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Abstract 
Panic disorder (PD) is one of the most common psychiatric illnesses in Thailand but the 

picture of PD in Thailand is not clear. Therefore, the objective of this research was to review, sum­
manze, and analyse data from research reports concerning the clinical aspects of PD in Thai­
land. 

Relevant papers were searched comprehensively. Four groups of data including prevalence 
and incidence rates, sex differences, clinical symptoms during panic attacks, and scores of the 
Hamilton anxiety scale (HAM-A) were extracted where available. Data thus obtained were then 
grouped and compared. 

It was found that 2.1 per cent to 12.4 per cent of patients who visited the psychiatric 
outpatient clinic for the first time were diagnosed as having PD. Males were affected at a similar 
rate to females with a ranging ratio of female : male from 1.3 : 1 to 0.67 : I. The most common 
symptoms during panic attacks were palpitations, chest pain or discomfort, and dizziness or vertigo, 
similar to South American studies. Regarding scores of original HAM-A, mean somatic anxiety 
scores of PD patients who attended the cardiology clinic were significantly higher than gene­
ralized anxiety disorder patients (15.0 vs 9.8, p < 0.05). PD patients who attended the psychiatric 
clinic had higher mean scores of HAM-A when compared to PD patients who visited the car­
diology clinic, but it was not statistically significant (27.7 vs 26.6, p > 0.05). However, the fear item 
of PD patients at the psychiatric clinic had significantly higher scores (2.1) than the other one 
(0.7). 

The difference between these findings and those of Western studies may be caused by 
cultural factors. Thai men tend to react more promptly to panic attacks and seek medical attention 
while women mostly attributed their symptoms to "Air Disease". However, incidence rates from 
other rural areas are lacking. Before conclusions can be drawn, research on epidemiologic data in 
the community should be further investigated. 
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Anxiety disorders have been recognized by 
psychiatrists and other physicians in Thailand for 
many years and have been given a wide variety of 
names such as anxiety neuroses, neurocirculatory 
asthenia (NCA), anxiety states, cardiac neurosis, 
etcO ,2). For some time the concept of anxiety 
states was considered by most Thai psychiatrists to 
arise from conflicts between drives and ego 
defenses or other psychological factors. In 1980, 
when the American Psychiatric Association (APA) 
introduced the term "panic disorder" (PD) in DSM­
III, (3) Thai psychiatrists turned their interest to the 
importance of biological aspects of panic attacks 
and the separation of specific anxiety states accord­
ing to their differential response to drug treatments. 
However, at the beginning Thai psychiatrists were 
reluctant to identify PD in their patients because 
they were not quite sure if these patients fitted the 
APA's diagnostic criteria of DSM-III. 

In the same year that the term PD was offi­
cially accepted as a disease entity in DSM-III, Dr. 
Boonnum Wongchaowart, a Thai psychiatrist with a 
diploma from the American Board of Psychiatry and 
Neurology, returned to Thailand bringing with him 
many new American concepts including the con­
cept of PD. Later, Dr.Waran Tanchaiswad, and Pro­
fessor Tada Yipintsoi, a cardiologist, began a study 
of anxiety and depressive neuroses in cardiac 
patients(4). It was not until 1985 that a case of PD 
was first reported by Dr.Pichet Udomratn in the 
Songklanagarind Medical Journal(5). One year 
later a group of psychiatrists at Prince of Songkla 
University, headed by Dr.Surachai Kuasirikul and 
Dr.Pichet Udomratn, won a research support grant 
from the National Research Council of Thailand 
(NRCT) and The Psychiatric Association of Thai­
land for two research projects on PD. Since then, 
the number of research and review papers on this 
topic has gradually increased(6-21). 

Although at least 15 academic articles 
written by Thai psychiatrists have been published in 
both national or international journals, the picture 
of PD in Thailand is not clear. The objective of this 
report was therefore to review, summarize, and 
analyse data of research papers concerning the cli­
nical aspects of PD in Thailand. 

MATERIAL AND METHOD 
All articles related to panic disorder or 

anxiety neurosis written by Thai authors were 
searched through the internet at the website of the 

Khon Kaen Psychiatric Hospital (http//www.jrkk. 
go.th/library/library.html) where there is a Thai 
database of research and academic papers on the 
topics of mental health and psychiatry. If any paper 
was not in the list, then the researcher in this field 
was contacted directly. Four groups of data includ­
ing prevalence and incidence rates, sex differences. 
clinical symptoms during panic attacks and scores 
of the Hamilton anxiety scale (HAM-A) were 
extracted where available. Data obtained were then 
grouped and compared. The student t-test or 
Kruskal-Wallis test for group differences were used 
for statistical analysis when it was appropriate. 

