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ABSTRACT

The purpose of the present study wé@ an attempt to ;ntegrate a
range of presenting difficulties found in the agoraphobia syndrome
with‘the goal of idé;tifying a set of factors which may prediﬁpose an
individual to respond to stressors in an agoraphobig/ manner. It was
hypothesized that a group of clinical subjects would differ from a.
nonclinical contrast group on selected variables. In pafticu?ar,
differences related to overall persona]ify functioning, style of forming
cognitive attribﬁtions related to somatic symptoms, and in patterns of
coping with stressful situations were p;édicted.

The clinical subjects consisted of 50 ma]éiand‘female agoraphobics
who. had been referred for treatmeat on an outpatient basis. Each

, Subject cbmp]eted a set of questionnaires related to personality
characteristics, patterns of fears, beliefs regarding the consequences
;} anxiety, meaﬁures of symptom expression, and styles of coping. The
contrast group consisted of 50 subjects sampled from an undergraduate
poputation who were ma£ched with the clinical subjects according to age,
sex, and marital status distributions. They were given the same set of
questionnaires as the clinical sample so that group differences could
be assessed.

The results suggested that.a personality pattern consistent with
passive withdrawal from stressér§, diminished coping, the formation of
dependent relaticnships, and a heightened fear of the effects of anxiety
are associated with agoraphobia, and may act as factors predisposing an
individual to become agoraphobic subsequent to an experience of high

autonomic arousal.
ii
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CHAPTER 1

’ Introduction'

Agoraphobia has been identified for over a century as a clinical
syndrome, but i; has dnTy recently attracted cons{derable attention as
a mu]tifacetéd disorder of relatively high incidence. Originally
labelled as a "fear of the marketplace", it is increasingly seen as a
comﬁ]ex phobic-anxiety neurosis involving a myriad of interacting
factors. fhese are considered to include cognitive and physiological
symptoms, underlying personality structures predispositional to an
agoraphobic pattern of-behaviéur; an interchange between psychodynamic,
learned, and cognitive factors in ihe development and maintenance of the
disorder; and the individual's social, cultural, and familial éontexts,
as contributory aspects to the dis&bi]ity. This study reviews the
current literature related to agoraphobia, and reports on some of the
underlying personality, coping,cognitive, and symptom expression factors
associated with the disorder. The overall goal is to integrate several
aspects of the presenting difficulties to identify characteris@jcs which
may predispose some individuals to a pattern of behavioural and‘Eognitive
symptoms consistent with agorabhobia.
| Agoraphobia has been defineg in a variety of phenomenclogically .
similar yet theoretically divergent manners, and considerable debate
continues regarding its classification as reflecting either an underlying
anxiety, phobic, depressive,.or‘panic disorder. Hafner and Ross (1983)
define agoraphobia operationally as the “... inability or reluctance to
leave home, or to enter public places or vehicles, alone, of accompanied,

because of anxiety or other unpleasant symptoms, or a fear of fainting,

-1-
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failing, or otherwise Tosing control” (p. 376). Marks (1970) defines
agoraphobia as a "...cluster of phobias centering around going into
public places, accompanied by'other non-phobic symptoms such as free-
floating anxiety, mild depression, depersonalization, and mild
obsessions and compulsions" (p. 552). These definitions focus on
agoraphobia a$ primarily a phobic-anxiety disorder, although the objeét
of the fear can be perceived as ejther the external location itself
(e.g., public place), or the experience of the high anxiety (as some
form of internalized discomfort arising from the cognitive and
physiological symptoms associated with elevated autonomic nervous
system activation). Similarly Silon (]984)Adef1nes agoraphobia as
"...the rampant fear of the loss of control of one's body and mind,"
(p. 134), Goldstein and Chambless (1978) define it as a “'fear of fear"
(p. 51), and Snaith (1968) defines it as anxiety arising from being
away from a designated place of safety, and thus in this manner agoraphobia
is prfncipa]]y the absence of safety rather than the presence of a

feared object.

Demographic Characteristics

Agoraphobia occurs with a relatively high frequency in the general

population, with estimates ranging from six€o eight per thousanq
(Agras, Sylvester and Oliveau, 1969; De Moor, 1985; Tearnan, Telch and
Keefe, 1984), and is consistently found i@ higher proportion in women
than in men (estimates range from 66 to 95% women, Marks & Hearst, 1970;

Tearnan et ai., 1984). In general phobic populations, agorapﬁobia is



By oy

H
reported to be fhe most commonly found fear constellation (De Moor,
1985; Foa, Stéketes, & Young, 1984; Popler, 1977), With an average age
at onset in the mid to laﬁe twenties (usua%??’?énging from 18 to 39,
Marks & Hearst,v]970;bTearnan et g]., 1984). It is often reported to
be associated with the experience of panic attacks, and to exhibit a
chronic course in mostﬁindividua1s, although some people demonstrate a
cyclic pattern characterized by remissions and rq]apses (Foa et al.,
1984; Shafar, 1976). Hafner (1984) reported that female agoraphobics
may expe?ignce up to five'times the incidence of panic attacks relative
to male agoraphobics, thus some sex differences in the experience of the
disorder may exist. More recently, however, no sex differences have
been found in age at onset, duration of phobia, socioeconomic status of
the patient, responsiveness to treatment nor, in contradiction with
Hafner's findings, in overall panic frequency (Chambless & Mason, 1986).
Most agoraphobics are married (Marks & Hearst, 1970; Tearnan et al., 1984).
Birth order has been found to have no significant correlation with the
phobia's presence, although childhood fears and an increased incidence
of dgoraphobic-]ike symptoms in other family members has been detected
(Bandura et al., 1980; Marks, 1970). Marks (1970) reviewed research
findings related to ‘agoraphobia and-reported that it has been labelled
previously in diverse manners (e.g., anxiety h}steria, street fear,
phobic-anxiety depersonalization syndrome, anxiety syndrome, phobic-
anxiety state, severe mixed psychoneuros1s and pseudoneurotic
§%h120phren1a) Ne will now discuss agoraphob1a in relation to (1)
symptom expression, (2) cognitive processes, (3) coping styles, and (4)
personality characteristics. For a further literature review p1ease

refer to APPENDIX K. o b
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- 1. Symptomotoloqy Associated with Agoraphobia

Agoraphobia is generally reported as invelving a high level of
subjective discomfort, arising from both the experience of
physiclogical arousal associated with anxiety (and hehce ANS act1vat10n)
and from a series of cognitions focused on the potential outcome of
these physical symptoms. De Moor (1985) describes agoraphobia as -
characterized by (1) avoidance behaviour, centered on the withdrawa]lgylﬂj
from specific locations which are perceived as being a considerable
distance from a place (such as home) or a person {such as one of the
individual's family members) designated as "safe”, and (2) by anti-
cipipatory anxiety, focussed on the-worry over the possible consequences
of the panic attack. He reported that the intensity of this anxiety
was related to the individual's subjective evaluation of the litelihood
an attack might occur; a greater probability would be associated with a
higher level of anticipatory anxiety. Initial experiences of panic are
genera]lgbpergéived by the individual as arising suddenly without a
precipitating event, ahd, therefore, are described as having a
spontaneous quality, Siqi]ari]y, Foa et al., (1984), Ost and Hugdahl
(1983), Reiss et al., (1986), and Chambless and Co]dstefn (1981) «
identify cognitive, behavioural, and physiological components of the
agoraphobic syndrome. .
Popler (1977) developed a "multimodal” Eﬁnceptua]ization of
agoraphobia, based upon the "“BASIC ID" assessmen£ of ﬁossib]e contributory
factors to a psychological disorder, as origina]ﬁy outlined by Lazarus

(1973). Utilizing this format he ‘described agoraphobia as involving
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difficulties in: (1) Behaviour - in that as a result of the patient's"
avoidant pattern he/she is seriously restricted in their ability to
shop, maintain employment, and engage in most daily activities away from
their homes without considerable distress. (2) Affect - the experience
of anxiety is central to the disorder (and, in addition, a significant_
level of depression is frequently reported by other authors, although
nét meﬁiioned by Pop1er). (3) Sensations - physical symptoms (as
oquined below) experienced during the panic attack due to high ANS
aréhsa]. {4) Images - focused on distressing events (such as memories
of prigr eg§eriences of anxiety in public locations) which serve to -
reactivate fears of a recurrence of the anxiety. Butler and Mathews
{1983), fbr example, postulate that agoraphobics have an increa;ed set
of "threat-related" memories which result in a heightened sensitivity
to cues of potential anxiety in the environment, and to a tendency to
interpret such input as ghreatening. (5) Cognitions - which often
involve a series of irrational or unrealistic beliefs and expectatgﬁns
about the consequences of a panic attack (such as the possibility that
they could cause ajpeart attack, death, mental i]1ne§s, loss of control
and subseque:; public embarra;sment),-or center on the individual's
perceived inability to function in an independent and adaptive manner
{(as related to the perceived loss of self-efficacy, as out]inéd,be]ow).

(6) Interpersonal relationships are strongly affected by the individual's

phobic anxiety and subsequent avoidande behaviour (e.g., the inability

to shop, work, attend social functions). These relationships may in

turn be responsible for helping to maintain the disorder (e.g., through
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a spouse's conscious or unconscious pattern of rew;rding the
individual for staying at home as a means of control, or through the
agoraphobic's potentially reinforcing secondary gain in not having to
work). (7)‘Drugs: recent research indicates that antidepressant and
antianxiety medication is of benefit to some agoraphobics in maintaining
symptom control. ‘
Agoraphobia is consistently associated with the experience of
physio]ogl;a] symptoms arising from autonomic arousal, which at intense
Tevels caﬁ result in a panic attack. These symptoms are reported to
include heart palpitations, difficulty in breathing, dizziness,
faintness, weakness in the 1imbs, hyperventi]at%on (Foa et al., 1984)
as well as chest pain/discomfort, hot and cold flashes, sweating,
tingling in the hands and feet (De Moor; 1985), gastrointestina]\upset,
and tachycardia. These experiences are highly aversive, and hence
provoke fear, particu]ar]yﬂgfcause the individual is not able to
immediately attribute thém to a cause. It is thus postulated that the
agoraphobic pattern of avoidance originates as an attempt to remain
away from situations in which the panic is associated (and thus cou]d'
potentially recur), may later generalize to similar situations, and may
eventually transform such that the avoidance is precipitated by fear of
anxiety (and its potential effects) rather than fear of the anxiety-
provoking location. Combing several variables, Silon (1984, p. 136)
identified a series of common agoraphobic symptoms which were divided
into physiological, cognitive, and emotional response categories, Y

(See Table 1 for a rEp1icati§; of her symptom checklist).

1



Table 1

Symptomotology Associated with Agoraphobia

Physiological

Response
Feelings of warmth

Heart palpitations

Tightness in chest
Rapid, pounding

heartbeat
Butterflies in stomach
. Weakness

Rubbery, weak legs

Hypetxgpxilatio )
/

Dixziness

Swedty palms
Sweaty all over
Dry mouth
Nausea

Diarrhea
Tremors

Confusion

Cogmftive

Response

[ can't do it

What if I make a

a fool of myself
People are Téoking

I could faint

I might get sick

It's a heart attack
\

I'm going to explode

I'm embarrassed to

te]]lanyone

No one will help me

I'm going crazy

I'm trapped

Get me out of here

I'm not going out

I can't go alone

I'm going to die

I can't go on

Emotional

Response

Fear - - -

Stark terror

Trapped, no way out

Worried

Uneasiness

Feelings of impehding
doom/gloom

Panic

Isolated, Tonely

Sad
Embarrassed
Criticized

Rejected

‘Angry

Hopeless

Depressed

Helpless



Strange, speeded-up I've Tost controi” Suicidal

thoughts



2. Cognitive Factors Associated with Agoraphobia

Coincident with the physiological arousal are a characteristic set
of cognitively-based fears and expectations, which are reported to
typically focus on anticipated negative consequences of anxiety, and
include the fear that high anxiety may precipitate a heart attack which ~
patentiaf}y could be fatal, that anxiety could be a sign of the
possibility offb&ing crazy, or that paqic could result in the loss of
control over one's self and_hence the individual cqyld become embarrassed,
Took foolish or be centered out in a public location (De Moor, 1985).
Frequent cognitive symptoms also include periods of depersonalization
and unrgﬁlity during the ‘panic attack (Foa et al., 1984). fhese fears, |
in combination with anticipatory anxiety (fear of fear) are thought to
lead to the avoidance ‘of any situations believed by the individual to _
have the power to elicit their recurrence. Hallam (1978), for example, \
postulated that-agoraphobic fears are associated with cues in public
lTocations (such as crowds, noise, waiting in lines), rather than fear of
the 1oc;¥ion itself.

Bandura's (1977) “self-efficacy” theery may also be important in
the cognitive processes involved in agoraphobia. His theoretical system
1s based on the postulate that an individual approaches a situation with,
an expectation or belief about their level of mastery in coping and
performing there. These expectations of personal efficacy arise from a

variety of sources (such as prior experiences in the situation, vicarious
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experiences, verbal persuasion/influence from others about the

consequences of certain actions in that situation, physiological
o

factors (e.g., their arousal level can be seen as a measure of how well

. tﬁey are doing: "if L\m anxious\ I'm doing poorly"), and are related to
the pers1stence with which an inHividudl continues in that situation
(é.g., doesn't withdraw and avoid as is commonly seen in agoraphobia)
even thqggh there may be some_a rse qualities present. As applied to
agoraphobics (Bandura et al., 1980), it is argued that anxiety

experiences diminish fheir level of self-efficacy as they cause a
perception of an inability to function in public situations without
debilitating anxiety. As a consequence agoraphobics will approach these
situations with limited persistence, and may become dissatisfied (and
therefore depressed) if their level of performance is discrepant‘with
their personal standards for performance (e.g., they feel they should be
able to do better).

Cog;:;1ve factors also contribute through an increased sens1t1v1ty
and focus of attenéuon on bodily sensations as cues of anxiety. quii;\“
et al., (]986), for example, distinguish between (i} "anxiety expectancy®,
as the process by which. associations are formed between stimuli and
anxiety responses (CS-CR cohditioning) and (i) "anxiety sensitivity",
as the be]ief s Vtem which perpetuates the fear of the effects of
anxiety (e g., death, embarrassment heart attack, mental illness).

They state that agoraphob1cs have character1st1c cognitive patterns of

anxiety sensitivitf; therefore, this disorder may involve heightened

attention to bodily cues as warnings of anxiety due to the perceived
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high potential cost of an attack, and a distot;jon in the meaning
attributed to those sensations. Consequently, agofaphobics may
develop a pattern of avoidance of situations in which it is feared
the‘anxiety may recur. -

In general; there appear to be several interrelated factors which 3
interact to increase the Tfkéiihood of the development of an
‘agoraphobic pattern of phobic-avoidance; centering on coping sfy]es or
prefergnces for handling stressors, underlying personality dynamics and
dysfunctional social/interpersonal intéractjona] pafférns. These are

reviewed in the next sections.

