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Background. Although 40% of people with panic attacks
rever seek care for their attacks, those who do may use
medical settings or mental health settings, or both. The
purpose of this study was to examine where people seek
care for their panic attacks within and outside the health
care system, and to determine what variables predict the
choice of a given site.

Methods. The Panic Attack Care-Seeking Threshold
(PACT) study is a community-based survey of 97 sub-
jets meeting the Diagnostic and Statistical Manual of
Mental Disorders, Third Edition, Revised (DSM-I111-R)
criteria for panic attacks. A structured interview was
uwed to collect information about panic attacks, family
characteristics, psychiatric comorbidity, health care ac-
cssand utilization, illness attitudes and behaviors, qual-
ityoflife, and symptom perceptions.

Results. Forty-nine percent of the subjects seeking care
for panic attacks presented to medical settings, whereas

Panic attacks are common among the general population
andcan be interpreted as either medical or psychological
events by those experiencing them.12 Even when attacks
occur less frequently than required for the diagnosis of
panic disorder (four times in 4 weeks),3 they are associ-
ated with disabling complications: depression,4 suicide,5
substance abuse,6 and agoraphobia.4 Although about
4% of people who experience panic attacks never seek
health care for this problem,78when they do seek care, it
maybe from medical settings or mental health settings, or
both. Panic sufferers also may seek care from sources out-
sicethe conventional health care system, such as from the
clergy or a folk healer.

Submitted, revised, November 15, 1994.

trm the Department ofFamily Practice, University of Texas Health Science Center
ut San Antonio. Requestsfor replants should be addressed to David A. Katerndahl,
bID, Department of Family Practice, University of Texas Health Science Center,
1703 Floyd Curl Dr, San Antonio, TX 78284-7795.

6 1995 Appleton & Lange ISSN 0094-3509

The Journal of Family Practice, Vol. 40, No. 3(Mar), 1995

26% of subjects used mental health settings. The family
physician’s office was the most frequent site of presenta-
tion (35%), followed by a hospital emergency depart-
ment (32%). Only 13% of subjects sought care from a
site outside the health care system. Variables predicting
presentation to specific health care sites varied. Subject
demographics, panic characteristics, and symptom per-
ceptions were generally significant factors in care-seek-
ing. Illiness behaviors, readiness for sick role, health lo-
cus of control, and family measures failed to predict the
seeking of care specific to any particular site.

Conclusions. When subjects with panic attacks seek care,
they most commonly present to a general or family phy-
sician’s office or a hospital emergency department.

Key words. Panic disorder; delivery of health care; health
care utilization; family practice; primary health care;
emergency medical services; emergency service, hospital;
care-seeking. (/ Fam Pract 1995; 40:237-243)

The National Institute of Mental Health (NIMH)
recently implemented the Panic Disorder Education Pro-
gram to inform the public about panic disorder, to en-
courage panic sufferers to seek treatment, and to educate
health care providers about the disorder.9 This campaign
may substantially increase the frequency with which peo-
ple seek care for panic attacks as well as improve physician
recognition of the presenting symptoms of panic disor-
der. A better understanding ofwhere people seek care for
their panic attacks is important to the anticipation of the
current and future demand for services and the prepara-
tion ofproviders working in relevant settings to accurately
recognize and effectively treat this problem.

Most of the information concerning how people
who have panic attacks use the health care system comes
from studies that ask about seeking care for broad reasons,
ie, for “emotional problems” or for “any reason.” 10-11
Little is known about where people seek care specifically
for panic symptoms. Even less is known about factors that
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might influence the choice of sites within the health care
system. Such factors might include symptom type and
severity of attacks, perceptions and interpretations of
symptoms, attitudes about illness, coexisting mental dis-
orders, family functioning, access to health care, and de-
mographic characteristics. An understanding of the char-
acteristics that predict the specific sites from which panic
sufferers seek care can help us understand the process of
choosing a care site. Delineating the factors that influence
the decision about where to seek care also can improve the
ability of providers in specific settings to recognize pa-
tients who present to them with panic attacks.

The purpose of this study was to examine where
people seek care for their panic attacks within and outside
the health care system, and to determine the number of
different sites used and the factors predicting a particular
choice among the various sites. The data used were col-
lected in the Panic Attack Care-Seeking Threshold
(PACT) study,7which investigated determinants of care-
seeking behavior among a community-based sample of
adults who had experienced panic attacks.