RESULTS 
1. Prevalence and incidence rates. 

Epidemiologic data on panic and related 
disorders are important for understanding the full 
clinical picture of these disorders, i.e. who is at risk 
of becoming ill, and who may need treatment(22). 
However, the available data in Thailand is based 
mostly on clinical sources. Though inferences about 
these disorders are based on limited samples of 
those who come to outpatient clinics in hospitals. 
they can give us a current picture and understanding 
of the epidemiology of these disorders. 

Before the introduction of DSM-III. there 
was a study of clinical manifestations of anxiety 
neurosis in patients who attended the psychiatric 
outpatient clinic of Siriraj Hospital which is one of 
the biggest hospitals in Bangkok. It was found that 
40 per cent (180 out of 450) of all first time patients 
in one year were diagnosed with anxiety neurosis 
according to Fieghner's research diagnostic crite­
ria(23). 

In 1983 a preliminary report on an epide­
miological survey of psychiatric disorders in a Sou­
thern Thai village was published. From this report. 
13.3 per cent (12 out of 90) of the village popula­
tion had anxiety neurosis based on data from the 
Present State Examination (PSE) done by a senior 
psychiatrist and a psychologist. At the same time. 
the above sample was seen independently by ano­
ther psychiatrist and it was found that 25.9 per cent 
(7 out of 27) suffered from anxiety neurosis accord­
ing to ICD-9 classification(24 l. 

Another report dealt with the psychiatric 
evaluation of patients who were regular attenders of 
a cardiac clinic in a municipal hospital in Southern 
Thailand. From this study,(4) Present State Exami­
nation (PSE) type of structured interviews were 
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conducted on 243 patients. Among these, there were 
also 60 patients who had a clinical interview per­
formed by the psychiatrist. It was found that the 
incidence of both anxiety and depressive neuroses 
as defined by the structured interview was 19 per 
cent ( 45 out of 243), while this incidence increased 
to 27 per cent ( 16 out of 60) when evaluated by the 
psychiatrist who used the criteria of ICD-9(4). 

After the introduction of DSM-III and 
when Thai psychiatrists had become familiar with 
this classification, data concerning specific anxiety 
states, especially panic and related disorders, were 
available. 

In 1988 a one-year study of patients who 
attended the psychiatric outpatient clinic of 
Ramathibodi Hospital for the first time found that 
4.1 per cent (26 out of 665) were diagnosed as 
having Po(25). Later a retrospective study in newly 
attending patients who visited that clinic from 1986-
1990 was analysed. Though the clinical sample size 
was extended to 5,608 patients during the 5 year 
period, only 120 of them, or 2.1 per cent, suffered 
from Po(l6). 
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The data from our p·sychiatric clinic at 
Songklanagarind Hospital, from mid March 1990 to 
mid March 1991, were also analysed, and it was 
found that 12.4 per cent (80 out of 644) and 8.7 per 
cent (56 out of 644) were diagnosed as having PD 
and generalized anxiety disorder (GAD). respec­
tively05)_ Table I shows the summary of the 
above findings. 

2. Sex differences 
As far as sex differences are concerned. 

both similarity and variability in rates of diagnosis 
are of interest. Table 2 shows a summary of data 
for both male and female PD patients extracted 
from references number I 0, 15, 16, 20, and 25. The 
ratio of female to male was also calculated. 

3. Symptoms during panic attacks 
From our study at Songklanagarind Hospi­

taJ,(9) the most common symptoms in 30 patients 
suffering from PD during panic attacks were palpi­
tations (96.7% ), chest pain or discomfort (86.7o/r) 
and dizziness or vertigo (86. 7% ). Most patients had 

Table 1. Summary of epidemiologic data on anxiety neurosis and panic disorder. 

