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PAHIC DISORDER (PD), as currently conceived, is a medical condition that may
be diagnosed when a person experiences recurrent, unexpected attacks of panic or
anxiety, followed by persistent concern about having additional attacks or about
losing control, going crazy, or having a heartartack. Panic attacks are intense periods
of fear or discomfort, feelings that sometimes seem quite irrational. They are de-
scribed as “attacks” because they often develop rapidly and include such symproms
as palpitations, sweating, rembling, shormess of breath, a feeling of choking, chest
pain, nausea, dizziness, derealization or depersonalization, and numbness or chills
or hot flushes, as well as fear of losing control or fear of dying,

PD, according to contempo rary psychiatric classification, belongs to a group of
neuropsychiatric conditions for which anxiety is the hallmark symptom. Although
anxiety disorders are often thought of as relatively mild conditions, researchers es-
timate that in the United States these disorders account for 32 percent of the total
economic costs of psychiatric illness, exceeding the costs associated with schizo-
phrenia (21 percent) and mood disorders, including depression (22 percent) (Taylor
2000:4). Within the costs of panic atracks are emergency room visits and extensive
medical tests to determine whether those experiencing the panic are suffering a
heart artack or some other life-threatening condition as they fear. PD most com-
monly begins when the sufferer is berween fifteen and thirty years of age. Studies
suggest that between 1.5and 3.5 percent of members of a population will suffer PD

sometime during their lifetime,
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PD was first recognized—or invented—as a distinctive form of menral ill-
ness in the rg7os; codified in 1980 as part of the third edition of the American
Psychiatric Association’s Diagnostic and Statistical Manual, or DSM-IIT (APA
1980); and popularized asa treatable clinical entity in the 1980s. Also in the rg80s,
many researchers argued that PD had a largely physiclogical and genetic basis
rather than a primarily psychological one. Since Freud, acute anxiety had been
interpreted as resulting from unconscious feelings surfacing into partial aware-
ness.' PD thus figures prominently in the history of the biological revolution in
psychiatry. During the 19905, PD was, to an important extent, reconceived by
cognitive psychologists as spiraling episodes of anxiety arising from carasrrophic
cognitions that trigger physiological experiences of terror or panic. PD continues
0 be an important domain of research, clinical care, and pharmaceutical invest-
ment within psychiatry, both in the United States and globally. The story of PD
is thus an intriguing chapter in the contemporary sociclogy of psychiatric knowl-
edge and practice,

Acute anxiety and panic, however, quickly escape the confines of current di-
agnoses of anxiety disorders, They belong, on the one hand, to a long history of
changing conceprualizations of neuro psychological distress in North American
and European medical writing and practices, sharing complex relationships with
categories such as cerebrocardiac neuropathy, irritable heart syndrome, neuras-
thenia, agoraphobia, anxiety reaction, anxiety neurosis, and neurasthenic neu-
rosis, On the other hand, as Jackie Orr (2006) has recently shown in her book
Panic Diaries: A Genealogy of Paric Disorder, acute anxiety and panic belong to
a much broader cultural domain of changing experience and understanding in
the twentieth-century United States—from the social panic produced by the 1938
radio broadcast of H. G. Wells’ War of the Warlds, to concemns about measur-
ing and managing fears and anxieties in American society, to David Sheehan’s
popular book The Amxiety Disease (1983), to multiple pharmaceutical interven-
tions, clinical trials, and research studies sponsored by the Wational Institute of
Mental Health (NIMH) and the pharmaceutical industry. The story of PD thus
belongs to avery broad range of social, political, cultural, and medical concerns
in Western societies,

Whart is little recognized, however, in most accounts of PD, whether medical
writing, historical analyses, or cultural studies, is that acute anxiety and panic-like
conditions appear in local social and cultural worlds in many parts of the globe.
Psychiatric research has investigated cross-cultural differences almost exclusively
in epidemiological terms—asking whether PD, defined uniformly across cultures,
is more or less prevalent in one society or social class or subculture or risk group

than in another, and concluding simplistically that “prevalence, course, gender
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distribution, and age of onset of PD appear to be generally consistent throughout
the world” (Taylor 2000:5). It is only recently that rich ethnographic research on
acute anxiery and panic conditions hasbegun to provide real understanding of what
panicand panic disorder may mean in local cultural worlds—for example, in the
lives of Tibetan Buddhist refugees or contemporary Chinese psychiatric patients or
Puerto Ricans suffering from auguer de nervios. Such research begins to provide a
much deeper understanding of the relation of PD to culture, allowing questions to
be asked, research to be conducted, and genermlizations to be argued in ways that
were impossible as recently as a decade ago.

This bookis a collection of essays examining the complex relationships among
culture, social conditions, and PD from three broad perspectives. The first chap-
ters of the book are theoretical, developing a general framework for investigating
the relationship of acute anxiety experiences to culture through an anthropology
of the sensations, cultural phenomenology, theories of catastrophic cognitions,
and ethnotheories of the body, illness, and healing. These essays make a strong
argument that current psychological theories of panic artacks—which understand
these attacks as resulting from an escalating cycle of catastrophic interpretations
of bodily experience—provide a particularly rich basis for cross-cultural studies of
panic and PD. The second set of chapters is historical, providing a partial cultural
history of acute anxiety and panic in the West, The essays in this section make
clear just how historically specific and contingent are current conceptualizations of
PD, complicating enormously any effort to compare PD as an entity across time
and space, as one might compare tuberculosis through social, cultural, and his-
torical lenses. The third set of essays is positioned within cross-cultural psychiatry
and medical anthropology, providing ethnographic and clinical accounts of PD
and panic-like conditions in a number of specific settings. These chapters begin
0 answer questions about how panic artacks and PD may vary across cultures,
and how PD as conceived by contemporary psychiatry relates to local idioms of
distress, local categories of illness, and local moral worlds,

Inthisintroduction we outline some of the critical issues and themes that emerge
in the volume. We begin by reviewing the history of the professional biologization
of PD, its conceptualization as a seizure-like entity minimally related to cultural
or social context. We do so by tracing the history of the DSAM, starting with the
Sterling conference held in 1983, The nextsection describes the emergence of theo-
ries of the cause of PD that challenged this simple biclogization, and outlines the
theoretical ramifications of the most prominent of these theories: the catastrophic
cognitions theory of panic. The final section gives an overview of the contribu-
tions of the current volume to advancing the study of PD in historical and cross-

cultural perspective.

L
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The Biologization of Panic Disorder in the *DSM’
We begin by tracing the development of the DSM-JIT and DSM—IV conceptu-
alization of PD, placing it in the context of theories of anxiety and panic in the

1980s and 199es.

Reimagining Anxiety: From a Psychoanalytic

to a Physiopsychological Perspective

In September 1983, nearly sixty researchers and administrators associated with the
NIMH gathered in the Sterling Forest Conference Center in Tuxedo, New York,
o discuss the state of the field of clinical and biological research aboutanxiety and
anxiety disorders. Organized by the Clinical Research Branch of WIMH, the con-
ference was designed to identify research issues, outline critical directions for new
research, and stimulate broad scientific interest in the study of anxiety and anxiety
disorders. The conveners of the conference argued that the major preoccupation
of the psychiatric research community in the 19505 and 196 0s was with schizophre-
nia, and in the 197o0s, with affective disorders. They predicted confidently, how-
ever, that in the 19805 anxiety disorders would replace schizophrenia and affective
disorders as the most critical site of progress in research in the neurosciences and
psychiatry. The conference was designed both to stimulate and to give direction
to that research, as a similar conference sponsored by WIMH had done for depres-
sion ten years earlier.

