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PSYCHO P H A R M A C O L O G Y  

The Use  of  Kava and Cognitive-Behavior Therapy in 
the  Treatment of  Panic Disorder 

Frank M. Dattilio, Harvard  Medical School and  University of  Pennsylvania School o f  Medicine 

This article proposes the use of the herb kava in combination with cognitive-behavior therapy (CBT) in the treatment of panic disor- 
der in lieu of traditional psychopharmacologic agents such as benzodiazepines and antidepressants. The properties of kava are dis- 
cussed, as well as their therapeutic effects with anxiety. A single, non-placebo-controlled case example is described, along with 
6-months follow-up treatment effects combined with CBT. The potential pitfalls of using the herb are addressed, particularly the com- 
bination of kava with psychopharmacologic compounds. 

I T IS QUITE CLEAR, without conducting an exhaustive re- 
view of the professional literature, that the treatment 

of choice for panic disorder involves the use of a combi- 
nation of interventions (Cottraux et al., 1995; Klosko, 
Barlow, Tassinari, & Cerny, 1990). In fact, the most recent 
practice guidelines for the treatment of panic disorder, as 
set forth by the American Psychiatric Association (APA; 
1998), for the first time underscored the notion of using 
a combined treatment approach. Therapeutic options 
presented include psychiatric management, pharmaco- 
logical interventions, and psychosocial treatment. This 
package also contains a psychoeducational component 
that has been found to be effective in defusing the mys- 
tique surrounding panic (Barlow & Lehman, 1996). 

Pharmacotherapy, particularly the use of tricyclic anti- 
depressants and benzodiazepines, has been the medical 
treatment of choice in most settings involving acute anxi- 
ety or panic (Barlow, Gorman, Shear, & Woods, 2000; Lie- 
bowitz, Fryer, & Gorman, 1986; Noyes et al., 1984). This is 
particularly so with the benzodiazepines as they are fast 
acting and effective medications for blocking panic (Bal- 
lenger et al., 1988). High-potency benzodiazepines are 
also the most frequently distributed by physicians and 
hospital emergency rooms for patients complaining of 
panic attacks (McNally, 1994). Studies involving the com- 
bined use of cognitive-behavioral treatment (CBT) and 
benzodiazepines show that CBT can be at least equally as 
effective as pharmacotherapy in terms of pretreatment 
severity and acute treatment outcome (Barlow et al., 
2000; Otto, Pollack, & Maki, 2000; Pollack, Otto, Kaspi, 
Hammerness, & Rosenbamn, 1994). Data also indicate 
that initiating benzodiazepines and CBT is typically help- 
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fill, and initiating benzodiazepines and later adding CBT 
is also effective; however, adding benzodiazepines subse- 
quent to the start of CBT shows poor results (Otto, 
Gould, & McLean, 1996). 

There has also been mention in the past of using 
monoamine-oxidase inhibitors (MAOIs; Sheehan, Bal- 
lenger, &Jacobson, 1980) and, more recently, the emer- 
gence of the selective serotonin reuptake inhibitors (SSRIs; 
Barlow et al., 2000). New synthetic drugs that are cur- 
rently being assessed for the treatment of anxiety are 5- 
hydroxytryptamine receptor agonists and the substance P 
inhibitor MK-869 (Bonn & Bonn, 1998). 

While these compounds remain the treatment of 
choice, clinicians know all too well that there are many 
individuals who do not tolerate certain pharmacological 
agents, either because of difficulties with metabolism, 
conditions of pregnancy and/or  lactation, or the mere 
fact that some patients simply do not care to use medica- 
tion. Dropout rates of 15% to 28% have been reported in 
the literature for individuals using medication (Craske, 
1996). In addition, certain compounds, particularly ben- 
zodiazepines, are not without untoward side effects, espe- 
cially if they are used for an extended period of time 
(Rachman, 1990). Serious side effects include depen- 
dence, sedation, and memory impairment (Priest & 
Montgomery, 1988). The tendency toward relapse rates 
are also as high as 50% or more (Marks et al., 1993; Spei- 
gel, Bruce, Gregg, & Nuzzarello, 1994). 

