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Panic Attacks and Panic
Disorder in Cross-Cultural Perspective
by M. AMERING,MD, and H. KATSCHNIG, MD

ery few empirical studies ad-
dress the question of
whether panic attacks, as
defined in the DSM-ITER,!

also exist in othercultures, andifso,
whether their phenomenology is
similar. Such knowledge would be
of considerable importance for an-

swering the fundamental question
ofpsychiatric research: Do psychiat-
ric disorders have a primarily bio-
logical or psychosocial origin?

Cross-cultural comparisons are not
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phenomenon. 

From the empirical evidence existing sofar, it
can be concluded that panic attacks and PD to
someextent are a universally occurring

    
 

only beset by the usual method-
ological difficulties that all epidemi-
ologic comparisons encounter, but

they also are especially problematic
because of the different languages
spoken and different semantic no-
tions of emotions held in different
cultures.? Standardized psychiatric
interviews andself-rating instruments
that have been translated and back-
translated (eg, the presentstate ex-

amination or the general health
questionnaire) help to some extent,
but cannot overcomethis basic prob-
lem. Translated diagnostic tools may

even contribute to clouding cross-
cultural variations because they usu-
ally have been produced in Western
industrialized countries andare spe-
cific to the concepts of mentalillness
developed there and may not be
applicable to deviant behavior in
othercultures.

This article briefly examines the
following types of empirical evi-
dencefor a tentative answerto this
question:
@ a survey of epidemiologic field

studies conducted in different
cultures,

511

Reproduced with permission of the copyright owner.  Further reproduction prohibited without permission.

Panic Attacks and Panic Disorder in Cross-Cultural Perspective
Amering, M, MD;Katschnig, H, MD
Psychiatric Annals; Sep 1990; 20, 9; Nursing & Allied Health Database
pg. 511



 

Cross-Cultural Perspective

 

 

 

TABLE1

Epidemiologic Field Surveys of Panic Attacks/Panic
Disorder in Different Cultures
 

 

Prevalence

Study Panic Attacks* Panic Disorder

English
United States?5 10% 1.4%-1.5%
Canada § 34.4% (1 yr)

Spanish
Los Angeles’ _ 1.2%
Puerto Rico® _— 1.7%

German
Munich? 9.3% 2.4%
Zurich'® 6.0% (1 yr) 1.5% (1 yr)
Vienna" 17.7% _
 

“Lifetime prevalence unless otherwise noted.

 

 

 

TABLE 2

Population Surveys of Panic Disorder Using the
Diagnostic Interview Schedule'2*
 

 

Population Male Female Total

English-Speaking
ECAStudy, Los Angelessite 1.0 2.6 1.8
ECA Study, New Havensite 0.6 21 1.4
ECAStudy, Baltimore site 1.2 1.6 1.4
ECAStudy, St. Louis site 0.9 2.0 1.5

Spanish-Speaking
ECA Study, Los Angelessite 0.4 1.9 1.2
(Mexican-Americans)

Puerto Rico Study 1.6 1.9 1.7

German-Speaking
Munich Study 17 2.9 2.4

 

*Lifetine prevalencerates.   
@ a review of clinical descriptions

of panic attacks and panic disor-
der (PD) in different countries,
and

@ an analysis of reports of so-called
culture-bound syndromes, such
as Koro or Kayak-Angst, as these
syndromescould represent equiv-
alents of panic attacks in non-
Western cultures.
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EPWEMIOLOGIC FIELD SURVEYS
Epidemiologic field surveys with

results that can be used for cross-
cultural comparisons are few in
number. Such surveys have so far
been conducted among black and
white Americans in the United
States and Canada; among Hispanic
populations in California and in
Puerto Rico; and among German-

speaking people in Austria, Switzer-
land, and Germany. The advantage
of the epidemiologic methodis that
random samplesofthe total popula-
tion are examined, enabling the
results to be generalized. The disad-
vantages are the high cost of such
investigations and the rather super-
ficial case identification procedures
using, as a rule, lay interviewers or
self-rating procedures.

In Table 1, the overall results of
epidemiologic field surveys con-
ducted since 1984 are grouped ac-
cording to the three languages spo-
ken in the countries studied.*"! By
and large, for PD as a diagnostic
entity, the similarities are more
striking than the differences. PD
was found in 1.4% to 1.5% of the
population studied in three USsites
by the NIMH Epidemiological
CatchmentArea Study (New Haven,
Connecticut; Baltimore, Maryland;

and St. Louis, Missouri); in 1.2% of
Mexican-Americans in Los Angeles;
in 1.7% of the native population in
Puerto Rico; and in 2.4% of a ran-
dom sample of the population of
Munich (all lifetime prevalence
rates).