The edited book that resulted from the conference, Amxicty and the Anxiety
Disgrders ( Tuma and Maser 1985), provides a sense of the field at the beginning of
the 1980s. The initial chaprers focus on basic biological and psychological research
on anxiety, with papers on the neurobiology of anxiety and fear, on cognition and
psychophysiology,” and on the use of animal models for research on fear and anxi-
ety based in classic learning theory. The chaprers that follow provide a broad pic-
ture of the state of clinical research on anxiety and anxiety disorders at that time.
What the book fails to convey, however, is the excitement among participants at
the meeting—the talk around the tables and in the corridors, the feeling of ex-
hilaration about what emerging research was revealing, the powerful sense that
the time was ripe for rapid progress in studying anxiety—and the place of PD in
generating that excitement?

Itshould be remembered that 1983 was only three years after the publication of
the third edition of the DSM(ATA 1980). In the context of psychiatric nosology, the
DSM-III was a revolutionary document, purposely based in a weo-Kracpelinian
or descriptive model of psychiatric classification and diagnosis, a model that es-
chewed efforts to classify disorders by their psychological causes in favor of estab-

lishing clear, symprom-based criteria that could be validated through empirical
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investigation. (For a critical description of the neo-Kraepelinian movement, see
Good 1992:182-187; for apologists accounts, see Blashfield r984; Klerman 1o78;
Weissman and Klerman 1978). The DSM-II] represented a rejection of the pre-
vious theoretical framing of psychiatric classification of disorders in psychoana-
lytic terms, as represented by the DSM-{I. Although advocates for the so-called
neo-Kraepelinian approach claimed that the DSM-JI] was “atheoretical,” it was
solidly grounded in a medical- or biological-psychiatry paradigm. The DSM-IIT
represented psychopathology as a set of discrete, heterogeneous disorders or dis-
eases, based on the hypothesis that such disorders would ultimartely be shown to
result from pathologies of structure and funcrion art the level of human neurobiol-
ogy. This view stands in stark contrast with the psychoanalytic assumptions about
subjectivity, personality, and psychopathology that framed much of the previous
diagnostic manual, the DSAM-I, particularly in its classification of the neuroses.
The DSM-II{ represented symbolically a major paradigm shift within psychiatry,
with diagnosis and classification, neurobiology, and pharmaceutical treatments all
assuming new importance,

The emergent paradigm reflected in the DSM-J/IT provided the organizing
frame and the context for the Sterling Forest Conference. The participants exuded
a sense of confidence that research on anxiety and anxiety disorders had finally
begun to catch up with other areas of the neurosciences, that enormous progress
was under way, and that PD was a critical site for demonstrating the value of the
neo-Kraepelinian approach. Studies of neurotransmitters and the neurcendocrine
system supplemented the classic fight-or-flight-response understanding of anxiety as
a distinctive physiological system based in human evolution. Studies had begun to
demonstrate the role of specific neurotransmitters to explain how benzodiazepines
and other anxiolytic medications function and to provide a deeper understand-
ing of the hypothalamic-pituitary-adrenocortical system. Basic research on learn-
ing, studied experimentally in animal models, was helping to explain, at the level
of molecular biclogy, classic observations about relations among stressful stimuli,
fear responses, arousal, habituation, and inhibition or disinhibition. These studies
were being linked through cognitive psychology to clinical phenomena and newly
emerging cognitive therapies for the anxiety disorders.” There was strong support
for the categorization of anxiety disorders into five basic types—phobias, panic,
generalized anxiety disorder, obsessive-compulsive disorder, and postrraumatic
stress disorder (P'TSD). The organizers and most participants in the meeting took
it for granted that these categories are based in natural reality and that it would
prove most fruitful to pursue research and clinical approaches that focus primarily
on one or another of these discrete disorders.

But why was PD seen as so important to this field? Why was there such excite-
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ment about PD, a sense that it would be #¢ major “growth industry” in anxiery
research in the 1980s, as Robert Spitzer, a driving force behind the DSAM-ITT,
predicted® The discussion around the conference tables and in the dining room
seemed o make clear what was only occasionally referred to in the scientific panels:
not only was PD a newly recognized psychiatric disorder, especially promising for
vielding scientific knowledge, burt it also provided neo-Kraepelinian psychiatrists
and neuroscientists with a unique opportunity to attack the stronghold of psycho-
analysis. Whereas psychoanalysis had made little progress in decades of writing
about anxiety and anxiety attacks, many at the conference felt that in a very short
time biological psychiatry had made enormous scientific progress and promised
far more to come. Only three of the forty-three scientific papers in the meeting
addressed psychodynamic perspectives on anxiety, and the talk in the corridors was
of psychoanalysts as dinosaurs, abour to disappear.

PD provided a particularly powerful basis forarguing that the neo-Kraepelinian
paradigm could advance understanding of acute anxiety, long considered the do-
main of the neuroses and psychoanalysis. There were three broad reasons for this
claim, First, new evidence suggested that PD is a discrete, heterogeneous disor-
der, distinct from other anxiety disorders. Particularly interesting was the dis-
covery that panic attacks do not respond to the benzodiazepines, typically used
for anxiety, but respond specifically to the drug imipramine, usually considered
an antidepressant (Klein 1980).¢ Klein had shown that imipramine was effective
against spontaneous panic artacks but not against chronic anxiety, suggesting
that panic attacks are a distinctive disorder (see Barlow 2o02:125-126; McINally
1994:1—4).” Defining clear criteria for PD allowed researchers to investigate the
specific biclogical, genetic, pharmacological, and epidemiological characteristics
of this distinctive disorder.

In addition, Klein (1980) and Sheehan (1983) argued swrongly that PD con-
sisted of panic attacks that were largely wnprovoked and experienced by sufferers as
coming out of the bfue. This formulation suggested that panic attacks are generated
physiologically rather than psychologically, that they result from neurobiological
processes rather than from the surfacing of unconscious psychological conflicts as-
sociated with seemingly unrelated stimuli. This argument was supported by find-
ings of apparent physiological differences associated with PD, including intriguing
research suggesting that infusion of sodium lactate would trigger panic artacks in
persons suffering unmedicated PD, but not in normal populations.

Finally, a series of papers had recently argued that agoraphobia, a severe and
little-understood condition, could be explained through conditioning-type learn-
ing theory as rooted in anxiety associated with those locations in which the person

had suffered a terrifying panic artack, followed by the gradual development of an
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irrational fear that leaving his or her house, particularly withour the support of
another person, might provoke another anxiety attack (Klein r980). P was thus
conceived as discrere, as unprovoked, as having symproms that map directly onto a
physiological substrare, and as producing secondary claborations that make sense of
other distinctive anxiety disorders (see Good 1992 188—189). This might be called
a physigpsychology, in which a physiological event is primary (it causes panic) and
psychology—namely, the psychological state of fear—is secondary; and in this
model, psychological process is reduced to conditioning: the pairing of fear to a
certain place.

This briefaccount of a moment in the history of American psychiatry provides
insight into current dominant view of PD, with its strong attachment both to cri-
teria that define panic disorder as a discrete, heterogeneous condition and to the
idea that panic attacks are unprovoked. In the next part of this section, we briefly
describe the emergence of PD within the APA’s diagnostic and statistical manuals,
and in the following sections we suggest how recent psychological research, cross-

cultural studies, and historical research challenge this dominant model.

Panic Disorder in the Subsequent ‘DSM’ Tradition
In recent theory, anxiety and fear are considered distinct emortions (for a review,
see Barlow 2002). Fear is a primitive alarm in response to a perceived immediate
danger. It leads to arousal; to activation of both the sympathetic and parasym-
pathetic nervous systems, experienced in bodily sensations such as palpitations
and sweating; and to certain action tendencies (freezing or fleeing). In contrast,
“anxiety is considered to be a future-oriented emotion, characterized by percep-
tions of uncontrollability and unpredicrability over potentially dangerous events”
(Barlow 2002:104).