As an alternative to medication, the use of the herb 
kava is proposed in the treatment of panic disorder, espe- 
cially when combined with psychotherapy, such as CBT. 
Natural or "alternative" remedies, derived from natural 
products but not approved by the U.S. Food and Drug 
Administration (FDA) for their putative indications, have 
been used for centuries (Schulz, Hfinsel, & Tyler, 1998). 
They have recently gained increasing attention in the 
treatment of anxiety. Recent data suggest that individuals 
who suffer from anxiety frequently use alternative thera- 
pies (Astin, 1998). 
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Kava has been  used extensively in the t rea tment  of  
genera l ized  anxiety disorders  (Connor  & Vaughan, 
1999). Al though kava has been  known for centuries,  
Western cultures have only become  familiar  with it as a 
result  of  the request  for alternative remedies  (Flanagan & 
Jurens ,  2000). The  kava roo t  (known scientifically as Piper 
methysticum) was first i n t roduced  to the West by Captain 

James Cook dur ing  his voyage to the South Seas in 1768. 
The  actual origin of  kava remains  unknown,  but  it has 
been  used by the oceanic peop le  of  the Pacific I s l a n d s - -  
Micronesia,  Melanesia, and  Po lynes i a - - fo r  centuries.  
Kava, of ten used to induce  a sense of  tranquil i ty and en- 
hance  sociability, has had  an integral  role in a variety of  
social and  therapeut ic  settings. Only recently has its cal- 
mative proper t ies  ga ined  broadel ;  worldwide recogni t ion  
(Connor  & Vaughan,  1999; Pit t ler  & Ernst, 2000). 

The  kava p lan t  is a pe renn ia l  shrub be longing  to the 
Piperaceae  family. The  p lant  is indigenous  to Oceania  
and is used widely in the South Pacific for its intoxicat ing 
effects. Kava is marke ted  as a mild  anxiolytic in European  
countries.  In the Uni ted  States, kava is sold in hea l th  food 
stores without  a prescr ip t ion  as a natura l  alternative to 
anxiolytic and  hypnotic  agents. 

The  active c o m p o n e n t  of  kava belongs to a group 
known as a lpha-pyrones and is p resen t  in the roo t  ex- 
tract. Pharmacologic  studies indicate additive effects be- 
tween kava alpha-pyrones,  phenobarb i ta l ,  and  p regnane  
steroids. On  the o ther  hand,  these investigational studies 
suggest that  kava might  p roduce  addictive effects with 
benzodiazepines ,  given that  they act on the same recep- 
tor sites and  on the same areas of  the central  nervous sys- 
tem with increased gamma-aminobutyr ic  acid (GABA) 
receptors  (Jussofie, Schmiz, & Hiemke,  1994). 

O the r  studies suggest that  individuals may develop 
clinical signs suggestive of  central  dopaminerg ic  antago- 
nism after exposure  to various kava prepara t ions  (Sche- 
losky, Raffauf, Jendroska ,  & Poewe, 1995). 

It is bel ieved that  the pharmacologica l  action of  kava is 
due pr imari ly  to kavalactones or  kava alpha-pyrones,  
which are found  in the fat-soluble por t ion  of  the root.  
Kava extracts have been  shown to exer t  scientific benef i t  
with regard  to anxiety and  possess no addictive potent ia l  
(Connor  & Vaughan,  1999). In addi t ion,  kava has seda- 
tive, analgesic, mi ld  anticonvulsant,  and  muscle re laxant  
effects. It is the anxiolytic proper t ies ,  however, which 
have been  most  widely investigated in European  studies. 
Neurochemically,  kava is bel ieved to b ind  to recep tor  
sites in the brain,  especially in the amygdala  (Y. N. Singh, 
1992). Its par t icular  inf luence on GABA is still no t  totally 
clem; a l though it is hypothesized to work in a similar fash- 
ion as benzodiazepines  (Jussofie et al., 1994). 