Methods

The PACT study was conducted in San Antonio, Texas,
from August 1989 to April 1990. The sampling proce-
dure has been described in detail previously.12 House-
holds from 18 census tracts were selected at intervals of
eight beginning from a randomly selected intersection.
Within each household, an adult >18 years old was ran-
domly selected by the Kish method13 and screened for
panic attacks using the Structured Clinical Interview of
the DSM-I111.14

Individuals who met the criteria for any occurrence
of panic attacks (spontaneous attacks with at least four
panic-related symptoms peaking within 10 minutes of
onset) completed an in-depth structured interview that
was conducted by using the following instruments: the
Structured Clinical Interview ofthe DSM-III (sections on
major depressive episode, substance abuse, obsessive-
compulsive disorder, simple phobia, social phobia, and
generalized anxiety disorder)14; Acute Panic Inventory
(modified)15; Symptom Checklist-9016; Quality of Life
Questionnaire*; Health Care Access and Utilization
Questionnaire*; Symptom Perception Scales (modi-
fied)17; lliness Behavior Questionnaire18; lliness Attitude
Scales19; Readiness for Sick Role Index20; Health Locus of

*The Qiiality of Life Questionnaire and the Health Care Access and Utilization
Questionnaire were developed for the Panic Attack Care-Seeking Threshold study,
reported on in 1993.
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Control21; Ways of Coping Checklist22; Appraisal Dimen-
sions Scale23; Cuellar Acculturation Scale24; Family I |
ventory of Life Events and Changes25; Family Adaptabil-
ity and Cohesion Evaluation Scales26; and Duke Sxd
Support and Stress Scale.27

The interview instruments identified where and how
often subjects presented for care. Additional instruments
assessed potential factors in the person’s decision-makin;
process, including symptom perceptions, quality of lie
psychiatric comorbidity, personality, panic characteristics,
and access to care.

Symptom severity was measured on a scale based |
the Acute Panic Inventory. Total attack severity weste
summation ofthe individual symptom severity.15 Individ-
uals’ perceptions of the significance of each synptom!
were rated on a 0- to 7-point scale. Twelve panic-related |
symptoms (eg, chest pain) and 12 randomly selected non
panic symptoms (eg, sore throat) were rated in five aes
the degree to which the symptom (1) needs treatment,
(2) is life-threatening, (3) is considered severe, (4) isen|
barrassing, and (5) interferes with functioning.17 Te
nonpanic symptoms were included to assess subjects’pr
ception of symptoms in general, in addition to their pa-
ceptions of the panic-related symptoms. The responses|
concerning these 12 nonpanic symptom perceptions vwae
combined and analyzed to reflect subjects’ general gnpl
tom perceptions.

Subjects were considered to have sought care fian
the health care system if they reported seeking care fo|
their panic attacks from either medical settings (hospital
emergency department, minor emergency center, nedcd
clinic, physician’s office, or ambulance) or mental hedthl
settings (psychiatrist, psychologist, social worker, thera
pist, or mental health clinic). It was also determined
whether subjects had sought care from sources ousice
the conventional health care system, including the wed
atelephone help line, chiropractor, folk healer, or degy.

Statistical analysis required a significance level of (|
Based on a medium effect size, the statistical power ves
68% to 84%, depending upon the test used. UnivariaR
analyses by chi-square and t test identified variables td
were significant in the choice of specific care sites. Tree
significant variables were then included in stepwise lgs
tic regressions modeling predictors for seeking care for
the purpose of identifying independent predictors.