For single and occasional panic
attacks, the picture is more varied,
although no clear-cut culture-
specific pattern emerges. Panic at-
tacks seem to be quite frequent in
North America (34.4% l-year preva-
lence rate in Winnipeg, Canada;
10% lifetime prevalence rate in five
USsites) and in German-speaking
countries (17.7% lifetime preva-
lence rate in Vienna, 9.3% lifetime
prevalence rate in Munich, and 6%

1-year prevalencerate in Zurich).
Theresults presented in Table 1

are based on studies using different
case definitions and data collection
procedures. However,in a few stud-
ies the same instrument,the ‘‘Diag-
nostic Interview Schedule,’’!? was
employed for data collection allow-
ing more valid comparisons. Sex-
specific rates for these studies are
presented in Table 2 for English-
speaking, Spanish-speaking, and
German-speaking populations.
Again,with sex differences, too, sim-
ilarities are more impressive than  
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discrepancies. In all sites, female
lifetime prevalence rates are consis-

tently higher than male rates, al-
though a greater variation exists in
male rates than in female rates,

producing quite different female to
male ratios (from five times in Mexi-
can-Americansin Los Angeles to 1.2
times in Puerto Rico).

For agoraphobia, the available
data are morelimited. Oneinterest-
ing findingis that the lifetime preva-
lence rates found in Puerto Rico

(3.9%) and Munich (3.6%) are
within the range of rates found for
agoraphobia in the North American
ECA sites (from 2.7% in St. Louis,
Missouri, to 5,8% in Baltimore, Mary-
land). Again, female rates are con-
sistently higher than male rates.

CLINICAL DATA
Occasional clinical reports outside

Europe and North America suggest
that PD is universal. For instance,

Otakpor!? reported that in a Nige-
rian outpatientclinic, 3% ofthe pa-
tients met DSM-I//criteria for PD and
had “for 3 years on the average.. .
oscillated between assorted treat-
mentcentersin search of help but to
no avail,’ a statement that sounds
very familiar to Western clinicians.

Recently, a large international
multicenter study, comparable in
size and quality to the ‘‘Interna-
tionalPilot Study of Schizophrenia”
of the World Health Organiza-
tion,!+!5 has evaluated pharmaco-

logical treatments of PD patients in
clinical settings.!° A total of 1168
patients were recruitedfor the study
in 14 different countries in north-
em and southern Europe (Sweden,
Denmark, United Kingdom, West
Germany, Belgium, France, Spain,
and Italy) as well as in North and
Latin America (United States, Mex-
ico, Colombia, and Brazil). Clinical
data were collected by psychiatrists
using, among other instruments,
the Standardized Clinical Interview

for DSM-III-R Upjohn Version
(SCID-UP), which was translated
from English into the following lan-
guages: Spanish, Portuguese, Ital-
ian, French, German, Swedish, and
Danish. Thereliability was checked
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TABLE3
Numberof Patients
Included in the Cross-
National Collaborative
Panic Study Second
Phase’&
Cultural Group n

North America 220

(United States, Canada)

Latin America 257
(Mexico, Colombia,
Brazil)

Northern Europe 324
(Sweden, Denmark,
England, West Germany,
Austria)

Southern Europe 367
(Spain,Italy, France,
South Belgium)   

throughoutthe project by repeated
reliability interviews and found to
be quite high, Whereas the quality
of these psychopathologic data can
be assumed to be excellent across
different countries and cultures, as
well as superiorto the quality of data
collected in epidemiologic field sur-
veys by lay interviewers or self-rating
procedures, some problems with
representativity may exist because
recruitment procedures were differ-
ent in different cultures. Neverthe-
less, such clinical data are of consid-
erable interest for a cross-cultural
perspective because the data can
prove a disorder can in fact be
found in different cultures and be-
cause the higher or lower frequency
of specific symptomsin specific cul-
tural contexts may give hints to
cultural influences despite the prob-
lem of selecting patients for the

clinical population.
Thefirst finding of this study was

that PD occurred in all countries
participating in the study, since
noneof the centers had difficulties
in recruiting a substantial number

Amering & Katschnig

of such patients in a rather short
time. For comparison purposes, the
14 countries were groupedinto four
cultural clusters according to geo-
graphic and language characteris-
tics (Table 3), The next finding
concerned differences in the symp-
tomatologic expression of panic at-
tacks in different cultures (H.K. un-
published data, 1990); most dif
ferences occurred between north-
ern and southern countries.

Table 4 reveals that palpitations,
which next to dizziness/faintness
was the most common symptom,
did not show any difference among
the cultural groups. On the other
hand, respiratory symptoms(ie,
shortness of breath, choking or
smothering sensations, and chest
pain or discomfort) were reported
more commonly in southern coun-
tries. It makes sense that the fre-
quency of paresthesias also was re-

ported more in southern countries,
as paresthesias may be a conse-
quence of hyperventilation. It also

makes sense that the only other
symptom, much more commonin
southern Europe and Latin Amer-
ica than in northern Europe and
North America, was“fear of dying,”
as choking and smothering sensa-
tions are more proneto induce fear

of dying than other symptoms, such
as sweating or chills. In contrast,
“trembling or shaking’’ was re-
ported much more frequently in
northern countries.

Another psychopathologic fea-
ture, agoraphobia, was much more
common in northern countries
(Table 5). This difference was espe-
cially striking between North Amer-
ica (90.5% agoraphobia) and Latin
America (65%). Whether agorapho-
bia does develop more in North
America then in Latin America can-
not be concluded from these data,
although it would make sense that
wherelife is much more dependent
on closed spaces because of harsh
climates, indoor and outdoor living
are much more clearly separated
than in morefavorable climatic con-
ditions where less effort might be
necessary to cross the ‘‘border’’ be-
tween indoor and outdoor. There is
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