In one  double-b l ind  study, 58 subjects with general-  
ized anxiety disorders  were randomly  assigned to treat- 
men t  with e i ther  kava, 100 mg (equivalent  to 70 mg kava- 

lactones [kl]),  or  p lacebo 3 times a day for 4 weeks. The  
kava group demons t ra t ed  significant reduc t ion  in anxiety 
c o m p a r e d  to the p lacebo group,  as measured  by changes 
on the Hami l ton  Anxiety Rating Scale (Kinzler, I~-tmer,  
& Lehmann ,  1991). Fur the rmore ,  Volz and  Kieser (1997) 
s tudied 101 outpat ients  with anxiety disordeE Subjects re- 
ceived randomly  al located,  double-bl ind  t rea tment  with 
e i ther  kava, 300 mg (equivalent  to 210 mg kl), or  p lacebo 
daily for 25 weeks. By the 8th week of  t rea tment ,  signifi- 
cant  reduct ions  were observed on the Hami l ton  Anxiety 
Rating Scale in the kava group,  and  these differences per- 
sisted th roughou t  the ent i re  clinical trial period.  Woelk 
(1993) conduc ted  a 6-week control  trial compar ing  kava 
(210 mg kl /day)  with oxazepam (15 mg /d ay )  or  bro- 
mazepam (9 rag /day) ,  with no significant differences re- 
por ted .  One  h u n d r e d  and  sixty-four subjects comple ted  
the clinical trial, suggesting that  the effects of  kava were 
comparab le  to benzodiazepines  in this specific sample. 

More recently, a systematic review and  meta-analysis 
was conduc ted  by Pit t ler  and  Ernst  (2000). Double-bl ind,  
randomized ,  p lacebo-cont ro l led  trials of  oral  kava ex- 
tract  for  the t r ea tment  of  anxiety were inc luded  in the 
study. Superior i ty  of  kava extract  over p lacebo was sug- 
gested by all seven reviewed trials. The  meta-analysis of  
three  trials suggests a significant difference in the reduc-  
tion of  the total score on the Hami l ton  Anxiety Rating 
Scale in favor of  kava extract.  These  data  imply that  kava 
extract  is super ior  to p lacebo as a symptomat ic  t r ea tment  
for anxiety. 

Unfortunately,  very few cont ro l led  studies have been  
conduc ted  in the Uni ted  States using kava. One  r epor t ed  
trial has assessed the effect of  kava (240 mg kl pe r  day) 
versus p lacebo on daily stress and  anxiety in 160 noncl in-  
ical part icipants.  Subsequent  to 4 weeks of  t rea tment ,  a 
significant reduc t ion  in the stress and  anxiety associated 
with life's daily hassles was no ted  only in those receiving 
kava (N. Singh, Ellis, & Singh, 1998). Currently, a ran- 
domized,  double-b l ind  p lacebo-cont ro l led  trial of  kava 
on general ized anxiety d i sorder  subjects is u n d e r  way 
(Conner,  1999). To date, no pre l iminary  data have been  
repor ted ,  part icularly in the t rea tment  of  panic.  

In addi t ion  to the shortage of  clinical studies on the ef- 
fects of  kava with anxiety disorders,  there  is also an ab- 
sence of  studies observing the effects of  kava on panic  dis- 
order. No studies to date have observed its potent ia l  
effects. Even the Volts and  Kieser (1997) study, which 
used a he te rogeneous  group of  subjects with anxiety dis- 
orders,  failed to include subjects that  were d iagnosed  
with panic  disordeE It is hypothesized that  if kava can be 
effective with o ther  types of  anxiety disorders,  it may have 
potent ia l  effectiveness with panic  d i so rdered  individuals 
as well. The  following descr ip t ion  is an example  in which 
kava was used in a single, noncon t ro l l ed  case study for 
the t rea tment  of  panic  disorder.  
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Case Example 

