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Aim. To study the psychosomatic relationships and quality of life (QOL) of patients with paroxysmal supraventricular tachycardia
(SVT) depending on the presence or absence of panic attacks (PA) in comparison with patients with heartbeat against the background
of somatoform autonomic dysfunction.

Material and methods. The study included patients with SVT and heart attacks due to sinus tachycardia in the context of somatoform
autonomic disorder (SAD). All patients were interviewed to identify anxiety and depressive disorders (Hospital Anxiety and Depression
Scale [HADS] and Hamilton's Depression Scale), QOL assessment (SF-36 questionnaire), and they were also consulted by a psychiatrist
who established the presence or absence of PA. According to a visual analogue scale, in points from 0 to 6, we assessed the general
state of our patients health (0 points corresponded to complete health, and 6 points corresponded to a serious illness) and the effect
of heartbeat on well-being (0 points - no arrhythmia, 6 points - arrhythmia «nterferes with life»).

Results. The study included 96 patients: 60 with SVT (21 men, 39 women, average age was 51 [33; 61] years) and 36 with heart
attacks caused by sinus tachycardia in the framework of somatoform autonomic disorder (10 men, 26 women, average age was 33
[27; 41] years). Panic disorder was diagnosed in the SVT group in 17 patients, accounting for 28.3%. Only 7 patients (41%) could
clearly differentiate between SVT and PA attacks. The low sensitivity of the HADS questionnaire in patients with SVT determined the
need to consult a psychiatrist for the diagnosis of panic disorders.

Conclusion. PA is typical for 28.3% of patients with SVT. The combination of SVT with PA reduces the QOL of patients due to its
mental components, including due to the more frequent occurrence of depressive symptoms. Patients with SAD subjectively perceive
the heartbeat as a more significant factor affecting health, compared with patients with SVT. Difficulties in the differential diagnosis of
PA and SVT paroxysms in real clinical practice often lead to the appointment of the same therapy without taking into account the dif-
ferences in the genesis of heartbeats.

Key words: supraventricular tachycardia, somatoform autonomic disorders, panic attack, quality of life, anxiety, depression.
For citation: Tsaregorodtsev D.A., Shelukha P.A., Romasenko L.V., Beraya M.M., Sokolov A.V. Panic Attacks in Patients with Supraven-

tricular Tachycardia: Problems of Differential Diagnosis and Impact on Quality of Life. Rational Pharmacotherapy in Cardiology
2021;17(6):860-866. DOI:10.20996/1819-6446-2021-12-09.

*Corresponding Author: polina.shel@rambler.ru

Received: 03.11.2021
Accepted: 14.12.2021

860 Rational Pharmacotherapy in Cardiology 2021;17(6)



Panic attacks in patients with SVT

Introduction

Heartbeat are one of the most common complaints
[1, 2], the frequency of which in cardiac patients is up to
40% [3]. Of particular importance is the heartbeat, which
occurs paroxysmal. This symptom is caused by cardiac ar-
rhythmias in 38-81% of cases [4, 5], among which
paroxysmal supraventricular tachycardias (SVT) prevail in
the absence of structural heart disease, especially in young
patients [6]. But in this cohort, the proportion of heartbeats
with a psychogenic nature (31%) is practically comparable
to the frequency of cardiac arrhythmias (43%) [5] and is
significantly higher than in older patients (4.7%) [4].
Therefore, if a young patient without structural heart
disease goes to a polyclinic, and if he complains of parox-
ysmal heartbeat, the doctor, as a rule, is faced with the
task of differential diagnosis of cardiac arrhythmias and
sinus tachycardia caused by somatoform autonomic dys-
function, most often within the framework of the panic
attack (PA) symptom complex [7].