3. Coping Styles

There is Tittle consensus on the }elationship between specific
predispositional factors and the on;et of agoraphobia, although a a
variety of situational psyéhosocial stressors have been identified as
frequently present prior to br at the onset of the agoraphobic's initi
anxiety attack. These stressors have frequently been reported to
include the recent death or illness of a significant other, an episode
of severe physical illness, marita} dysfunction or interpersonal
conflict, pregnancy and/or delivery of an infant, stress/exhaustion
related to work, sexuaT‘disorders, residential moves, financial distress,)
or involvement in an accideniline Moor, 1985; Last, Barlow, & O'Brien,
1984; Marks, 1970; Ost & Hugdahl, 1983; Shafar, 1976). dhe or more
stressors are esti;;ted to be present in 60-96% of the agoraphobic
population (prior to the onset of the disorder). Bandura et al., (1980)

speculate that agoraphobia may be precipitated in one of two manners:
' | o
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(1) either as a consequence of an acute distress, :flT?i)’as the
accumulation of minor problems resulting in a diminished overal)
ability to cbpe‘with stressors.
Although the associatian between these stressors and the onset of
agoraphobia is unknqwn, it can be speculatsy that these traumatic
S Tevents may Tower the” individual's ability to cope with further adversity.
" The experience of an anxiety attack may contribute to the person becoming
overwhelmed, and subsequently lead to the withdrawal and avoidance of an
aversive situation, rather than with persistence despite High an*iety.
As applied to agoraphobia, therefore, these individuals are Tess likely
to cope with the panic attack and may become debilitated by it whereas
an individual who was without significant stress would not be as severely
affected. 1In addition,‘the presence of these stressors may act to
elevate ANS arousal and make the occurrence of an initial attack or the
recurrence of further anxiety more likely.
A related area o% theoretical interest and applied research
focuses on the style of coping responses individuals employ in dealing
with stressful situations. Although this body of f?terature has not
been applied primarily to agoraphobia, it is Tikely that particular
patterns of coping with anxiety may act as predi'gpsing factors in the
development. of the disorder. Folkman and Laz;n -have investigated.
coping styles in clinical and nonclinical popuYations, and have proposed

r

that an individual reacts to a stressful situation by initially '

appraJs1ng whether that situation poses a threat, determ1n1ng if anything

can be done to'minimize the potential harm and/or maximize the possible \
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benefit associated with the stressor, and then employing one of several
coping.strategies (such as active problem-solving, avoidancE& seeking
social support) to activate a response. They define “"coping" as "...
the cognitive or behavioral efforts made to master, tolerate, or feduté
external and internal demands and conflicts among them! (Folkman &
Lazarus, 1980, p. 223). v ‘

These coping stfategies are thought to fall into one‘of two global
classes: (1) those employing aé active problem-solving component, and
{2) those which act to reduce or control emotionai distress. Although
most individuals (98%) react with a balance between both styles in daily
situations (Folkman & Lazarus, 1980), work-related stressors, and those
which are perceived as within the individuals power to change were
assoc{ated with a heavier reliance on problem-solving coping strategies,
whereas hea]th-re]atéd stressors, or those perceived as unchangeable
were associated with more emotion-based coping styles (Fo]kman, Lazarus,
Dunke]-SchetteE, Delongis, & Gruen, 1986). No significant sex .
differences were consistently found in preferences for emotion-based
versus problem-solving based coping styles (Folkman_& Lazarus, 1980).

Few studies have systematically examined the possible relationship
between coping styles, as described above,‘and personality variables,
a]though a posifﬁve relationship has been %ound,between depression and
"wishful thinking" as a coping style, and a negative relationship between
depress1op and thé use of problem-solving coping. As well, positive
relationships were found between anxiety and the tendency to utilize

wishful thinking and to seek social support, whereas a negative
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relationship was found with the use of problem-solving techniques
(Vitaliano, Russo, Carr, Maiuro, & Becker, 1985). Mitchell and Hodson
(1983) found diminished self-esteem and heightened depression
associated with the increased use of avoidance in a sample of
physically-abused women.

Applied to a; agoraphobic population, it can be speculated that
given that these ipdTVTduaIs (1) perceive their eituations as focused
on heaTlh-related concerns {e:g., anxiety may precipitate a heart attack),
they (2} feel somewhat powerless to change their Tifestyles on their
own, and they (3) experience heightened lexels of depression and
anxiety, and they may tend to rely on emotion-based coeing strategies to
deal with the stressors associated with their phobic disorder. For
example, they may cope by heavy reiiance bn;sbeia] support (related to
increased dependency), avoidance and wishfu{nggihking, and with less use
of prob1em—so]ving_etrategies relative to a general population.

-r "

4. Personality Characteristics

With few exceptions, there is a paucity of research systematically
examining the role of personality variables in agoraphobia; however,
many authors have reported on personality styles based upon clinical
experience. In general, agoraphobics are described as having a passive
dependent personality style; with a concomitant history of depressive
illness (Breier, Charney & Heninger, 1984; De Moor, 1985; Fisher &
Wilson, 1985; Foa et al., 1984; Hallam & Hafner, 1978; Hand_.& Lamontagne,

1976; Shafar, 1976; Tearnan et al., 1984; Vandereycken, 1983).



15.

Bennun (1986) spécu]ates that an agoraphobic‘§ feelings of
“...isolation and dependenéy can lead to depersonalization and
fragmentation because the patient's self-image and identity is
dependent on others for its va]iaity and %xistence“ (p. 186). They
itkely feel more helpless and powerless relative to normals {Fisher &

. Wilson, 1985). As well, they are reported to be perfection-seeking,
analytical, hardworking, competent, ;;nsitive to criticism and
rejection,‘qveriy concerned about losing control and being embarrassed
(Silon, 1984), and have a diminished ability to connect emotional
responses to appropriate causes (Goldstein & Chambless, 1978). Buglass
et al., (1977) report that.agoraphobics'fear iJinesﬁ in an increased
incidence in~comparison to normal controls (even in\situatidns involving
physical difficulties which é}e not usually perceived as anxiety-
provoking), Marks a:d Hearst (1970) found higher levels of social
timidness and anxiety in agoraphobics, and Foa et al., {1984) found ‘a
correlation between agoraphobia and the presence of hypochondriasis. In
* opposition to these Fheoretica] positions and research findings, however,
is a récent review by Rapp and Thomas (1982) in which they.conclude that
a large proportion of agoraphobics have "normal" personality st}uctures: :

In comparison to patients with other phobic and psychological
disorders, Rapp and Thomas (1982) conclude that within a group-setting,
agoraphobics fail to behave in a characteristically neurotic manner;
they are supportive of fellow group members and are able to form
constructive relationships with each other. It is'arqued, therefore,

that agoraphobia should not be considered as an "anxiety neurosis"
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because other clinical groups with neurotic labels have been found to
exhibit higher levels of Tnterpef§ona] conflict within a group setting
(and hence are not able to meet each other's needs).

Hallam and Hafner (1978) found that relative to general phobics,
agoraphdbics were found to be more depressed, demonstrate a higher_
.fncidence ofksomatic symptoms, and exhibit more death/illness fears
associated thh tLe outcome of their bodily sensations. ~Amies, Gelder
and Shaw (1983), however, failed to find differences between agoraphobics
and social phobi&s in thé incidence of anxiety or obséssiona] symptoms
or medical problems, or in level of dépressign. The agoraphobic v
population was older, had a higher proportion of women, a later age at 4
onset, and had'experienced more complaints of depersonalization symptoms
relative to those with social phgbias.

Fisher and Wilson (1985) failed to find differences between
agoraphobics and normal controls in the level pf ANS arousal, but did
find a higher incidence of overrating anxiety and physical symptoms in
the phobic group, which lead them to conclude that the “fear of fear"
phenomenon was more cognitively than physiologically-based. In an
attempt to explain the consistently réported age (early adh]thood) at
onset found across most studies, Foa et al., (1984) speculate that the
development of agoraphobia may partially bé a response to the expectations
of lessened dependency upon parental figures associated with early aduTF
personality development. Therefore, issues related to poor resolutien of
dependency conflicts may reemerge at this time, and may be exacerbated

by the presence of background stressors (such as loss/illness of a

kS

L}



17.

A

,(§igni?gcant other, or other factors as outlined above).

There have been extensive studies utilizing factor analytic
techniques to explore underlying personality structures assztiated with
agoraphobia. Most, however, have got iné]uded'genera1 personality
measures {e.g., have only factor a;a]yzed a fear inventory) or have
failed to utilize clinical subjects (and hence cdmp]etgd an ana]ogue'
study, usually with American college undergraduates). Most researchers
(Gulas, McClanahan, & Poetter, 1975; Landy & Gaupp, 1971; Meikle &
Mitchell, 1974; Rothstein, Holmes, & Boblit, 1972; Rubin et a].,_]968;
Wade, 1978; Wolpe & Lang, ]954) who used a fear survey a]oné (of which
Wolpe's {1964) Fear Survey Schedule is the most commoh) on a phébic or
analogue population typica]iy report finding 4 or 5 significant factors
representing fear groups generally labelled as:

(i) fear of small animals
(ii) fear/dislike of interpersonal conflict, aggression, or rejection
(iii) fear of sexual activity, or of the violation of social moral
standards ' B
(iv) fear of physical illness, death, or medical procedures
{(v) fear of isolation/loneliness/alienation
Other smaller factors typically reported have been related to fears of
noises, water, and natural destructive phenomena (e.g., lightening,
thunder).
Other studies (Mermaum & Sticker, 1972; Bernstein & Allen, 1969;

Braun & Reynolds, 1969) have conpleted separate analyses for men and

women and have generally found few consistent sex differences although
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the relative ordering of factors (e.g., fear of animals versus fear of
aggression as the first rather than second factor) demonstrates some
variation. 'Utj]izing a genefa] “neurotic" population, Bates (197 .
found a significant correlation between a Fear Survey factor, Ia@ed
“Interpersonal Concerns" with the Pt, D, Si, and Sc scales of the
M.M.P.I., and found Fear Survey total scores correlated significant]y
with the D, Mf, Pt, Sc, and Si scales. In addition, Jacobson et al.,
(1978) found nine factors (Depression, Anger, Fatigue, Confusion,
Friendliness-, Anxiety, Somatization, Fear, and Guilt) usinglthg Fear '
Survey Schedule with a psychiatric outpatiénp population. Of pafticu]ar Kﬁf’
interest was the presence of indepgndent factors assocﬁffaq_with

Depression, Anxiety, Somatization,'énd Fear, which should theoretically
o

. emerge within an agoraphobic population.

Several studies have completed factor analytic investigations
utilizing an agﬁraphobic population. Mavissakalian (1986) found an
‘agoraphobia" factor independent of other Fear Survey factors,
suggesting that agor%phobia may exist as an independent specific
syndrome, and not as a particular combination of general fears; while
Neiger, Atkinson, & Quarrington (1981) failed to find a specific
"agoraphobia" factor using a sample of female agoraphobics, Hafner and
Ross (1984) found two higher order factors which they labelled: (1)
agoraphobia.- with fears focused on travel, claustrophobia, going

shopping, being on the street or in open places, and crowded stores;
and (2) a.dgzjra] symptoms group centerinz/gy/misce]Taneous items

/

including social fears, and fear of criticism.
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HE&]am and Hafner (1978) found'a distinct agordphobia factor in a
study utilizing general phobic and agoraphobic su?}gcts, which Tead
these éuthors to conclude that the disorder occurs in a syndrome-Tike .
(a1l or none, without a gradient of severity) fashion. The agoraphchic @
patients’ data revealed ten factors repreggnting fears of socia} *
situations, anima]g, travel, general anxiety or depression, i1lneg§/ =
death, shogping and crowds, height and deep water, sleeplessness/dizziness/
fear of criticism, blood/injury, and remaining miscellaneous items
(thought to represent areas not usually feared by this population, such *
as fear of dogs or cats). These factors were bostu]ated to be unique
to agoraphobia, and different from the patterns which emerge in non- X
agoraphobic samples, for whom fears focused on areas such as travelling
were subsumed on more general factors associated with social anxiety
rather than as a specific area of concern.
In a similar manner, Johnston et al., (1984} found an agoraphobic
L\ua...fa‘-ctor' distinct from claustrophobia, and-Arripde]T (1980) proposed a
\ “factorial definition of agoraphobia" in which hé identified three
higher order fagtors:_(l) general social anxiety and somatization, {(2)
a factor which loaded on Fear Survey items (such as fears of being alone,
crossing streets, Jjourneys, and enc;:}ed spaces), and (3) an agoraphobic
specific faétor (with items centered on fears of open spaces, travelling,
uneasiness in'crowds, fainting in public). He also postulated that

—
agoraphobia was "not reducible to a different subset of fe?rs” (p. 238),

-

and therefore, is found in an all or none fashion.

In summary, while personelity factors appear largely speculatjve
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due to the paucity of studies employing generg}*personality measures
'(m\\\ along with fear surveys and cognitivdl&ttributiona] evaluations, most
- authors tend to make some consistent ;ssumptions: (1) that agoraphobia
tends to occur in a syndrowme fashion, aﬁd does not simply constitute a_
particular subset of general fears; (2) that agoraphobics have a unique
personality profile characterized by a heightened incigence of passive,

depressive, dependant, and nonassertive copjng styles; and (3) that

consistent¥sex differences between agoraphobic patients have not been

demonstrated. //”-—

Interpersonal - Current familial/marital functioning

The role of familial and marital factors in agoraphobia has been
specy]ated on for several years within a variety of theore%ica]
persbectives. Behaviour therapists, for example, have recognized the ./
potential secondary—gain of the disorder (in the sense thafzgttention,
and/or not having to work and maintain daily social expectations may be
rewarding for some individuals), while family tﬁerapi;ts have centered
on the role that the phobia may play in the family's intetpersonal

. dynamics (e.g., as a symptom of a diéharmonious marital relationship),
and psychodynamic theorists have examined agoraphobia from the viewpoint
of reflecting an.underlying developmental failure between the agoraphobic.
and their parental figures to resolve issues related to dependency.
Systematic_research has, however, failed to find a consistent pattern of

interpersonal dysfunction.

L ]

Bennun (1986) states that the interpgrsonal aspects of agoraphobia
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are important as these patients often show excéssive dependencies in

their relationships, and because significant others often play a ‘/'
“safety signal" role {in that agoraphobics can often function in

feared situations provided they are with*a specifically-designated
“trusted other"). Similkrily, Goldstein and Chambless (1978) found

that the majority of their agoraphobic subjects demonstrated inter-
personal conflicts, and that their spouses may act to reinforce

dependency and dfscburage autonomous\behaviour.

Some studies (Buglass et al., 1977; Fisher & Wilson, 1985) report
no evidence of marital coﬁ%]ict, whereas others (Hafner, 1984; ‘/
Vandereycken, 1983) have identified patterns of complementary inter-
-action between spouses focused on maladaptive expression of hostility,
attachment, and autonomy, or report general pathology in mafita]
interactional patterns, although the exact nature of these difficulties
remains unknown (Arrindell & Emmelkamp, 1985; Bland & Hallam, 1981;
Goldstein & Swift, 1977; Milton & Hafner, 1979). Hafner (1984) reports
that the husbands of female agoraphobics adjust to having their wives
dependent on them, and tend to either (1) becomé supportive of their
spouses' difficulties, and fepress feeling of anger (and consequently
exhibit difficulties with the changes iﬁ their spouses' behaviour
concomitant with treatment); or (2) tend to be unsupportive and
critical of their spouses’ inability to function ;ﬁ an adequate manner
(and thus continue in a critical ﬁode in their interactions even after
treafment, as the focus of criticism shifts to a new area).

In addition, ghere is evidence to suggest that there are differences



in the families of agoraphobics depending 'on whether the patient is male
or female such that family interaction patterns, and the personality
profiles of family members demonstrate differences according to whether
the agoraphobic is the wife/mother versus husband/father family member
{Mlott &-Valé, 1986). When the efféct of including the spouse either as
a "cotherép%st“ in a treatment program, or as a patient in a "couple-
oriented" treatment format was investigated,.some research supported
spouse involvement (Vandereycken, 1983; Hafner and Ross, 1983), other
studies found 1ittle effect of involvement in treatment outcome (Cobb
et al., 1984), while Bland and.Hallam (1981) report a negative
correlation petween treatment outcome and the overall dissatisfaction

on the part of the agoraphobic toward their spouse (thus suggesting that
outcome is related to marita] issues, and consideration to the marital
relationship is warranted). ' A -

In summary, by the nature of the phobic disorQﬁr the individual's
pattern of 1nterpersona] relationships will be affected. The extent to
wh1ch marital or 'familial factors play a role in the etiology or
maintenance of the disorder remains unclear, as does the format for or
necessity of involvement of a treatment program-at a marital and/or
familial level.