Maggie a was a 38-year-old, white, separa ted  female at 
the t ime that  she p resen ted  for  t rea tment  with com- 
plaints of  panic  attacks. She initially r epo r t ed  symptoms 
that  inc luded  increased hear t  rate, pressure or  heavy feel- 
ings in the chest, dyspnea, nausea,  and  exper ienc ing  a 
lump  in he r  throat.  Maggie r epo r t ed  exper ienc ing  these 
symptoms abrupt ly  one  day shortly after he r  husband  
served he r  with notice that  he was filing for divorce. This 
not ice  came after several years o f  chronic  mari ta l  prob-  
lems d e e m e d  by Maggie 's  husband  to be irreconcilable.  
Maggie 's  first panic  at tack occur red  while she was driving 
h o m e  from work one  evening in the car on  the highway. 
She expe r i enced  addi t ional  panic  attacks at work and 
also several at home  th roughou t  the subsequent  weeks, 
total ing approx imate ly  five to six attacks pe r  day. Maggie 
r epor t ed  fearing the effects of  these symptoms as well as 
negatively ant ic ipat ing subsequent  attacks. She r epor t ed  
that, often, he r  fear of  having attacks was actually enough  
to genera te  the symptoms alone.  Maggie also qualif ied 
for  an ad jus tment  d isorder  with anxiety on Axis I (with 
no diagnosis on Axis II or  III). These panic  symptoms in- 
c luded the same symptoms m e n t i o n e d  above, with addi- 
t ional  sensations of  l ightheadedness  and dizziness as the 
initial symptoms worsened.  After 2 weeks of  exper ienc ing  
panic  attacks, Maggie consul ted with her  na turopathi -  
cally o r i en ted  physician, who, ins tead of  prescr ib ing he r  
medicat ion,  re fer red  her  to a clinical psychologist  for 
"nondrug  t reatment ."  It was both  the physician's inten- 
t ion as well as Maggie 's  aim to try to avoid the use of  any 
psychotropic medicat ion.  

U p o n  discussing some of  the t rea tment  options,  Mag- 
gie expressed her  interest  in n o n d r u g  treatments  and  ap- 
pea red  to be receptive to the not ion of  cognitive-behav- 
ioral interventions. It was a r ecommenda t ion ,  however, to 
combine  her  therapy with the use of  kava, a natural  
h e r b - - s o m e t h i n g  that  was acceptable  to her. This was de- 
c ided after Maggie expressed her  need  to have something  
to reduce  her  panic attacks more  immediate ly  until  the 
treat ing psychologist had  r e tu rned  from a 2-week vaca- 
tion. Since the scheduled  vacation would delay t reatment ,  
it  was a viable alternative to exercise a trial of  kava unde r  
the direct  medical  supervision of  her  family physician. 

Maggie was initially started on  a dose of  kava of  280 nag 
per  day consumed  as two capsules or  gel caps. This was 
s tandardized at  30% 2. The a m o u n t  was divided in stan- 

1The name and basic background infotwnation have been 
changed in order to protect the identity of the patient in this case. 

2 The standardization of kava is essential because standardization 
signifies that the kava contains specific concentrations of the herb's 
active ingredients in every dosage unit and thus has consistency of 
therapeutic effect. In standardized doses, the kava should contain 
kavalactones of 30% or more. 

da rd  doses 3 times per  day and  ini t ia ted dur ing  the first 
t r ea tment  session. The  initial dose was conduc ted  in con- 
j u n c t i o n  with he r  family physician and  was mon i to r ed  by 
him on a regular  basis. This was subsequent  to a full phys- 
ical exam that  inc luded  a comple te  b lood  profile with 
p la te le t  studies, an e lec t rocardiogram,  and  an e lect roen-  
cephalogram,  all of  which yie lded norma l  results. 

Maggie was initially assessed with the Anxiety Disorders 
Interview Schedu le - IV  as well as the Body Sensations 
Quest ionnaire  and the Beck Depression Inven to ry- I I  
(BDMI). The  BDMI was used specifically to moni to r  he r  
level of  depression before and after treatment.  The  follow- 
ing includes a full descr ipt ion of  each of  these measures.  

Assessment 
The Anxiety Disorders Interview Schedule-IV (ADIS-1V). 

The ADIS-IV (DiNardo,  Brown, & Barlow, 1995) is a 
s t ructured interview process des igned to assess compre-  
hensively the DSM-IVanxiety and  m o o d  disorders.  It also 
evaluates the presence of  coexist ing disorders  and  aids 
the  cl inician in r ende r ing  a differential  diagnosis be- 
tween panic  d i sorder  and  o ther  anxiety disorders.  In ad- 
di t ion,  it  evaluates symptom severity, degree  of  impair-  
ment ,  and  clinical history. The  ADIS-IV is widely used by 
clinicians and in research facilities t reat ing panic.  