According to current thinking, in the psychology and psychiatry enshrined in
the DSM—IV {published in r994), there are five general domains of distinct anxi-
ety disorders:

»  Generalized anxiery disorder, characterized by excessive worry abour current life
problems and future events, leading to muscular tension and other symptoms

= Posttraumatic stress disorder, marked by constant arousal and reactivity to any
reminder of past traumas, as well as a tendency to reexperience past traumas as
though they were current

»  Obsasive-compulsive disorder, identified by contamination fears and a compul-
sion to repeat certain behaviors, especially checking behaviors

*  Phobias, characterized by unreasonable levels of fear concerning objects, places,

or situations, and anxiety about contact with these®
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»  Panicdisorder, defined by episodes of acure fear or anxiety (with enough symp-
toms to constitute a “panicattack™), the fear often focusing on concerns of dying

from internally arising bodily dysfunction.

Although PD first appeared as a diagnosis in DSM—II7 (1980), experiences of
acute anxiety, with physical symptoms similar to those that serve as criteria for panic
attacks, have a longer history in the APA’s diagnostic manuals. In the DSM-J, pub-
lished in 1952, what is now called PD was diagnosed most commonly as either an
anxicty reaction, defined as a general state of fear with frequently associated somatic
symptomatology, or as one of the psychophysiologic autonomic and visceral disorders.
In DSM-II, published in 1968, the term amxicty reaction was replaced with amxiesy
neurosis, and psychophysiologic autonomic and visceral disarders was replaced by psy-
chophysiologic disorders. Only in the DSM-JT], published in 1980, did pawnic diserder
become identified as a separate psychiatric entity. The diagnosis of ageraphobiafirst
appeared in DSM=III, along with PD.

Table 1.1 outlines criteria for a PD diagnosis in the DSM-J/I]. Criterion C speci-
fied that aT D diagnosis could not be made in the presence of other diagnostic enti-
ties. Thus, according to the DSM—III§ hierarchical model of diagnosis, when PD

co-occurred with another disorder, it was 1o be understood as an epiphenomenon,

Table 1.1 Diagnostic criteria for panic disorder in the DSAM=IIT

A- At lc:lst tl-llcc P:U-li.c Att:lcl{.s \\"ltl‘l‘ln a thltc-\\tclﬂpclicd il‘l ciltumstlnms ctl‘:l' tl-l:ll-l dul'ing
marked physical exertion orin a life-threatening situation. The atracks are not precipirar=d
OI'II:{ b}rcxpcsult to :lc.lchIITI Il"ll}cd JJl'IDI}lC Stimulus.

B. Tanic Artacks are manifested by discrete periods of apprehenzion or fear, and at least four of
tl-lc Fc“m\"ll‘lg S_‘.'ITIPI:DI‘I'IS J.PPC:U' C]Lll'.ll'lgc:l.cl'l J.ttlck:
('I:l dyspnc:t
(2) palpitations
(3) chest pain or discomfart
(4) chcl&ing of sm ctl‘lcring sensations
(5 c]izzincss,vcl‘tigc, ar unsh::ud:..r Fcclings
(E:J F:clings cFunl\:alir_v
(71 p:ucstl'lcsi:t (tingling in the hands or feet)
(SJ hot or cold Aashes
(9) sweating
(10) faintness
(11) tlcml}ling or shaking
{12) Fear of d_ving, golng crazy, of c]cing scmcthing uncontralled c]uring an attack
C. Mot due to a physical disorder or anather mental disorder, such as Major Depression,

Somatization Disorder, or Schichh renia,

source: Diggestic and Sersieien! Mannal of Mensr! Disorders. 3rd. ed. [ DEM-IIT] Pp. 231—232. Copyright rofo,
American Pzychiarric Azociarion. Reprinred wich permizzion.
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a symptom of another condition and an indicator of illness severity rather than a
unique entity {Baker 1989; Carey 1985). Major depressive disorder, for example,
was higher in the hierarchy than PD, so PD could not be diagnosed in a person
who had major depressive disorder?

In the DSM—III-R (the revised edition of DSM-IT], published in 1987), five

major changes were made in the PD category (see Table 1.2):

1. No longer did three panic attacks have to be experienced in a period of three
weeks to meet criteria; instead, a person was required to have suffered only one

panic attack in the preceding month.

2. Nausea was added to the symprtom list. The delay in including nausea in the

list of panic attack symptoms reflects the dominance of cardiac symptoms and

Table 1.2 Diagnostic criteria for panic disorder in the DSAM—{II-R

A. At some time during the disturbance, one or more Panic Arracks (discrete periods of intense
fear or discomfort) hase occurred that were (1) uncxpccn:d, i.e., did net eccur immcc]i:ttcly
before or on exposure toa situation that almest always causes anxiety, and (2) not triggered
I}:.' S.ltu:l.t-lcl'ls il‘l \\'|-|i.cl-| tl-lc Pcl'scl‘l Was t|-|c FEILIS OF 0t|-:|'s‘ J.ttcnt‘lcn-

B. Either four artacks, a5 defined in eriterion A, have accurred within a four-week period, or
one or mone J.I:t:l.cl'&s |'|:l'>’\: l}::l-l Fc“c\\'\:d I:,:{ a Pcl'.lcd UFJE lc:lst a I‘l'lcl'ltl'l OF Pcl's.lstcnt Fc:ll' OF
having another atrack.

C. At least four of the following symptoms developed during at least one of the attacks:
(1) shortness of breath (dyspnea) or smothering sensations
(2) dizziness, unsteady feelings, or faintness
(3) palpitations or accelerared heart rate frachyeardia)
{4) trembling or shaking
5) sweating
6) cheking
7) nausea or abdominal distress

a) dcpcrscn:tli:_aticn or derealization

10) Aushes (hot Aazhes) or chill:
11) chest pain or discomfort

(
(
(
(
(9) numbness or tingling senzations (paresthesias)
(
(
(12) fear of dying

(

13) Fear chcingcruy or c]cing somcthing uncontralled

D. During at least some of the arracks, at least four of the C symptoms deseloped suddenly and
incl'c:‘.xd il‘l -ll'ltcl'ls-lt:,.f\\'-ltl'l.ll'l ten minutﬂs UFEHC bcginning OF tl-lc ﬁl'st C S:.'I‘rlptcl‘rls I'IOI:ILCCCI
in the arrack.

E. It cannot be established that an arganic factor initiated and maintained the disturbance,
e.g., amphetamine or caffeine intexication, hyperthyroidizm.

sourRce: Diggmeric and Stativtical Mansal of Mental Disorders. 3rd ed., rev. [ DSM-IIT-R] Pp 237238 Copyright
1of7, American Pzychiarric Azzociation. Reprinred with permizzion.
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shortness of breath in twentieth-century Western scientific theories of panic
etiology, and the neglect of dizziness-type complaints and nausea. The latter
two complaints are particularly prominent in Asian populations, as essays in
this volume demonstrate (see, for example, Chapters 7, 8, and 10).

3. It was specified that to be considered a panic attack, at least four symproms
must have developed suddenly, and increased in intensity to a state of panic

within ten minutes.