« 5

Sex Differences in the Symptomotology of Agoraphoia

Extensive research has been conducted examining whether there are
sex differences in agoraphobia; again, however, few consistent findings

emerge. These potential differences are of interest in two aspects:
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(1) there is a much higher incidence of agoraphob@a in women; and (2)
it is specuTatﬁd that women may be more susceptfb]e to agoraphobia
because the disorder can be seen as exemplifying sex-role stereotyped
differences (in that agoraphobics are seen as nonassertive, passive,
avoidant, dependent as are women in North American stereotypes).
Mavissakalian (1985) failed to find consistent dif%erences between male
and female agoraphobics on personality differences, symptomotolegy, or
in cognitive attributiona]isty]es. Similarily, Chambless and Mason
(1986) found no sex differences on demographic factors, age at onset,
duration of disorder, socioeconomic status, panic frequency, on
respongivenesé to treatment, or in susceptibility to dropping-out of
treatment programs. They did, however, find that men tended to report
higher Tevels of depression, whereas women tended to score higher in
anxiety. As well, 1nconsistent findings have been reported on the
relative intensity of the phobic symptoms. Geer (1965), and Farley and
Mealiea (1971), for example, féund higher total scores in women on a
fear inventory, whereag Thyer et al., (1985) failed to find a
statistically significant difference on the same measure using a
different sample (although they do acknowledge a higher trend in general
in women on fear surveys). Overall, these findings suggest that no
major sex differences exist; however,\it can be speculated that a passive
dependent personality style in either a man or woman may lead to
increased susceptibility to an agoraphobic-like disorder. The higher
incidence in women may, therefore, reflect sex-differences in the

general population, in that women may be more Tikely to exhibit a passive
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personality style relative to men. he 3

dependen
In summarl, the findings remain inconclusive, with some studies
reporting/sex differences on some personality variables, The findings'
of a markedly higher lincidence of agoraphobia in ‘women have been
accounted for in a variety of manners, including (1) differences in
cultural standards - society does not encourage women to:be "competent,
instrumental, ang, assertive" (Chambless & Mason, 1986, p. 234), as well
as nurturant and expressive; {2) male agoraphobics tend to withdraw )
and avoid many pﬁb]ic iocations but continue to force themselves to work
out of financiah need. Consequently their overall functional level of
disability is Tess severe (and thus they do not seek treatment, and
hence disort the 1nc%dence data); (3) in addition, Rapp & Thomas (1982)
also suggest that male agoraphobics may rely more heavily on drugs and
alcohol to control their anxiety symptoms (and thus dre less motivated
to attend treatment), and (4) that women experience a higher incidence

of endogenous anxiety (and are thus more susceptible to developing an

anxiety disorder).

Summary of the Review of the Literature and Purpose of the Current Study

. h
In summary, agoraphobia can be seen as a complex anxiety/phobic

disorder of relatively high frequency. Components affecting an
individual's susceptibility to agoraphobia may include the presehce of
background psychosocial stressors, a personality ;onste]lation
ass&ghated with a passive dependent'form of'ﬁnteraction.diminished

coping abilities, and a style of cognitive ﬁeh’efs and attributions

-
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related to fears of the experience of anxiety.

It is evident however, that.furtﬁer research is needed in several
areas. A better delineation of the interactive role of early
developmental experience and current psychosocial stressors in the pre-
disposition toward an agoraphobic pattern of behaviour is necessary.

As well, there is a paucity of research focused on the presence of
personality factors associated with the disorder despite extensive
theoretical speculation. i

The general foci of the present study are twofoT;: (1) to determine
whether evidence can be found to support the position thatlehe agoraphobia
syndrome js associated with a characteristic personality profile (which
may havefacted to predispose an individual to be susceptible to a
phobic/anxiety disorder, and thch may have helped to perpetuate the
presence of that disorder and thus act to maintain it {(at Teast in an
indirect manner). (2) to integrate several areas related to an individual's
fhnctfoning (e.g., personality variables, coping styles, cognitive
characteristics: and agoraphcbic symptom expression) which'have only
been considered independently in previous research. Although previous
studies have investigated discrete aspects of agoraphobia, no prior
research has included a wide variety of personality, cognitive, coping,
and symptom description measures simultaneously to aT]ok the exploration
of adcqﬁposite of variables. The current research study, therefore, will
cqmbine several theoretically related areas of functioning to examine
the agoraphobia- syndrome, and will thus allow the exploration of_

underlying factors assodiatéd with the disorder as a whole.
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Based upon a review of the literature, it may be postulated that
agoraphobics have characteristic personality and cognitive attributes
which have acted to predispose the development of the disorder. For
example, he/she may{tend to interaét passively when faced with stregsfu]
situations, form maladaptive dependent relationships, and evaluate the
experiencé of anxiety as highly aversivg. These factors may interact
such that the individual presents themseTves as highly fearful, with
multiple symptoms focused on elevated somatic concerns, depression, and
generalized phobic-anxiety. This constellation of difficulties may be
further perpetuated by the use of maladaptive styles of coping with

stressors.

Hypothesis

The previous discussion and reviéw of the literature leads to the
-following hypothesis: ‘

It is hypothesized that a group of agoraphobic patients will differ

from a contrast group of normal 1nd1v1dua]s on a variety of (1) personaTity. .

(2} symptom description, {3) cognitive, and (4)fcop1ng measures. The
agoraphobic g}oup should exhibit higher levels of depression, anxiety,
concern over and focus upon bodily symptoms, and social isolation and
witﬁdrawa]. More frequent general and agoraphobic-specific fears and
heIthened concerns regard1ng the consequences of anxiety experiences
may be exhibited re]at1ve to a set of normal controls, as well as a

pattern of coping with stressors in a maladaptive manner.

o



This hypothesis will be specifically tested through the following
measures:
1. personality measure: Minnesota Multiphasic Personality Inventory} ‘
2. symptom description measures: Beck Depression Inventory,
Brief Symptom Inventory
Fear Survey Schedule )
3. cognitive measures: Agoraphobic Cognitions Questionnaire,
Body Sensations Questionnaire,
Internal-External Locus of Control Scale
4. coping measure: Ways of Coping Checklist (modified versionj
As an area of additional interest, it is predicted that within the
agoraphobic sample, there will not be any overall sex differences in
the presentation of symptoms, or in the persbnality profile of the
subjects. This prediction is based upon a review of the literature
which generally has failed to find consistent differences as a function

of the subject's sex when personality or symptom indices are

considered separately.



CHAPTER -11
Method

The purpose~of this study was to investigate the underlying

)

personality characteristics @ssociated with the Agoraphobia syndrome,
. with the goal of helping to develop é'modelhof it's etiology. This
chapter will discuss the methodology and procedure used to test the
experimentaT hypothesis, which stated thgt differences on several
measures would be found between a group of égoraphobic‘patients and‘d
comparison group of normal subjects.

A group of aéoraphobic patients referred to an outpatient psychology
department for treatment formed the clinical group.- They were compared
with a second set of subjects {who acted as a normal contrast group) on
a variety o% dependent measuE;s, including a general personality
inventory, a fear survey schedule, and questionnaires assessing the
individual's level of depressi;n, set of cognitive beliefs related to
the experience of anxiety, and concerns related to bodily sensations. In
addition, a measure of locus of control was given to assess the degree
to which the agoraphobic sampIgﬂEiﬁﬁé?ed from the contrast group
according to that dimension, and a questionnaire related to preference

of particular coping strategies in dealing with stressful situations

was completed.

-
) ' 4

Subjects

Fifty subjects who were referred for treatment 6n an outpatient
basis for agoraphobia comprised the clinical sample. They were asked

to complete a series of questionnaires as part of an assessment and

- 28 -
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treatment evaluation package at three intervals: (1) prior to the
commencement of a therapy nprogram (as\a preiest) (2) immediately after
its completion, and (3) after a six-month treatment follow-up per1od

As the current study is focused on the personality characteristics
associated with agoraphobia, only the pretest data were used. Each of
the agoraphobic subjects was interviewed to determine whether he/she

was appropriate for treatment, and to ensure that he/she met the
diagnostic criteria consistent with thé Diagnostic and Statistical
Manual of Mental Disordgrs (3rd edition; American Psychiatric
Association, 1980) category of Agoraphobia with panic attacks (300.21).
(See -Appendix A for the exact criteria). In general, the agoraphobics
presented with phobic/anxiety ;&hptoms (which had been occurﬁing aver a
relatively lengthy period) and were avoiding situations in which feared
an aversive level of anxiety might recur. Iﬁ addition, the agoraphobic
samﬁle was assessed as demenstrating the phOb]C disorder as its area of
primary conceréF(and .thus not secondary to other difficulties).

) The cgntrast group was recruited f;om undergraduate students at the
Cﬁ;;versity of Windsor who were enrolled in psychology courses. They
were matched such that the overall group was approximately equivalent to
the clinical group accord;ng to.age, sBx distribution, and marital
status. These demOgraphic'variables were selected on the basis of a
review of the literature which indicated that agoraphobics differ from
other general psychiétric and phobic populations according to these
dimensions. They were offered experimental bbnus points as renumeration -
-for participation, and were given the opportunity to receive some

7
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general feedback related to the study findings if they desired it.

The demographic characteristics of the sample are given in Table 2.
No significant difference was found between the clinical and contrast
group in their mean ages (F = 0.09, n.s.). Also, no significant
differences in the marital statuses & sex distributions between the
clinical and contrast groups was found. The female: male ratio (4:1)
in the clinical sample is approximately equivalent to that reported in
the general literature for agoraphobic {in which approximately 66-95%

of all agoraphobics are women).

Procedure

The clinical subject data were gathered as part of an on-going
'assessmént, research, and treatment program currently established in
the Department of Psychology at the Windsor Western Hospital Centre.
Each subject was asked to complete a series of questionnaires as part
of their clinical assessment, to help clarify his/her presenting
difficulties, and to ensure that he/she would be suitable in a‘cognitive-
behavioural treatment program. With the exception of the coping sty]és
questionnaire, each of the measures was giveﬂfprior to the commencemeﬁt
of a treatment program. As the coping checklist was not part of the
original test battery, it was completed by the clinical subjects either
during their therapy period, or after the completion of the treatment
program. Therefore, interpretation of the results of this measure needs
to take into account the fact that it was completed after the treatment

program had been initiated.



"Table 2

Demographic Characteristics of the Sample

Number of Homen

Number of Men

Mean Age (S.D.) of Women

Mean Age (S.D.) of Men

Marital Status

Percent Married
Single

Divorced

Clinical Group

40
10

<

34 (5.6)
33 (6.2)

72
14
14

31.

Contrast Group

38

12
37 (11.86)
31 ( 5.8)

64
16
20
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The contrast group subjects were tested in small groups of 10-1§

i

people. Demographic data col ecged at the time of test?ﬁafihhigged the

subject's age, sex and ma#?%i] status. The subjects were asked to 3

complete a series of questionnaires anonymously.

Psychometric Instruments

To test the hypothesis that group differences would be found
between the clinical and contrast group samples, subjects were asked tq/
\\comp1ete a series of questionnaires related to: (1) general personality

(2) symptom expression (3) cognitive beliefs related to the experience

of anxiety, and (4) styles of coping. N

I. General’ Personality Measure: MMPI

. Subjects in the clinical and contrast groups were asked to complete

the MMPI. This measure is of ?nterest because it addresses personality ’
variables related to clinical areas, and is widely accepted across North
America as a reTiabTé and valid personality inventory (and thus allows .
comparisons of this study ;ith other related research). In addition, it
has a series of validity scales which help to control for biasing
response sets on the part of the subject. The administration of the

MMPI also allows the subjects to complete the items for the social
alienation and g%matic complaints subscales (Harris & Lingoes; 1955).
(See\APPENDICES B and C for the Social Alienation (Sc 1a) and Somatic
complaints {Hy 4) subscales respectively). i ;

= ‘ .
/
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IT Symptom Describtion Measures

1. Measure of Depression

In addition to the Depression scale of the MMPI, the Beck
Depression Inventory (Beck et al., 1961) was administered to each,
subject to assess the overall Bua1ity and TeQe] of depressive feelings
they were experiencing. This\scale was included because it is a wide1}
used gnd accepted measure of depreséion, and therefore allowed the
results of this study to be compared with other related research. The
Beck Depression Inventory consists df 21 items which are given in four
statement groups and are completed in a "forced-choice" format, such

that the individual selects the statement which is most applicable to

themselves. This measure was developed utilizing clinically derived
items which were validated against external criteria (psychiatric
interviews). Thirsplit-ha]f reliability (Spearman-Brown) was found to

be 0.93. (See APPENDIX D).

2. General Fears Inventory

To assess the level and types of phobias experienced hy the
subjects, they were administered the Fear Survey Schedule ITI (Wolpe
and Lang, 1964). This measure consists of a list of 72 areas of
potential phobia, and the individua]ligﬂasked to rate the degree to
which the selected object/location is fear provoking. = This questionnaire
was also chosen because it is a Widely &sed §;neraf fear instrument, and

thus will aliow comparison between the current study and other research
A

related to agoraphobia (See APPENDIX E).
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3. Brief Symptoms Inventory

In addition to the abo&e instruments, the’subjects were also asked
to complete the Brief Symptom Inventory (BSI) (Derogatis, 1975). This
questiognaire consists of 53 items which fhe'subject is asked to rate
on a four-level scale according to the degree to which tH$ identified
symptom applied to themsleves. The inventory is divided %nto three
global indices (global indices (global severit& index, positive symptom
distress, and positivé symptOm‘tota]) and nine primary_dimensions
(somatization, obsessions-compﬁ]sions, interpersonal sensitivity,
depression, anxiety, hostility, phobic anxiety, and paranoid ideation),
This measure is appropriate as it contains several subscales
(particularly somatiiation, interpersonal sensitivity, depression and
phobic anxiety) which should be theoretically relevant to agoraphobic

patients. (See APPENDIX F).

IIT Cognitive Measures

-

1. Measure of Locus of Control

The subjects were also asked to complete a qﬁestionnaire,designed
to assess the degree to wh}ch they perceived their locus of control as .
primarily internal versus externai. \This is of theoretical interest as
it.has bggE postulated that agoraphobics tend to perceive themselves as
helpless victims of their anxiety, and thus would likely experience a

tendency toward an external Tocus. To assess this trait, the subjects

were administered the Internal-External Locus of Control Scale (Rotter,
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]96;0. This measure consists of 29 jtems presented in'pairs of
statements, one consistent with an internal locus, and the other
consistent with an external locus. The subject is required to select

the statement which most applied to himself. Test—retest_re]iabi]ities
were found to range from 0.49-0.83, and measures of internal consistency,
using a Kuder-Richardson technique, were found to have coeffients

varying Between 0.70 to 0.76. In addition, some evidence is presented
by Rotter (1966) demonstrating the measure to have constant validity.

(Seq APPENDIX G).