Body Sensations Questionnaire (BSQ). The  BSQ is an 18- 
i tem ins t rument  des igned to measure  body sensations as- 
sociated with panic and agoraphobia  (Chambless, Caputo, 
Bright,  & Gallagher, 1984). The  specific i tems were gen- 
e ra ted  from interviews f rom clients and  therapists in an 
agoraphob ia  t rea tment  p rogram.  The  BSQ contains 
items that  clients r epo r t  to be dis turbing that  are associ- 
a ted with anxiety. The  BSQhas  very good  in ternal  consis- 
tency, with an a lpha  of  .87. It also has good  stability, with 
1-month test-retest correla t ions  o f  .67, and  good  concur- 
ren t  validity, corre la t ing  with o the r  measures  of  psycho- 
pathology.  The  BSQ is scored  by summing  the individ- 
ual i tem rat ings and  by dividing the n u m b e r  of  i tems 
rated.  The  mean  score is 3.05 with a s t andard  devia t ion  
o f  .86. 

Beck DepressionInventory-II(BDI-II). The BDI is a 21- 
item, self-report ins t rument  designed to assess the affective 
cognitive physiological and motivational features of  de- 
pression in terms of  both  presence and severity (Beck, 
Steer, & Brown, 1996). Each i tem is ra ted on a 4-point scale 
(0 to 3) yielding a summary score that ranges from 0 to 63. 
The h igher  the score, the more  severe the depression. 

The  BDMI has demons t ra t ed  high in ternal  consis- 
tency, with a lpha  coefficients ranging  f rom .91 to .93 
(Beck et  al., 1996; Dozios, Dobson,  & Ahnberg ,  1998). 
Also, adequa te  con ten t  validity and  factorial  validity has 
been  recorded .  

Maggie met  DSM-IVcriteria for panic  disorder,  experi-  
enc ing  between four  to seven full panic  attacks within 3 
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days. Her  results on the ADIS-IV indica ted  that  she met  
the full cri teria for panic  disorder,  part icularly because 
her  fear of  exper ienc ing  subsequent  panic  attacks was 
sufficient to genera te  panic  symptoms and  that  they often 
occur red  "out of  the blue," with a rap id  rate of  escalation. 
Baseline data  were col lected over a 3-week pe r iod  be- 
tween the initial assessment pe r iod  and the actual  start  of  
t r ea tment  (see Figure 1). She was educa ted  on the dy- 
namics of  anxiety and panic  as well as how kava would be 
used in concer t  with cognit ive-behavior therapy (CBT). 
Subsequent  to the psychoeducat ional  componen t ,  Mag- 
gie was also in t roduced  to the panic  diary, which was de- 
s igned to he lp  he r  keep track of  he r  daily panic  attacks 
dur ing  the in ter im between t r ea tment  sessions (Dattilio 
& Salas-Auvert, 2000). 

Maggie was taught  progressive muscle re laxat ion and  
b rea th ing  re t ra in ing  via cont ro l led  b rea th ing  and re- 
ceived a self-instructional audio tape  to help  he r  carry out  
the exercises. She was also taught  how to r e in te rp re t  in- 
teroceptive body cues via the use of  the SAEB s y s t e m - - a  
conceptual iza t ion measure  and  res t ructur ing guidel ine  
des igned by the au thor  (Dattilio, 1990, 1994). 

This conceptual iza t ion system was des igned to he lp  in- 
dividuals see how their  cognit ions and behaviors inter- 
fere with the exacerbat ion  of  their  anxiety symptoms. It 
was also des igned to provide them with some measure  for 
res t ructur ing automat ic  thoughts  and  reduc ing  behav- 
iors that  cont r ibute  to the escalat ion of  au tonomic  symp- 
toms. Interocept ive  cues t r igger ing specific focus was 
p laced  on  the dyspnea, increased hea r t  rate, and  pres- 
sure or  heavy feelings in the chest. 

