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When the Body Feels Like Panic: Autonomic and
Metabolic Mimics of Psychiatric Distress

Abstract

Palpitations, trembling, dizziness, nausea and a sense of impending danger are commonly experienced during
anxiety, yet these sensations may also accompany arrhythmias, hypoglycemia, orthostatic intolerance,
medication effects and endocrine illness. This essay argues for a bidirectional model of bodily arousal and
interpretation. The brain may recognize a physiologic disturbance as threat, while fear itself can amplify bodily
signals. Neither mechanism negates the other. Better care begins by distinguishing them, rather than assigning
every unexplained symptom to either “just anxiety” or an exotic metabolic cause.

A feedback loop between body and interpretation

Autonomic arousal can accelerate heart rate, change breathing, alter gastrointestinal motility and narrow
attention toward perceived danger. Those physiological changes may be generated partly by fear, or may
precede the fearful interpretation. A person experiencing an unexpected heartbeat can become frightened; fear
may then accelerate the heartbeat further. The resulting cycle is real even when no structural heart disease
exists. But the existence of a plausible panic cycle must not obscure a potentially dangerous arrhythmia or
endocrine condition.

The Covenant Psychiatry text emphasizes measurable inputs such as sleep, hydration, autonomic response,
stimulant use and meal timing. These are reasonable features to consider because they can influence subjective
arousal. Their value lies in context and differential diagnosis, not in proving that every anxiety disorder
originates in sodium deficiency, bile congestion or a particular food.

Distinguishing mimics from amplifiers

A medical mimic directly creates a presentation resembling a psychiatric syndrome. An amplifier makes an
existing vulnerability harder to manage. Hypoglycemia can cause adrenergic symptoms and confusion;
hyperthyroidism can produce tremor and palpitations; certain drugs or withdrawal states can increase arousal.
Sleep deprivation can intensify emotional reactivity without constituting a separate endocrine disorder. Chronic
pain, trauma and interpersonal danger can similarly amplify the experience of autonomic activation.

The categories often overlap. Someone with panic disorder can also have dysautonomia; someone with a cardiac
arrhythmia can understandably develop anticipatory anxiety. A mature formulation allows coexisting causes and
resists the pressure to choose one explanatory identity.

The danger of supplementation as diagnosis

Relief after drinking water, eating food or resting is a useful personal observation but not necessarily evidence of
a specific deficiency. A person's response may reflect time, expectation, reduced stimulation, a spontaneous
physiologic adjustment or a true correctable abnormality. Potassium and sodium interventions in particular are
not universally benign; kidney disease, medication interactions and other conditions can make them hazardous.
Clinicians should not infer electrolyte requirements merely from a patient's subjective sense of calm.
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Similarly, an apparent improvement after a “bile support” product does not confirm a diagnosis of bile
stagnation. Objective abnormalities, clinical history, physical examination and appropriate investigations provide
the basis for identifying a treatable medical cause.

A humane diagnostic posture

Psychiatric symptoms should be taken seriously without treating patients as incapable of accurately reporting
physical experiences. Physical symptoms should be evaluated without implying that a normal initial test proves
they are imaginary. Anxiety and medical illness are not competing forms of legitimacy. Both deserve careful
assessment, and both may benefit from supportive attention to breathing, sleep, environment and distress.

The conceptual claim is that many psychiatric presentations are embodied, and careful assessment of that
embodiment can improve diagnostic precision. The responsible version of terrain medicine is neither automatic
medication nor automatic dietary restriction, but an effort to understand the causal pattern beneath the
symptoms.