Author 

Ruangtrakul S. et a!. 
Wongchaowart B and 

Tanchaiswad W 
Tanchaiswad W and 

Yipintsoi T 
Nilchaikovit T 
Silpakit C and 

Sukanich P 
Udornratn P 

Year 

1979 
1983 

1987 

1988 
1986-1990 

1991 

Diagnosis 

Anxiety neurosis 
Anxiety neurosis 

Anxiety and 
depressive neuroses 
PD 
PD 

PD 
GAD 

Rates Method used 
% 

40 (180/450) Feighner's RDC 
13.3 (12/90) PSE 
25.9 (7127) clinical interview (ICD-9) 
19 (45/243) structured interview 
27 (16/60) clinical interview (ICD-9) 

4.1 (26/665) clinical interview (DSM-111) 
2.1 (120/5608) clinical interview <DSM-111) 

12.4 (80/644) 
8.7 (56/644) clinical interview (DSM-lll-R) 

RDC =Research Diagnostic Criteria, PSE =Present State Examination, GAD= Generalized Anxiety Disorder 

Table 2. Number of panic disorder patients both male and female and ratio of female to male. 

Site of study Year Female (n) Male(n) Ratio of female ·. male 

Ramathibodi Hospitai25 1988 14 21 0.67:1 
Ramathibodi Hospita116 1986-1990 67 53 1.26: I 
Songklanagarind Hospital! 0 1986-1987 17 13 Ul:l 
Songklanagarind Hospital IS 1990-1991 40 40 1:1 
Saraburee Hospitat20 1997-1998 9 12 0.75:1 
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9 out of 12 symptoms during panic attacks which 
was much more than 4 symptoms as defined in the 
criteria. The frequencies of the DSM-III panic 
attack symptoms in this clinical population are 
shown in Table 3. 

4. Hamilton anxiety scale (HAM-A) in panic 
disorder patients 

There are only two papers studying 
HAM-A in Thai PD patients(9,10). The first paper 
is a retrospective analysis of HAM-A scores of 34 
cardiac patients with anxiety states. From this group 
of patients, 10 met the DSM-III criteria for PD and 
24 for GAD. It was found that the psychic anxiety 
in the PD group was higher than the GAD group 
but was not statistically significant. The GAD group 
had equal mean scores of both psychic and somatic 
anxiety, while the PD group had very high mean 
scores of somatic anxiety. The mean somatic anxiety 
scores of the PD group were significantly higher 
than the GAD group, especially in items of somatic­
muscular, somatic-sensory, cardiovascular and res­
piratory symptoms. (Table 4) 

Comparing the mean scores of each item 
on the HAM-A between PD patients who attended 
the cardiology clinic and those who came to the 
psychiatric clinic, revealed that the mean scores of 
both groups were quite similar, except for the fears 
item where PD patients who attended the psychia­
tric clinic had significantly higher scores than the 
other group. (Table 5) 

DISCUSSION 
Research data in Thailand shows that PD 

does occur in Thailand as well as other countries. 
with the Thai incidence ranging between 2.1 per 
cent - 12.4 per cent. The reason why the incidence 
of PD at Songklanagarind Hospital is 3 to 6 times 
higher than the incidence rate at Ramathibodi Hos­
pital in Bangkok is unclear. 

Psychiatrists at Songklanagarind Hospital 
may over-diagnose PD or, vice versa, psychiatrists 
in Bangkok may under-diagnose this problem. 
Moreover, people who live in the South may have 
some biological or psychological factors which are 
vulnerable to PD. 

In terms of female to male ratio, studies in 
other countries, except in some Spanish-speaking 
populations, show that females have consistently 
higher rates than males(26). However, the data in 

Thailand (Table 2) are not consistent with those 
reports. 

The reasons why the number of female 
patients was not as high as in other countries. espe­
cially in the West, may be explained by the follow­
ing possibilities05). 

I) In Thai culture. symptoms of "panic 
attack" which occur in women are ordinarily 
viewed by local people as the "Air Disease" of 
women. This belief is based on the idea that a 
human being is composed of four elements i.e. 

Table 3. Percentage of patients with symptoms during panic attack, comparing Thai patients and those in 
other countries 

Symptoms 

Dyspnea or shortness of breath 
Palpitations 
Chest pain or discomfort 
Choking or smothering sensation 
Dizziness 
Faintness 
Paresthesias 
Hot or cold flashes 
Sweating 
Feeling of unreality 
Trembling 
Fear of dying 
Fear of going crazy 
Fear of losing control 

*data from Udomratn P. et al. (reference number 10) 

Thailand* ('7c of pts.) 

76.7 
96.7 
86.7 
833 
86.7 
56.7 
66.7 
83.3 
83.3 
23.3 
63.3 
83.3 
46.7 
56.7 

** data from Katschnig M and Amering M (reference number 26) 

Other countries** ('7c of pts.) 