PA — an attack of anxiety and fear, accompanied by
various somatovegetative symptoms. If recurrent PAs are
not limited to any special situation or complex of circum-
stances and, therefore, they are unpredictable, then this
is a panic disorder, which according to ICD-10 refers to
anxiety-phobic states [8]. We note that it's the heartbeat
that is most often detected in patients with PA of all
somatic complaints: in 68% of patients with a history of
less than 1 year and up to 90% of cases with a longer
course of panic disorder [8]. PA is related to SVT paroxysm
with a sudden onset of an attack, a rhythmic heartbeat, a
possible combination with shortness of breath, chest dis-
comfort, and dizziness [9]. The presence of anxiety, which
is the PA essence, is also quite natural for the SVT paroxysm
[10]. At the same time, somatoform symptoms in PA (in
particular, heartbeat) may prevail over feelings of anxiety
and fear. Thus, when tachycardia at the time of a heartbeat
attack is not registered on an electrocardiogram (ECG),
the differential diagnosis of SVT and PA attacks, based
only on a clinical picture assessment, can be difficult. Ac-
cording to the literature, up to 54% of cases of undocu-
mented SVT were initially regarded as PA [7], and vice
versa, we assume that up to 20% of PA can be considered
by doctors as SVT paroxysms [10]. The high error rate is
easily explained by the prevalence of PA in the population
- up to 13.2% of people during their lifetime [11], which
exceeds the prevalence of SVT (2.25 per 1,000 people)
[13]. Therefore, of particular interest may be patients in
whom SVT and PA attacks are combined and can occur
not only simultaneously («vegetative coloration» of SVT
paroxysm), but also independently of each other. Data on
the frequency and significance of such a combination are
scarce and contradictory [1, 7].

The study aim was to study the psychosomatic rela-
tionships and quality of life (QoL) in patients with parox-

ysmal SVT depending on the presence or absence of PA in
comparison with patients without somatic pathology with
heartbeat against the background of somatoform autonomic
dysfunction (within the framework of other psychopatho-
logical disorders).

Materials and methods

The study, approved by the local ethics committee, in-
cluded patients who submitted complaints of heartbeat
attack in the period from 2018 to 2020 at the University
Clinical Hospital No. 1 (Sechenov University), and signed
voluntary informed consent. The exclusion criteria were
the presence of structural heart disease (coronary heart
disease, congenital and acquired heart defects, left ven-
tricular hypertrophy of any genesis, cardiomyopathy, in-
filtrative heart disease), the presence of implantable an-
tiarrhythmic devices, canalopathy, age <18 years, preg-
nancy, breastfeeding, the presence of significant con-
comitant diseases affecting QoL (oncological diseases,
diabetes mellitus, autoimmune diseases, lung diseases
occurring with broncho-obstructive syndrome or respiratory
failure, liver and kidney disease), any form of atrial
fibrillation or atrial flutter, paroxysms of ventricular tachy-
cardia, frequent supraventricular or ventricular premature
beats, anemia (hemoglobin level <120 g/I), thyrotoxicosis,
patient refusal to participate in the study.

The study included 96 patients (31 men and 65
women). The diagnosis of SVT was made on the basis of
an ECG recorded at the time of paroxysm or during a
transesophageal electrophysiological study (EPS), and
was verified during an intracardiac EPS. The diagnosis of
sinus tachycardia in the framework of somatoform auto-
nomic disorder (SAD) was verified using an ECG recorded
at the time of heartbeat (including Holter ECG monitoring),
as well as in the absence of induction of any other rhythm
disturbances during transesophageal EPS. All patients
were interviewed to identify anxiety and depressive
disorders (Hospital Anxiety and Depression Scale (HADS),
Hamilton's Depression Scale) and QoL assessment using
the Russian version of the SF-36 questionnaire [12], and
they were also consulted by a psychiatrist who established
the presence or no history of PA. When assessing QoL, we
calculated scores on the scales of physical functioning
(PF), role activity (RA), bodily pain (P), general health
(GH), vitality (V), social functioning (SF), emotional state
(ES) and mental health (MH), the total indicator of physical
health (PH,,) (according to the first four scales) and the
total indicator of mental health (MH,,,,)) (according to the
scales from 4 to 8), as well as the average indicator of
quality of life (Qol,,). When we used the HADS question-
naire, a score of 8-10 on one of the scales indicated sub-
clinical anxiety or depression, 11 scores and above indicated
clinically significant anxiety or depression. The Hamilton's
Depression Scale was completed during the clinical interview.

Rational Pharmacotherapy in Cardiology 2021;17(6)

861



Panic attacks in patients with SVT

The total score was determined according to the first 17
points (9 of which were scored from 0 to 4, and 8 were
scored from O to 2). A total score of 8 to 13 was interpreted
as mild depressive disorder, 14 to 18 — moderate depressive
disorder, 19 to 22 — severe depressive disorder, more
than 23 — extremely severe depressive disorder. In addition,
we have developed a visual analogue scale for the subjective
assessment of general health and the effect of heartbeat
on their well-being. All patients were asked to evaluate in
scores from 0 to 6 their general state of health and the
effect of heartbeat on well-being: in the first scale, 0
scores corresponded to complete health, and 6 corre-
sponded to a serious illness. In the second scale, 0 scores
meant that the arrhythmia was not felt, and 6 scores
meant that the arrhythmia «prevents them from living».

