
shaking with fear. James, however, believes the opposite is true: � rst we shake and 
then we feel frightened. At the sight of the bear, the bodily tremor is triggered off and 
this, in turn, induces fear in us. If emotions, James claims, were not � rst experienced 
and acted in the body, or through the body, they would only have a cognitive quality 
and would be colourless and without emotional connotations. However, James’s 
theory was proved to be inaccurate because bodily reactions themselves (such as, 
for instance, pallor or tremor due to an excessive presence of insulin) cannot bring 
about emotional reactions. As Cannon (1927) demonstrated, emotional reactions are 
� rst registered in the brain and only later trigger bodily manifestations.
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I believe, however, that James’s hypotheses, while clearly inadequate to explain 
what happens in normal functioning, could be useful in understanding what happens 
instead under conditions of failed danger discrimination and of an excessive pull 
towards anxiety. Once the panic crisis spiral has been set in motion, the perception 
of body alterations (extrasystoles, tremors, sweating) which are controlled by the 
amygdala indicates to the mind the deadly danger and produces the feeling of terror. 
For instance, many panic attacks are set off by neurovegetative perceptions stemming 
from abdominal pains, headaches or simple muscle aches. The distorted visceral and 
body signals which are thus registered in the amygdala bring about the emotion of 
fear and increase the bodily reaction that triggers the psychosomatic vicious circle.

Cannon’s considerations about those emotions that are registered in the brain 
before causing somatic alterations are only valid under normal conditions, but not 
when the emotions (fear, in our case) are caused by our imagination, pushed into 
the body and then registered by the brain in this paradoxical way. In the panic attack 
it is the body that provides the mind with the sensations of fear, while the mind is 
entirely focused on the body, and its normal capacity to discriminate and understand 
the nature and origin of emotional states is dimmed. Under these conditions the 
mind no longer has any power over the soma, and the psychosomatic reaction, once 
set off, follows its course beyond any possible conscious control.

The primum movens of this catastrophic circuit is based on the individual patient’s 
own predisposition to suffer anxiety, on his fantasies about the inside of his body 
and on his constant perception of his internal organs’ functioning as being laden 
with dangers. It is often possible to guess that the patient’s ongoing apprehension 
can be directly linked to the introjection of a mother who was unable to deal with 
her child’s somatic disturbances without feeling anxious herself.

Traumatic memory

Let us take as an example a simple phobia that could provoke a panic attack. A 
person who is terri� ed of getting into a lift has often imagined being in a lift when 
it stops or falls (similar to panic induced by � ying).

A normal person knows that plane accidents can happen or that some lifts can 
occasionally get stuck; but he believes that his plane or that lift will quickly take him 
where he intends to go. Positive thinking will prevail. The phobic individual, on the 
other hand, has created a catastrophic scenario that is most likely to become real. 
Often imagined, such a scenario has impressed itself in his memory, thus becoming a 
traumatic memory capable of producing a sense of terror. In this case, his emotional 
reaction is not different from that of an individual who has been recently traumatised 
or has been in real danger and rightly fears that it could happen again.

Once a trauma has occurred, it is accompanied by memory disturbances and 
produces both hypermnesia and amnesia at the same time. LeDoux (1996) stated that 
unconscious memories of fear, established through the amygdala, seem to be branded 
forever on the brain. (The reason for this traumatic � xation seems to depend on the fact 
that the excessive stimulation of the amygdala interferes with the functioning of the 
hippocampus; this, by sending stimuli to the prefrontal cortex, facilitates the conscious 
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appraisal and the symbolic representation of the experience. Traumatic memories 
are therefore indelibly inscribed in the amygdalean memory where they remain 
as actual somatic or visual sensations. Successive passages through the prefrontal 
cortex, however, can contribute to an alteration of the concrete characteristics of the 
traumatic memories and bring about a transformation of the traumatic memory’s 
meaning and emotional valence (van der Kolk, 1994). It has also been demonstrated 
that, under normal conditions, insigni� cant stimuli do not excite the amygdalean 
cells because of the inhibiting activity of GABA ( g -aminobutyric acid). When 
this GABA protection fails, for instance, because the amygdala is overstimulated, 
non-dangerous stimuli receive the same arousal responses as the dangerous ones 
(LeDoux, 2002).) LeDoux differentiates emotive memory from the declarative 
memory of an emotional situation. The declarative memory of an emotional situation 
concerns the recollection of consciously retrievable elements. The emotive memory, 
on the other hand, concerns the conditioned emotional response that was formed 
in the course of that particular event. An emotional response can be conditioned 
by a single event, as is the case with victims of traumatic violence. If a policeman 
is injured in the course of a shooting incident, his declarative memory can provide 
all details needed to frame that event. His emotive memory, though, will not be 
activated by the narrative, but by a sudden and intense fear of an associative kind (for 
instance, if the subject happens to hear the noise of gun� re). If the emotive memory 
is accompanied by the declarative memory of the original event, then the person can 
‘know’ why he is afraid; otherwise he will be unaware of his sense of terror.

The relationship between production of the traumatic event, anxiety and memory 
is of crucial importance for the creation of a panic attack. Research on the nature 
of traumatic memory indicates that trauma inhibits the declarative memory (the 
one capable of bringing memories to consciousness), while it does not inhibit the 
implicit or non-declarative memory, that is the system of memorisation which 
controls conditioned responses and such behaviours as sensory-motor responses, 
which were learned but remain unconscious. We are now in possession of suf� cient 
information to understand the neurobiological processes involved in post-traumatic 
memory disturbances (van der Kolk, 1994) and this allows us to understand better 
the dynamics of a panic attack.

Phobia, that established itself as a traumatic memory, is indeed treated as any real 
trauma. Just like the delusional patient who may be convinced that he is persecuted 
and approaching death, the individual undergoing a panic attack is also convinced 
that he is at the point of death and, for this reason, is in a state of terror. The fear of 
dying and the threat to the bodily self are indeed at the basis of both panic attack and 
persecutory delusional anxieties. The associative constellation, once formed, tends 
to reoccur and to become more powerful, just as is the case with post-traumatised 
patients who react anxiously to any stimuli associated to the traumatic scene.