Results

O fthe 1683 persons contacted, 1266 (75%) agreed tob
screened. Panic attacks occurred in 119 (9%); 97 (8
agreed to the in-depth interview.
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Tdble 1. Sites Selected by Patients Seeking Treatment for
Paric Attack

%of %o f Patients
Patients Presenting for
Presenting Episode of
at Any Time Initial Contact
Treatment Site (N=97) (n=53%)
Mdca health care settings 49 85
Emergency department 32 43
Minor emergency center 11 7
Clinic 9 7
Physicians’s office
General/family physician 35 35
General internist 3 6
Cardiologist 9 6
Otolaryngologist 3 6
Ambulance 19 15
Mt health care settings 26 35
Psychiatrist 24 22
Psychologist 10 13
Social worker 5 4
Mental health clinic 11 7
Altermetive care settings 13 19
Telephone help line 10 6
Clergy 8 7
Folk healer/cumndero 8 7
Chiropractor 6 6

Note: Subjects may have presented to >1 site sopercentages may not total 100.
“Onlythe 57 patients who presented to at least one site were included. Four ofthese
ahjeasdid not respond to this question.

Demographically, the sample consisted of 56% His-
penics, 30% non-Hispanic whites, and 14% blacks. Seven-
ty-eight percent ofthe sample were women, and 65% were
oflower socioeconomic status or Hollingshead class V.28
Thremean age of the sample was 39.8+ 14.5 years. Forty-
three percent had panic attacks frequently enough to
meet DSM 111-R criteria for panic disorder.3

Only 59% of subjects had ever sought care from the
health care system for their panic attacks. Table 1 presents
the frequency with which subjects sought care from spe-
dfic health care sites. Medical settings were used more
frequently than were mental health settings (49% and
2 respectively). Fewer subjects (13%) had sought care
fromsources outside the conventional health care system.
Themost frequently used site was the office of a family or
gereral physician (35%), followed by a hospital emer-
gencydepartment (32%). Twenty-four percent ofsubjects
hedsought care for their panic attacks from a psychiatrist.
Only 8% of subjects had sought care from a folk healer,
adonly 8% had consulted a member of the clergy.

Ofthe 57 subjects who sought care from the health
caesystem, 33 (58%) subjects had used only one site, 11
(1999 had sought care from two sites, 6 (11%) had used
three sites, and 7 (12%) had used more than three sites,
oreofwhom had sought care from 14 sites.

Subjects often sought help from more than one site
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when seeking care for the first time; however, a majority
(58%) ofthose who sought care used only one site during
the episode of initial contact. When more than one site
was used, it is unclear whether subjects had been referred
to a second site or had self-referred.

Those who sought care from the health care system
were more likely to present initially to a medical setting
than to a mental health setting (85% and 35%, respective-
ly). Among those who sought care, the initial site was
most frequently a hospital emergency department (43%),
followed by a general or family physician’s office (35%).
However, 22% of subjects presented to a psychiatrist’s
office.

Table 2 presents the results of logistic regressions
predicting patient selection of specific health care sites.
Being male, being alcohol dependent, perceiving that fear
needs treatment, and having to get someone to drive
predicted seeking care at an emergency department. Five
variables predicted the seeking of care at a family or gen-
eral physician’s office, including the presence of chest pain
during attacks, the perception that dyspnea needs treat-
ment, the beliefthat the panic symptoms are not tempo-
rary, and the need to take time off from work because of
panic. The belief that panic was self-caused was inversely
related to the seeking of care from a general or family
physician. Subjects from higher social classes and those
concerned about pain were more likely to present to a
cardiologist’s office. Severity of the worst panic attack was
the sole predictor of ambulance use.

Subjects with severe chest pain during panic attacks
and those with greater treatment experience were more
likely to use the office ofa psychiatrist. Being male, blam-
ing others as a coping strategy', and having someone else
drive predicted seeking care at a psychologist’s office. The
perception that choking interfered with function, and
having palpitations during panic attacks were inversely
related to consulting a psychologist.

Two variables predicted the use of sources outside
the conventional health care system. Phobic avoidance
(relative risk [RR] = 1.5, P<.005) and a coping strategy of
blaming others (RR=1.5, P<.05) predicted the use of
such sources. Health care access and utilization, readiness
for sick role, and family characteristics did not predict
presentation to any site.