Statistical processing of the results was carried out
using the SPSS software version 23.0. Data are presented
as median (Me) and interquartile range [25%; 75%] or
% of the total number of patients. The statistical significance
of the differences was assessed using nonparametric
methods: Mann-Whitney's, Wilcoxon's, y? tests. The prob-
ability p<0.05 was considered sufficient to conclude that
the differences between the variation series were significant.
The difference between the values was regarded as having
a tendency towards statistical differences at p>0.05
but <0.1.

Results

Paroxysmal SVT was diagnosed in 60 (21 men, 39
women, average age was 51 [33; 61] years) of the
patients included in the study (n=96): paroxysmal atri-
oventricular nodal reciprocal tachycardia was diagnosed
in 38 (63.3%) patients, 21 (35%) patients were diagnosed
with orthodromic tachycardia, 1 (1.7%) patient was di-
agnosed with paroxysmal atrial tachycardia. The duration
of the anamnesis averaged 9.5 [4; 20] years, the frequency
of attacks was 1.3 [0.3; 4.0] per month, the average
heart rate at the time of paroxysm was 170 [155; 199]
beats per minute. 36 patients (10 men, 26 women,
average age was 33 [27; 41] years) with no somatic dis-
eases had a heartbeat attack due to sinus tachycardia
within the SAD, comorbid to other psychopathological
syndromes. Patients in the SAD group were comparable
by gender to SVT patients (p=0.308) but were significantly
younger (p<0.001).

Panic disorder was diagnosed in the SVT group in 17
patients, accounting for 28.3%. PA, as a rule, in addition
to a rapid heart rate, proceeded with a feeling of lack of
air, tremors, general weakness, increased sweating, and
avoidance behavior. Only 7 out of 17 patients (41%)
could clearly differentiate between SVT and PA attacks.
The groups of patients with the presence and absence of
PA were comparable in terms of gender, but the patients
with PA were somewhat younger (p=0.082) (Table 1).

The main characteristics of SVT attacks in the groups with
PA and without PA didn't differ significantly: the frequency
of attacks per month was 3 [0.3; 6] and 1 [0.3; 4]
(p=0.541), the heart rate at the time of paroxysm was
160 [152; 198] and 170 [160; 200] (p=0.560), the
duration of arrhythmic anamnesis was 14 [5.5; 24.5]
and 9 [3; 20] (p=0.470), time to SVT diagnosis was 6
[0.5; 24.5] and 5 [2; 19] (p=0.987), the method of
stopping paroxysm was determined independently (65%
versus 35%) or with medical assistance (40% versus
60%; p=0.070). Also, the patients’ assessments of their
health in general and the effect of arrhythmias on it turned
out to be comparable (see Table 1).

The use of the HADS questionnaire in patients with
SVT didn't reveal significant differences in the frequency
of anxiety and depressive disorders with or without a
history of PA. But a survey of patients by a doctor using
the Hamilton's scale showed signs of depression in 24%
of patients in the group with PA and only in 2% of patients
in the group without PA (p=0.008). The results of the
questionnaires were comparable in the case of clinically
significant depression according to the HADS data, but
the use of the Hamilton's scale allowed us to additionally
identify 4 cases of depression, 2 of which were defined
by the HADS questionnaire as subclinical, and 2 cases
were not recognized. The total coincidence of the results
of the patients’ questionnaire survey and the survey
by the doctor in diagnosing depression was 38% (see
Table 1).

Average QoL was significantly worse in patients with a
combination of SVT and PA (p=0.04), which was explained
by a decrease in the physical and mental components of
QoL compared with patients without PA (Table 2). Thus,
the physical condition of patients with PA to a greater
extent limited the performance of their daily duties, and
such patients had reduced vital activity, felt more «tired»,
experienced fewer positive emotions, were more often
characterized by anxiety and depressive experiences com-
pared with patients with SVT without PA. Comparison of
patients with SVT and SAD showed that the feeling of
rapid heartbeat associated with sinus tachycardia, with a
similar self-assessment of health in general, was subjectively
worse tolerated by patients with SAD and was perceived
as a more significant factor affecting well-being, compared
with paroxysms of true rhythm disturbances in patients
with SVT (see Table 1).