Timothy Davis offered a most useful contribution to these issues. He states,

After decades of research … learning theorists have demonstrated that classical conditioning 
is a ‘high level’ process, capable of representing complex temporal, spatial and logical 
relations between events, features of those events and the contexts in which the events occur 
(2001, p. 452).
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These complex representations form the primary basis for our expectations on 
the nature of future events. Such expectations are non-declarative and, therefore, the 
conditioning processes are more numerous and diverse than the passive processes. 
For those who have undergone a panic attack, it feels almost like an inexplicable 
and unthinkable traumatic event that reoccurs every time those same associative 
constellations which can trigger it present themselves.

Because the terror that the attack may reoccur is most intense, the patient 
must move away from any phobic place or even from any mental association 
that could set off an attack. He tries not to think about it and to dissociate it from 
his memory. The dynamic of post-traumatic memory explains the stubborness of 
certain psychopathological con� gurations based on anxiety and helps us understand 
why these are so hard to be worked through in analysis. If a person experienced a 
delusion of persecution in which he felt his life was in danger, once he emerges 
from the delusion he still carries with him the delusional traumatic anxiety; any 
associative element (a memory, a word or an object) that may be connected, even 
from afar, to the psychotic episode could make the delusional anxiety re-emerge (De 
Masi, 2003).

Similar considerations apply to the panic episode which, as I claimed above, is like a 
repetitive micro-delusion exposing the patient to a concrete experience of dying, suddenly 
facing him with a ‘nameless dread’ and provoking in him that fear of annihilation, 
biological as well as psychological, that has the power of destructuring the mind and 
damaging any sense of existential continuity and integrity.2 For such a destabilising 
effect to occur, the trauma must be experienced in conditions of total loneliness and 
impotence. Through mechanisms that under stressful conditions would increase the 
power of memory, there occurs a � xation of the traumatic experience (which, in the 
case of the panic attack, has only taken place in the subject’s imagination), a traumatic 
memory that will not follow the modalities normally regulating the transformation of 
memories. It is a conditioned memory doomed in principle to remain permanent.

I will end my re� ections on what we can understand from the data emerging from 
the neurosciences here. We shall now consider the dynamic of panic attacks from 
the perspective of some theoretical models on the origins of anxiety and through a 
brief review of the psychoanalytical literature, leading us then to two brief clinical 
examples.

The psychoanalytical context

It is not easy to summarise the psychoanalytical views about panic attacks. Back in 
1895 Freud had already intuited that panic had a special status and had published an 
article entitled ‘On the grounds for detaching a particular syndrome from neurasthenia 

2I recently (2002) suggested that the idea of one’s own death, in whichever form it may present itself, 
will cause in human beings an unbearable anxiety and take on the status of a traumatic event par 
excellence. The remarkable absence of symbolic meanings and the concreteness of thought when faced 
with the reality of death bear witness to the presence of an impotent area in our minds, a real absence 
of thinking. For this reason the emotional impact of dangers threatening the survival of the self cannot 
but interfere with the capacity to remember, convey and conceptualise the traumatic experience through 
words or symbols.
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under the description of anxiety neurosis’. Freud describes two different kinds of 
anxiety: the � rst originates from a repressed thought; the second is characterised by 
a sense of panic accompanied by gross neurovegetative symptomatology. 

Freud (1893–95, 1894a, 1894b) suggests that there is a type of anxiety which is not 
psychological (that is, which does not derive from emotional or relational causes). He 
differentiates ‘psychoneuroses’, where anxiety is associated to a con� ictual unconscious 
content converted into a somatic symptom, from ‘actual neuroses’ (phobia and panic), 
where there is neither repression nor actions intended to transform anxiety. These latter 
forms of neurosis then, according to Freud, do not derive from psychological factors 
(complexes or con� icts) but are connected to simple physiopathological problems, 
for instance to an accumulation of sexual desire that cannot be discharged according 
to the well-known hydraulic model of the libido. In this way Freud understands the 
automatic and conditioned character of panic anxiety.

For what concerns their genesis, Freud maintains that panic attacks occur in 
those who abstain from normal sexual relationships. Having then linked anxiety to 
sexual desire, Freud makes a further differentiation between psychic tension and 
psychic desire in order to explain why anxiety also manifests itself in those individuals 
who seem to have no interest in sexual relations. He states that there can be psychic 
tension without it reaching a representation of a sexual kind and, therefore, without 
conscious desire. In any case, there can be sexual tension, though not experienced as 
sexual desire, which, having reached a certain degree of intensity, will then determine 
the triggering of anxiety. I have recalled here this � rst Freudian model because I 
believe it contains a useful intuition: the panic attack is not the outcome of a process 
of repression of emotional con� icts, but, rather, it is supported by primitive, automatic 
and pre-verbal mechanisms. The panic attack, therefore, would be non-con� ictual.

Although a number of authors (Shear et al., 1993) have considered this early 
Freudian intuition to be pre-psychoanalytical on the grounds that it was formulated 
before the discovery of the dynamics of the unconscious, of the Oedipus complex 
and of infantile sexuality itself, I believe that Freud had in this case recognised an 
important characteristic of the panic attack, that is its immediacy and linearity which 
place it outside of con� ictual dynamics.

It is also true that Freud later changed his viewpoint on anxiety, giving 
increasingly more relevance to unconscious con� icts. For instance, in the case of 
Little Hans (1909), the horse phobia is understood in terms of oedipal con� ict and 
related to castration anxiety. In addition, in the case of the Wolf Man (1918), the 
castration anxiety following his homosexual desire for his father is seen to be at 
the origins of his phobia of wolves. However, if we look at it more carefully, we 
shall see that, while Freud emphasises the importance of the aggressive and erotic 
con� ict only in the case of phobias, his successors attribute the same dynamic also 
to panic crises.

In the analytical literature, and up to the time when the psychosexual model had 
prevailed, it was accepted that panic attacks too, like phobias, derived from instinctual 
con� icts. As an example of the many psychoanalytical contributions from the past, I 
shall mention an article by Greenson (1959) who, following a psychosexual model, 
associates the symptoms of the panic crisis to aggressive or sexual infantile con� icts. 
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Even before a crisis, the patient � nds himself in a state of tension; the panic attack is 
then triggered when a speci� c event intensi� es the neurotic con� ict.