The body's alarm system can generate psychiatric-looking symptoms

Rapid heartbeat, tremulousness, sweating, dizziness, nausea, air hunger and an impending sense of danger can
arise through autonomic activation. Such signals also appear during panic attacks, which means symptom
resemblance cannot establish which mechanism initiated the episode. Hypoglycemia, thyrotoxicosis, arrhythmia,
stimulant exposure, dehydration and selected medication effects are examples of medical causes or contributors
that merit consideration when history and examination support them. Some patients develop anxiety secondarily
after recurrent unpredictable physical events; others experience primary anxiety that amplifies bodily
sensations. A good clinical account may therefore involve both a medical trigger and a learned vigilance loop.
Dismissing all symptoms as psychological or attributing all distress to hidden metabolic pathology are
mirror-image errors.

The timeline can distinguish trigger from amplifier

A symptom diary should record onset, duration, posture, meals, activity, medications, caffeine, sleep and
accompanying physical findings. Sudden symptoms with exertion or syncope can have different implications
from distress building during anticipation of a feared situation. A measured glucose value during an episode is
more informative than an assumption that hunger means low blood sugar. Orthostatic vital signs may help when
dizziness relates to standing; rhythm monitoring may be appropriate for selected unexplained palpitations. No
single test should be applied indiscriminately. Instead, the history generates competing predictions, and
observations are collected when they can meaningfully separate them. This is the operational meaning of
treating psychiatric symptoms as possible downstream physiology.

A feedback-loop design for research

A longitudinal study could recruit people with recurrent panic-like episodes and assess them using standard
psychiatric instruments together with targeted medical evaluation. Participants would be classified by
prespecified, verified contributors rather than vague biomarker clusters. Investigators could then test whether
treating documented sleep apnea, thyroid dysfunction or another relevant condition reduces episodes beyond
expected improvement from ordinary psychiatric care. Where no medical cause is identified, evidence-based
psychological interventions remain appropriate. Repeated measures could clarify whether improvement in
physiological markers precedes reduced fear, or whether reduced fear precedes improved autonomic measures.
That sequence is crucial for causal attribution.
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What the model should never become

A physical explanation must not be used to invalidate a person's psychological experience, and a psychiatric
diagnosis must not be used to deny physical examination. An individual can have both arrhythmia and anxiety,
or both autonomic instability and panic disorder. Supplement trials and restrictive diets are poor substitutes for
diagnosing potentially serious causes of palpitations or fainting. Chest pain, severe breathlessness, altered
consciousness and other alarming symptoms require appropriate urgent assessment. The Institute's best thesis
is not that psychiatry is mistaken whenever the body is involved. It is that symptom categories become more
accurate when clinicians investigate which physiological inputs, interpretations and feedback loops actually
sustain the distress.

A dual diagnosis may explain more than either label alone

People sometimes develop anticipatory anxiety after repeated episodes of palpitations or dizziness. The fear can
then amplify autonomic symptoms, creating a cycle even if the original trigger is corrected. Conversely, people
with anxiety may also develop unrelated thyroid disease or arrhythmia; the existence of one diagnosis does not
invalidate the other. A longitudinal analysis should therefore identify both initiating events and maintaining
feedback loops. If a verified medical contributor is treated, follow-up must measure whether physical episodes
decline, whether fear declines and whether either persists independently. Psychological treatment may remain
beneficial even when the original trigger was bodily, because conditioned vigilance does not always vanish with
the trigger. This model offers a clinically coherent alternative to arguing that psychiatric disorders are either
entirely biological or entirely cognitive. It preserves both paths of care while improving the accuracy of
attribution.

A causal mechanism needs an observation during the event

Physiological measurements gathered days after an episode may be normal even when the original event was
real. When clinically indicated, targeted monitoring during symptoms can distinguish a rhythm disturbance,
glucose problem or orthostatic change from nonspecific arousal more reliably than a broad panel collected
afterward. Equally, a normal measurement of one variable does not exclude all medical contributors. The
diagnostic goal is to narrow uncertainty according to the symptom pattern rather than order expensive tests
without a theory of what each test could establish.

Evidence boundary

This essay is not a diagnostic checklist or treatment prescription. New chest pain, fainting, severe confusion,
focal deficits or significant medical instability require urgent assessment irrespective of a previous anxiety
diagnosis.
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