Based on the results of collecting anamnesis and ana-
lyzing medical records, we compared the treatment of
patients with SVT and SAD before they were included in
the study. There were no significant differences in the fre-
quency of prescribing drugs with antiarrhythmic activity
(p=0.236): beta-blockers were received by 28.3% and
30.6% of patients, respectively, calcium channel blockers
were received by 6.7% and 8.3% of patients, antiar-
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Table 1. Demographic indicators and results of questioning the patients of the studied groups

Indicator SVT SVTwithPA  SVT without PA SAD
(n=60) (n=17) (n=43) p (n=36) p

Men, n (%) 21(35.0) 5(29.4) 16(37.2) 0.571* 10/26 0.903*
0.374t

Age, years 51(33;61] 38(30;57] 54[37,66] 0.082* 33[27;41] 0.095*
<0.001%

HADS questionnaire, n (%)

Lack of anxiety 41(68) 13(76) 28 (65) 0.190* 19(53) 0.206*

Subclinical anxiety 12(20) 1(6) 11(26) 8(22) 0.172t

Clinical anxiety 7(12) 3(18) 4(9) 9(25) 0.190¢

Lack of depression 54 (90) 14(82) 40(93) 0.221* 30(83) 0.518*

Subdlinical depression 5(8) (18) 2(5) 4(11) 0.402f

Clinical depression 1(2) 0 1(2) 2(6) 0.500¢

Hamilton's scale, n (%)

Lack of depression 55(91.6) 13(76.0) 42 (98.0) 0.008* 18(50.0) 0.068*

Having depression 5(8.4) 4(24.0) 1(2.0) 18(50.0) <0.001t
<0.001%

Severity of depression:

*Mild 4(6.7) 3(18.0) 1(2.0) 1.000* 9(25.0) 0.736*
* Moderate 1(1.7) 1(6.0) 0 5(14.0) 0.814f
* Severe 0 0 0 2(5.5) 0.610¢
+ Extremely severe 0 0 0 2(5.5)

Self-assessment (visual analogue scale)

General health, scores 2[1:3] 310;3.5] 2[1;3] 0.681* 201:3] 0.884*
0.572t
0.623¢

The arrhythmia effect on well-being, scores 413;5] 41[3;5.5] 4[3;5] 0.867* 5[4:6] 0.104*
0.029t
0.020#

* — compared to SVT with PA, t = compared to SVT with PA, ¥ - compared to SVT

SVT - supraventricular tachycardia, PA - panic attack, SAD - Somatoform Autonomic Disorder, HADS - Hospital Anxiety and Depression Scale

rhythmic Class IC drugs were received by 11.7% and
2.8% of patients from the number of patients in the
group. The frequency of prescribing psychotropic therapy
in the SAD group was 4.2 times less than the rhythm of
the accelerating/antiarrhythmic therapy (p <0.001). Only
5 patients (14%) in the SAD group received psychotropic
therapy before they were included in the study. The
duration of the anamnesis of these five patients was sig-
nificantly longer than in patients who received only rhythm-
reducing therapy or didn't take any drugs (3.0 [1.5-22.5]
versus 0.5 [0.25; 2] years; p=0.008). In the SVT group,
5 patients (8%) also received psychotropic therapy for
PA, which didn't differ significantly from the SAD group
(p=0.389).

Subjectively, patients with SVT were more limited in
exercise performance (PF score) than patients with SAD
(p=0.037; see Table 2), which could be explained by dif-
ferences in the average age of the groups in addition to
the presence of tachycardia paroxysms. But Qol,, was

significantly worse (p<0.001) in patients with SAD due
to a decrease in mental components on the V (p=0.047)
and MH (p=0.033) scales, a tendency towards a decrease
in SF (p=0.053), ES (p=0.071), which ultimately resulted
in a statistically significant decrease in MH,y, (p<0.001)
(see Table 2). This fact can be explained by the higher fre-
quency of patients with depressive symptoms and severe
depression according to the Hamilton's questionnaire in
the SAD group. At the same time, the use of the HADS
questionnaire allowed us to diagnose clinically significant
depression 8 times less frequently (see Table 1). The fre-
quency of anxiety detection in the SAD and SVT groups
didn't differ significantly, as well as the frequency of PAin
history (44.4% versus 28.3%, respectively; p=0.108).
Patients with SVT and PA in anamnesis were comparable
to patients with SAD in terms of gender, age, frequency
of anxiety disorders, self-assessment of the arrhythmia
effect on well-being, and most indicators of the physical
and mental component of QoL. Only MH,,, was significantly
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Table 2. Indicators of quality of life (SF-36) in the studied groups