Post-Kleinian literature, on the other hand, emphasises the connection between 
panic attacks and primitive anxieties. For instance, a psychoanalytical ‘Note’ by Segal 
(1954) deals speci� cally with phobias and panic attacks. In that article, the author 
considers a female patient who seems to be a case of serious phobic symptomatology 
within a borderline organisation. Segal starts from the assumption that this patient is 
� xated in a very basic way at the paranoid-schizoid position. Her work is based on the 
application of Melanie Klein’s (1946) concept of projective identi� cation, according 
to which psychotic patients would project the undesirable parts of themselves outside, 
thus making the objects of such projections a source of persecution. For Segal, crises 
of depersonalisation, hypochondria, extensive food and crowd phobias in her patient 
would all be the manifestation of anxieties related to the paranoid-schizoid position. 
During panic attacks the ego, experiencing any frustration as a death threat, would 
feel persecuted both from the outside and the inside by disintegrated objects. Segal 
believes that regression to the paranoid-schizoid position takes place when the patient 
gets in touch with her ambivalent feelings. In this primitive stage, any frustration is 
experienced as an actual death threat, as disintegration of the ego, as getting lost, as 
sinking into nothingness or being surrounded by a whole set of dangerous objects.

According to others, the symptom ‘panic’ can be the expression of the 
transformation taking place in the analytical process. Silberer (1989) describes 
a patient who develops panic attacks at the very moment when the analytical 
transference comes to the fore. These attacks bring to the surface signi� cant and 
traumatic events from the past, making it thus possible to work them through.

For Ferro (1996), who refers to Bion’s model, panic attacks occur when a patient 
experiences primitive emotions such as hatred, jealousy or rage for the � rst time. 
These vital feelings are experienced as catastrophic in so far as the mental apparatus 
that could contain and think them is absent.

The problem of panic attacks is directly connected to the wider issue of anxiety, 
its origins, its meaning and its modulation.

A better psychoanalytical understanding of the genesis of anxiety can undoubtedly 
be found in changes to theoretical paradigms, in the shift from an instinctual to a 
relational model. The ‘constitutional’ predisposition to anxiety tends, nowadays, to 
be understood in terms of missing, distorted or failed relations, rather than in terms of 
instinctual characteristics. This point of view is closely connected to Freud’s (1920) 
concept of a protective barrier; he suggested that the mind is contained within a sort 
of skin that would protect it from excessive stimulations, but it could also get pierced 
and torn. For infants and young children, the function of protective barrier or � lter is 
carried out by mother in so far as she has a natural capacity to evaluate what her child 
can tolerate at any given moment.

For instance, Winnicott (1958) (dual unity mother–baby) maintains that the 
threat to go to pieces or the fear of persecution derive from a missed response on the 
part of the object supposed to receive and heal the child’s anxiety. For Bion (1962) 
too, death anxiety represents a primitive and natural form of communication that 
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is projected into the mother so that she can receive it and later return it in a more 
bearable form. If mother fails in this work of transformation, the anxiety becomes 
nameless dread. According to this new perspective, the overcoming of primitive death 
anxieties depends on a mother’s capacity to understand them and to return them to 
her child, rather than on the power of infantile instincts. Bordi (2002), emphasising 
the theoretical contribution of attachment theory, states that a mother’s capacity 
to mentally ‘contain’ the affective states experienced as intolerable by her child 
manifests itself, according to that model, in terms of physical care; as a result, the 
emotional stress is modulated in such a way that the child can form a representation 
of it as a condition for working it through. ‘Attachment theory’, writes Bordi:

has reached similar conclusions to Bion’s on this point and has also added a substantial 
empirical content to it. On the basis of these contributions, we could consider that anxiety takes 
on a catastrophic meaning for those individuals who, as infants, had not enjoyed adequate 
maternal mirroring; as a result, they are not equipped with a symbolic barrier capable of 
containing states of physiological imbalance. Their insuf� cient affective regulation strategy, 
then, seems to be related to the inadequate internal presence of a maternal mind that could be 
aware of the child’s physical state of stress and could disjoin it by representing it as tolerable, 
thus making it possible to mentalise it (2002, p. 13).

Khan (1963), with reference to his concept of ‘cumulative trauma’, describes 
the effects of prolonged psychic damage to a child, in the context of his dependence, 
when mother systematically fails in her functions as protective shield and auxiliary 
ego. In this respect, such a mother does not allow for an adequate strategy of anxiety 
regulation and mentalisation and becomes herself a source of anxiety. It follows 
from this that we can make further progress in our understanding of panic states 
if we re� ect on the outcome of the interactions with a pathological parent in the 
earliest stages of psychological development, when the child is not yet capable of 
representing or giving meaning to the traumatic event: this is then incorporated in 
the unconscious organisations and linked to those automatic procedural responses 
that are inadequate to modulate anxiety.

It will be clear from all this that analysts should bring to their clinical work a 
kind of relational context that could allow for an emotional response to the patient’s 
original anxieties about not feeling adequately contained. However, despite the 
vast amount of knowledge and the numerous etiopathological hypotheses currently 
available to us, the management of panic crises in our clinical practice is still always 
dif� cult. In the course of analytical treatment, what can happen is that the symptom 
becomes extenuated or even disappears as the patient makes positive progress. In 
this case, it is as if at a certain point the patient naturally reached a protected area 
thanks to which the attacks stop, without either analyst or patient understanding why 
they do. This change mostly depends on the overcoming of that state of continuous 
emergency that predisposes to panic attacks. (A patient of mine, probably the most 
serious case with this symptomatology that I have ever had in analysis, welcomed 
the onset of depressive states with a sense of relief, however painful these were, 
because at least they brought her some temporary relief from the panic attacks. 
Sometimes this patient’s panic attacks were so intense that she felt an urge to jump 
from the window, to look for death in order to put an end to her terrible state of 
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anxiety.) It is also likely that this change depends on a transformational process that 
has taken place progressively, that has re-established an adequate level of emotional 
vitality and that has allowed the patient to emerge from a retreat where the body was 
constantly in a state of high alert.

The panic attack, therefore, could be considered as the symptom of a complex, 
yet non-speci� c, suffering of the self, as the expression of the failure of certain 
parameters necessary to its functioning. In the panic attack, furthermore, we could 
� nd a repetition, in acute form, of that original incapacity (probably the mother’s) 
to differentiate mental from physical states, to ‘disjoin them’ and to represent them 
as bearable.