Discussion

The present study is one of only two studies that have
assessed where people in the community seek care for
panic attacks. Previous studies that investigated health
care utilization of persons with panic attacks, including
the NIH Epidemiologic Catchment Area (ECA) study,
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Table 2. Relative Risk of Patients (N=97) Seeking Care from Specific Health Care Sites

Emergency

Variables Department

Demographics
Sex (male) 1.6]
Socioeconomic status (class 1V, V)

Comorbidity
Alcohol dependence let

Access
Getting someone else to drive 2.0]

Symptom perceptions
Fear needs treatment 1-7J
Dyspnea needs treatment
Choking interferes with function

Panic characteristics
Chest pain during attacks
Palpitations during attacks
Severity of chest pain
Severity of worst attack 1.4*

Appraisal dimension scales
Panic believed not temporary
Panic believed self-caused

Quality of life
Panic caused time offwork

Iliness attitudes scales
Treatment experience
Concerns about pain

Ways of coping
Blames others

+= 2 subjects missing.
fP <.05.

#P<.01.

§P<.005.

|IP< 001.

asked about care-seeking behavior for broader rea-
sons.11’29 Katerndahl8 asked about lifetime presentation
specifically for panic attacks but used a mailed survey that
yielded a low response rate. The current study is the first
to combine community sampling methods similar to
those ofthe ECA study with questions about care-seeking
specifically for panic attacks.

Our study found that panic attack sufferers in San
Antonio most commonly sought care for their attacks in
medical settings rather than in mental health settings. The
office of a general or family physician was the site most
commonly chosen, followed by a hospital emergency de-
partment. Mental health settings, usually the office of a
psychiatrist, were used less often. In contrast, the ECA
study found that panic attack sufferers preferentially used
the mental health sector,1029 but this finding is likely
related to that study’s focus on seeking care for “emo-
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Ambulance

Patient Presentation Site

General or
Family
Physician* Cardiologist Psychiatrist Peychologist
25*
0.488
2-4*
2.4
032*
1-98
0.39*
le*
2.2
0.7}
1.5*
2.01
2.5*
26*

tional problems.” Findings from a mailed survey ini
midwestern county8 were similar to those of the pesat
study: 42% of people with panic attacks had reported te
symptoms to their personal physician, and 14% U
sought care in an emergency department.

Our findings highlight that people with panic atak
seek care in diverse settings, including the offices of4it
specialists. For example, 16% of subjects who soughtan
did so at a cardiologist’s office, a finding that is consist®
with studies showing a substantial prevalence of p®
disorder among cardiologists’ patients.30'3L Skjedt
sought care from avariety of mental health sites, aswdl*
from avariety of medical sites (Table 1).

The present study is the only study of Americans vitj
panic attacks to focus on seeking care from sources o»
side the conventional health care system. Because of§
Antonio’s large Mexican-American population, it*1

The Journal of Family Practice, Vol. 40, No. 3(Mar), W
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particularly important that this study include alternative

. §tes especially those where cumnderos, or folk-healers,
nf the clergy could be contacted. Fewer subjects than we
hedanticipated had used such sites for panic attacks; how-
e five subjects had sought care solely from sites outside
treconventional health care system. Subjects with phobic
avoidance, such as agoraphobia, were more likely to use
aalternative site. Perhaps patients sought care at these
dtsbecause they perceived them as less threatening than
conventional medical or mental health sites. The only
ather study to investigate the seeking of care for panic
ateck sufferers from unconventional sources found that
1 22%0f subjects in Africa sought care from a traditional
I hedler and 6% from a priest.32

There have been no community-based studies ofper-
arswith panic attacks that have focused on the number
ofsites of presentation. Our study found that only 12.3%
ofthose who sought care had contacted more than three
different sites. Studies based in tertiary care settings have
found higher rates of multisite use; Sheehan33 found that
eof those with panic disorder reported seeking care
framat least 10 physicians, and Swinson et al34 found that
Phad sought care from at least three different profes-
dords. It is likely that patients in tertiary care settings
hae been through a selection process that makes them
I unrepresentative of people in the community or of pa-
ldents in primary care settings. Of course, our study in-
cluded subjects with less frequent panic attacks and fo-
osd on sites rather than providers. These are
methodologic differences that may contribute to the dif-
fering observations.

Our findings concerning variables that predict the
seekingof care at specific sites are the result ofa secondary
aalysis of cross-sectional data, from which multiple com-
parisons were made, and thus should be interpreted cau-
tiosly. Cause-and-effect relationships cannot be as-
sumed. Nevertheless, the findings presented in Table 2
nayclarify the decision-making process of our subjects in
selecting a site.