SVT with PA
(n=17)

Qol indicator SVT
(n=60)

SVT without PA p SAD p
(n=43) (n=36)

Physical functioning, scores 85[70;90] 85[70;90]

0.207*
0.039f
0.037+

85 [65,90] 0.722* 90{75;95]

Role activity, scores 75[0;100] 5010;75]

0.032* 0.289*
0.175t

0.537+

75 [25;100] 50 [0;100]

Body pain, scores 80[51;100] 62[42,92]

0.707*
0.125f
0.304#

84[51;100] 62[51:84]

General health, scores 67[52;75] 62[49;74]

0.292* 0.468*
0.809f

0.636*

67[52,75] 69 [48;87]

Viability, scores 65[50;75] 50[30;70]

0.031* 0.702*
0.005f

0.047#

65 [55:75] 50[36;70]

Social functioning, scores 88[63;100] 63 [56;100]

0.961*
0.013f
0.053*

100 [75;100] 0.065* 75[51;100]

Emotional state, scores 67[42;100] 67(33;100]

0.850* 0.248*
0.0811

0.071%

67[67;100] 3418;100]

Mental health, scores 70[60;84] 64 [44,68]

0.007* 0.924*
0.0051

0.033¢

76 [64;84] 62 [44;76]

Total indicator of physical health, scores 52 [45;58] 50 [46;57]

0.455* 0.782*
0.320f

0.382¢

53[45;58] 50 [44;57]

Total indicator of mental health, scores 55[50;62] 53[43;57]

0.030* 0.031*
<0.001t

<0.001#

59[51;63] 42 [34;56]

Average indicator of quality of life, scores 55[49;58] 54[49;57]

0.040* 48 [42;51] 0.076*
<0.001t

<0.001%

55 [50;58]

* — compared to SVT with PA, t - compared to SVT with PA, # - compared to SVT

SVT - supraventricular tachycardia, PA - panic attack, SAD - Somatoform Autonomic Disorder, QoL - quality of life

worse in the SAD group (p=0.031), which caused a trend
towards lower Qol,, in this group (p=0.076; see Table
2). This fact can be explained by the trend towards a
higher frequency of depressive disorders in the SAD group
(p=0.068), as well as by the presence of patients with
severe forms of depression.

At the same time, patients with SVT without PA were
significantly older than patients with SAD (p<0.001) and
had a lower PF (=0.039) but all QoL indicators associated
with MH in patients with SVT without PA were significantly
higher (see Table 2), and the self-assessment of the ar-
rhythmia effect on well-being was significantly lower (see
Table 1) than in patients with SAD. The frequency of de-

pression diagnosed using the Hamilton’s questionnaire
differed significantly (50% in the SAD group versus 2%
in the SVT group without PA; p<0.001), while there were
no significant differences in the frequency of anxiety de-
tection in these groups of patients.