The anxious sensation of not understanding oneself causes an accumulation 
of anxiety; this anxiety, in the course of the crisis, pours into the body and � nds 
expression in a sort of visceral language, making it increasingly dif� cult to � nd 
psychic representation. Psychoanalysts, however, know that phobias and panic 
attacks are just symptoms of a much more complex picture: they are the expression 
of a defective personality.

Often panic attacks occur during an identity crisis, at times of change (growing 
into adulthood, mid-life crisis) or as psychosomatic reactions to separation; anyway, 
they always indicate a failure in the structuring function of the self.

From a clinical point of view, analytical patients with phobic disturbances or panic 
attacks require two therapeutic conditions. The � rst condition is to help them control 
and understand the anxieties that devastate them. The second condition is to help 
them build a stable and permanent sense of self. This means helping analysands to 
develop their own individuality with the capacity to formulate autonomous opinions 
and thoughts in order to attain emotional experiences that can be free from inhibitions, 
self-indulgences or unconditional conformity.

From a psychoanalytical point of view we could claim that panic attacks 
are provoked by a fragile self’s defencelessness, which opens the � oodgates to 
overwhelming anxiety. Indeed, clinical experience teaches us that the symptom 
of panic is always accompanied by an identity defect and betrays a failure of the 
self.

How do we link the data drawn from neuroscienti� c studies to the psychoanalytical 
hypothesis of the panic attack as a symptom of a poorly structured self? How can 
we explain that panic attacks betray de� ciencies in the personality and are always 
accompanied by problems of personal identity? Which are the defences whose collapse 
can cause a panic attack? To answer these questions we have to refer brie� y to the 
defensive organisations in the establishment of the self and to their precariousness 
when the identi� cation in fantasy with an idealised object replaces a self-knowledge 
grounded in emotional experience.

I shall now report some clinical material about two analytical cases in order to 
offer a brief illustration of how panic attacks can manifest themselves in a variety of 
psychopathological contexts (the � rst clinical example being about a de� ciency in the 
self with narcissistic defences; the second case concerning a traumatised borderline 
patient); how panic attacks can indicate the drop of defences; and � nally how they 
can be present in certain stages of the analytical process.
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Panic and narcissistic defences

The patient, aged 25, started a four-sessions-a-week analysis because of a 
symptomatology characterised by repeated panic attacks and hypochondriacal 
experiences that sent her frequently to consult doctors or to the hospital’s 
emergency ward.

As a child and as an adolescent she was clever and brave. During childhood, her 
attitude made her never give up in situations that a normal child would have found very 
dif� cult: she would go to the doctor without showing any fear and could successfully 
defy physical pain. On the threshold of maturity, however, this defensive outer 
appearance gives way; she now becomes fearful of everything and her imagination 
creates an unending series of dangers, illnesses and tumours.

In the � rst dream she brings to analysis, the patient sees herself showing a town’s 
monuments to a group of people; her function is to be a tourist guide. In the dream 
the patient is aware that she does not know that city at all and that she does not know 
a thing about the monuments she is describing. It is obvious that she is showing 
her analyst how her false self has always been present during her development, 
misleading herself and others to believe she knew everything while perhaps being 
entirely unprepared to face her own life. It seems to me that this dream is particularly 
useful to illustrate an aspect that is very frequent in this kind of patient; that is, the 
pervasive fantasy of living in someone else’s mind (in the case of this patient’s 
dream, in the ‘group of tourists’). The patient’s crisis, with the symptomatological 
presence of panic attacks, came about after her father’s death and the fading of a 
romantic relationship with a young man of her own age. In fact, the stated strength 
that had guided her through childhood and adolescence derived from a very idealised 
relationship with her father, an important politician who had set himself up as an 
example to his daughter who, in turn, could only be strong and perfect herself.

An important characteristic in this patient, common to many other individuals 
with panic attacks, is her need to live in someone else’s mind, to exist only in so far as 
she is ideally seen by others. Indeed, this patient has grown up to be ‘brave’ because 
she was dominated by a ‘voice’ that made her feel ‘special’ if she dealt successfully 
with dangers and all dif� cult things. The ‘courage’, which in this case she had been 
acknowledged as having, did not stem from real emotional competence, but from her 
need to silence that same ‘voice’ that could accuse her of being a coward and weak 
unless she faced dangers. The more dif� cult, frightening or painful something is, the 
more she has to overcome her fear in order to then feel she is like a heroine.

It must be added here that, notwithstanding her privileged relationship with her 
father, there was a lack of a maternal � gure, which had left the little girl to face all the 
anxieties related to the mysterious functioning of the body and of the external world 
on her own. From my reconstructions, her relationship with her mother, an energetic 
but also violent and depressed woman, had been a very tormented one.

The patient, driven by the will to continuously perform, also for the purpose of 
reassuring her parents, develops a muscular ‘second skin’ (Bick, 1968), instead of 
real qualities. She is the little girl, pushed out from both of her parents’ minds, who 
believes she has to face everything on her own. To simplify, these patients have been 
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unable to use that maternal function that Meltzer (1967) calls ‘toilet-breast’ and that 
allows one to have a mental space in which to pour one’s anxiety. This primitive 
form of evacuation precedes the next stage that allows the child, through the active 
and modulated response of the maternal container, gradually to introject the sense of 
having to do everything by himself, which inevitably raises anxiety to an intolerable 
level. In the case I am reporting here, the patient’s identity is intimately connected 
to a delusional system that has suddenly collapsed, leaving her in a terrifying hole. 
This collapse has opened the doors to panic suffering, but has also left the � eld open 
to potential experiences of real emotional growth.

Let us go back now to the genetic hypotheses about the anxiety that concerns 
the maternal failure to contain, such as they were formulated by Winnicott, Bion 
and the attachment theorists (see above). We must add here that, if a mother has not 
been able to take her child’s fear inside herself, the child will build that muscular 
second skin which, once shed, will let the whole catastrophic anxiety re-emerge to 
the surface. A certain defensive structure (the ‘second skin’) has allowed this patient 
to survive and move on in her life up to a certain point, while the infantile trauma 
(in this case, a dif� cult relation throughout childhood to a depressed mother) did not 
cause excessive damage.

This analysis ended positively. The patient came out of her panic crises after about 
one year of therapy when she realised that it was necessary for her to acquire a true 
identity. Crucial in this process was the move from an initial idealised transference 
that repeated her relationship with her father to a different kind of transference, 
much more painful and dif� cult to tolerate, whereby emotional dependence involved 
a sense of desperate loneliness. It became clear that the ideal bond the patient had 
developed with her father had had the function of allowing her to avoid the inadequate 
relationship with her mother, which then dramatically represented itself in the 
transference during analytical separations.