R e s u l t s  

Figure 1 illustrates the results of  the c o m b i n e d  scores 
on the BDI and  the BSQ. It is clear to see that  there  was a 
significant reduc t ion  in panic  attacks within 2 weeks of  
the onset  of  the use of  kava. Maggie r epor t ed  a con t inued  
reduct ion  in panic  as she p r o c e e d e d  th rough  the treat- 
men t  mode  util izing cognitive-behavioral  techniques.  
This was r epor t ed  in he r  panic  diary as well as in he r  
weekly verbal reports  to her  therapist .  The  kava was ti- 
t ra ted  gradually over the course of  a 3-week pe r iod  (see 
Figure 1). 

Due to the severity of  Maggie 's  panic  symptoms, the 
results indicate  that  kava was effective in combina t ion  
with CBT in he lp ing  Maggie to reduce  the intensity of  
he r  panic.  It was also effective in he lp ing  her  to benefi t  
more  expedient ly  f rom the use of  CBT. She con t inued  to 
be mon i to r ed  medical ly  by her  family physician, who con- 
duc ted  an examinat ion  of  he r  vital signs, per iodic  b lood  
studies, and  an e lec t rocardiogram.  In addi t ion,  a liver 
funct ion screening y ie lded  normal  results. A 6-month fol- 
low-up pe r iod  indica ted  no relapse of  panic  symptoms. 

L E V E L  O F  P A N I C  AND D E P R E S S I O N  
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The use of  kava was t i t ra ted gradually over a 3-week pe- 
r iod (see Figure 1), with no r epor t ed  withdrawal effects. 
The  t i t rat ion schedule  involved a 20% reduc t ion  of  the 
herb  over the course of  the 3 weeks. 

D i s c u s s i o n  

There  are a n u m b e r  of  caveats in in te rp re t ing  the data  
ob ta ined  f rom this single, non-placebo-cont ro l led  case. 
For  one,  regression to the mean  may be a part ial  explana- 
t ion for why symptoms of  panic  began  to abate  after the 
adminis t ra t ion of  kava. Thus, the general izabil i ty is 
t h rea tened  unless the case study were to be r epea ted  
using a h igher  n u m b e r  of  subjects and  an adequate  con- 
trol. The  results may be fur ther  c on founde d  by the fact 
that  the known variability of  panic  d i sorder  and  the lim- 
i ted data  make it difficult to infer if change  was due to the 
natural  course of  the disorder,  kava, CBT, or  the com- 
b ined  interact ion.  In addi t ion,  Maggie also qualified for  a 
diagnosis of  ad jus tment  d i sorder  with anxiety on Axis I, 
which may have accounted  in par t  for the reduc t ion  of  
her  symptoms with the mere  passage of  time. 

This initial case exper iment ,  however, does suggest 
that  fur ther  research on the use of  kava for the t r ea tment  
of  panic  d i sorder  may be worth investigating. The  Na- 
t ional Institutes of  Heal th  and the Nat ional  Insti tute of  
Mental  Heal th  have recent ly acknowledged the impor- 
tance of  answering such questions and  have begun  to 
suppor t  more  rigorous,  p lacebo-cont ro l led  trials (Misch- 
oulon & Rosenbaum,  1999). 

Kava appears  to be a safe and potent ia l ly  effective com- 
p o n e n t  for augment ing  the short- term t rea tment  of  anx- 
iety d i sorder  and  may be a potent ia l  al ternative to the  use 
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o f  b e n z o d i a z e p i n e s  a n d  o t h e r  c o m p o u n d s  w h e n  t r e a t i n g  

pan ic ,  pa r t i cu l a r ly  in  t h a t  i t  h a s  d e m o n s t r a t e d  s o m e  suc- 

cess w i th  o t h e r  types o f  anx i e t y  d i s o r d e r s  ( C o n n o r  & 

V a u g h a n ,  1999) .  

Cl in ica l  a n d  r e s e a r c h  e x p e r i e n c e  r evea l  t h a t  r e c o m -  

m e n d e d  doses  o f  kava a re  o f t e n  well  t o l e r a t e d  by  pa t i en t s .  