Discussion

The relevance of the differential diagnosis of SVT and
PA, as well as the complexity of timely diagnosis when
combined, are stated by most authors [9, 13], but de-
scriptions of individual clinical observations prevail in the
literature [9, 11], and original studies are rare [1, 7]. At
the same time, the frequency of detection of PA in patients
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with SVT depended on the diagnostic method used by
the authors. For example, internist doctors in the classic
study by T.J. Lessmeier et al. diagnosed panic disorder
retrospectively according to the criteria of the Diagnostic
and Statistical Manual of Mental Disorders, Fourth Edition
[14]. Criteria for panic disorder were identified in 67 % of
patients with SVT, which was met with controversy among
psychiatrists. In general, the incidence of PA appears to
be overestimated in 12.5% of outpatients of cardiac
profile against the background of diagnosis of panic dis-
orders in the study by T.J. Lessmeier et al [15]. Similar
results could be obtained with formal accounting of symp-
toms, many of which are common to SVT and PA [9]. Ac-
cording to E. Kitzlerov et al., in whose work the anxiety
level in patients with SVT was, on the contrary, unusually
low, the opposite problem arises when using questionnaires
filled out by the patients themselves [1]. Many symptoms
are perceived by patients as an integral part of the physical
illness and are not reflected in the answers to questions
regarding MH. Therefore, the approach taken by us, com-
bining questioning with a consultation with a psychiatrist,
is the most rational, and the frequency of PA in patients
with SVT in 28.3% more adequately reflects the true
picture. At the same time, the low percentage of diagnostics
of clinically significant anxiety when using the HADS ques-
tionnaire even in the group with undoubted PA, possibly
due to dissimulation, may limit the use of this technique
as a screening for anxiety disorders in patients with SVT.
The incidence of depression among our patients with SVT
was low (about 8%), which is very close to the results
obtained by E. Kitzlerova et al. [1]. 80% of depression
cases were diagnosed in patients with PA. The presence
of PA had a negative effect on the QoL of patients, and
this effect was more significant than the features of the
SVT itself course. A similar opinion was previously expressed
by T. Arentz [9]. Patients with SVT and PA in many of the
studied characteristics (most of the QoL indicators, self-
assessment of the arrhythmia effect on health) were
similar to patients with SAD. We can assume that anxiety-
depressive disorders in SVT have different origins. In
addition to nosogenic mental reactions, where the disease
(in this case SVT) acts as a traumatic factor and trigger in
the development of mental disorders, we also can't exclude
the combination of somatic pathology with an independent
mental illness in some patients [16]. Further observation
of patients after elimination of arrhythmia using catheter
ablation and assessment of their mental status in dynamics
will allow us to determine the proportion of such patients
among patients with SVT. In a study by T.J. Lessmeier et
al., it was 4%; however, some patients didn't undergo
surgery but received antiarrhythmic therapy, which may
have influenced the results obtained [7]. QoL improvement
after successful catheter ablation of SVT has been previously
shown in a number of studies but the dynamics of anxi-

ety-depressive disorders and the need for psychotropic
therapy after arrhythmia elimination need to be clarified
[17]. Another aspect considered in our work is the
treatment approaches of outpatient doctors to young pa-
tients with complaints of a rapid heart rate. Also, the
therapy given to patients with SVT and SAD before hospi-
talization didn't differ in the frequency of use of antiar-
rhythmic drugs, or in the frequency of use of psychotropic
drugs. Thus, cardiologists and therapists prescribed almost
the same symptomatic treatment for a rapid heart rate of
a completely different genesis. The high frequency of pre-
scribing beta-blockers in this group of patients, in our
opinion, has two explanations. Traditionally, neurocirculatory
dystonia (actually a synonym for SAD) was considered in
Russian cardiology as a functional disorder of the cardio-
vascular system, which justified the disease manifestation
correction with drugs affecting the autonomic nervous
system [18]. On the other hand, patients are far from
always referred to a psychiatrist for appropriate treatment,
even assuming a psychiatric component of clinical symp-
toms. Thus, only ECG recording at the moment of a rapid
heart rate and/or EPS data can guarantee the choice of
an adequate approach in the treatment of such patients.
The limitation of our study is the sample size of patients,
as well as differences in the age of patients with SVT and
SAD. But if the physical and mental components of Qol
decrease with age in the general population [12], then in
our study patients with SVT were characterized by higher
rates of MH compared with younger patients with SAD.
Continuing studies on samples characterized by greater
homogeneity will allow us to clarify our conclusions.

Study limitations. The limitation of our study is the
sample size of patients, as well as differences in the age
of patients with SVT and SAD. Continuing studies on
samples characterized by greater homogeneity will allow
us to increase the power and clarify the results of this
studly.

Conclusion

PA is characteristic of 28.3% of patients with SVT. Less
than half of these patients differentiate between rapid
heart rates in PA and SVT paroxysm. The combination of
SVT with PA reduces the QoL of patients due to its mental
components, including due to the more frequent occurrence
of depressive symptoms. Patients with SAD subjectively
perceive the rapid heart rate as a more significant factor
influencing health, compared with patients with SVT, and
have a lower value of the total indicator of mental health,
even compared to patients with a combination of SVT
and PA. Difficulties in the differential diagnosis of PA and
SVT paroxysms in real clinical practice often lead to the
appointment of the same therapy without taking into ac-
count the differences in the genesis of heartbeats. Further
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studies is needed to elucidate the genesis of panic disorders
in patients with SVT and to determine the optimal tactics
for their correction.
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