For a long time, there was an ongoing oscillation between the ideal relationship and 
the subsequent collapse into loneliness and despair. The overcoming of this oscillation 
was possible as a result of the progressive understanding of her past and through the 
introjection of a new object, capable of sharing her emotions and supporting her. In this 
phase, what was of fundamental importance was the analysis of everything that could 
have been delusional, seductive or real in our relationship. In the course of the analysis 
her emotional experience became associated to her real self that gradually found its 
structure through the introjection of real experiences and relations.

In less complex cases, the panic attack signals the collapse of narcissistic 
organisations. For this reason, panic attacks are particularly common in mid-life crises 
(when the myth of one’s own ef� ciency, beauty or success can no longer contain the 
anxieties concerning the limitations of one’s existence) or in those reactions to being 
abandoned where separation from one’s partner is experienced as a collapse of the 
self and of one’s sense of security.

From my point of view, the elements of excitability and fantasy that create a 
pleasantly illusory world are the same as those which can cause catastrophic failures 
and a collapse into the void. Indeed, I am convinced that the fantasy structure that 
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leads to traumatic terror after the defences have collapsed is in a continuum with the 
fantasy structure that construes the idealised self.

Panic and trauma

Trauma prevents psychological growth and can grossly interfere with psychic 
development; this is particularly the case when the parents’ violent projections cause 
a disturbance to the infantile self and an invasion of the child’s emotional space 
very early in life and in a massive way. In these cases, the presence of strenuous 
self-destructive components allows for a most precarious balance between anxiety 
and a defensive delusional world by generating an emotional void and a lack of 
personal meaning from which it will be dif� cult to recover. The analyses of these 
cases are the most complex and often have an uncertain outcome: the inconsistence 
of positive experiences can only reproduce panic anxieties repeatedly and over 
time, while emotional growth takes place among continuous dif� culties and ups 
and downs.

I will now present a more severe case, concerning the ongoing analysis of a 
traumatised borderline patient (we are at the end of the second year, with a frequency 
of four weekly sessions). At the beginning of her analysis her more serious symptoms 
included a pervasive anxiety, severe insomnia, anorexic behaviours and a total 
emotional dependence on family � gures.

The trauma for this patient started in the � rst months of her life, when she 
systematically threw up milk and solid foods due to a pyloric disturbance that had 
remained undetected by her family. It turned out that her mother had suffered from 
depression when the patient, the second of three children, was born. From early 
childhood she went through anorexic episodes and showed a tendency to cause 
damage to her own body. For instance, as a young child, she continuously injured 
her legs to such an extent that she convinced a doctor to diagnose a skin disease; the 
thought of having thus deceived her parents, who would now have to look after her, 
made her feel secretly triumphant.

Her dif� cult relationship with her mother resulted in her early departure from 
home during adolescence, and in her ending up in a series of different institutions 
where she received a variety of treatments from several therapists. For the sake of 
brevity, I shall skip her history and the complex clinical symptomatology which 
developed through the years, and will only say here that when she enters analysis she 
is 35 years old, married with three young children and works as a teacher. Alongside 
some positive results—such as a good profession, marriage and being a mother—all 
achieved in the context of ongoing instability, the patient brings with her an internal 
world devastated by anxiety and depression that she tries to keep under control 
through a massive use of psychotropic drugs.

I shall report here a few sequences from the � rst phase of her analysis, a period 
during which her anxiety could not yet be contained.

In one of the � rst dreams this patient brings to analysis, what emerges is a passive 
and anxious acceptance of death, projected on to the � gure of the analyst: ‘I dreamed of 
you, my analyst, squatting in the corner of a room. You were telling me about someone 
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who had not come back from the queue …’ The ‘queue’ is that of those people going 
to the gas chamber in Nazi extermination camps, whose world has become familiar to 
the patient through her continuous readings, collection of photographs, paintings and 
repeated visits to those camps.

In another dream, a girl is incarcerated in a sort of very narrow iron cage, 
hanging from a wall outside a balcony. Her parents have to decide whether she 
should live or die. I interpret to the patient her uncertainty as to whether she should 
live or die, whether she should or should not kill herself, which she experienced as 
being incarcerated inside her resentment against her parents.

Vanishing into nothingness is a possible solution to the pain of being in the 
world when this is experienced as a continuous source of terrible sufferings. We 
discover that her panic crises, that devastate her desolate horizon, come about when 
she empties her mind: then things and people appear to be so foreign and altogether 
devoid of any signi� cance. In the patient’s words, ‘… it is the paralysis of a heart that 
doesn’t feel anything any more because, emotionally, it doesn’t recognise anything’. 
It is at that very moment that she experiences the most acute anxiety of the panic 
attack.

During the � rst months of her analysis I am in search of a context of 
communication that may allow me to understand and modulate the patient’s intense 
and most unstable anxiety (which also intrudes in her life during the night: every 
time she tries to go to sleep she is soon woken up again by terrifying nightmares 
with a traumatic content).

I am left with the impression that only an extremely receptive analytical listening 
could facilitate the establishment of a � rst containing function. This process is 
immediately cut short by the disruption caused by the � rst summer break. After a 
dramatic telephone call, following repeated panic crises during the summer, the 
patient eventually starts again with her analysis (in her mind, my inevitably brief 
response over the telephone makes me similar to her mother: emotionally distant 
and lacking in understanding). A few weeks after coming back, she announces she 
has become pregnant. Conceiving a child seems to be her ultimate expedient to 
support herself (to be herself inside the embryo in her own womb). She will say 
that she wanted her pregnancy not only to get con� rmation of her fertility (she 
had previously had an abortion), but also because a baby in its very � rst months of 
life represented for her an interlocutor, a silent receptacle for her relentless death 
anxieties.