2. Agoraphobic Cognitions Questionnaire

The subjects also completed the Agéraphobic Cognitions Questionnaire‘
/N\\_\\bf (Chambless et a].,.]984). This measure is designed tq assess the
. /Zggnitions experienced by agoraphobics related to the potentially
i negative consequences of anxiety. The subject is asked to rate the
\\\ degree to which they experience 15 d%stressiﬁg cognitions according to ;
five-level sca]e.' This measure was found to have a high test-retest
reliability coefficient {0.86) for the overall scale, as well as for the
individual items (Kendall tau b cofre]ation ranged .49 to .87, with a V4
reported median of .74), was found to Hdemonstrate construct and content
validity and was internally consigtent (alpha = 0.80). This instrument
was included because it has been argued that agoraphobia involves a
(::aracteristic set of maladaptive cognitions related to fears o% the _

experience of anxiety (e.g., fear of fear). (See APPENDIX H)..

-
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3. Body Sensations Questionnaire

The subjects were also asked to complete the Body Sensations
Questionnaire (Chamb]ess et al., 1974). This is a 17 item scale which
requires the ind{vidua]'to rate the degree to which they are frightened
by the experience of selected bodily sensations experienced during
autonomic arousal according to a five-]eve]'intensity. It has a high
internal coQ§1stency (Cronbach alpha = .87), a test-retest reliability«
of .67, with demonstrated construct and content validity (See APPENDIX I).

IV. Coping Measures

1. A Modified Version of the Ways of Coping Checklist

The subjects also completed a modified version of the Ways of
Coping Checklist (Folkman et al., 1986). This is a 50 item Likert-
format quéétionnaire which is modified through factor analytic techniques

from an earlier 68 item checklist, and currently is divided into 8 \J//”

- subscales (confrontive coping, distancing, self-controlling, seeking

social support, accepting responsibility, escape-avoidance, planful-
problem solving, and positive reappraisal) which are thought to reflect
different means of coping with stressors. There is some evidence for
acceptable reljability and construct validity for the checklist
(vitaliano et al., 1985), and measureé of internal consistency (alpha
coefficients) have ranged from .61 to .79, with relatively low
intercorrelations between the subscales (ranging from .01 to .39). The
subscales can be summated to obtain global scores of the tendency ‘
toward problem-solving versus emotion-focused overall patterns of coping.

(See APPENDIX J). g
& ' ‘
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Statistical Analyses

A series of analyses of variance tests were completed to determine
whether hypothesized differences could be detected between the’g;inicaT
and céntrast}sampTes on the dependent measures. As well, a multivariate
analysis of variance (MANOVA) was calculated to determine whether an
overall difference between the groups could be found when the set of
depéndent measures was considered in its entiréty.

A preliminary factor analysis was also conducteddto determine
whether underlying factors could be found which were consistent with the
presence of an agoraphobia syndrome.

As a subsidiary éna]ysis a series of analysis of variance tests,
and a MANOVA were also—conducted to determine whether significant sex
differences could be detected on thg’dependent measures within the

clinical group.



CHAPTER >II

Results

-

The purpose of the study fs to investigate underlying factors
associated with the Agoraphobia syndrome. This chapter repon;; the
results of the data.co]]ection and statistical analyses used to ;est
the hypothesis that group differences would be found between the
Agoraphobic and non-clinical samples, and to examine whether sex

differences exist in the symptomotology associated with Agoraphobia.

Scores on the Dependent Measures and Differences Between Groups

The mean scores and standard deviations for each of the dependent
variab]es‘for the clinical and contrast groups are given in Table 3.

A multivariate analysis of variance was conducted to determine whether
overall significant differences could be detected between the groups.
This analysis was necessary as the procedure Bfacomputing %wltipTe
ANOVAs may inflate the chance of finding significant group differences
erroneously (e.g., through an inflated risk of a Type I error): The
MANOVA was coﬁﬁucted using the entire set of dependenfhmeasurep with
the scores reflecting scale totals removed (e.g., BSI total). A
;ignificant overall difference between the two groups was found

(F (24, 78) = 28.9: p < .0001).

_The dependépt measures were classified into four gerneral categories
{general pe;sonality, symptom description, cognitive processes, and
coping questionnaires). To further examine group differences separate
MANOVAs were calculated for each category of the questionnéires. A serfes

" of one-way ANOVAs were conducted to locate the differences on the

- 38 -
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individual measures. The results of the ANOVA tests are reported

in Table 3. V4
s .

I. General Personality Measure

1. MMPI
A MANOVA gound significant overall group differences (F (13, 86) =

23.89; p < .0001). ,0n the ANOVAs, s*gnificant differences were found on

the Hypochondriasis (HS.), Depression (D.), H}steria (Hy.), Psychopathic
Deviate (Pd.), Schizophrenia (Sc.), and Social Introversion (Si.) clinical
scales of the MMPI, Although significant differences were found on all
but one (Mania; Ma.) of the clinical scales, an examination of the F
ratios and variance estimates from the ANOVA procedure suggests that the
largest group diff?rgncés were found oh the Depression, Hysteria,
Psychasthenia, and Social Introversion scales. The c¢linical subjects
were found to score significantly higher on these scales, and thus they
are likely more depressed, anxious, and socially introverted relative to
the contrast subjects. As well, the agoraphobics may tend to react to
stressors in a maladaptive manner with a greater intensity and frequency
in comparison to the nonclinical subjects, based upon the pgttern of
elevated MMPI scores. The original MMPI profiles for the patient and
contrast groups are given in Figure 1. Significant differences were also
found on the Social Alienation and Somdkic Concerns subscales of the
MMPI. The clinical subjects scored higher on both measures, and thus are
likely to feel more soc1a11y alienated from others and to report a
higher number of phys1ca] symptoms re]at1ve to the subJects in the

contrast group.
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Mean scores and standard deviations for the clinical and contrast

groups; tests for betweenigroup differences:

Measure

<

Clinical Group

Mean  S.D.

General Personality Measure: MMPI

Hs. 70.2 13.1
D. 77.7 13.2
H. 7j2.2 10.9
Pd. 65.8 14.5
Mf. 49.2 10.6
Pa. 65.2 11.8
Pt. 75.9 10.7
Sc. 71.3 14,3
Ma. 53.6 « 10.9
Si. 67.7 1.2
L. = 51.8 6.4
F. 62.1 11.3
K. 51.5 8.5
SA. 6.2 3.9
S0. 7.9 3.3
Symptom Description Measures‘
BECK 16.1 14.5
FSSTOT. 222.3 50.2
FSSAG 41.9 10.9
BSI-Total 78.7 31.4 .
BSI=Dep 8.5 6.2
BSI-ISS 6.4 4,2
BSI-Som 11.1 6.5
BSI-PA 12.8 5.4
Cognitive Processes Measures
ACQ 36.0 7.9
BSQ 41.4 12.6
IE 11.2 4.3

TN
Contrast Group
Mean S.D.
51.5 8.1 71
50.5 9.1 150
52.0 6.7 122.
55.1 10.3 17.
55.7 10.9 N
53.0 8.7 34
50.3 10.2 156.
$3.9 ° 9.2 52.
53.9 10.8 3
45.7 5.8 -150
48.8 7.3
54.0 8.0 16.
50.6 5.9 0
3.6 2.3 17.
3.2 1.9 83.
4.4 4.7 30
159.4  35.1 . 54.
22.1 5.7 148
26,9 23.1 . 87
3.1 4.4 24
2.8 2.8 25
2.2 3.4 8]
0.9 1.6 250
17.7 7.8 135
21.4 12.2 61
9.0 3.8 7
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Note: For all measures except the coping scales, n=50 for each group.
r

For the coping measures, n=50 for the contrast group, and-n=34 for-the

clinical group.
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Figure 1: Group Profiles for T Scores
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Il. Symptom Description Measures

Significant overall group differences were found on the symptom
description measures, (F (8, 91) = 29.24, p < .001). ANOVA results are

reported as follows for each measure:

-

1. Beck Depression Inventory

Consistent with the significant differencg found on the Depression
Scale of the MMPI, significant differences were also detected.between
the clinical and contrast gfoups on the Beck Depression Inventory
(F (1, 98) = 30.87, b« .001). This result indicates that the c1ipica1
subjects are more depressed than the contrast group.subjects, énd is
-cansistent with an elevated depressioﬁ score on the Brief Symptom

Inventory, (as reported below).

2. Fear Survey Schedule

On the Fear Survey Schedute, the agoraphobic sample was found to

demonstrate higher overall fear“/scor'*es (F (1, 98) = 54.39; p < .001)35

well as higher scores on the agéraphobia factor (F (1, 98) = 148.42;
p < .007) relative to the contras ~group. Therefore, the clinical
population was both more fearful in general,'and also tended to
endorse more fear-relafed items which were agqraphobic in nature (such

as related to fears on enclosed spaces, or travel).

3. Brief Symptom Inventory

On the Brief Symptom Inventory, the c]iniéa] subjects scored higher
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than the contrast subjects in the overall- total symptoms reported,

(F (1, 98) = 87.78; p < .007) and on the Depression, Interpersonal
sensit{vity, Somatization, and PhobicrAnxiety subscales. These findings
suggest fhat relative to the contraet group, the agoraphoéic patients
are more depressed and seneitive to social rejection. They may attend
to bodily sensations to a higher degree (ar-efﬁerience them.to a greater
frequency), and report a heightened number of phobic anxiety symptoms

(such as anxiety when away from hoﬁe).

III. Cognitive Processes Measures

Sign{ficant overall group differences were found on the measures

related to cognitive processing (F (3, 96) = 46.98, p < .001). ANOVA

results are reported as follows for each measure: "~

<L\

-t

" 1. Internal - External Locus of Control Scale

" A significant difference was found on the Internal-External Locus of
&ontro] Scale (F (1,7 98) = 7.62{;2 < .01). The patient sample was found
to score higher than the contrast subjects, and thus the adoraphobic
individuals may tend to be somewhat mnre Tikely to assian an external locus
of control when determining the responsibility for daily events.
4

2. Agoraphobia Cognitions Questionnaire and Body Sensations Questionnaire

On the Agoraphobia Cognitions Questionnaire, the agoraphobic subjects
scored significantly higher (F (1, 98) = 135.77; p <‘.00]) than the

contrast subjects. This finding suggests that the-clinfcal patients

FY



tended to experience a heightpred number of cojnitions during episodes
of high .anxiety related to fear of potent1a11y deleterious effects of
that arousal (e.g., "I'm having a heart attack", "I'11 act foo]1sh")
Simi]af]y,“the agoraphobic subjects séored significantly higher

yF {1, 98) = 61.82; p < 00‘) on the Body Sensations Questionnaire,
and thus reTat1ve to the contrast group are more likely to attend to
the physical symptoms associated with anxiety, to rate them more
intensely, and to be more concerned by them (such as by the experience

of heart palpitations, or nausea).

IV Coping Measures

—  Significant overall group differences were found on the coping
Scales (F (8, 75) = 6.67 p < .001). ANOVA results are reported as
follows for each subscale: | ‘

The agoraphobics were found to score lower than the.contrast g?oup
on the social support {SOCSUPP), problem-solving (PROBSOL}, and positive
reappraisal (POSRE) coping scales, and on the problem-focused composite’
scale (PROB) (see Table 3). This suggests that the agoraphobics rely
less HeaVi]y on utilizing social re]ationshisg to enable them to cope
with streésors. are less likely to reframe {and hence change their
cognitive attriBution/sef) during & stressor, and, as well, are less
likely to generate problem-solving strategies in those situations.

As a general trend was noted suggesting the agoraphobics utilize
fewer coping mechanisms in general (and thus in effect cope less), a

total coping score was calculated as the sum of the individual coping

z
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scales combined. A significant difference was found betéeen groups,

(F (1, 83) = 10.49, p < .0017), with a mean total coping score for the
clinical samﬁ]e of 48.67 (SD = 15.2) and 62.67 (SD = 21.9) for the
contragt group. 1This finding supports the hypothesis that the
agoraphobics utilize']ess overall coping in general, and thus in effect
appear to fail to cope.

In addition, to further compare the coping styles of the clinical
subjects with the contrast sample, the number of different coping styles
{as reflected by the different coping scales} utilized by the
agoraphobics was compared with the normal group. The clinical sample
had a mean number of coping strategies employed (as measured by added
the number of coping scales in which any item was endorsed) of 5.28,
in comparison to a mean of 7.52 for the contra;t grouﬁ. An analysis of
variance found a significant difference between- groups (F (1, 83) =
17.40, p < .0001), suggesting that the agoraphobics also use fgwer *
different types of coping strategies. -

Interre]ationshi%s Between Dependent Measures

A series of correlations were calculated between the dependent
measures to examine the pattern of relationships between them and to
determine whether ‘evidence could be found to demonstrate convergence
between measures of thedﬁé@ica]]y related constructs. The overall

correlation matrix for the entire data set {¢linical and contrast groups
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combined) is given in APPENDIX J. Correlations for .the dependent
measures for the clinical group and for the contrast group have not
been included, although they are available from the author upon
request. They were, however, examined and found to have similar

patterns of intercorrelations between measures.

1. Measures of Depression -~

In examining the measures which theoreticany are designed to
assess depression, each of the three scales (the Depression scale of
the MMPI, the Beck Depression Inventory, and the Depression subscale
of the Brief Symptom Inventory) correlate with each other significantly,

and thus demonstrate convergent validity for a Depression construct.

2. Measures of Somatic Concern

Similarly, the measures which theoretically should assess the
presence of somatic concerns (the Hypochodriasis scale of the MMPI,
the Somatic Concerns subscale of the MMPI, the Somatization subscale of
the Brief Symptom Inventory, and the Body Sensations Questionnaire)
correlate with each other significantly, and thus offer'gvidence of
convergent validity for a somatic concerns construct.

- ‘/(T'
3. Measures of Agoraphobic Fear/Anxiety

The measures which theoretically should assess phobic-anxiety
symptoms (the agoraphobic factor on the Fear Survey Schedule, the

Agoraphobic Cognitions duestionnaire, and the Phobic;Anxiety subscale
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of the Brief Symptom Inventory)} correlate with each other
significant]y, and thus demonstrate convergent validity for a phobic-
anxiety symptoms factor. The correlations for each of these

symptom constellations is given in Table 4.

Analyses of Covariance Results“with the ACQ and BSQ as Covariates

An examination of the correlation matrix indicated that the
Agoraphobic Cbgnitions Questionnaire (ACQ) and the Body gensations
Questionnaire (BSQ) wereshighly correlated with several of the
dependent'measufes. This finding is of theoretical interest as these
were specifically designed to detect agoraphobic patterns of beliefs
and concer;s related to the disorder. To.determine the effect of
removing the variability accounted for by these questionnaires, a
series of analysis.of covariance (ANCOVA} procedures were conducted’
with the ACQ and BéQ as covariates. This was intended to determine
whether group differences could be found when the "agoraphobic-specific
cognitive patterns" (as reflected by these measures) was removed. Thé
results of these analyses are given in Table 5.

These results demonstrate that significant differences exist
" between the groups on several dependent measures when the varfability
due to the ACQ and BSQ is removed. In particular, on the MMPI, the
Depression, Hysteria, Psychasthenia, and Social Introversion scales
have the ]argestJi rafios, and thus reflect the largest group
differences. This finding may be iﬁdicative of the presence of underlying

personality differences between the contrast and clinical subjects
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Table 4

Cbrre]ationé for the Depression, Somatic Concerns, and Phobic-anxiety

Symptoms Measures

Depression Measures {n=100)

_ Beck Dep 1. BSI-Dep
MMPI D .58 .57
Beck Dep. I. . .61

Somatic Concerns Measures (n=100)

50 - BSISOM BSQ
MMPI HS 0.7 0.70 0.60
0 |  0.74 . 0.58
BSISOM 0.61
Phobic-anxkety Symptoms Measures (n=100)
BSIEA ACQ
FSSAG -0.85. 0.70

BSIPA 0.74 C

Note: P < .001 for all correlations
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LS Means and F Values for.the ANCOVA with the ACQ and BSQ as covariates

Measure Clinical

Group Contrast Group

LS Mean

General Personality
Vr -

Measure: MMPI

HS 67.12 54.
D . 78.51 49,
HY 70.62 53
PD . 62.94 57.
Mf 50.73 54.
PA 64.09 54.
PT 72.98 T o 53
SC 67.16 : 58.
MA . 48,40 59,
ST = 65.98 47
SA , 5.43

SO 7.08

Symptom Description Measures

BECK 11,7

BSITOT 67.55 4
BSIDEP 6.27

BSIISS 5.43

BSIPA 11.34

BSISOM 8.64

FSSTOT 207.49 174,
FSSAG 38.28 25.