4. A diagnosis of PD could be made even if another disorder was present; for ex-
ample, a person could be diagnosed as suffering both PD and major depressive
disorder. This represented a shift from a hierarchical to a comorbidity view of
illness, a shift from a model in which one primary disorder generated all the
other so-called secondary symproms to a model of multiple, simultaneously
occurring disorders. (However, as the next paragraph shows, the “cue” criteria
led to PD not being diagnosed in the presence of FTSD)

5. In DSM-III-R, the panic artacks in PD were defined as “uncued,” that is, as
unprovoked eruptions of anxiety. Only one type of panic attack in PD was
thought to be provoked by a cue: agoraphobia-type panic attacks, in which
being in certain external spaces, such as a mall, might trigger a panic attack, in
essence constituting “place-caused” panic. This insistence on the uncued na-
ture of panic attacks in PD implied that panic attacks in the context of PTSD
could notbe considered PD-type panic attacks. That is, if a patient feared death
or insanity from the symptoms (for example, palpitations or racing thoughts)
caused by encountering some reminder of a trauma event—that is, a trauma
cue—such as someone resembling a perpetrator or a place similar to the loca-
tion of the rauma, and if that fear escalated to panic, the panic attack could

not be classified as PD in type.

In the DSM-IV, published in 1994, the criteria defining PD were minimally
changed (see Tables 1.3 and 1.4). As in the previous edition, a person must experi-
ence “recurrent, unexpected panic attacks” that develop suddenly in less than ten
minutes. Here we have the widely debated out-of-the-blue and rapid-crescendo
criteria that configure panic as a sort of periodic seizure, unrelated to stimuli that
awaken hidden conflicts or to cognitionsabout concurrentactions orbodily states.
In DSM-IV (asin DSM—=[ITand DSM—III-R) one type of triggering cue isallowed
in defining panic artacks: the cue associated with agoraphobia. Being in certain
places or situations, including being outside the home alone, being in a crowd,
standing in a line, being on a bridge, or traveling in a bus, train, or automobile are
considered situationally predisposed panic attacks. When these situations wigger panic
attacks, the disorder is classified as PD with agoraphobia (see Table 1.5).



Table 1.3 Diagnestic criteria For panic diserder in the DSM—IV

A, Both (1) and (2):
(1) recurrent uncxpcctcc] Panic Attacks

(2) at least one of the artacks has been Followed I:::.r one month {or more) of one (or more) of

the Following;
(a) persistent conesin abour |'|:n'ir|g additienal artacks

(B} worry about the implicarions of the atrack or its consequences (e.g., losing contral,
|'|:n"mg a heart artack, “going crazy”)

ic) asignificant change in behavior related ro the arracks

B. The PManic Attacks are not due to the c]ir:cl:physiclcgi.cal effects of a substance (such as a
drug of abuse, 2 medication) or a general medical condition (zuch as hyperthyroidism).

C. The Panic Attacks are not better accounted for l:::..r another mental disorder, such as Secial
Phobia (e.g., occurring on exposure to feared social situations), Specific Phobia .z, on
exposure toa sp:ciﬁc p|‘|c|3i.c situation), Ol}scssiv\:-Ccmpu lsive Disorder l:c.g., on exposuie
to dirt in someone with an obsession about contamination), Posteraumatic Seress Disorder
(c.g., in response ta stimuli associated with a sevens stresser), or Separation Anxiety
Disorder (e g, in response to being away from home or close relatives).

souRce: Diggmesric and Stativtical Manaal of Meneal Dizorders 4ch ed. [DEW-17] Pp. yor—yo2. Copyright may,
American Pzychiarric Azociarion. Reprinred wich permizzion.

Table 14 Diagnostic criceria for panic artack in the DSM—IV

A discrere period of intense fear or discomfort, in which four (or more) of the following
S:,.fl‘rlptcl‘rls dﬂtlcpcd Jbl'uptl:{ :ll-ld |t1c|-|cd J.Pc:ll'f-.\\'-ltl-l.ln 10 minutcs:

(1) palpitations, pounding heart, or aceelerated heart rare
(2) sweating

i3) trembling ar shaking

(4) s=nzarions of shortness of breath or smothering

(5) feeling of choking

(5) chest pain or discomfort

(7) nausea or abdeminal distress

(8) feeling dizzy, unsteady, lightheaded, or faint

(9) derealization (feeling of unreality) or depersonalization (being detached from oneself)
(10) fear of losing control ar going crazy

(11) fear of dying

(12) paresthesia (numbing or tingling senzarions)

l:'l 3) chills or hot Aashes

source: Diggnessic and Stasireical Manna! ef Menral Disorders. 4th ed. [DEMW=IV] I 305 Copyright 19a4,
American Peychiarric Azociarion. Reprinted with permission.
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Table 1.5 Diagnestic criteria For :lgoraphobia in the DSV

A. Anxiery abour being in places or situations from which escape might be difficult (or
le}ll'l':‘.ss‘lng] ar .LI'I '\\'l-li.cl-l hclp I‘l'l:l:,.f not I}C J."':l‘ll:ll}lc il‘l t|-|c event 0F|‘|J.'>'ing an Cxp:ctcd ar
situationally predizposed Panic Atrack or panic-like symproms. Agoraphobic fears typically
in"'cl"tchll'xtﬂl'isti.c Clustcl's DFS.LI:LI:I.I:-IOI'IS tl-l:lt -ll-lcll_ldc I}:ll‘lg Outsidc tl-lc |‘|0|‘|‘Ic J.lcl'lc'.
being in a crowd or standing in aline; being on a bridge; and traseling in a bus, train, or
J.Utcmcl}‘l'.c-

B. The situarions are avoided (e.g., trasvel is limited) or else are endured with marked distress or
with anxiety about |'|:n"mg aPanic Attack crpanic—likc symptems, of require the pres=nce af
acompanion.

C. The anxiety or phobic aveidance is not betrer accounted for by another mental disorder,
Sucl-l as Scc‘lll Phcl}l:‘. (C-g-, :ﬁ'c‘ld:l.l‘lc\: llmltcd te Stx.l:ll Sitl_l :lt-lcns bcclusc DFFEJ.I' OF
embarrassment), Specific Thobia ie.g., avoidance limited to a single situarion such as
C[C"J.tcl's:l, Obxss‘l‘t—ccmpuls‘l‘t D.lscl'dcl' [:C:g-, J."Oid:lncc OF dllt .LI'I some one \\'.lt|-| an
obsession about contamination), Posttraumaric Stress Disorder (e g., avoidance of stimuli
Jsscc.l:ltcd \\'.lt|-| asesene Stlcsscl':l, or &P:{I':{t‘lcl‘l AI‘I \I.cl::,.f D.lscl'dcl' [:C-_gu, :lVD.ld:ll'ICc UF lcl"ing
home or relatives).

source: Diggnessic and Stasireical Manna! ef Menral Disorders. ythed. [DSM=IV] P 306, Copyright roa4.,
American Pzychiarric Azociarion. Reprinred wich permizzion.

As did the previous editions, the DSM—{V continues a sharp distinction be-
tween PD and P'TSD, owing to the insistence on the untriggered nature of panic
attacks in PD. Thus, if a panic attack is triggered by a trauma cue—for example,
an experience that provokes a memory of a traumartic event, followed by physi-
ological symptoms of anxiety and concerns about a heart attack—the episode is
not considered a PD-type panic attack. According to the DSM—/V's definition of
PD, such hybrid entities do not meet PD criteria, but rather should be classified
simply as PTSD.

One important change in the DSM—/V should be noted. The diagnosis of panic
attacks was separated out from the diagnosis for PD. This reflected a growing re-
alization that panic attacks were found in many disorders (for a discussion, see
Chapter 6 in the present book), a realization that has continued to grow.

In the current edition of the psychiatric diagnostic manual, DSM—/V=TR (2000),
the criteria for PD are unchanged from DSM—IV. The DSM=V Work Group on
Panic Disorders has been meeting, but with no indication to darte of any substan-

tial changes from current criteria.

