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ther attacks and their implications. No drug abuse, medi-
cation intake, criteria for other anxiety disorders, or ago-
raphobia was present. A diagnosis of panic disorder was
presumed, and the patient was treated with bromazepam
without benefit. Neurological consultation was then
requested. General neurological examination was normal.
Blood and urine tests, including thyroid hormones, were
unremarkable. Magnetic resonance imaging (MRI)
revealed a tumor on the left dorsal anterior cingulate (Fig-
ure 1). An electroencephalogram (EEG) showed epilepti-
form frontal discharges (left >right) during a panic attack.
The patient started carbamazepine with complete disap-
pearance of panic attacks. He underwent neurosurgical
radical resection of grade II ganglioglioma that did not in-
vade the corpus callosum or surrounding structures. After
resection, carbamazepine was discontinued without reap-
pearance of panic attacks.

This case underscores the importance of ruling out general
medical conditions for panic disorder diagnosis. The differ-
ential diagnosis between panic disorder and partial epileptic
seizures on the basis of symptoms is sometimes challenging
(1). In light of this case report, it would be prudent for patients
with similar short duration (<2 minutes) of the episodes or
loss of muscle tone to have an EEG and MRI before a diagno-
sis of panic disorder is determined. Partial temporal lobe epi-
lepsy and panic disorder have overlapping symptoms; how-
ever, this is the first report of left frontal seizures from a left
dorsal anterior cingulate brain ganglioglioma (<0.1% among
brain tumors) that presented as panic disorder. The EEG find-
ings and the good response to carbamazepine and tumor re-
moval further support the hypothesis of partial seizures (1).

The most prevailing neuroanatomical model suggests that
panic disorder patients may have an especially sensitive lim-
bic “fear network” involving the amygdala and related brain
areas, including the cingulate (2, 3). This model is consistent
with converging experimental evidence that indicates a role
of the left dorsal anterior cingulate in the pathogenesis of
panic disorder (4).
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Correction
In the article “Reduced Amygdala Response to Fearful Expressions in Children and Adolescents With Cal-

lous-Unemotional Traits and Disruptive Behavior Disorders,” by Abigail A. Marsh et al. (published online Feb-
ruary 15, 2008; doi: 10.1176/appi.ajp.2007.07071145), in Table 2, in the heading for the F values, the degrees of
freedom should have been listed as “2, 33.”

FIGURE 1. Magnetic Resonance Imaging of Patienta

a Sagittal (A) and coronal (B) gadolinium-enhanced T1-weighted sections of the left dorsal anterior cingulate tumor (Talairach coordinate: 
–12.5, 9.6, 44.1; Montreal Neurological Institute: –12.6, 8.3, 4.8). R=right side; L=left side.

A B

R L