Cognitive Processes Measure
IE 10.11 : 10.
o

f2 N0 WO — DO

LS Mean

04

F

wn

(]

BN O~NO

.00
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Coping Scales

CONFRON 5.61 10.71 . 17.12
DIST 5.00 5.02 0.00
SELFCON 8.08 10.31 3.66
ACCRES 1.15 6.12 6.83%
ESCAVO 3.65 6.68 5.85%
PROBSOL 5.76 11.26 19.36**
POSRE { 3. 36 11.43 18.34**
PROB 11.36 21.97 28.677"
EMOT 21.24 39.56 15.62
\
** 5 ¢ 00T
*p < .01

Note: For all measures except the coping scales, n=50 for each'gréup.
For the coping measures, n=50 for the contrast group and n=34 for the

clinical group.
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independent of the cognitive/attributional characteristics associated
with agoraphobia, as the variability due to those characteristics should
have been largely removed by the ANCOVA procedure.

0f additional interest in comparing the ANOVA and ANCOVA results is
the finding that significant differences emerged through the ANCOVA on
the confrontation (CONFRON), accepting responsibility (ACCRES), escape-
avoidance (ESCAVO) and emotion-focused (EMOT) composite scales. These
findings suggest that the ACQ and BSQ may have been acting as suppressor
variables, and that through their removal underlying group differences
could be found, as evident through a comparison of the respective least-

squares means and standard group means.

Factor Apalytic Results

To determine whether underlying dimensions associated with
agoraphobia could be found, a prinfipal-components analysis with
orthogonal rotations was performed on the correlation matrix of dependgﬁiﬂfﬂ//
measures. Based upon an examination of the resulting eigenvalues, a four
factor solution which accounted faqr 73% of the total variability was
selected. See Table 6 for fthe eigenvalues of the correlation matrix and
Table 7 for the rgtated factor pattern. ‘

The first factor appears to represent a dimension of gggjgghggig
personality and symptomatic elements. Thé Hypochondriasis, Depression,
Hysteria, Psychasthenia, and Social Introversipn scales of the MMPI, in

addition to the Fear Survey Schedule Total and subscales, the Somatic
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Table 6 ‘ -

Eigenvalues of the ten Targest factors for the factor ana]ysis}&f all

dependent measures

Factor Eiaenvalue Proportion CumuTative
Level of variance Proportion
explained of variance
R4 explained
1 13.445727 0.4337 0.4337
2 3.274543 0.1056 0.5394
3 1.876305 0.0605 0.5999
4 1.470581 ' Q474 : 0.6473 .
5 1.208382 0.039 ., UI8863
E:‘f 1.109176 ' 0.0358 : 0.7221 R
7" 07999261 0.0322 0.7543 |
8 0.856842 | 0.0276  _.» 0.7820
9 0.747946 ) 0.0241 0.8061
10 0.657567 0.0212 0.8é73
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Table 7

Rotated factor pattern for the dependent measuréé

Factor

Factor

///,/~ Measure

HS

HY
PD
MF
PA
PT
SC
MA
SI
SA
S0 ¢

BECK
FSSTOT
FSSAG
BSITOT
BSIDEP
BSIIS
BSISOM
BSIPA

1

2

Factor

Factor

3

4

General Personality Measure: MMPI

740
74
71
37

-47
876
804

416
343
357
735
441
567
354
710
559
161
602
223

028
238
-188
-058
-306
=010
-080
060
326
135
0%4
-054

=127
14 .
-147
-047
119
049
-120
-053
082
-070
-006
096

Symptom Description Measures

514
102
-015
193
52
23%
14
080

061
068
-055
-002
039
089
035
187

019
103
-031
064
140
086
022
043

Cognitive processes Measures

115
148
317

053
176
009

£

067
012
208

54.



CONFRON
DIST
SELFCON
S0csupp
ACCRES
ESCAVO
PROBSOL
POSRE

-073
088
-0
-474
048
193
=175
-070

q

Coping Scales

321
089
-049
-042
-132
078
-063
094

716
062
154
642
597
630
461
595

026
755
859
=175
030
232
529
351
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concerns subscale of the MMPI, the Agoraphobia Cognitions Questionnaire,
and&fhe Body Sensations Questionnaire have the heaviest loadings on this
factor. | ‘

The second factor may be interpreted as reflecting a socjal acting-
out/jmpaired relationship.dimension. The psychopathic deviate and
Schizophrenia scales of the MMPI, and the social alienation subscales had
heavy loadings on this factor, and moderate loadings were found for the

‘Mania and Paranoia scales. '

The third factor is primarily comprised of the Confrontation Social
Support, Accepting Responsibility, Escape-Avoidance, and Positive
Reframing coping scales This factor resembles previous fac!%r analytic
findings reported in the literature, and may reflect .a dimension
representing emotion-based coping stratégies. The fourth factor has the
heaviest loadings with the Distancing, Seif-control, and Problem-solvfng
coping scales, and may reflect an Jnderlying dimension consistent with a
tendency toward problem-focused gopipg with -1imited affective involvement
(e.g., as seen in.the Distancing and Se]f—con;ﬁﬁl §%3]es). This two-
facto} division of‘thg coping scales is consistent with earlier factor
an;ytic studies (Folkman & Lazarus, 1980) . ‘ -

Pl

Subsidiary Analysis: Sex Differences Within the Agoraphobic Sample

A series of multivariate analyses of variance were conducted to -

determine whether sex differences could be found betwéen subjects in the

,.{»-
agoraphobic sample.  Although a MANOVA could not be ca]culaté’f/

(
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using each of the dependent measures together due to insufficient
error degrees of freedom, three multivariate analyses of variance
were conducted with groups of measures to partially examine overall
sex difference. A MANOVA conducted with the MPI scales failed to
find a significant effect due to sex (F (15,34) - 1.67, pds.).
Similarly, significant differences were also found on the non-MMPI,
noncoping measures (MANOVA F(11,38) - 1.92, n.s. and between the men and
women on the coping scales (MANOVA F (12,37) = 1.53, n.s.). |

Although overall ef%ecté were not found, a-series of ANOVAs were
conducted to examine differences on individual measures based onlapriori
reasons from a review of the literature. Means and ANOVA resu]is are in
Table 8. Significant differences were found such that men scored higher
than the women on the Depression scale of the MMPI, énd 1ower'on the BSI
Somatization and Phobic Anx1ety scales, on the Fear Survey Schedu]e
agoraphob1a sca1e and on the Somatic concerns subscale of the MMPI
Significant differences were not found on any of the remaining measures.
These results indicate that some differences {n the symptom presentation
exists between men and women, although taking the data set in it's
entirety the ovirall differences appear minor.

-

Summary of the Results

In summary, there appear to be significant differences between' the
agoraphobic and normal contrast subjec:; on a variety of measures
assessing symptomatic (as would .be exp ted), persona11ty and cognitive

variables. Th1s f1nd1ng suggests that there may be certain spec1f1c
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Table 8

Means and ANOVA results for sex differences in the clinical sample

Mesure Mean Mean E
V-JFema1e; ~~ Male
Gene*a] Personality Measure:MMPI \”\\f
HS 70.4 ™ 69.2 0.07
D- 75.8 85.3 4.47
HY 72.5 70.9 0.18
PD 65.3 . 67.4 0.16
Mf 45.6 b 63.5 42.13
PA 64.8 67.1 .31
PT 74.7 81.2 /“gﬂl
SC - , 70.6 74.3 0'53/\0;
MA 54.6 49.3 0.53 o
SI 68.3 . 65.5 0.48
L 51.9 51.4 0.05
F 62.1 62.2 0.00
K 50.9 53.8 0.90
SA 6.36 5.8 0.16 .
SO 8.6 5.7 6.80
- Symptom Desciption Measures
BECK 17.2 13.4 " 0.54
FSSTOT 288.8 196.0 . 3.60*
FSSA® 44.2 32.6 10.87™ .
BSITOT 82.0 65.6 2.24 |
BSIDEP 8.8 7.1 ¢.61
BSIIS 6.5 6.1 0.07*
BSISOM 12.4 5.8 9.60
lBSIPA 13.8 8.9 7131 \ i}
Cognitive Processes Measures

. ACQ 36:8 328 > 2.10
BSQ - 41.4 39.9 0.12
IE 11.6 9.5 1.92

T~
~ "
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characteristics associated with the experience of agoraphobia. In
addition, differences were found in both the pattern of coping
responses to stressors, and in the amount and range of cqping types
used by the clinical subjects, Facfor analytic results indicate that
cértain deperd®nt measures group tﬁgether suggesting a possible set of
personality and symptomatic variables associated with the phobic-anxiety
~disorder. Consistent with earlier studiés, there appear to be two
major dimensions of coping patterns, one of which focuses on emotion-
based responding, whereas the other reflects a problem-solvigg (and
affective distancing) style. The current study failed to fftd

. substantial overall effects in the personality or symptomotology

between the sexes within t&e-clinicaT sample.
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DISCUSSION

‘

The purpose of the current study is EﬁOfO]d (1) to investigate the
presence of underlying personality co;relates aésoc{ated wiﬁh fme .
Ahoraohobia syndrome to attempt to identify fdctors which may act to -
predispose an individua]oto have a heightened susceptibility to reacting
to stressors in a phobic-aﬁxiety fashion, and (2) to combine measures of
bersona1ity. cognitive attribution, symptom expression, and coping to

'deveTop a unified model of the possible developmental factors in

agoraphobia.

Findings related to the Experimental Hypothesis

Related to the experimental hypothesis predicting differénces on
several measures, an initial examination of the group comparisdns
between the agoraphobic sample and contrast subjects suggests that
significant differenences exist on the dependent measures indicative of
characteristic personality, cognitive, symptomatic, and coping styles
associated with agoraphobia. Examining the overall profile currently
demonstrated by the agoraphohic guhjects indicates significant e]evatiqns_
relative to the normal-contrast sample on measures specificaf]y designed
and/or theoretically constructed for the disorder (e.g., the Fear Survey(
Schedule Agoraphobia Scale, the Agoraphobia Cognitions Questiohnaife,
Bodily Sensations Questionnaire, and the phoﬁic-anxiety subscale of the
Brief Symptom Inventory)’suggesting that ihe clinical group can be

distinguished from the normalsl Therefore, the original interviews used

to identify the agoraphobics were likely correct in their diagnoses.

- - 6] - .-
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Summary of Factors Asscciated with Agoraphobia

Based upon the findings of the current study, it can be suggested
that several interrelated factors may act to predispose an individual
to react to stressors and develop an agoraphobic disorder. As reported
in the review of the literature, it is postulated that a conditionjgg
model may explain several aspects of the early development of agoraphobia,
with cognitive factors acting to maintain it's presence. Of interest
current}4; however, is the identification of thé components of an |
individual's personality or historical experience which create a set of
conditiohs conducive to developing an agoraphobic pattern of difficulties.

The present study suggests that multiple factors may be involved.
Personality measures suggest that agoraphobics may tend to withdraw from
stressors, perceiving themselves as unable to function in situations ' ‘
associated with anxiety. Concomitant with “behavioural withdrawa]fappears
to be the willingness to form highly dependent }eiqtibnships, a heightened
sensitivity to physical symptoms in combination with an active internal
cognitive system to monjtor Tevels of arousal as cues of anxiety,

Cognitive factors apeggx'to play a central role in the disorder, as
individuals who fear pﬁysica] illness, and who have developed be]iéfs
related to highly negative consequences of those illness may be more
likely to becqme threatened and ngce withdraw from perceived anxiet}.
fnitia] experiences of anxiety, which might be ignored by others, may
therefore be focused upon, the possibility of %urther occurrences highly

feared, and thus attempts may be que at avoidance,

The style of limited coping is consistent with passive withdrawal

-
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and a subsequent increased reliance upon others for assistance. These
factors are also 1ikely related to a tendency togard believing oneself
generally powerless to effect change over one's own life or over
the environment, and thus may contribute to a pattern of
diminished self-efficacy and heipTessness resulting in the potential for
significant depression. Of additional interest is that these presenting
aspects of agoraphobia (personality facilitating withdrawal, feelings of
helplessness, intense anxiety associated with the mere thought of
targetted locations) likely act to prevent the individual from attempting
to resolve his/her difficulties, and thus the factors involved in pre-
disposing an individual may also act to maintain the disorder.

These distinct‘categories of functioning (personality, symptom
expression, cognitive processing styles, and coping preferences) can be
integrated into an overall model, identifying factors which may increase
the likelihood an individual could develop an agoraphobic disorder. For
exampte, personality patterns consistent with a tendency toward foéming
dependent relationshlips and passive withdrawal likely are related to
diminished 1eveP and ranges of coping. In addition, a heightened fear
of the consequences of anxiety may further reinforce passivity and
limited coping behaviour.

TLe current study cannot truly identify predisposing facto:s as
might be possible in experjmentaT design {e.g., the random se]é%tion of
subjects from the population, assigﬁment of them to a patient or non-
patient grdup, and the creation of the conditions for the developmest of

agoraphobia), which is the case in most studies employing a clinical
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sample. However, the postulate that Timited coping resources, the
formatioﬁ of dependent relationships, established patterns of withdrawal
from stressors, a heighten focus Fpon physical symptoms, and susceptibility
to depression are primary factors predisposing én {ndividual to

dﬁﬁ?aphobia has some suppdrt in the clinical observation df patients.

‘In addition, their‘se1f-rep0rts suggest a developmental history
consistent,wjth these factors. For example, agoraphobic patients have-
reported that as adults they continue to recognize implicit and explicit
messages from their parents suggesting withdrawal and retreat from

confrontation (in relation to a wide range of streisors) as opposed to a

~

o

more active approach to problem resolution. Similarly, agoraphobics
have reported feelings of a pervasive nonassertiveness prior to treatment,
and to an excessive reliance upon others to assist in re]ativeTy minor
daily tasks (such as shopping), with statements related to their un--
happiness with such dependency in contradiction to their apparent
behavioural and attitudinal set perpetuating their difficulties.

In the next sections, the findings pertaining to each category of

-

. {
functioning are discussed in greater detail.

1. Personality Factors Associated with Agoraphobia

The personality profile associated with the Agoraphobic sample 1is
marked by elevations and highly significant group differences on the
Depression, Hysteria, Psychasthenia, and Social Introversion scales of
the MMPI.  This configuration (D/Pt "2-7") has been reportedlto be

associated with anxious personality disorders (avoidant types) (Vincent

T,
. a -
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et al., 1984), with increased reports of experiences of somatization,
self-blame, withdrawal, feelings of inferiority and inadequacy, and with
the presentation of physical complaints without the use of this
presentation as a means of anxiety reduction (Dahlstrom & Welsh, 1960).
These individuals are repofted to experience increased anxiety as a
function of these somatic complaints, as might be predicted in a
conditioning_mode] of agoraphobia.