75.2 
g7 6 

60.6 
64.2 
89.0 
89 () 
53.7 
80.2 
75.4 
49.8 
75.8 
63.9 
56.6 



1162 P. UDOMRATN 

earth, water, air, and fire. Others believe that 
women will be sick if there are disturbances in 
"blood and air". The word "air" in Thai is "Lorn", 
while the word "fainting" or "faintness" in Thai also 
have the same sound "Pen Lorn". Most Thai women 
who have infrequent panic attacks do not go to a 
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hospital. They and their relatives view the women 
as suffering from "Air Disease" and use herbal 
medicine called "anti-air drug" ("Ya Lorn") or a 
decongestant inhalant. They visit doctors only if 
their panic attacks appear frequently or their symp­
toms cannot be alleviated by traditional medicine. 

Table 4. Mean score of Hamilton anxiety scale in panic disorder and generalized anxiety disorder in patients 
attending the cardiology clinic. 

No 

2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 
10. 
II. 
12. 
13. 
14. 

Item 

Anxious mood 
Tension 
Fears 
Insomnia 
Intellectual 
Depressed mood 
Somatic (muscular) 
Somatic (sensory) 
Cardiovascular Symptoms 
Respiratory Symptoms 
Gastrointestinal Symptoms 
Genitourinary Symptoms 
Autonomic Symptoms 
Behavior at interview 

Psychic anxiety 
Somatic anxiety 
Total morbidity 

* p < 0.05 
** p < 0.001 

PD (N=lO) 

2.4 
2.4 
0.7 
1.4 
1.5 
1.2 
2.4 
2.0 
3.0 
2.9 
1.7 
1.1 
1.9 
2.0 

11.6 
15.0* 
26.6* 

GAD (N=24) p value 

23 <U669 
2.2 <U957 
OJ () 1872 
1.6 () 3812 
1.0 0.0961 
0.8 (] 0868 
1.4 0.0034* 
1.4 0.0363* 
2.2 0.0294* 
1.2 0.()()0 I** 
1.2 0.1537 
0.8 0.1207 
1.5 0 1872 
1.6 0.0606 

(7-17) 9.8 (4-17) 
(ll-18) 9.8 (0-20) 

(18-34) 19.6 (5-30) 

Table 5. Mean score of Hamilton anxiety scale in panic disorder patients who attended cardiology clinic and 
psychiatric clinic. 

No 

I. 
2. 
3. 
4. 

5. 
6. 
7. 
8. 
9. 
10. 
ll. 
12. 
13. 
14. 

Item 

Anxious mood 
Tension 
Fears 
Insomnia 
Intellectual 
Depressed mood 
Somatic (muscular) 
Somatic (sensory) 
Cardiovascular Symptoms 
Respiratory Symptoms 
Gastrointestinal Symptoms 
Genitourinary Symptoms 
Autonomic Symptoms 
Behavior at interview 

Psychic anxiety 
Somatic anxiety 
Total morbidity 

PD at cardiology clinic (N=lO) 

2.4 
2.4 
0.7 
1.4 
1.5 
1.2 
2.4 
2.0 
3.0 
2.9 
1.7 
1.1 
1.9 
2.0 

ll.6 
15.0 
26.6 

PD at psychiatric clinic (N=30) 

23 
2.4 
2.1 * 
1.7 
1.3 
1.2 
2.1 
1.8 
3.0 
2.5 
1.9 
1.1 
2.3 
2.0 

13.0 
14.7 
27.7 

(p = 0.6526) 
(p = 1.0()()0) 
(p = 0 7470) 
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2) An additional cultural factor may be that 
women suffer from many symptoms which are 
normally related to menstruation, menopause, or 
child birth so that it may take longer or be more 
difficult for them to identify symptoms of PD or 
related conditions. Additionally, PD may occur 
more readily at these times reinforcing the belief 
that they are simply "women's problems" which do 
not require medical treatment. 

3) In Thai society, the traditional role of 
women is to be good housewives working only in 
the house, cooking food, raising their children and 
taking care of their husbands when they return 
home. If a woman suffers from either mild or severe 
agoraphobia it does not affect her daily life so much 
and, thus, does not draw attention to the need for 
medical help. 

4) If symptoms of panic attack appear in 
men they tend to react more promptly and seek 
medical attention. As the head of the family, they are 
financially independent, and in a better position to 
seek medical advice which must be paid for. 