Recent Findings and Theories Challenging the

'‘DSM’ Conceptualization of Panic Disorder

In this section we outline recent critiques of the DSM—IVs biological conceptu-
alization of PD, and the emergence of a psychological view of panics origin. We
discuss the important implications of a catastrophic cognitions theory in respect

o historical and cross-cultural variations in panic.
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Controversies Surrounding the Definition of Panic Disorder

Several elements in the DSM definition of PD have been particularly controversial.
These elements relate in large measure to efforts to constitute PD as an autonomous,
largely physiological disease entity. First, there remain important questions about the
discrete set of anxiety symptoms listed as diagnostic criteria. In some cultural contexts,
acute anxiety symptoms other than the thirteen listed in the DSM-/V take center
stage. For example, among Cambodian refugee populations, tinnitusis called &b/
shooting from the ears” (khyal choenh pii trocchia), and this somatic event is thought
1o indicate bodily weakness and a disorder in the “khyd! physiclogy.” (According to
the Khmer ethnophysiclogy, #Ay#/is a windlike substance that courses through blood
vessels,) Tinnitus isa common—and personally and clinically importan —complaint
during anxiety and panic states in this group (Hinton et al. 2006a, in press). In ad-
dition, DSM—IV places certain symptoms together under a single criterion (such as
feeling “dizzy, unsteady, lightheaded, orfaint,” or having “chills or hot flashes™), sug-
gesting that they are somehow equivalent, Darta suggest that these symproms may be
symbolically equivalent in one society but not in another, and that the experience and
categorization of symptoms may differ across cultures in important ways.

Second, specific questions about the defining characrteristics of panic attacks
remain unresolved. For example, the research reported in this book suggests that
it is arbitrary to require that for an experience of anxiety to qualify as a panic at-
tack the anxiety must start abruptly and reach a peak in ten minutes. If a person
feels increasingly anxious over a longer period—for example, over the course of an
hour, finally reaching a state of panic—the DSM—{Vwould define this experience
as not meeting the criteria for a panic attack. Findings presented in this book pro-
vide evidence that across cultures there are important variations in the pattern of
onset of anxiety, raising serious questions about this criterion.

Third, in DSM—{V, the presence of P'TSD excludes a diagnosis of PD. Criterion C
(see Tabler.3) states that panic attacks should not be better accounted for by another
disorder, specifying that the panic should not be a response to a “stimulus” associated
with a traumatic event. If such a stimulus—for example, dizziness—both recalls a past
traumatic event (such as being beaten on the head by police or soldiers in settings of
conflict or torture) and causes thoughts about imminent bodily disaster, such as a
stroke, the clinician should make the diagnosis not of PD but of PTSD. To this extent
DSM-IV remains hierarchical, indicating that if one diagnosis (F'TSD) is present,
another diagnosis (PD) cannot be made. In respect to P, the DSM—{V proscribes
hybrid or comorbid entities, The relations among memories of trauma, panic attacks,
PD, and P'TSD raise important questions for empirical, cross-cultural research, and
the exclusion of comorbid diagnoses of PTSD and PD remains controversial,

Fourth, in order to meet DSM—/V PD criteria, the panic artack should be
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“unexpected,” that is, come out of the blue (see criterion A, number 1in Table 1.3).
Such a view, as we have suggested, aims to characterize a panic attack as an autono-
mous physiclogical process, a sort of seizure of the nervous system. In fact, most
psychological researchers today think that panic is frequently triggered rather than
unexpected; the anthropological data would also suggest this to be the case, as we
note later and as the research reported in this book shows.

These rather straightforward controversies point 1o much more essential questions
for the field. Are panic attacks indeed physiological eruptions, akin to a seizure, or
are they (sometimes? always?) far more psychologically motivated and organized?
Are there fundamenrtal differences across cultures in the experience of panic attacks
that raise important doubts about the universality of current diagnostic criteria?
Can panic artacks be initiated by events or experiences that wrigger fears or anxiet-
ies through hidden semantic networks or psychological associations that are our of
awareness or unconscious? Indeed, are the panic attacks that occur in trauma dis-
orders and PD (always? sometimes?) heterogeneous, or are they overlapping condi-
tions? One of the goals of this book is to provide the best examples of cross-culrural,

ethnographic, and clinical research that speak to questions such as these,

The Emergence of a Psychological Theory:

Catastrophic Cognitions and Panic Disorder

There has long been a tension berween theorizing panic artacks in neo-Kraepelinian
terms—as a distinct pathological entity, largely understood as spontaneous biologi-
cal events—and a more psychological interpretation of panic attacks. The Sterling
Forest Conference, which occurred right after the publication of the DSM-IT],
represented a moment in which powerful claims were made abourt the adequacy
of a biclogical understanding of panic attacks—claims that panic attacks are spon-
taneous physiclogical events in persons genetically predisposed to such a disorder.
This noncultural, nonpsychological view of the core processes generating PD would
continue in DSM—IV, as we have described.

Any modeling of panic attacks in PD also had to respond to observations that
panicartacks oceur in many DSM-defined disorders. Some panicartacks are “stimu-
lus bound” (phobias) or “situationally predisposed” (social phobias), and memo-
ries (particularly traumatic memories) may trigger panic attacks or experiences of
acute anxiety (PTSD). Modeling of panic attacks in PD required understanding
the process of the rapid crescendo of panic symptoms, the focus on the body and
fear of dying, or the worry that one was our of control and might be going crazy.
Even the strongest proponents of a biological approach o understanding PD were
required to introduce psychology—usually via behavioral learning theoryand cog-

nitive psychology, namely, conditioning theories—to understand the clinical phe-
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nomena, such as anticipatory anxiety and agoraphobia, even as they were claiming
that biological psychiatry provided a clear, scientific altemative to psychoanalytic
understandings of acute anxiety.

Over time, the hypothesis that panic actacks in PD were primarily unprovoked,
seizure-like events was challenged empirically, leading to the development of more
robust psychological theories of PD. The development of theories of catastrophic
cognitions, in particular, has been extremely influential and has led 1o very differ-

ent models for understanding and treating PD than were present in 1983,

Critiques of the Biological Explanations of the Laboratory Induction of Panic Attacks
in Panic Disorder  Efforts to isolate physiological processes that cause panic have a
long history, such as theories that focused on a heart eticlogy in the Civil War and
World War I (see Chapters 4 and 5). One important hypothesis, which in 1983 was
still referred to as evidence fora biological theory of P, suggested that lactate might
playa critical physiological role. Inan influential research report, Pitts and McClure
(1067) demonstrated thar lactate caused panic among persons with what was called
effort syndrome: when they injected those patients with lactate, acute episodes of
headache, dizziness, faintness, weakness, and chest tightness, resulting in panic,
followed. In the 1970s, researchers working within a cognitive paradigm challenged
this purely biological formulation. In an article published in 1974, Ackerman and
Sachar questioned the validity of the lactate theory of panic and hypothesized that
panic was not produced by the effects of lactate (or of lactate-induced low calcium)
in the brain, but rather by catastrophic cognitions about lactate-induced symptoms.
Cold extremities associated with lactate injection could resultin fear of stroke, they
argued. Pitts and MeClure and other cognitive theorists suggested that PD patients
are hyperreactive to a wide spectrum of agents other than lactate, including carbon
dioxide, yohimbine, and norepinephrine. According to cognitive theorists, the most
parsimonious explanation for this broad reactivity was hypersensitivity to somatic

sensations, irrespective of the method of induction (Barlow 2002:171, r78—179).