Greene (1980) describgs the 2-7 profile as being associated with
individuals “... who can become bbsessfvely preoccupied with their personal
deficiencies despite frequent evidence of their personal achievements"

{p. 126), and are likely to interact passively through forming dependent
relationships. "They are well adept at inépiring others to take care

of them and protect them from their cruel fate" (Greene, 19552 p. 127).
These descriptions are consistent with clinical observatjons made of
agoraphobic patients. In addition, elevations of both the Depression

and Hysteria scales ("2-3") are reported to be associated with a tendency
to become accustomed to chronié difficulties and to function in an
impaired manner for a considerable duratiﬁn.- The elevations on these
scales suggests that the agoraphobics are experiencing considerable
depression and anxiety, are extremely 1imited in their sociaf interactions
and function in a restricted manner (as reflected in the elevated Social
Introversion scores), overreact to stressors, and present several somatic
complaints (as reflected in the elevated Hysteria and Hypochrondriasis

'Y
scale scores).
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Applied to an agoraphobic population, these findings suggest that
they possess.a personality style conducive to passive withdrawal,
tolerance of multiple physical symptoms and feelings of diminished self-
worth, and to the formation of dependent relationships. This finding is
consistent with a review of the literature in which it has been
hypothesized that agoraphobfcs form maladaptive styles of interpersonal
attachment with' a &epressive component to their symptom presentation
(Breier, Charney & Heninger, 1984 De Moor, 1985: Fisher & Wilson, 1985;
Foa et al., 1984; Hallam & Hafner, 1978; Hand & Lamdntagne, 1976; Shafar,
1976; Tearnan et al., 1984; Vandereycken, 1983). Similarly, Buglass et
al.'s (1977) report that agoraphobics fear illness in an exaggerated
fashion is consistent with Dahlstrom and ‘Welsh (1960) who state that
elevations on the Hypochoﬁdriasis, Depression and Psychasthenia scales
of the MMPI are associated with the presentation of diffuse physical -
complaints arising in frequent medical consultations. The current study,
therefore, supports earlier findings sabgestive of the presence of

malagaptive personality configurations associated with agoraphobia.

2. Symptom Expression Measures

Although the MMPI contains several scales typically thought of as
related to symptom expression {(e.g., HS, D, PT) the current study also
included several other measures related to depression, somatization,
anxiety, phobias, and interpersonal functioning which appear related to

the presenting difficulties associated with agofaphobia.
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As a group of dependent measures related to the expression of
-physical complaints, the HS scale of the MMPI, Brief Symptom Inventory
Somatization stale, and somatic concerns subscale of the MMPI
demonstrated significant positivé correlations, and highly elevated
scores relative to the contrast group. Taken togethgr, these findings
111u§Frate the high deg;:;\to which agoraphobics focus-off physical
“symptoms (as is also reflected through the BSQ), and suggests a possible
sensftivity to these concerns as an important underlying factor in
agoraphobia. Similarly, the pattern of positive intercorrelations and
elevations on measures of depression (Depressjon scale of the MMPI, Beck
Depression Inventory, Brief Symptom Inventory Depression scale) suggests
,th£§ construct is also involved as playing a céntra] role. Considered
together, the presence Sf somatic concerns and depression may interact
to lessen the energy and motivation an individual has to cope with
stressors (és related to Bandura's self-efficacy and Seligman's Tearned

. helplessness theories) and may foster the perception that there is 1itt1!ﬁ§\
he/she can do to effect change, thu; strengthening a passive mode of
1ntefgttfon and dealing with the disorder.

f%e Fear §urvey Schedule total score, the agoraphobia scale Score.
'and the Brief Symptom Inventory Phobic-anxiety score démonstrated marked’
elevations and intercorrelations. The highly significant difference
noted between the clinical and contrast gréup, particularly on the
agoraphobia scale, suggests that the agoraphobics are exhibiting a

pattern of fears consistent with items which are related to being in

L8
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situations in which immediate departure is impeded, and in which anxiety
has previously occurred. This finding lends support to a conditioning
model of agoraphobia in which phobic-anxiety is associated with specific
target locations, anduis heightened bi.the absence of an available
escape route. (This is postulated to be anxiety producing as escape
would act to decrease arousal and thus provides a paradigm involving

]

J LY
negative reinforcement for retreat and punishment for being forced to

remain).

3. Cognitive Symbtom/ Locus of Control Measures

“The Agoraphobia Cognitions Questionnaire, and Body Sensations
Questionnaire are considered measures of an individual's tendency toward
attributing meani;g or experienﬁing concern related to the presénce of
physical symptoms, and subsequent worries about the effects of anxiety, -
The significant efevations on these scales forthe clinical sample
suggests they may harbour an e]evatéd number of distressing cognitions
related to the potentially negative conseqdlnces of anxiety, and an
increased degree of worry over the experience of somatic symptomg,
relative to the contrast group. The agoraphobics, therefore, report
these experiences as more intense, aversive, and frightening, although
objective measures suggest they do not necessarily experience anxiety
or physical symptoms more intensely than nonagoraphobics (at 1ea§E
during fnitial stages of the development of the disorder).

Exhibiting a tendency toward an external Tocus of control,

agoraphobics may attribute extérnal factors as being responsible for
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events occurring to them (such as the expefience of anxiety) and as having
a high degree of control over them. Itipay thus be speculated that the
high degree of sensitivity toward physical symptoms, believing a serious
risk of injury is associated with anxiety, a tendency toward passive
withdrawal from stressors, and a failure to perceive themselves as potent
in effecting change may intefact so as to allow agoraphobics to fail to
aétempt to cope adaptively, and heﬁce result in the development of a
self-perception of helplessness, facilitating the formation Jf a
dependency upon others.

These study findings are consistent with current literature
suggesting that anticipatory anxiety may play a significant role in
agoraphobia. De Moor (1985) suggests that the worry over the possible
consequences of a panic attack may result in an indjvidua] avoiding
‘locations where it is feared an attack may recur. This concept of
anticipatory anxiety is supported by the elevated scores onﬁthe
'Agoraphob{; Cognitions Questionnaire which contains severé{ items
focused on fears such as not being able to contkoi one's” self, going
crazy, having a stroke, screaming, becoming péra]yzed by fear, chdking
to death, and looking foolish. The tendency toward perceiving control
as external, in combination with the fears of anxiety as reflected py '
the ACQ and BSQ lends support to Bandura's self-efficacy theory (1977) in
that agoraphobics may fail to attempt to change their circumstances, and

generate and utilize fewer coping mechanisms {as was found in the

diminished levels of coping in the clinical population) and also supports -
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Seligman and Johnson's (1973) postulate that the perception of

¥

1 .
helplessness is associated with significant levels of depression. Reiss
et al's (1986) discussion of "anxiety sensitivity" (referred to as the
belief system which perpetuates the fear of the effects of anxiety) in

which it is speculated ihat the role of cognitive mediation” and
interpretation of symptoms is an important gomponeﬁl of agogéphobfa is
further supported by the current study's finding of significantly
elevated scores on the &nternaT—ExternaT Locus of Control Scale, ACQ, and
. BSQ, in combination with a personality structure conductive to withdrawal

and a coping pattern characterized by'féw attempts. to.deal with stressors.
5,

h

v
i
i

4. Coping Measures . !

The clinical group was found to exhibit significantly less coping,
as measured by fhe total amount of reported coping attemptsrand number
of different types of strategies utilized, relative to the contrast
group. This finding is of theoretical interest as it suggests that a
possible compénent to the disorder is the absence of activity on the

part of the individual to lessen their difficulties despite intense

N "

reported levels of discomfort as evidenced by their pattern of responses
.on the dependent measures. Thié is consistent, however, with other
aspects of agoraphobia as discussed above. For example, it might be -
expected that diminished coping might arise in individuals who interact
with stressor§ in a passive dependent manner, exhibit diminished

perceptions of se1f~efficacy; harbour feelings of helplessness and
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depression, and who focus on their physical symptoms and fears regarding
its potential gffects:‘ ;
On the coping scales, the agoraphobics scoged ]owef than the
,contrasffgrodp on the social support, problem-solving, and positive
.reappraisal measures. This finding suggests that the clinical subjects
are less able to utilize their relationships with others to-master
stressful situations, and is of interest given the tendency found in
agoraphobic populations toward fdrming strong dependencies. This
suggests that although agoraphobics form intense attachments, they may
be unable to utilize them adaptively {e.g., the relationships discourage
mastery of the anxiety or feared location due to possible dependency
needs on the part of the patient or spouse) whereas nonagd}aphobics may
find significant others a support toward self-mastery. The lowered
scores ;; the problem-solving and positive reanpraisallscaTeg suggests
that the agoraphobics méy fail to generate as many active (e.g., problem-
solying) coping strategies during stressful situations, and may tend not
to modify their perceptions (reframe) of their presenting difficulties
into terms which might allow them to be adequately manage& (e.g., by
perceiving the situation as less intensé than it could be). This is
consistent with other reported findings suggest1ng that agoraphobics
focus tremendous attention on their differences with 11tt]e constructive
reso]utipn (as evidenged by the.significaqt energy given to the meanings R
of symptams, fears of anxiety, with little bengficia] change résu]t%ng

1n a long-term chron1c course). !

A]though the cop1ng sca]es typically have been found td'demonstrate
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few correlations with measures of personality, some associations have
been noted between styles of coping (problem-solving, seeking social
support, wishful thinking) and reports of depression and. anxiety. The
current study found a series of significant negative correlations

between seeking social support and measures of dépression (e.g., fhe
Depression scale of the MMPI, Depres!?on scald of the Brief Symptom
Inventory, and the Beck Depression Tpventory) as well as negative
correlations with anxiety-related megsures (é.g., the Psychasthenia

scale of the MMPI, the Phobic-Anxiety scale of the Bejef Symptom
Inventory, and the Agoraphobia Cognitions Qué;tionnaire). This finding
suggests that significant depression and anxiety appear to be consistent
with the tendency to fail to utilize social relationships as aids to
cqpi%g (although these relationships may play a role in functions other
than helping with adaptive problem resolution). In addition, problem=-
solving as a coping mechanism was found to be negatively correlated

with the Depress;on Fnd Psychasthenia scales of the MMPI, and with the
Phobic-Anxiety scale\of\EQe Brief Symptom Inventory. Although significant
correlations were not fouhd with other anxiety/depression measures, the
current study suggests.a trend towards a diminished Tevel of problem-
solving associated with these difficd)fies. These results are aiso

consistent with Folkman and Lazarus (1980) who reported a negative

A <
correlation between depression, anxiety, and problem-solving, although it

u_;\_qm_‘___j; contradictssthejr finding.of a positive association between anxiety and

seeking social support. . A
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Theﬁ'fi@f@m also related to Folkman and Lazarus' (1980)

discussion of-caping as involving multiple steps: (1) an initial
appraisal whether £;e~situation poses a threat (agoraphobics would

likely perceive threats in targetted locations fnvo]vihg anticipated
anxiety); (2) a determination whether anything could be done to alleviate
the situation, and (3) the activation of a selected coping response.
Agoraphobics likely decide there is little t;ey can do to effectively
deal with the situation, given the patterns of persona]ity and cognitive
features they exhibit (and thus may withdraw as outlined above)

The coping scales wefe adm1n1stered after treatment had been
initiated for the clinical group. As these 1nd1v1dua1s had received
some intervention and nevertheless deTenstrated differences relative to
the contrast group, these differences mey have been even more proncunced

had the scales been administered prior to treatment.
hY

Sex Differences Between Agoraphobic Patients

The current study is consistent with previous research (Chambless
and Mason, 1986; Mavissakalian, 1955) indicating that thefe are few
reliable sex differences in- the ex;ression of the disorder, or in the
personality cdrreTe}ea’associated with the population. Of interest,
however, were the findings o% increesed levels of depression seen in
male agoraphobics found on the Depression scale of the MMPI, but not on
the Brief éymptom Inventory Depression 'scale, nor on the Beck
Depression Inventory. This lack of convergence fails to suggest a

strong effect due to sex, which is contrary to Chambless and Mason (1986)*

/



who reported elevated levels of depression in male agoraphobics.
Their finding of an increased level of anxiety in women relative to
men was supported by the current study in which women were significantly

higher on the Brief Symptom Inventory Phobic-Anxiety scale.

Factorial Dimensions of Agoraphobia

The current study found a four-fictor structure consistent with
the presence of underlying dimensions representing a personality/
cognitive processes aspect, an impaired interpersonal relationships
factor, and two smaller factors related primarily to approaches to
coping. . o

The first factor, with it's heaviest Toadings with the

. Hypochondriasis, Depression, Hysteria, Psychasthenia, and Social

Introversion scales of the MMPI, the Fear Survey Schedule scales, Brief

Symptom Inventory écales, the ACQ and BSQ reflects a primary
psychological, cognitive, and phobic-symptoms factor, and it's pres'nce
may be considered as lending support to theorists postulating that
agoraphobia should be considered as a syndiﬂﬁe, as opposed to a su?set
of general fears. It is comprised of a set of interrelated personality
construct;,(depression, and a pattern of paséive depen&%‘a*},la
cognitive proéessjng style, and a constellation of phobic-anxiety
difficulties which are theoretically consistent (as outlined above)j‘
The second factor is comprised primarily of the Psychopathic
Deviate and Schizophrenia scales of the MMPI, and the Social Alienation

subscale of the MMPI (which itself is a subset of the Schizophrenia
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!Hi:e). Moderate loadings were also found with the Mania and Paranoia

scales. This factor apbears to reflect a dimension involving impaired

social relations, and may be associated with interpersonal difficulties ("’
as reported above. In particular, cTinical observation with agoraphobic
patients suggest considerable social impairments at multiple Tevels,

such as between the individual and significant others (spouse, children,

friends, parents), as well as in their general capacity to utilize

re]atioyships adaptively. In this sense, the grouping of the Paranoia,

Mania, and Psychopathic Deviate scales suggests the potential for

acting-out within a socia;‘context {such as through the exhibition of

passive aggressive or hanipuTative behaviour) as opposed to thé more

typical antisocial activity usually associated with that cluster of

MMPI scales. ‘ '
, The third factor was comprised primarily of the confrontation,

social support, accepting responsibility, positive reframing and
escape-avoidance scales, with a moderate Toading by the proBTem-soTving

I

measure. This pattern is suggestive of a dimension reflecting a
: !

social/affective oriented group of coping stratégies. The fourth
factor is primarily comprised of the distancing and self-controlling
measures, with a moderate loading by the problem-solving measure, and

"™ is suggestive of a coping dimension characterized by a response to &
~—stressors marked by a strong problem-solving emphasis with a degree of
Ve

s

3
A - emotional contPbi (e.g., distancing, self-control). This finding is

consistent with earlier sfudies finding a two-factor structure’ with the

Ways of Coping Checklist.
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General Summary

The purpose of the current study is to identify personality
correlates associated with agoraphobia which may act to predispose an
individual to be susceptible to the disorder, and to attempt to
integrate various aspects of the presentingldifficulties to present an
unified model of the personality, cognitive, coping, and phobic-anxiety
symptom often found in agoraphobic populations.’

. The current study found several measures upon which the agoraphobic
sample differed from a contrast group of normal subjécts. In particular,
an identifiablepattern of personality variables was associated Qith the
clinical group foéusing on ma1§dapt1ve patterns of interpersonaf

re]ationships,\significant depression, and a st;TE\af\:?Sponding to
L

stressors. Consistent with this/persona1ity structure were cognitive (,_
aspects related to a heightened degree of monitoring of internal
éensatibns, as well as the tendency to perceive themselves as helpless
and as a victim of external circuhstanégfbxgymptom groups were found to
focus in three areas: significantly elevated Tevels of depression, a
constellation of phrbic-anxiety symptoms, and a heightened concern
related to domatic sensations (through anxiety as autonomic mervous &
system arousal) with a heightened fear of the possible consequences‘Bf
those experiences.