In the second month, a new miscarriage becomes a real threat. After this trauma, 
to defend herself from the panic of a feared loss of her baby, the patient decides to 
behave as if the pregnancy were not real, but only a � gment of her own imagination. 
The mere thought of being really pregnant would set off an unbearable sense of panic 
in her. Even if her bodily changes make her pregnancy openly visible, she denies it to 
everybody, including her children, until their teachers call her to school to convince 
her to tell them the truth. From that moment on, the pregnancy becomes a reality: 
even the ultrasound scan shows that there is a real, live baby in her womb, and not 
just an air bubble.
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At this point panic attacks have her in their grip again; they make her rush 
continuously to the casualty department, or they make her plan, against all medical 
advice, to have countless more ultrasound scans. She demands to be given test after 
test in order to be reassured that the baby is still alive, that it continues to grow, that its 
head’s circumference has increased, or to compare different scans with one another. 
It is obvious that this patient’s anxieties are related not just to the baby, who should 
be born but could also decide to die, but also to her own infantile self, torn by doubts 
as to whether she should survive or let herself be aborted. This anxious dilemma 
develops without any conscious awareness on her part. As soon as she wakes up, 
in a state of agitation, after a night full of nightmares, she feels an anxiety quietly 
growing in her, out of nothing and without clear representation. Then, suddenly, a 
delusional thought that requires � rm denial escalates inexorably inside her: the baby 
is in danger, or is already dead. However, throughout her pregnancy, neither reality 
testing nor analytical interpretations will stand up to the power of her catastrophic 
imagination.

After delivery by Caesarean section, which frees her from the baby and from 
the catastrophic ideation centred on the fear of an abortion, only a few months go by 
before the patient begins to wish to be pregnant again. The defensive, idealising and 
exhilarating signi� cance of being pregnant is this time clearly evident. She dreams 
that she is a worker in a factory. Her job is to put children who look like puppets inside 
wooden boxes and then close them. We are approaching Christmas and she associates 
the wooden boxes with the seasonal presents of cases of wine and champagne, which 
apparently her husband enjoys drinking in some considerable amount. The patient, 
without remembering the panic states that had had such devastating effects on her 
at all, announces that she is still planning new pregnancies. These, as it would appear 
from the dream, have the purpose of creating in her a state of alcoholic excitement 
as a defence from a state of lack of vitality (the child is lifeless and looks like a 
puppet).

I would like to point out that, for the � rst time in her analysis, this dream is an 
attempt to communicate: it visually represents how the patient, as more analytical 
holidays approach, tries to defend herself from panic anxiety by creating a euphoric 
state in order to deny the unbearable pain of feeling abandoned. The dream’s 
intrapsychic communication and the work we did together on it in the course of 
our sessions stop her from acting it out this time. The patient, however, still seems 
to be in a precarious position: an internal ‘membrane’ that could protect her from 
anxiety has not yet been formed.

She dreams that at two o’clock at night, when she is not asleep, the analyst 
welcomes in another patient, called Ada, who is about the same age as herself. She 
feels angry, jealous and powerless. When I suggest that Ada seems like a favourite 
sister, the patient replies that Ada has a terrible relationship with her daughter and 
resembles, in many respects, her sister who, in her opinion, is still her mother’s 
favourite.

The ‘hole’ from which the attacks of panic anxiety originate is constituted by 
a persistent internal traumatic condition. In this dream, analysis itself is confused 
with a traumatic condition and the analyst is not yet perceived as differentiated from 
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the traumatic object. A � rst protected space in her mind, an internalised place for 
emotional containment, emerges in one of her last dreams. She � nds herself in a 
room that has been prepared for her, where she can stay, work and study. She sees 
a wooden desk, just the kind she likes. She associates this room with the presence 
of a headmistress who, as the patient remembers, had shown her that she valued 
the patient and was fond of her when she had to leave the school where she used to 
teach. There is, in this dream, a sense of well being at the realisation that someone 
has prepared that room just for her, thinking about her. But this peaceful sensation, 
to be thought of and kept inside the mind of a female � gure, suddenly ends and the 
room disappears, as she sees her sister, and then mother replacing her.

Conclusions

In this article I have attempted to consider, in the light of certain elements taken from 
the neurosciences and from analytical clinical experience, the ways in which ‘panic 
crises’ can develop.

The hypothesis I formulated, while taking into account neuroscienti� c contributions, 
is not disloyal to the speci� c approach of our discipline. Indeed, I believe that certain 
neuroscienti� c discoveries that allowed us to elucidate the neurobiological pathway of 
primary emotions, such as fear, are also useful in helping us understand several aspects 
of the dynamic of this mysterious condition, which projects a patient’s own death in 
front of them, thus leaving them stunned. According to these neuroscienti� c hypotheses, 
the somatic anxiety (terror) that transforms the body into the repository of the drama 
of death derives from an improper activation, through the limbic system, of primitive 
neurobiological or neurochemical mechanisms that start from the amygdala and cause a 
short circuit of psychosomatic responses. In the course of the panic attack, psychological 
and biological mechanisms intersect and mutually reinforce each other.

The crisis, at the same time, necessitates a long preparation which results in a peculiar 
mental state, a kind of depressive condition unknown to the patients themselves, that 
makes them perceive themselves as if they were without defences and in a continuous 
state of alarm.

My viewpoint is that somatic symptoms that have a clear neurobiological origin are 
not directly connected to the con� ict, but rather to a basic psychological and emotional 
constellation in which the function of containing anxiety has become lost.

I think that the panic attack is the expression of the failure of those unconscious 
functions which modulate and monitor emotional states. Under conditions of stress 
it is not possible to utilise that set of unconscious operations which are necessary for 
transforming emotional contents and for making them suitable to the functioning 
of psychic life. In a previous publication (De Masi, 2000) I de� ned as emotive 
unconscious  that set of unconscious functions that allows for the continuous 
presence of those basic conditions that are needed by emotional life. This is the 
function that can be selectively upset and create a certain predisposition to panic 
crises. In other words, what takes place is a breakdown similar to what happens in 
post-traumatic disturbances caused by stress, when an individual in a hypervigilant 
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state suddenly falls prey to terror attacks associatively linked to the traumatic 
episode.

The panic attack, which is a recurrent expression of a suffering of the self, 
indicates that the mind’s protective membrane (Freud, 1920) has been torn. The 
triggering of symptoms, supported by a continuous interplay between psyche and 
soma, is linked to a micro-delusion (limited in time and space and connected to 
certain speci� c objects, places or thoughts) that has its origins in isolation and 
anxiety. The biologically predetermined neurovegetative response, in its turn, in� ates 
the traumatic constructions in the imagination through the determining role of the 
anxiety coming from the body (somatic terror).