Panic Attacks as Triggered by Catastrophic Cognitions About Somatic Sensations In
the 19805, cognitive theorists increasingly argued that the DSM’s out-of-the-blue
criterion—that true panic attacks are unp rovoked—should be eliminated (for reviews,
see Beck 1988; Craske 1991; McINally 1904; Rapee et al. 1995; Street et al. 1989).
Instead, they argued, catastrophic cognitions abour bodily sensations constitute a
core process in provoking panic attacks, and the feared bedily sensations that provoke
panic may be induced by a wide range of “wriggers.” Clark (1986:462) summarized

this catastrophic cognitions theory of panic as follows (see Figure r.1):

The trigger for an arrack often seems to be the perceprion of a bedily sensaden

which itself is caused by:l different emetional stte (excicement, anger) or b}n’ some
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Trigger stimulus

(internal or external)

Tereeived threat

Tnterpretation of s=nzations
as eatastrophic Apprehension

\ Body

II'ISJ.t-lDI'IS

Fgure 1.1 A cognitive model of the generation of a panic actack, as dcpicrcd by

Clark (1988)

quite innocuous event such as 5uddcnlygcrl:hjg up from the sitting pesition (dizzi-
ness), exercise (breachlessness, palpirations) or drinking coffee (palpimrions). Onece
perceived, the bodily sensadion is interpreted in a catastrophic fashion and then a

panic :I.II:I.Ck TCSLL'.ES.

Other common ways in which sensations might be induced, and which then trigger
panicartacks, were also explored, for example, hyperventilation, which causesa host
of bodily sensations, including blurry vision and hand numbness (Beck 1988); and
temperature and humidity changes (such as those resulting from entering a sauna
or moving from a warm to a cold space), which cause somatic symptoms such as

swearting or cold extremities (Rapee et al. 1995).

Theoretical Implications of the Catastrophic Cognitions Theory of Panic Disorder  If
the catastrophic cognitions theory of panic (which is often called the cognitve
theory of panic disorder) is valid, it has important implications in respect to the
nature of PD and its historical and cross-cultural variability. Following are several
hypotheses that emerge from a catastrophic cognitions theory of the generation of
PD that have particular significance for investigating cross-cultural differences in
the phenomenology and distribution of panic attacks and PD.

HYPOTHESIS 1: The severity of catastrophic cognitions should predict panic severity
and frequency. According to the catastrophic cognitions theory of panic, the more

severe a person’s catastrophic cognitions about particular sensations are, the greater
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should be the frequency and severity of panic attacks. In support of this hypothesis,
multiple studies demonstrate that the severity of catasrophic cognitions about panic
sensations is strongly related to the severity and frequency of PD panic attacks (for
areview, see Hinton etal. 2006b). This would suggest a close relationship berween
cultural interpretations of the danger of particular sensations and rates of PD as-
sociated with those sensations.

HYPOTHESIS 2: Decreasing catastrophic cognitions showld improve PD. Accord-
ing to the catastrophic cognitions theory of panic, treatments that reduce a per-
son’s catastrophic cognitions about panic sensations should decrease the frequency
and severity of PD panic artacks. In support of this hypothesis, multiple studies
illustrate that reducing catastrophic cognitions of P patients is at least as effec-
tive as medication in allaying the severity and frequency of PD panic attacks (for
reviews, see Barlow 2002; McNally 1994; Taylor 2000). This finding provides
further evidence that catastrophic cognitions occurring during PD panic attacks,
which would be expected to vary by culture (see Hypothesis 3), are some of the
very “cogs” of the disorder.

HYPOTHESIS 3! The emphasized symptoms of PD panic attacks will vary across
culsral groups and historical periods. According to the catastrophic cognitions theory
of panic, the sensations most prominent in PD panic attacks will vary depending
on which sensations are viewed as potentially catastrophic by members of a society
or social group. Given local illness concepts and syndromes, certain bodily sen-
sations will be viewed with more fear, and those symproms will form the critical
symptoms asso ciated with panic in those contexts.'® The main symptoms focused
on by persons suffering PD panic attacks should vary by cultural groups and his-
torical periods, as well as across individuals within particular cultural groups and
historical periods.

HYFOTHESIS 4: The cvents or actions that trigeer the sewsations that cause PD
panic attacks will vary acress cultural groups and bisworical periods. According to
the catastrophic cognitions theory of panic, in different individuals, cultural
groups, and historical periods what induces the feared sensations and triggers
PD-type panic attacks may vary. Given local illness concepts and syndromes,
specific bodily sensations will be viewed with more fear in certain situations, such
as upon going into a crowded mall, upon engaging in worry, upon standing up,
or upon going outside and being hit by a strong wind when feeling weak.'' Put
another way, the events and actions that trigger panic will vary radically by cul-
tural group and historical period.

HYPOTHESIS §5: PD catastrophic cognitions will vary across cultural groups and
bistorical periods. According to the catastrophic cognitions theory of panic, the

catastrophic cognitions or modes of rationality associated with panic attacks may

17
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vary depending on local ideas about human physiology and on local cultural syn-
dromes. As conceptualizations of the body, its physiology, and illness syndromes
have shifted, so too have the nature of catastrophic cognitions and the structure
of the panic ontology. Catastrophic cognitions will thus vary significantly across
cultures, cultural subgroups, and historical periods, depending on the regnant syn-
dromes and ethnophysiclogies.

HYFPOTHESIS G The anset of PD panic atracks may be relatively prolonged.
According to the catastrophic cognitions theory of panic, episodes of PD panic
attacks are not seizure-like events. They may crescendo rapidly (in less than ten
minutes, as specified in the DSAM—V criteria) or they may crescendo more slowly,
even over several hours, worsening as the patient’s catastrophic cognitions worsen.
In fact, a recent study indicates that the ten-minute criterion should not even be
applied to English-speaking Worth Americans (see Scupi et al. 1997).

HYPOTHESLS 7: Hybrid panic attncks should occur that combine PTSD and PD
characteristies. According to the catastrophic cognitions theory of panic, PD panic
attacks should frequently co-occur with trauma-related disorder. Encountering a
trauma-related stimulus (such as conditions resembling the location of the original
trawma) or thinking about a trauma may trigger various sensations. These sensations
may in turn be cognized or interpreted as threatening and potentially catastrophic.
For example, palpitations may recall a traumatic event in which the person expe-
rienced strong palpitations, and palpitations may concurrently evoke catastrophic
cognitions (forinstance, those of a heart attack). There is evidence that such hybrid
panicattacks are common (see, for example, Hinton et al. 2006b). How these hybrid
panicartacks oceur can be depicted by a multiplex model such as that represented by

Figure 1.2 (for further discussion of the components of this model, see Chaprer 3).

Contributions of This Volume

Many of the chaprers in the current volume draw on a catastrophic cognitions
theory of panic and explore one or more of the hypotheses just outlined. The
chapters provide support for these proposed hypotheses, illustrating the heuristic
value of a catastrophic cognitions approach to the study of panic across cultural
contexts and historical periods. Several chapters illustrate the great variability in the
symptoms that form the core symptom of PD-type panic artacks; they demonstrate
how historically and culturally varying syndromes and ethnophysiologies give rise
o catastrophic cognitions that produce panic, and they demonstrate the hybrid
nature of panic, linking panic and trauma symproms. This approach thus provides
one model for making psychological and cultural processes central 1o investigations
of culture and PD, rather than focusing more narrowly on cultural variability in

symptom criteria and diagnostic entities,
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As we have already suggested briefly, the catastrophic cognitions approach
may be integrated with an understanding of interpretive practices through which
distinctive modes of reality are constituted (Good 1994), as well as with a culrural
phenomenologyand anthropology of sensations, as outlined by Hinton and Good
in Chapter 3 of this book. An anthropological approach assumes that catastrophic
cognitions are grounded in diverse symbolic forms, linked outwardly to social and
political domains, and inwardly to bodily and psychelogical experience. Local
bodily logics, networks of semantic or cultural associations, body metaphors, com-
plex memory processes, and other symbolic forms are critical to the processes of
appraisal and interpretation that produce responses to sensation that may trigger

panic attacks (see Figure 1.2).