A factor analysis suggested four underlying dimensions reflecting
personality/cognitive/phobic-anxiety aspgggghgf the disorder, (
stgnificant impairmeﬁts in interpersonal funcfioning, ana“fWU‘patterns

of coping with stressors related to social/affective versus prquem-

-
A
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soTvin§ emphases. In summary, it can be speculated that the exuérience
of agoRaphobia appears to have identifiable underlying factors both
predisposing an individual to this disorder, and acting to maintain the
preéenée of these difficulties in that’the factors allowing sonfone to
be susceptible appear intimately related to making the disorder

difficult to change without external assistance.
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DSM I1I CRITERIA FOR AGORAPHOBIA
WITH PANIC ATTACKS °
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DSM III Criteria for Agoraphobia

with Panic Attacks

A. The-fhdividual has marked fear of and thus avoids Seing alone or.
in public places from which escape might be difficult or help not
available in case of sudden incapacitation, e.g., crowds, tunnels,
bridgesL_publicktranSportation.

B. There is incréasing constriction of normal activities until the

" fears gr avoidance behavibr dominate the individual's 71ife.

C. Not due to a major depressive episode, Obsessive Compulsive Disorder,

Paranoid Personality Disorder, oF'Schizophrenia.

P
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Appendix B

THE SOCIAL ALIENATION SUBSCALE {SC TA)} FROM THE
SCHIZOPHRENJA CLINICAL SCALE

91



L )

L3 |

1.

ta.

15.

16.

17.

- The Sacial Alienation subscale?

I am sure I get a raw deal from life

At times I have very ouch wanted to leave home

Ko one seems to understand me - -
If people had not had it {n for pe I would have been nuch
more successful 7

I'brefer té pass by school friends, or people I know but
have not seen for a3 long time, unless they speak to me ffrst
I believe I an being plotted against j/b

I feel I that I have often been punished without cause

Hy people treat me nore like a child than a grdﬁn-up

I . drean frequently ahout things that are best kept to myself
Once {n a while I feel hate t:uard members of my family whom
I vsually love .

Fven when I am with peoplé I feel lonely much of the time

1 dislike huving people about me

.1 have never heen 1n lovs with anyone

¥hq things fhat some of my family have done ha#e frightened me
I have heen afraid of things or people that I knew could not
hurt me

Peoﬁle 8ay insulting and vulgar things about me

I loved my father

92.



18.
19.
20.

21.

I

loved my mother
enjoy children

Py
get all the sympathy I should

seem to make frfends about as quickly as others do
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Appendix C

-l

SOMATIC COMPLAINTS (HY 4) SUBSCALE
OF THE HYSTERIA CLINICAL SCALE
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3

(2]

1.
12.
13.
i

15.

.

Sonmatic complaints subscale

3
There seems to he 3 lump in my throat much of the time
i an troubled hy attacks of nausea and vomiting
luech of the time my head seems to hurt all over
fnce a veck or oftener 1 feel suddenly hot all over,
wvithout apparent cause
ffrten I feel as if there were a tight hand ahout ny head
I frequently notice my hand shﬁkes when I try to do something
iy hands and feet are usually wvarm enough - -
I am almost never hothered by péins over my heart or in
ry chest -
I have little or no trouble with my muscles twitching

of jumping

I have never had a fainting spell -

'1 geéldon or never have dizzy spells '

I can read a long time without tiring my eyes

I have véry few headaches

I have had no difficulty in keeping ﬁy balance {n walking
I haraly ever neotice my heart pounéing and 1 qh seldom
short of breath

1 have few or no pains :

'y eyesipght is as good as it has been for years

95
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THE BECK DEPRESSION INVENTORY
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The Beck Nepression Inventory

Select the statement from each {ten set wvhich most applies to

yourself

»
.

/

. a. T do not feel sad

-\\-

b, I feel blue or sad

A c. I am blue or sad all the*time and T can’t snap out of 1t

d.~l am so sad or unhappy that I can’t stand it

' - - S
2. a. 1 am not particularly pessimisatic or dIsc0uraged'about the
future l\\
b. I feel discouraged about the future
c. 1 feel I have nothing to look forward to
d. I feel that the future is hgfeless and that things cannot
improve " .
3. a. 1 do not feel like a failure .
b. I feel I have failed more than the average person
c. I fcel that T have accomplished very little that is worthuhile
‘ 'or\that means anything
d. I feel that 1 an a complete faflure as a person i
SN

4, a. T am not particularly dissatisfied
b. I don’t enjoy things the vay 1 used to
€. I don't get satlisfaction out of anything anymore

. »
d. I am dissati{sfled with everything !
b

S



C

d.

af.

1 don’t feel particularly gullty
1 fecl bad or unworthy a pood part of the time

I feel quite guilrey

1 feel as though I am very bad or worthless

I don't feel I am being punished

-
I have a feeling that something had may happen to ne
1 feel 1 am being punished or will be punished

I want to be punished

1 don't feel disappointed in myself
1 am disappointed in mryself
1 an disgusted with myself

1 hate myself

1 don’t feel that I am worse than anybody else

1 am very critical of myself for my weaknesses or mistakes

I blame myself for everything that goes wrong

I feel I have many bad faults ~

{ .- .
I don‘t tave any thoughts of harming myself

1 have thoughts of harming myself but I would not

carry them out

1 feel I would he better off dead

I would k{1l myself {f I could

\
)
-

Pl
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1l

99.

I don’t cry any more than usual

I cry more now than I used to

I cry all the time now. I can’t stop

1 used to be able to cry but novw I can’t cry at all

even though I want to

I am no more {rritated now than ITever ar

I get annoyed or {rritated more easily than 1 used to

I feel {rritated all the time -

I don't get irritated at all at the things that used to
irritace ne

I have not lost interest in other people

I am less Interested in other people than I used to be

I have lost most of my interest in otker people and have
little feeling for them

I have lost all my %n:erest in other people and don't care

about them at all



13

14

15

decisons

and they make me look unattractive

¢ 1C0.

-y

make decisions ahout as well as ever

am less sure of myself now and tty to put off naking
\_/

Ay

can’t make decisions anymore without help
can’t make any decisions at all any more
V'\
don‘t feel I look any worse than I used to
am worrled that I am looking old or. unattractive

feel that there are permanent changes In by appearance

feel that I am ugly or repulsive looking
. .
can work about as well as before
don’t work as wvell as I used to
have go push myself very hard to do anything —

can‘t do any work at all —

can sleep as well as usual
wake up more tired in the morning than I used to

wake up 1-2 hours earlier trhan usual and find it hard

5

to get back to aleep

a. 1
b, 1
¢, 1
d. I
a. 1
b. 1
c, I
d. 1
a. 1
b. 1
c., 1
d. 1
a. I
b. 1
c. 1
dv—1—

sleep

wake up early every day and can’t get more than 5 hours
~
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19

20

21

101.

don‘t pet any more tired than usual
get tired more easily than ! used to
get tired from doing anything

get too tired to do anything

My appetite {s no worse than usual

My appetite is not as pood as It used to bhe

I

I

I

"My appetite is much worse now

have no appetite at all any more

haven’t lost nuch welight, {f any, lately

have lost more than 5 pounds

- =

have lost more than 10 pounds

have lost more than 15§ poundszf

am no more concerned ahout my health than usual

am concerned about aches or paine or upset stomach

or constlpation or other unpleasant feeclings im ny body

>

I am so concerned with how 1 feel or what I feel tha{

it’s hard to think of much else

1

an completely abs}rbed in vhat 1 feel

have not noticed any recent change in my {nterest in sex
an less {nterested 1n sex than I used to be
am much less Interested in sex now

have lost interest in sex complately
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INTERNAL VS. EXTERNAL 'LOCUS OF CONTROL SCALE
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Choose

belief

*a3,

*b,

*h.

Internal ve, External Locus of Control Scale

the statement of each item pair which most reflects your

..

\

._Children geet Into trouble because their parents puniah them

LS

too nuch
The trouble with most child}en nowadays is that their parents

—

ar'e too easy with them

Hany of the bad things in people’s lives are partly due to

bad luck

People’s misfortunes result from the mistakes they make

One of the major reasons why we have wars is because
people don’t take enough interest {n polities

There will always be wars, no matter how hard people

try to prevent thenm

In the long run people get the respect they deserve {n this
world .
Unfortunately, an individual’s worth cften pssses

unrecognized no matter how hard he ﬁries

-103 <"
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104,

~

'

\

5. a. The {dea that teachers are unfair to students 1s nonsense

9.

*b.

AN

*a, I have often found that what s gofng to happen will happen

b.

Mest students don‘t realize the ex:entjpb which thelir

grades are {nfluenced hy accidental happepings

Without the right hreaks one cannot become an effective
leader

Capable people who fail.to becone leaders have not'taken
advantage of their cpportunities

Yo matter how hard you try sone people just don’t like you
People who can’t get others to like them don’t understand
how to pet alonp with rthers

Neredity plavs the major role in determining one’s
personality

It is dgt's experiences in life which determine what one

is 11k
S '

Trusting to fate has never has never turned out as well for

ne as naking a decisfon to take a definite course of action
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13

*h .,

*h .

*b.

105,

In the case of the well prepared student there ig rarely

it ever such a thing as an unfair test

lany times exan questions tend to he so unrcﬂated to course

work that studying Is really useless

1

Becoming a success 1s a matter of hard work, luck has little

or nothlng to do with {t

Cetting a good job depends mainly on belng in the right place

at the right time

The average citlzen can have an influence {n povernment

decisons
-

This world is run by the few people in power, and there Is

£y

not much the little guy can do about it

_ -
When I make plans, I am almost certain that I can make
them work

It is not always wise to plan too far ahead because rany -

things turn out to be a matter of good or-bad fortune

anyhow

There are certain people who are just no good

There {s some good in dverybody




15, a.

*h.

lh *5,

17 *a,

1R #5,

106.

\

In ny case getting whot I want has little or nothing to do
with luck )
Hany time we oight just as well decide what to do by
flipping\a colin
Yho pets to he the hoss often depends onr who was lucky
enough to be In the right place first
Cetting pecple to do the right thing depends on ability,
luck has lictle or nothing to do with {t

' - -

SN

As far as world affairs are concerned, most of us are the
victins of forces we ca® neither understand, nor controt
By taking an active part {n political and social affairs
the people tan control vorld events
Most people don'tmrenlize the extent to which their lives
are controlled by accidental hippenings
There is really no such thing as "luck"
One should always be willing to adnit mistakes
It is us&}ily'best to cover up one’s mistakes

A
It {s hard to know vhether or not a persen really likes you

How many friends you have depends on how nice a personn

you are



-

1t

e

26

*h.

107,

2] *a. In the long run the bad things that happen to us are

" balanced by the gcod ones

"ost misfortunes are the result of lack of ability,

ignorance, laziness, or a1l three

. [J
With encugf effort we can wipe: out political corruption

It 1is df?[ﬂcult for people to have mpch control over
e

k! ; .
“the things politicians do in-offjce

T—

Sormetimes [ can’t understand how teachers arrive at the

grades they gilve

There i{s a direct cgnnection between how hard 1 study

and the grades 1 get

A good leader expects people to decide for themselves what

they sould do

A good leader-makes it clear to everybody what their jobs are

Many times I feel that T have Iittle {nfluence over the
things that happen to me .'\ —
Lo TS "
It s impossible for me to believe thas chance or luck

plays an foportant role i{n oy life

People are.lonely because they don't try to he friendly

-

There’s not much use {n E?ying too hard to please people,

1f they like you, they like you
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o
P

-

There {s too much emphasis on athletics 1{n hipgh school

Team sports are an excc}lent way to huild character

What happens to me s oy own doing

Sometimes T feel that 1 don't have enough contro} over

the direction my life is taking

Yost of the time I can’t understand why politiciang behave
the May they do .

In the long run the people are responsible for bad

governoent on a national as well! as on a local level
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L1

Fear Survey Schedule TIIX

Rate the following items according to the degree to which you are

disturbed by them, using a 5 level scale:

1e.
1.
12.
13.
14,
15.

16,

ot at A A falr
all lictle amount
Hoise'of vacuum cleaners
Open wounds
Being alone
Being in a stange place
Loud voices
Dead people
Spelkiné in public
Crossing itr?e:a .
Pecple who seem ingane '
Falling ‘
Auvtonobiles
Being teased
Dentiats
Thunder
Sirens

Fallure

Much

Very

Huch



17,

1R,

19.

21.
vz,
23.
24,

25.

j2.
3.
34,
35.
36,

7.

b

Entering a }oom vhere
other people are already
seated

IMigh places on land

People with deformitles
Vorms

Imaginary creatures
Recedving injections
Strangers —
Bats

Journeys ;. tréin

P. bus

car Y-
Feeling‘ang ¥

People in authority

Flying insgcts

Seeing ofher people injected
Sudden ‘noises -

DuYT veather

Crowds .

Large open spaces

Cats

Cne person bullying another
Tough lookipg people -

Birds

1.



iR,

30.

40.

41.

43.
b,
45,
%.6.
47.
4%,
49.
50.
51.
52,
53.

54,

55.

S5h.

57.

5¢.

59,

60.

61.

Sipht of deep water
Beinpg watched working
Dead aninals
Veapons

Dirc

Crawlinp insects
Sipght of fighting
lply people

Fire

Sick people

Dogs

Relnpg criticized
St?ange'shapes

Being in an elevator

vitnessing surgical operatins

Anpry people
Mice .
Blood a. Human
b; Animgl
Parting from friends

Enclosed places

Prospect of a surgical operation

Feeling reiected by others

Airplanes

Vedical odors

——
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63.

64.

65.

hE.

f7.

6e,

Feclinpg disapproved of
liarmless sqakes
Ceme;eries

Being ignored

Darkness

Premature heart beats (missing a beat)
{a) Nude wen
(k) Mude wonmen
Lightning
Doctors

Making nistakes

Locking foolish

113.
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BRIEF SYMPTOM INVENTORY

Rate the degree to which the items listed below have gilven yoﬁ

any discomfort over the past two weeks, by listing the séverity

rating number beside each iten: ”
."
o Severity Rafing Descriptor

0 Not at all
1 A little bit
2 lNoderately
3 O_ulte-éybit (\
4 Extrenely

1. YNervousness or shakiness inside

2. Falntness of dizziness
¢ '

3. The idea that someone else can control your thoughrs

4. Feeling others are to blane for most of }our thoughts

1
4

5. Trouble remembering things '

. Feeling eagily‘annoyed or iritated
7. Pains in heart or chest

B. Feeling afralid in open spaces

9, Thoughts of ending your 1life

i

10. Feeling that most people canfiot he trusted

11." Poor apetite //” '
oy -115- ) /////



e

13.

l4.

15.

16,

17,

1R.

19

20.

21,

23,

24,

&

25,
26.
27.
2R,
29.
o,

31.

116,

Suddenly scared for no reason
Temper outbursts that you could not control -
Feelinpg lonely even when you are with people
?cel!ng hlockéd in getting things done
reeling lonel& -~
Feeling hlue
Feeling no interest in things
Feeling fearful
Your feelings befng easily hurt
Feeling that people asre unfriendly or dislike you w
Feeling inferior to others
‘ausea or upset stomach - -
Feeling that you are being watched or being talked abo;t hy
others
Trouble falling asleep
ﬁavlng to check and doublecheck what you do
L

D ulty making decisions

Feeling afraid to travel on buses, suh?ays. or'trains
Trougle getting your breagP I
I'of or cold spells
'
ilaving to avold certain'things.'places, or activicies
because th?y frighten you
Your mind going blank
Fumbness or tingling in parts of your body

The ldea that vou should be punished for your sins
-



35.
36.
37.
3§.
39.
40.
41.
42,
43,
4é,
4s.
46.
‘a7,
48,
49,
50.
51.
52.