In the construction of a panic attack, we could differentiate three closely 
interconnected levels, from the bottom up. The lower level is under the control of the 
amygdala and can set off vegetative and somatic reactions. The intermediate level is 
that of traumatic memory and can build associative links and visual or amnesic images 
that become part of the catastrophic imagination. The top, third level is connected 
to personality structure, child experiences or psychic defences: in other words, to 
that complex dynamic con� guration which not only gives rise to symptoms, but also 
conditions the patient’s whole internal and relational world.

Depending on which etiopathogenic hypothesis is being considered, the various 
therapies are in fact only different in terms of the level at which they intervene. 
Psychoactive drugs, which operate at the lower level, try to decrease the intensity of the 
neurovegetative reactions set off by the limbic system and to � ght the basic depressive 
state. Anxiolytic drugs increase the already present inhibitory neurochemical capacities 
(GABA) against excessive stimulation. Antidepressant drugs, on the other hand, 
increase the serotonine level that lowers anxiety and depression. Cognitive therapy, 
which intervenes at the intermediate level, tries to correct those fear-generating 
perceptive distortions through strategies involving deconditioning and the patient’s 
progressive exposure to the terror-inducing stimuli. Both these approaches have as 
their goals freeing the patient from the symptoms of panic.

Psychoanalytical therapy, which considers the panic attack as a consequence of a 
disturbance in the area of personal identity and of a crisis of defensive organisations, 
aims to intervene at a structural and not merely symptomatic level. As I have said, 
sometimes panic symptoms disappear spontaneously in the course of the analytical 
process, while at other times the panic crisis persists and seems doomed to remain, to 
all intents and purposes, unchanged. Clinical experience has convinced me that in 
all cases it is essential to work during the session on the panic attack, focusing on it 
every time that it presents itself, and asking the patient to describe those sensations, 
perceptions or thoughts that preceded or accompanied it. It is possible, in this way, to 
begin to recognise how symptoms are formed, under which circumstances they are 
more likely to manifest themselves, and which role catastrophic imagination may play. 
Thus, the patient has a chance, in the course of the session, of reliving the traumatic 
event that can then be analysed, shared with the analyst and experienced in a potentially 
conceivable sequence. This kind of analytical work allows patients to acknowledge 
their own contributions to the occurrence of panic attacks and has the bene� t of freeing 
new spaces and energies in the development of the analytical process.
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However, I also want to emphasise that, beyond overcoming the symptoms, 
the road that leads to being forever free from these crises can only be completed 
successfully through an understanding of what is speci� c to the analytical experience 
and to the analysand’s emotional growth. Such an experience is determined by the 
intimate encounter between that individual patient and that individual analyst—an 
encounter which, to my mind, cannot be replaced by any other therapeutic means that 
would merely have as its primary goal the disappearance or extenuation of symptoms. 
In this respect, I would like to emphasise the speci� city of the analytical approach in 
contrast to the neurobiological and traumatic-associative components of the a-speci� c 
con� guration of panic crises.

Translations of summary

Zur Psychodynamik von Panikattacken: eine hilfreiche Integration von Psychoanalyse und 
Neurowissenschaft. Dieser Beitrag versucht, im Lichte neurowissenschaftlicher und psychoanalytischer 
Überlegungen das repetitive Muster von Panikattacken zu erklären. Freud hielt den Angstanfall für 
eine „Aktualneurose“ ohne Kon� iktbeteiligung. Moderne neurowissenschaftliche Erkenntnisse lassen 
vermuten, dass psychosomatische, durch eine Gefahrensituation ausgelöste Reaktionen auf dem durch 
seine Schnelligkeit charakterisierten primitiven Angstschaltkreis (zu dem auch die Amygdala gehört) 
beruhen, aber keine exakten Reaktionen beinhalten und auch durch harmlose Stimuli, die irrtümlich als 
gefährlich wahrgenommen werden, aktiviert werden können. Die traumatische Panik wird im impliziten 
Gedächtnis gespeichert und kann durch einen konditionierten Reiz aktiviert werden, der mit einer 
früheren Gefahrensituation zusammenhängt. In der Panikattacke wird das traumatische Ereignis durch die 
Vorstellung erzeugt, und diese Konstruktion (ein Mikrowahn), erzeugt in Einsamkeit und Angst, hat die 
gleiche Macht wie das reale Trauma. Es kommt zu einem Kurzschluß zwischen Körper und Psyche, in dem 
die Panik die somatischen Reaktionen und die psychische Konstruktion verstärkt. Deshalb ist es wichtig, 
diese Konstruktionen zu fokussieren, um sie analysieren und transformieren zu können. Im zweiten Teil des 
Beitrags untersucht der Autor die wichtigsten psychoanalytischen Theorien der Panikattacken und betont, 
dass die Anfälle seiner Meinung nach aus dem Zusammenbruch der Abwehrorganisation auf verschiedenen 
Ebenen resultiert und in Lebenskrisen auftreten kann. Er stellt zwei Patienten mit Identitätsschwierigkeit
en vor. Die unterschiedlichen Organisationen und Ebenen (biologisch, neurowissenschaftlich, assoziativ, 
traumatisch) der Panikattacke determinieren unterschiedliche therapeutische Verfahren (pharmakologisch, 
kognitiv und psychoanalytisch). Während die psychopharmakologische Behandlung auf die Reduzierung 
der neurovegetativen Reaktion zielt und die kognitive Methode versucht, die Assoziations- und 
Wahrnehmungsprozesse von Angstsignalen zu korrigieren, bildet die psychoanalytische Therapie sowohl 
ein spezi� sches Instrument, um den Patienten von Panikattacken zu befreien, als auch einen unverzichtbaren 
Weg zu emotionalem Wachstum.