S ide  effects  a re  u n c o m m o n ,  b u t  t hey  m a y  i n c l u d e  m i l d  

g a s t r o i n t e s t i n a l  d i s com f o r t ,  h e a d a c h e ,  dizziness ,  p h o t o -  

sensitivity, a n d  a l le rg ic  skin  r e a c t i o n s  ( H o f m a n n  & Win-  

ter, 1996; Siegers ,  H a r o l d ,  Krall,  M e n g , &  Habs ,  1992) .  t n  

t h e  a f o r e m e n t i o n e d  case,  Magg ie  d i d  n o t  m a n i f e s t  any  o f  

t h e  r e p o r t e d  side effects,  even  wi th  a dose  as h i g h  as 280 

m g  p e r  day. T h e r e  was also n o  i n d i c a t i o n  o f  any  sub t l e  vi- 

sual  i m p a i r m e n t  t h a t  is typically o b s e r v e d  wi th  h i g h  doses  

o f  kava. It  s h o u l d  also b e  k e p t  in  m i n d  t h a t  t he  p o t e n t i a l  

fo r  d r u g  i n t e r a c t i o n s  is grea t .  Kava s h o u l d  n o t  b e  u s e d  

wi th  o t h e r  m e d i c a t i o n s ,  pa r t i cu l a r ly  a l p r a z o l a m ,  w h i c h  

m a y  cause  a s e m i c o m a t o s e  s ta te  ( A l m e i d a  & Grimsley,  

1996). 
Kava is also c o n t r a i n d i c a t e d  in  p a t i e n t s  wi th  e n d o g e -  

n o u s  d e p r e s s i o n  b e c a u s e  it  m a y  i n c r e a s e  t h e  d a n g e r  o f  

suic ide .  It  is also c o n t r a i n d i c a t e d  d u r i n g  p r e g n a n c y  a n d  

in  l a c t a t i ng  m o t h e r s .  T h e  h e r b  s h o u l d  n o t  b e  t a k e n  

l o n g e r  t h a n  3 m o n t h s  u n l e s s  u n d e r  t h e  s u p e r v i s i o n  o f  a 

phys ic ian .  I t  m a y  p o t e n t i a t e  t h e  e f fec t iveness  o f  sub-  

s t ances  t h a t  ac t  o n  t h e  c e n t r a l  n e r v o u s  sys tem s u c h  as al- 

coho l ,  b a r b i t u r a t e s ,  a n d  p s y c h o p h a r m a c o l o g i c a l  agen ts .  

T h e r e  a re  also s o m e  c o n c e r n s  e x p r e s s e d  in  t h e  m e d i c a l  

l i t e r a t u r e  t h a t  kava 's  u s e  may, in  s o m e  cases, b e  h e p a t o -  

toxic  (Escher ,  D e s m e u l e s ,  Gios t ra ,  & M e n t h a ,  2001) .  

As o p p o s e d  to f u n c t i o n i n g  as a sole t r e a t m e n t  a g e n t ,  

kava  is p r o p o s e d  as a n  a u g m e n t  to p s y c h o t h e r a p e u t i c  

t r e a t m e n t  o f  pan ic .  T h a t  is, t h e  h e r b  does  n o t  p r o m o t e  a 

c u r e  b u t  is b e s t  u s e d  as s u p p o r t  in  r e d u c i n g  anx ie ty  whi le  

p s y c h o t h e r a p e u t i c  i n t e r v e n t i o n s  a re  i m p l e m e n t e d .  Also,  

b e c a u s e  kava is n o t  r e c o m m e n d e d  to b e  u s e d  for  m o r e  

t h a n  3 m o n t h s ,  i t  m a y  b e  l i m i t e d  to o n l y  s h o r t - t e r m  use.  

Desp i t e  t h e  l im i t a t i ons  o f  th i s  s ingle-case  e x a m p l e ,  this  

s tudy  suggests  t h a t  kava  m a y  p r o v e  to b e  a p o t e n t i a l  alter- 

na t ive  to p h a r m a c o t h e r a p y  in  t he  t r e a t m e n t  o f  pan ic .  F o r  

th is  reason ,  large,  doub le -b l ind ,  p l a c e b o - c o n t r o l l e d  s tudies  

a re  n e e d e d  fo r  f u t u r e  i nves t i ga t i on  in  o r d e r  to  assess t he  

t r u e  effects  o f  t h e  h e r b .  
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