As yet we do not have comparative studies 
from other rural areas of Thailand to show whether 
the incidence of PD in men and women is different 
in rural areas where the traditional life-style persists 
from that of urban areas, such as Bangkok, where 
traditional values have been undermined by a more 
modern life-style. 

Referring to symptoms during panic 
attacks, it was found that palpitations was the most 
striking similarity when comparing our data with 
the data from a large international multicenter study 
in the ''Cross- National Collaborative Panic Study 
Second Phase" in four different cultural groups 
(26,27). It seems that palpitations, the "core" 
symptom of PD is, in fact, universal. 

Other panic attack symptoms, especially 
"choking and smothering sensation" and "fear of 
dying", were also examined. These symptoms, have 
been found to show a marked north/south difference, 
which is especially pronounced in South America 
but less distinct in Europe(26). Our data shows a 
high percentage (83.3%) of patients with choking 
or smothering sensation and fear of dying during 
panic attacks which resembles the data from Colom­
bia, Brazil, and Mexico(26). It may well be that we 
share something in common with these countries. 
For our patients at Songklanagarind Hospital, 
"fear of dying" was a strong push for them to seek 
medical treatment( I 0). 

Although our study was completed before 
the publication of DSM-III-R,(28) we still found 
that 26.7 per cent of patients had nausea, abdominal 
distress, or "air in the stomach" during their panic 
attacks. This agreed with the revised edition of 
DSM-III which added nausea and abdominal dis­
tress as one of the symptoms during attacks(28). 

In terms of HAM-A in Table 4. these 
scores may result from the population studied who 
were patients already attending a cardiology clinic. 
Patients in this clinic had prominent somatic 
symptoms, especially cardiorespiratory symptoms. 
and decided to consult a cardiologist or had been 
referred by another physician. The difference in 
scores of HAM-A in Table 5 may reflect that 
patients who had rather severe psychic symptoms 
(including fear) were referred to psychiatric clinics. 
whereas, patients who had mild psychic symptoms 
but rather severe physical symptoms were sent to a 
cardiology clinic. Beitman and his colleagues hypo­
thesized that PD patients who come to a cardiology 
clinic should be subtyped. One subtype is called 
"nonfearful panic disorder" (NFPD)(29) and is 
defined as patients who fit the diagnosis of PD 
without being required to report the experience of 
subjective fear. This group would have some cha­
racteristics different from the other PD subjects 
who reported subjective fear. However, this hypo­
thesis should be further studied. 

Finally, our clinical data show that panic 
attacks and PD do occur in Thailand, suggesting that 
at least panic attacks are universal and not just an 
"American disease"(26,30). 

Apart from the universal occurrence of 
panic attacks, the differences in their clinical pre­
sentation seem noteworthy. The meaning of these 
differences is difficult to interpret, but, as Katschnig 
and Amering concluded, "they should alert clini­
cians carrying out scientific projects on PD in dif­
ferent countries to the possibility that it might not 
be justified to simply pool results obtained in dif­
ferent countries"(26). 

SUMMARY 
Panic disorder is one of the most common 

psychiatric illnesses in Thailand with a greater inci­
dence rate at Songklanagarind Hospital in the South 
than at Ramathibodi Hospital in Bangkok. Unlike 
other studies, males are affected at a similar rate to 
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females. The most common symptoms during panic 
attacks were palpitations, chest pain or discomfort, 
and dizziness or vertigo as elsewhere reported. 
Similar to South American Studies, a high percen­
tage of Thai patients also experienced a choking 
or smothering sensation and fear of dying during 
attacks. Regarding scores of the original Hamilton 
anxiety scale, it was found that mean somatic 
anxiety scores of PO in patients who attended the 
cardiology clinic were significantly higher than GAD 
patients, especially in items of somatic-muscular, 
somatic-sensory, cardiovascular and respiratory 
symptoms. 
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The difference between these findings and 
those of Western studies may be caused by cultural 
factors. The author suggests that men tend to react 
more promptly and seek medical attention while 
women and their relatives mostly attribute their 
symptoms to "Air Disease". Before conclusions can 
be drawn, more research on PO in Thailand should 
be undertaken. 
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1flqth::R~t( L vlv"Yluvrrw i:'!1U LLI'I::'iLI'l"ll::l-i''llm;~~'~ffi~·nnnw'i~mArnnu hALL wuA1utJ"l::mR1 m1 1 u 4 