La psicodinámica de los ataques de pánico: una integración útil del psicoanálisis y la neurociencia. 
Este artículo intenta explicar el patrón repetitivo del ataque de pánico a la luz de algunas consideraciones 
neurocientí� cas y psicoanalíticas. Freud consideraba al ataque de pánico una ‘neurosis actual’ que no 
involucra proceso con� ictivo alguno. Los últimos hallazgos neurocientí� cos indican que las reacciones 
psicosomáticas, provocadas por una situación peligrosa dependen del primitivo circuito límbico del miedo 
(que incluye la amígdala) caracterizado por su velocidad, pero carente de respuestas precisas y que también 
puede ser activado por estímulos inócuos erróneamente percibidos como peligrosos. El terror traumático es 
almacenado en la memoria implícita y puede ser provocado por un estímulo condicionado que se vincula a 
una situación de peligro previa. En el ataque de pánico, similar a un micro-delirio construido en la soledad 
y en la angustia, el evento traumático creado por la imaginación adquiere el mismo poder que el trauma 
real. Se establece un cortocircuito psicosomático recíproco entre el cuerpo y la psique, en el cual el terror 
refuerza las reacciones somáticas y la correspondiente construcción psíquica. Por ello es importante poner 
de relieve estas construcciones a � n de analizarlas y transformarlas. En la segunda parte el autor revisa 
las principales teorías psicoanalíticas sobre el ataque de pánico y subraya cómo, en su opinión, este es 
consecuencia de la quiebra de la organización defensiva a diferentes niveles y puede aparecer durante 
diferentes períodos de crisis en la vida. El autor presenta material clínico de dos pacientes afectados por un 
dé� cit de identidad personal. Las diversas organizaciones y los distintos niveles (biológico, neurocientí� co, 
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asociativo, traumático) del ataque de pánico determinan los diferentes tipos de enfoque terapéutico 
(farmacológico, cognitivo y psicoanalítico). Mientras el tratamiento psicofarmacológico se dirige a reducir 
la reacción neurovegetativa, y el método cognitivo intenta corregir los procesos asociativos y perceptivos 
de las señales de temor, la terapia psicoanalítica representa tanto un medio especí� co de liberar a los 
pacientes de los ataques de pánico como también una ruta indispensable para su crecimiento emocional.

Étude psychodynamique des attaques de panique: une intégration utile de la psychanalyse et des 
neurosciences. L’article essaie d’expliquer, à la lumière de certaines considérations psychanalytiques 
et neuroscienti� ques, l’aspect répétitif des attaques de panique. Freud considérait l’attaque de panique 
comme une « névrose actuelle » qui n’impliquait pas de processus con� ictuel. De récentes données 
neuroscienti� ques indiquent que certaines réactions psychosomatiques, mises en route par une situation de 
danger, dépendent des circuits primitifs de la peur (incluant l’amygdale), qui sont caractérisés par leur vitesse, 
mais qui manquent de précision dans leur réponses, pouvant ainsi être activés par des stimuli inoffensifs 
perçus de façon erronée comme dangereux. La terreur traumatique est stockée dans la mémoire implicite 
et peut être déclenchée par un ré� exe conditionné lié à une situation antérieure de danger. Dans l’attaque 
de panique, l’événement traumatique est créé par l’imagination, et cette construction (un micro-délire), 
bâtie dans la solitude et l’anxiété, a un pouvoir identique à celui d’un traumatisme réel. Un court-circuit 
psychosomatique mutuel entre corps et psyché, au sein duquel la terreur renforce les réactions somatiques 
et la construction psychique, est alors établi. Il est donc important de mettre en lumière ces constructions 
de façon à les analyser et à les transformer. Dans la seconde partie de l’article, l’auteur passe en revue les 
principales théories psychanalytiques concernant les attaques de panique, en soulignant comment, selon 
lui, l’attaque de panique est la conséquence de la rupture à différents niveaux de l’organisation défensive 
et peut apparaître lors de périodes de crise existentielle. Deux patients souffrant d’un dé� cit d’identité 
personnelle sont présentés. Les différents organisations et niveaux (biologique, neuroscienti� que, associatif, 
traumatique) de l’attaque de panique déterminent des approches thérapeutiques diverses (pharmacologique, 
cognitive et psychanalytique). Alors que le traitement psychopharmacologique a pour but de réduire la 
réaction neurovégétative, et que la méthode cognitive tente de corriger les processus associatifs et perceptifs 
des signaux de peur, la thérapie psychanalytique constitue à la fois un moyen spéci� que de libérer les 
patients de leurs attaques de panique et le chemin indispensable vers leur maturation émotionnelle.

Psicodinamica degli attacchi di panico: un’utile integrazione tra psicoanalisi e neuroscienze. Lo scopo 
di questo lavoro è di chiarire, alla luce di alcune scoperte neuroscienti� che e dell’esperienza psicoanalitica, 
la struttura e il funzionamento del pattern ripetitivo dell’attacco di panico. Freud considerava l’attacco di 
panico una ‘nevrosi attuale’ che non implicava alcun processo con� ittuale. L’autore sostiene che, come 
indicano recenti ipotesi neuroscienti� che, le imponenti reazioni psicosomatiche scatenate da una situazione 
di pericolo dipendono dall’attivazione del primitivo circuito limbico della paura caratterizzato dalla rapidità, 
ma manca di reazioni precise e può anche essere attivato da stimoli innocui percepiti erroneamente come 
pericolosi. Il terrore traumatico è immagazzinato nella memoria implicita e può essere scatenato da uno 
stimolo condizionato legato a una precedente situazione di pericolo. Nell’attacco di panico, simile a un micro 
delirio costruito nella solitudine e nell’angoscia, l’evento traumatico creato dall’immaginazione acquisisce 
lo stesso potere del trauma reale. Nel corso del tempo, tra corpo e psiche si stabilisce un corto circuito in 
cui il terrore rinforza le reazioni somatiche e le corrispondenti costruzioni psichiche. ̈  quindi importante 
evidenziare queste costruzioni allo scopo di analizzarle e trasformarle. Nella seconda parte dell’articolo 
l’autore esamina le principali teorie psicoanalitiche sugli attacchi di panico sottolineando come, secondo 
lui, l’attacco di panico derivi dalla rottura di un preesistente equilibrio difensivo a vari livelli, e spesso possa 
comparire nel corso di crisi esistenziali. Egli presenta il materiale clinico di due pazienti con de� cit d’identità 
in analisi. Le varie organizzazioni e i diversi livelli (biologico, neuroscienti� co, associativo, traumatico) 
dell’attacco di panico determinano i diversi tipi d’approccio terapeutico (farmacologico, cognitivo e 
psicoanalitico). Mentre il trattamento psicofarmacologico tende a ridurre la reazione neurovegetativa e 
il metodo cognitivo tenta di correggere i processi associativi e percettivi dei segnali di paura, la terapia 
psicoanalitica è allo stesso tempo un mezzo speci� co per liberare i pazienti dagli attacchi di panico e un 
percorso indispensabile per la loro crescita emotiva.
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