Theoretical Perspectives on Panic Disorder

The two chapters in Part [ argue for the importance of studying PD from both a
historical and a cross-cultural perspective, and they present some analytic tools for
doing so: an anthropology of sensations (namely, sensations embedded in com-
plex networks of meanings and within specific technological, political, and bodily
practices); a catastrophic cognitions theory of panic; meaning-forming processes;
and the link berween power and knowledge (thart is, an examination of who is
empowered by a certain conceptualization of the cause of panic). They contend
that the panic experience can be understood only when situated in the context of
a particular life that exists in a specific cultural-historical moment, in a distinet
environmental location {with a certain architecture, a certain range of sensory-
scapes, a certain configuration of dangers), in a set sociological situation, and in a

determined economic position.

Historical Perspectives on PD—Like Disorders

Thesecond section of this collection provides contributions to a cultural history of
PD. Any claim to studying the history of a disorder formally codified as recently
as 1980 obviously falls prey to a presentist bias, raising questions about whart phe-
nomena should belong to such a history. Nonetheless, it is clear that broad catego-
ries of psychopathology have quite different cultural and civilizational histories.
In European and American history, schizophrenia is embedded in ideas of genetic
decline and degeneracy, dangerousness, incurability, and asylums, and these are in
turn linked to ideas about human difference and evolution rooted jointly in co-
lonial encounters with others and subsequent interpretations of these encounters.
Depression has a quite different cultural history, being linked, on the one hand, to
classical Hippocraticwritings about melancholia and, on the other, to the Christian

category acedia, one of the cardinal sins that affected early ascetics with a “weariness
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or distress of heart” “akin to dejection” (Jackson 1985). Anxiety has yet a different
cultural trajectory—embedded in ideas of nerves and the depletion of nervous
energy associated with industrialization, modermnity, and the “age of anxiety,” but
also associated with danger and fear, linked to the battlefield and trauma as well as
o acute experiences of cardiac distress; to debates about the role of physiological
and functional sources of such distress; and to a broad range of irrational fears and
phobias. Despite our ability to point to such broad cultural trajectories, isolating a
cultural history of panic among these trajectories is particularly challenging.

The book’s historical section aims to provide a genealogy' of current concepru-
alizations of PD—to identify phenomena that share a family resemblance to panic
attacks; to trace epistemic shifts in understandings of these conditions; to note links
between epistemic changes and other shifts in society; to look closely at diverse rep-
resentations of acute fear and anxiery; particularly in medicine and psychiatry; and
o observe debates and emerging ideclogies about their causation. These chapters
suggest that the acute onset of multiple symproms, accompanied by fear of death or
insanity, gave rise to multiple causal theories and to associated therapeutic pracrices
and “technologies of the self” (Martin et al. 1988}, providing PD with a distinctive

cultural history.

Cross-Cultural Studies of Panic Disorder
For the Sterling Forest Conference, Byron Good and Arthur Kleinman were asked
o provide a cross-cultural review of the literature on anxiety disorders, a review
situated among the wiumphalist claims of a universal biclogical psychiatry and
neo-Kraepelinian understandings of psychiatric disorders. Their review (Good
and Kleinman 1985) staked out a position in conversation with the neo-Kraepe-
linian views that were dominant at that conference. “Is there evidence that anxiety
and disorders of anxiery exist in other cultures?” this review asks, and then poses
the following questions. Are the five basic subcategories of anxiety disorders the
same across cultures, or do subtypes of anxiety disorders differ by culture or by
ethnomedical tradition? Are DSM symptom criteria universal, as the biological
paradigm suggests, or does culture shape the symproms associated with particular
disorders? What is the relationship between particular local illness categories—for
example, araques de nervios among Puerto Ricans, or subtypes of neurasthenia in
the Japanese Morita psychotherapy system—and DSM categories? Whart does the
cross-cultural research tell us about these issues? Although it focused primarily on
the cross-cultural literature, the review was intended to raise similar questions for
diverse American ethnic groups, subcultures, and immigrant populations.

The Good and Kleinman review purposely challenged the assumptions of most

researchers attending the Sterling Forest Conference as well as the architects of the
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DSM system: that symptoms directly reflect physiological abnormalities and that
categories of anxiety disorders are natural reflections of disordered human biol-
ogy. [t was also intended 1o raise questions abour the relationship between culture
and psychopathology that could be addressed only through research. Although in
1983 there was adequate evidence to raise these questions and to suggest substan-
tial cross-cultural variation, for none of the anxiety disorders or particular cultures
was the research strong enough to answer any of these questions in a convincing,
empirical manner,

Over the past two decades, a wide-ranging literature based on both empiri-
cal research and clinical experience has begun 1o emerge, providing a basis for re-
sponding to many of these questions. The research reported in the chapters in the
third section of this book goes considerably beyond the questions formulared by
Kleinman and Good in 1983, speaking to the controversies that have emerged in
the past two decades, As we shall see, the studies also provide data relevant to new
ways of thinking about PD.

To point forward, the ethnographic chapters in this book suggest the

following:

* The darta provide strong support for the relevance of using PD as a comparative
category for research. Panic attacks are recognizable and widely reported in the
cultures represented in this book.

» The studies presented here suggest that interdisciplinary research combining
clinical, ethnographic, and epidemiological methods that draw on conceprts
from current psychiatry and critical social sciences is the most fruitful way to
proceed.

» Theethnographic chapters in this book follow recent clinical investigations in
raising serious doubts about a narrow focus of artention on those panic attacks
that appear to be unprovoked or out of the blue. A clear distinction berween
panic attacks that are provoked and those that are not is often impossible to
make. Basing a diagnostic approach on this distinction seems quite dubious.
The cross-cultural research supports a far more social and psychological view
of panic attacks than that represented by the narrow biclogical models.

* In many parts of the world and for many persons, a neat separation of panic
attacks as found in PD and trauma experiences is not tenable. Several of the
chapters suggesta rich and complex relationship berween PD-type panic attacks
and trauma experiences, which has clear implications for the DSM formulation
of these as noncomorbid conditions.

» Some of the essays in this volume speak specifically to the question of the phe-

nomenology of panic artacks, including both those symptoms thar are most
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prominentand the pattern of emergence and crescendo of symproms within the
ten-minute period indicated by the DSAM system. Clearly the DSAM definitions
do not adequately represent the empirical data obtained from cross-cultural
studies,

* The chapters in this book provide extremely rich empirical data on the rela-
tionship between local illness categories and PD in settings as diverse as Puerto
Rican mainland and island communities, Rwanda, Thailand, Tibetan refugee
communities, and China. These chapters indicate thatalthough there is a rela-
tionship between local illness categories and D.5M categories, there is no one-to-
one relationship between a particularlocal illness category and DSM categories.
Atagues de nervios is not a Puerto Rican term for PD; awmques are culturally
meaningful and phenomenologically consistent, but they are heterogeneous in
terms of DSM disorders. There is now empirical evidence to indicate precisely

the nature of the heterogeneiry.