~l'llvfiEl ml~1'nLll'l::flU~m"lru, l'lll~Ll111ntiil~l~fl~LWR, mm"l~Ln111~U'llru::il pan1c attack LLI'I::A::Ll'U'U'liEl~ Ham1lton 

anxiety scale (HAM-A) 
..1 ' .J .J inm7 fiufiu•nnslu'llmji'I"Yliiv~1 utJ•::mR1 m1 LLI'I::i:'!EJum~•nn~uwurH111£J111"l~ l wumu"Ylml~Ylmt~l'li't:N 

nuhAlLWUFl lL~lUl'li'mjl'lvfl111L'U 4 ~l'li'il~l~111n~~lli'I!:LU1£JUL VivunU'il£J~l'U1Utiil~tJ'i::LYlfl i:'!ii~~hfFiu1il£JI'I:: LLI'I:: 

mni:'!l~l'lmtJ1vuL"Yi£Ju'li'm;~l'l'l::'l'r;il~i:'!il~n~~M"l::H student t-test ~1il Kruskal - Wall1s test 

1o1ft WUflU~nl'inJ'llil~L'iFlLLWUI'l1'UA~Un~l'!Ll'll'~th£J'UEJn LU'U~l'Ul'U1fl£JI'I:: 2.1 i'l~ 12.4 L111£1WUWil 1 nuvf~ 
~~t]~LLI'I::~'ll'l£1 EJ111'll~l'U"l::~-ll~~t]~liifl'll'l£JEJ~1u•Jh~.f~LLI9i 1.3:1 i'l~ 0.67:1 Ll'I£Jmm•~wumn~ij'111'llru::Ln111 pan1c 

attack fiuhffu, L~UWUliln~1EJLLU'UD111il111, iiu~~~1il'i~Ll£J'U ~l'UFl!:LL 'UU'llm HAM-A Ju WUll~Ul£1 LdFlLLWUA~1 tJ 

l'l"ll'lYll'l~unbA~lh"l::ilf"ilL\l~tl'llil~ somatic anxiety 'j'~n-l1 ~Ul£JLdFlrl~li'!Jl1umil~ilum~nl"lt1!Yll~i:'!ii~ ( 15.0 vs 

9 8, p < 0.05) tLI9i~1hv T-il'ltLWUI'lvfl U111'il"l~A~unbA~lhJuOJ::iil'l::Lt'UuL\l~£J hJ19il~"lln~ult~bALLWUA.yj~,(il'jl"J'yj 

l'l~Un~111Ll'll' tlnLlU1u'li'il (Item) 'liEl~Flll~n~l (fear) LYhJu ~WUll~Ul£1LdFlLLWUFl~~lFl~Un~111Ll'll'ilA::LL'U'U'j'~nll 
mn (2.1 vs 0.7) 

fflU t 'lFlLLWUFlLU'U t 'il'l~111L l'll'~WU 1~tiil£J t 'ifl~,j~1uu1::L Ylfl1 Yl£1 'll'ill;ji'I"Yll~Fl~Un~l'lltlil~l~l ~ilflunuyj;:l, 
'il£J~lu1u\9il~tl•::t"Ylfl L'lfu mm1hffu rS~Luumm'iYlwu~lnYlq111'llru::Ln111 panic attack tJ~1~h'11111~ m1~~Ul£1 
l WR'll'l£J~lWULLWY1£11~~1nwu 1 nuLwR~t]~ rS~LL111ntih~"lln~ii'll£J~l'U 1 u\9il~u•::mRJu m"lL uuL W"ll::ih~r~m~1mu Gil~ 
mnm.h::m'i t'lfu fllml panic attack ift~mn1111u~~t]~lin!Jn~m1lttlu "bl'll'!~" 1u'llru::~~'ll'l£J"l::mwuLLWYl£J11'1 
ll111L ~lnllL~ili:Jmm•~~mill ~J'i~v11'1Li:'!'Ufl 1 ~A mill ~El~'i::m111'i"Yl£Jl'llil~ t I ALl wuA T111m\lwl:: 1 u'J[~'llutt<J:: 1 u'li'UU"Yl 

l ~~l~~i5n\9iv hJ 

inft'lflqj : hALLWUFl, Pan1c Attack, flU~m'iru, Hamilton Anxiety Scale 

~L .. , ~fl~fpt,j' 

ttfi'I1~!JL'I1'Jm~u.-w'YI!I' "1 2543; 83: 1158-1166 
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