Some of the factors associated with seeking care at
certain sites concern the panic symptoms themselves. The
severityofthe worst panic attack was the sole independent
predictor of ambulance use, a finding consistent with the
traditional medical view that symptom severity is the pri-
marydeterminant ofseeking care.35 The presence of chest
peinduring attacks was associated with seeking care from
ageneral or family physician, and the presence of palpita-
tions during attacks was inversely related to seeing a psy-
chologist. On the other hand, the severity of chest pain
during attacks predicted seeking care in a psychiatrist’s
dfieerather than in an emergency room or other medical
setting. Ifthe nature and severity ofthe symptoms are the
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primary determinants in choosing a site, then this finding
is surprising.

Demographic factors predicted patient use of some
sites. It isnot surprising that men were more likely to seek
care at an emergency department, but that they were even
more likely to seek care at the office ofa psychologist was
unexpected. However, Shapiro et al36 found that men
using health services were more likely to be seen by a
mental health specialist. A high socioeconomic status pre-
dicted seeking care in the office of a cardiologist. The
Medical Outcomes Study found that patients who visited
cardiologists had higher incomes than did those who vis-
ited generalists, but the difference was not statistically
significant.37

Having to get someone to drive was strongly associ-
ated with seeking care from any site in the health care
system,7 particularly at an emergency department or a
psychologist’s office. The question about getting some-
one to drive was intended to assess a potential barrier to
seeking care, but instead may have reflected the decision
to seek care and a feeling of helplessness.

Perceptions and attitudes were associated with pa-
tients seeking care at certain sites. The belief that fear
should be treated predicted the use of an emergency de-
partment, while the beliefthat dyspnea should be treated
predicted seeing a general or family physician. Subjects
sought care from a general or family physician when they
believed that the panic was not temporary and that they
were not personally responsible for the attacks. Concern
about pain predicted seeing a cardiologist, while blaming
others as a coping strategy predicted seeking care from a
psychologist.

In previous health care utilization studies, men uti-
lized the health care system less frequently than women,
especially for minor psychiatric disorders.38 Although
Dew et al3dfound that men were less likely than women to
seek care from mental health professionals for depression,
Faravelli et al1l reported that choice of treatment site by
patients with anxiety disorders was not related to gender.
Hence, the observation that men sought care from psy-
chologists more often than women is surprising.

Our study has anumber of limitations, in addition to
those mentioned above. Interviewed subjects might be
systematically different, eg, less agoraphobic, from those
refusing to participate or those unavailable for screening.
Hence, our sample may not be truly representative of
panic attack sufferers in the community. Moreover, the
generalizability of our results to other communities is
uncertain. San Antonio’s demographic composition and
health care system are unique. The ECA study found
considerable differences in health care utilization among
its five study sites.40 Thus, this study’s findings should be
confirmed in other locations.
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Our in-depth interviews utilized multiple instru-
ments, some of which were translated or otherwise mod-
ified for use in this study. Previous validation studies may
not apply to the modified instruments or to the Spanish
translations of those instruments. The effects of adminis-
tering multiple instruments and the effects ofthe order of
administration are unknown. In addition, new instru-
ments were developed for the PACT study.

Theoretically, the use of logistic regression requires a
sample size of 10 times the number of independent vari-
ables used. Therefore, with 97 subjects, our regressions
should include amaximum ofnine independent variables.
Because several of the regressions presented in Table 2
included more than nine independent variables, the valid-
ity ofthe findings may be questionable.

Conclusions

In San Antonio, persons with panic attacks often do not
seek health care for their attacks. When they do seek care,
they use medical settings more often than mental health
settings. The most commonly used sites are the office ofa
general or family physician and a hospital emergency de-
partment. A minority of people with panic attacks seek
care from sources outside the conventional health care
system. Seeking care at many sites by persons with panic
attacks appears to be less common than previously
thought. Factors associated with seeking care at specific
sites should be interpreted with caution but appear to
include attitudes, perceptions, and treatment experience
in addition to symptom characteristics, sex, and socioeco-
nomic status.

Physicians in general medical settings should be ed-
ucated to recognize panic attacks. It is anticipated that the
majority ofvisits stimulated by the NIMH Panic Disorder
Education Program will be to such medical settings.
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