Overall, the ethnographic chapters in this book do not support the conceptual-
ization of PD as a spontaneous, biological eruption with universal phenomenoclogy.
Instead, they open onto a more complex modeling of panic experiences. As such,
they also suggest a more complex relationship between culture and PD than that
represented by the 1983 formulation of Good and Kleinman (1985), which aimed
o provide data relevant to the neo-Kraepelinian paradigm. The chapters here sug-
gest that awide range of cognitive and psychological processes may trigger experi-
ences of panic as well as anxiety abour the likelihood and danger of future episodes.
They suggest that catastrophic cognitions play a significant role in panic attacks
across diverse societies, and that culture is eno rmously significant in shaping which
bodily sensations or internal experiences may be considered threatening or poten-
tially catastrophic by individuals in these societies. They suggest that catastrophic
cognitions are one type of “interpretive practice” (Good 1994), and therefore that
interpretive cultural studies may be profitably linked to psychological studies in
research on PD. The ethnographic studies further suggest that an anthropology of
sensations may contribute significantly to understanding essential characteristics

of panic attacks and PD.

Conclusion

This book provides a fundamental challenge to naturalizing accounts of PD that
suggest that PD is a universal disease entity with relatively little variation across
cultures. The essays in this collection show with great specificity that although
panic experiences certainly exist widely across time and cultures, they belong to

very different frames of social and cultural experience. Symptoms critical to panic
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attacks, the phenomenology of the panic experience, and the link to memories
of trauma all vary by culture and individual history. These findings have great
relevance for the development of culturally appropriate forms of clinical care, as
well as for many of the most salient debates within anxiety disorder research. The
essays suggest the enormous importance of an anthropology of sensations and de-
tailed understandings of social and psychological experience for the basic science
of anxiety and anxiety disorders, as well as for the development of therapeutics and
mental health services, They suggest the importance for cultural and psychological
anthropology of systematic, cross-cultural studies of panic attacks, PD, and anxiety
disorders more broadly.

The chapters of this book represent a significant step forward in understanding
panic and PD from a cross-cultural perspective. Simple epidemiological studies
based on criteria derived from studies of middle-class American experiences of
panic attacks can no longer be accepted as sufficient for making claims about PD
being essentally invariant or generally consistent throughout the world (see, for
example, Taylor 2000). At the same time, the research represented here is only
the beginning of a rich understanding of anxiety, panic, and fear in social and
cross-cultural contexts, Orr's Panic Diaries (2006) suggests the broad range of
social and historical marterials that may be relevant to a deeper understanding
of PD. Linking such wide-ranging studies to investigations of individual lives
in diverse local cultures remains a challenge to be taken up by new generations

of scholarship.

Notes

1. In1895, Freud gave one of the clearest descriptions of what we now call panic arracks,
labeling them amviery attacks (see McMally 1994). In Freud’s view, accumulacion of sexual
tension, arising from abstinence, coitus incerruptus, and the like, erupts into panic,

2. Here the term psychapiiysiology means the study of the physiological corrchtes of
emotional staces such as fear and joy: auronomic amr&s:zfp:zmm, asin palpiml:ions, swearing,
and muscle tension; and endocrinal states, as in elevadon of cortisol or cpincphrinc levels. Tc
might better be called an emotion-physislogy.

3. The first author of this increduction, Byron Good, was one of the participants in
the conference, where he presented the frst draft of the paper “Culture and Anxiery: Cross-
Cultural Evidence for the Patterning oFAnxjcr}f Disarders,” which was publishcd as Chapr
ter 13 of the Tuma and Maser volume (Good and Kleinman 1985). The observarions abour
the 1983 conference are his.

4. Inthe conference and in the resulting volume (Tuma and Maser 1985), the notion of
oIt ive Was rather limited. In that conference and volume, the so-called cogpitive thcnr}n' of
anxicty examined mainly how fear was represented in the mind, the most prominent model
being Lang’s (1085) associative network medel, in which an emotional state was operarional-

ized as a nerwork consisting ofa cercain label of the emotion, an associated event, a certain



Cross-Cultural and Historical Perspective

patcern of physiological arousal, and a certain posture. Cognitive-type mearment was con-
ceptualzed as “exposure” to a “fear network. ™ These models focused on memery enceding,
recrieval, and “extincrion,” which were [inked to animal models oFlc:lrning.

5. See Good 1992:187—193 fora more detailed description of the Sterling Forest Confer-
ence and its discussions of PD,

&. In face, chis is not the case. Bcnzodi&zapincs are effective for PD (Resenbaum et al,
2005,

7. Imipramine does not have these specific effects, as later research would reveal. It is
also effective for depression and chronic anxiety; as in its proven cfficacy for generalized
anxiety disorder (Rosenbaum eral. 2005).

8. Phobic disorders include sac'f:zfpﬁaéfia, characrerized b}n’ fear in social situations and
anxiety about entering such situations; and {pc‘r{ﬁc‘pﬁoéﬁﬂ, characrerized b}n’ Fear of cermin
places or things, such as snakes.

9. The DSM-IIs hierarchical conceprualization of diagnesis had an unfortunace
consequence: the neglect of PD as an object of inquiry by cross-cultural researchers whe
had a primary interest in other disorders, such as dcprcssion. As an cmmplc, in his 5|:udy of
neurasthenia patients, Kleinman (1986:203) found remarkably high rates of PD (in the one
hundred padents diagnosed with neurasthenia, 35 percent suffered PD and 87 percent suf
fered major depressive disorder). Interestingly, in the follow-up study of these same patients
whowere treated for depression, 33 percent continued to meet criteria for major depressive
disorder, 29 percent for PD (Kleinman 198&:219). In [ine with contemporary diagnestic
views, Kleinman (1986 75) suggested that “anxicty problems seemed secondary to depres-
sion,” and panic never became a primary focus of his rescarch. The fact that many of the
patients in his study had experienced severe trauma associated wich the Cultural Revelution
in China, a major ﬁnding of Kleinman’ research, suggests that panic symptoms linked to
that trauma may have been quite significant complicating factors in the pathology of the
sample he studied.

10. American panic attack sufferers have been shown to focus frequently on one symp-
tom, presenting to the emergency room or to a physician’s office with one somatic com-
pL‘:.inl:, such as dizziness or chest pain, not mentioning the ather Symproms of autonemic
arousal (Katon 1984, 1989). If the physician does not ask about the presence of other au-
tenomic arousal symptoms (such as palpitations, sweating, and shortness of breath), the
complainr may be misdi:{gnoscd cither as a physic:d ailment (For cmmplc, chest pain as
a heart atcack, or dizziness as vestibular disorder), dicrcby rcsull:ing in inappropriate and
expensive testing, or as a chrenic symptom of 5implc somartization, rhcrcby rcsuldng in
ineffective treatment,

11. Asan cmmplc, Cambodian rcFLLgccs fear dizziness upon 5mnding', itindicares exces-
sive ng"fsurgjng in the body, which may cause “ng"fwcrload’ (HUJEHM), an extreme and
dangerous form of “khyif arack” that may bring abour syncope and various physical disasters
(see Chaprer 3). This “kéydl overload” must be rreated by culmurally indicated metheds such
as “coining” the body and “biring the ankles,” or deach mayv.'c“ resule, Owingto 5}-’11dromc~—
generated catastrophic cognitions, dizziness upon smanding causes much greater fear for a
Cambodian than for an American. The frequency with which cermin sensation-inducers
bring about panic varies by culture. Commeon triggers of panic among Cambodian refugees

include 5|::1nding:md Fccling dizzy, seeing a 5pinningobjccr, and 5n1cllingcar-—cxhaus|:Fumcs
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(see Chapl:cr 3} ameong Viernamese Ic[:ugccs, triggers include sl::mding and [:ccling dizzy, a
cold wind hitring the body, and urination (see Chapter 3). Both Cambodian and Viernamese
refugees fear that “worry” can damage the body and mind, so ifany sensations—particularly
dzziness—oceur during WOITY cpisodcs, a spiml o[:p:mic may ensue,

12, For Foucaults notion of genealogy, see Gueting (1989) and Visker (1995).

13. See Good and Kleinman (1985).
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