53.

\ 117.
}
Feeling hopeless about the future
Trouble concentrating | T
*

Feeling weak in parts of your body

PG &

Feeling tense or keyed up -

\

Thoughts of J;ath or dying e
Hlaving urges to beat, injure, }r harm someane
Hlaving urpes to break or smash things ) A
Feeling very self-conscious with others
Feeling uneasy in crowds

Never feeling close ot another person

Spells of terror or panic

Cetting into freaquent arguments

Feeling nervous when you are left alone
Others not giving you proper credit for your achievements
Feeling so restless you couldn’t sit still '
Feelings o% worthlessness

Feeling that people will take advantage of you 1if you let theﬁ

Feelings of guilt r’/

The idea that something {s wrong with your mind
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THE AGORAPWBBIC COGNITIONS QUESTIONNAIRE

~ f’

Below are some thoughts or ideas that may pass through your mind when
you are nervous or frightened.
1. Indicate how often each thought occurs when you are nervous.
Rate from 1-5 using the scale below.
1. THOUGHT WEVER OCCURS —
2. THOUGHT RARELY OCCURS
3. THOUGHT OCCURS DURING HALF OF THE TIMES I AM NERVOUS
4. THOUGHT USUALLY OCCURS ‘
5. THOUGHT ALWAYS OCCURS WHEN I AM NERVQUS
2. Circle the three ideas which occur most often when you are nervous.
I am going to throw up ‘
I am going to gass out
I must have a br;in tumor
I will have a heart attack

I will choke to death

[ am going to act foolish

)

I,’am going blind , ‘.

I will not be able to control myself

[ will lose control of my bladder or bowels
I will hurt someone

[ am going\to have a stroke _

1-am going crazy

I am going to scream

r
I am going to babble or talk funny

~

I will be paralyzed by fear

(Other ideas not listed

119
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THE BODY SENSATIONS QUESTIONNAIRE

Below is a list of specific bodf sensations that may occur when you
are nervoﬁs or in a fea al'fituation. Please mark down how afraid
you are of these feelings. Use a five point scale from not worried
to extremely frightened. Only rate sensations you have personally
experienced. N

1. Not frightengd or worried by this sensation

2. Somewhat worried by this sensation

A 3. Moderately E%ighﬁened by this sensati;n

4. Very frightened by this sensation

5. Extremely frightened by this sensation

1. Heart palpitations

2. Pressure or a heavy feeling ig chest
3. ﬁumbness in legs or arms |

4. Tinglgng in the fingertips’ Y
5. Numbness in another part.of your body

.6. Feeling ‘short of breath .
j 7. Dizziness -

\

v.~8. Blur-red or distorted vision .
9. Nausea
10. Having "butterflies" in your stomach
11. Feeling a knot in your stomach
'12. Having a lump in your throat

13. Wobbly or rubber legs

-121-



14.
15.
16.
L 17,

18.

122.

Sweating
A dry throat
Feeling disoriented or confused

Fe;;iﬁg disconnected from your body: only partly present

Other
VA
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CORRELATIONS BETWEEN THE DEPENDENT MEASURES
FOR THE ENTIRE SAMPLE
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Correlatinns between the dependent measures
for the entire sample

124.

D HY PD MF PA
HS .7394 8617 5441 - 2025 5927
D 7740 4903 - 1206 .6285
HY 5441~ 2009 6119
PO - .0766 .5884
ME _ - 1468
PA

s¢ A st L F
HS 7150 2209 6056  .1867 .4948
0 4603 0400 7910 .2378 4603
HY .7040 12675 6125 L2412 .4185
PD .6878 .3628 4294 2N 0287 .7086
W -.§7 - .0MS . .2803  .0112 - TM43
PA + 7670 2622 .5369 L0672 .6503
PY .80S3 1883 L7978 0200 .5846

M
5C o403 7 - 0177 .7360
MA . 04 - 1004 4134
S1 .09 .5061
L . - 1443 |

PT

7334
.8474
7607
6115
2122°

6337



BECK
BSIT
BSIDEP
BSIIS
BSISOM
BSIPA
SA

S0
ACQ
BSQl
IE

FSSTOT

RS

.0249

.6612

6421

.5451

. 4492

.7030

.6637

. 4515

.7084

-5818

.6017

+3420

25733.‘

.0515

.5880

.6077

.5684

.5968
5412

6572

. 4553

6265

.5556

. 4865

.3226

.6062

. HY

.1016
‘.5646\
.5965
.5227
L3977
.6187
.7003
.4094
7125

.6050

.6147

.2657

« 5757
N

PD

- .1718
.5718
4162

. 4804
.3869

. 3357
4261

- .5794
- 4694
/.3883
. 3992

.2736

4124

MF

0355
1205
3223
2542
1993
3409
.21

. .0588
3378
.27133
3325
1653

. 2887

125,

PA

0681
.6299
. 5064
.5346
.5378
L4129
5321
.5799
.5789
4272
.;103
4242

.4748




BECK
BSIT
BSIDEP
BSIIS
BS1SOM
BSTPA
SA

S0
ACQ
85Q
P

FSSTOT

PT
- .0704

.5778
.6595
.6115
.5818
. 5946
.7531
.5256
.6287
56740

.6093

Y

3327

", .6110

sC

1604

.6651

.5714

.5849

5198

:5151
.5923
.7028
.5845
.5803
.5519
.3708

.4785

-~ 3N

. 3404

.2502

0.3314

L2107
.26§7
.1486
2482
.2018
2257
2316
.2636

.0566

“s1
3076

L6121
.6824
.5967

.6598

.6242
.§615
.5251
RIE7)

.6551

0.

L

.3590

0559

.0016

0290

L0575

J21?

L1431

2077

L1784

.0505

.1844

. 0595

044

)

- 3868
6612
4515

6133
4582
4106

L4444

t 6437

. 4418

.5229

A7

.3473

. 4042

17€.



FSSAG
CONFRON
DIST
SELFCON
S0CsuPP
ACCRES
ESCAVO
PROB30L
POSRE
PROB

EMOT

HS

6562
L0573
0306
0945
.349)
0139
11293
275
0088
0965

.0099

5762

L1147

.0692

.1366

.4228

0786

L2113

374

.1570
.2652

.1047

HY

.6401

0543

0738

.1619

.4209

.0976

.0297

2721

1027

.1959

.1080

)]

. 3366

.2036

.1047

.008?

.2987

0549

. 1480

220

1124

.0108

.ont7

4

MF

.3780

.0095

0642

.0068

.0201

.1366

1720

.0354

.0144

0270

.0903

PA

.4298

0673

L1357

0067

.2820

.0244

1413

0894

.0508

.0136

.0807

127.



FssAs
CONFRON
DIST
SELFCON
SOCSUPP
ACCRES
ESCAVO
PROBSOL
POSRE
PROB

EMOT

+

PT
6747

.0529

.09

1476

.4239

.0268

.2193

. 3000

.0678

- .29

.0058

4927
1905
1206
1010
2709
0244
A719
0925
0485
0580

.0603

HA

1334
.2305
.1006
.0430
.0023
.0236
.3348
.0005
. 3661
13N

. 2807

s1
6650

- .0763
0147
- .0536
- 4195
- .0374
.0728
- .2502
L1743

.1959

-7.0759

1725

.1978

.0276

.1889

.02

0215

1631

.0142

.0822

.1094

.034n

128,

.3452

.2855

1574

.078)

.0767

0175

1916

.0081

L0717

L1751

L1419



CONFRON
DIST
SELFCON
SOCSUPP
ACCRES
EXCAVD
PROBSOL -
PoshE
PROB

EMOT

. 2446

0107

1225

1240

.1443
2244
1262

1355

2218

.2014

BECK

.2004

.0845

0226

2745

.0537

.0914

0790

.0740
0720

.1004

o

BSIY
- .0346

1318
0N
340

- .003)

1863

- 1679
. 0142
1216

L0769

]

BSIDEP
0433

.0865

.1023

- 2949

0179

1400

- .0133

.0263

.0178

.D9R8

2

BSIIS
.0510

L1396

.0262

.2829

1203

2644

.0853

0009

0209

.1551

129.

BSISOM
.0301

0729

- .0'85

L3NA4

.0208

1778

1366

0215

.064]

0425




130,

BSIPA SA S0 ACQ 8S - IE

BECK 5728 4722 5744 .5742 AT L3878
BSIT .7389 .4633  .5836  .5866  .5821 4667
BSIDEP 6162 5461 L5768 L5279 4599 5200
ssxf; .6103 .5059 5484 L4813 3813 4013
BSISOM .8064 4125 744X 6689 6030 4474
BSIPA : 4584 .47 .;;97 6085 .4383
sA 5419 ° .4610  .3052  .3893
50 . 6326 .5751  .4398
ACQ . ~ 7089 .3267
BSQ .2827
' K BECK BSIT , 'BSIDEP  BSIIS  BSISOM
| BECK SN9 L6062 L5737 6276
: asrf' ‘ ' 7510 7036 .7190
BSIDEP ' | .7396 6315
ssis | .5782



CONFRON
DIST
SELFCON
socsuep
ACCRES
ESCAYO
PROBSOL
POSRE
PROB

i

EMOT

8SIPA

L1564

.83

«0239

5416

- 0929

.0597

.2340

.1426

.2339

- .05

SA

.2630

.0379

0020

.1870
.0019
1749
0139
0722
.1652

0074

S0

L0131

L1433

. 0477

. 4517

.0529

.2110

.1304

0892

.0862

.0432

ACQ

.0862

0844

.0270

.4600

.0050

1521

0224

L0411

.0379

.0810

BS

.1800
.1503
.0052
2934 -
.0012
.2344
©.0249
.0640
.0923

.1249

131.

.0834
.0759
027

.2072

.0921

.124]

0589

.0009

.0851

.0390



1

F55AG

CONFRON

i
FSSAG

CONFRON

DIST
SELFCON
' s0csuPP

ACCRES

CONFRON  DIST

~t

- .0892  .0700

.1463

ESCAVO PROBSOL
L1043 - 1923

. 2898 . 3948

SELFCON-  SOCSUPP
s
53N - 0203

L0471

SELFCON

- 0712

.1447

POSRE
- .0674

. 3054

" ACCRES

.1081
.2360

.2573

SOCSUPP  ACCRES

- .4505  0.015]
,8220  .3907
,‘,,\

PROB EMOT

- .1688  .0040

0.8337  .421%
ESCAVO
.2512
.3085
* .2399
L3114

132.°



M

LY

iz

DIST

SELFCON

socsupp

ACCRES

ESCAVD

PROBSOL

POSRE

PROB

Note: p < .01 for correlations bgtween measures (other

than coping scales). Whenr > .254; between measures

PROBSOL  POSRE
.2448 2702
4530 ' .2825
.2770 3360
.2032 .1386
.1506 .4540

w

Y
\ sz

PROB

.2344
. 3586
4182
. 3862
.2634
.8365

. 4467

EMOT

.5809

.6490

. 2845

L6071

7001

.4625
124

.5291

Pt

including a coping scale whehr > .283, 3%
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Etiological. Physiological, and Treatmgnt Components of Agoraphdb1a

The focus qf the current study centers on factors which may have
acted to increase the 1ikelihood an individual may react to stressors
in an agoraphobic mannef. However, etiological aspects related to
conditioning/leﬁrning,mode]s, treatment of the disdrder, and h*;

physio]ogica] correlates have seen‘reviewed and are thus reported as
an appendix to provide additional background information.

\

Etiological AspecEg*of Agoraphobia

Although considerable uncertainty remains related to the existence
of physiological, personality, and contextual predispositional factors
of agoraphobia, fherg is emerging a génera] consensus ‘among researchers
that classical and operant learning paradigms likely play a role in the

r\early development of the disorder. Psychodynamica]]y-oriented
theoreticians have also focused on the contributory roles of unreso1vgd
developmental conflicts (chiefly Oedipal)/(Deutsch, 1929;, loss and '
bereavement (Evans & Liggett, 1971), pregenital fixations (Rhead, 1969),
and narcissistic injury (Stamm, 1972); however, égoraphdbia.is most
frequently described in :;rms of the role of classical conditioning in
forming phobic-anxiety associations between specific locations and fear
responses, with operant conditioning playing a possible factor in thg
maintenance of avoid;nt bebaviouf. Avoidance is seen as continuing in
that approach to a feared'object/Idcation results in.an elevated level

of anxiety; withdrawal lowers the anxiety level {and thus avoidance is

negatively reinforced as in an escape learning paradigm).
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-Such a two-stage conceptualization of phobic-anxiety avoidance
behaviour is generally considered as a derivation of Mowrer's (1960)
Two-Factor Theory. In this model, agoraphbhia would be seen as
involving multiple stages:

(1) the experience of high anxiety or panic (UCR) becomes associated
with the location in which it occurs, such that the individual,
via classical j;nditigning, forms a CS{CR connection. At this
stage the conditioned stimuli (CS) are the specific Tocat1ons
1n which anx1ety has occurred (such as a shopping mall). An
initial panic attack has been thought to be caused by .a wide
fange of potential factors (as reviewed below) which could
include background stress, a physiological abnormality, or as

ST arising from an anx1ety provok1ng m1sattr1but1on of a
physicaI problem (e.g., stomach aches or chest pains misinter-
preted as signs of a heart atta;k. headaches as a possible
brain tumox). | . ®
Ost & Hugdahl (1983) report that triggering events which could
cause conditioﬁiné\xxperiences were found in 81% of their
agoraﬁhobib population.
(1) Out of feariof a recurrence of the anx¥ety attack, the
| individual tends to avoid the location in which it occurred.
In addition, an anticipatory anxiety pattern may develop in
' whihh heightened autonomic nervous system arousa] may occur in

proximity to this location, or to simi]ar locations. In this

manner, stimulus generalization may play a contributing role

[



137.

-

in increasing the number of locations which have the power to

qa‘elicit anxjety {and hence néw CS-CR associations are formed).
(iii} At a later stage a complete phobic-avoidance pattern deverEf
in which the agoraphobic (a) approaches, or thinks about
approaching feared locations, (b). experiences conditioned
anxiety (as a fear of the consequence of an aﬁxiety aitack),
(c)} withdraws from the location, or cancels plans 1nvo]Q;ng
contact with the situation, (d) experiences lessened anxiety
(and thus is negatively reinforced for withdrawal, punished
for thoughts of Bpproach). Fear is seen as having a motivating
quality, and is elicited by the presence of "danger" signals_
which act to warn that.the anxiety-provoking situation is
impending (From Ra;hman; 1976).

Although the Two-Factor theory, as outlined aboves, is consistent
with the experience agbraphobics report o]inica]]y, numerous theoretical
and pract1ca1 issues _emerge which have been used to discount its role
in the development.ahd maintenance of agoraphobia Rachman (1976). and
Rachman and Hodgson (1974) rev1eweé phobic response patterns and
described threé "systems" of fear: physid]ogjca]. behavfoural. and

subjective/cognitive, and found that in situations with moderate to low

arousal the three response channels often failed to demonstrate

synchrony. Such a finding is not accounted for by the Two-Stage

theory, although Hodgson and Rachman (1974) note that high levels of
motivation can allow an individual to overcome behavioural avoidance

despite considerable ANS arousal and subjective experience of fear (and

>
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thus the association between the three channels is complex and multi-
dgtermined). As well, these findings of desynchrony typically occur
only at low to moderate arousal levels, whereas the panic experienced
by most agoraphobics typically involves intense ANS activity. Seligman
and Johnson (1973) also argue against the Two-Factor theory by
reporting instances of the presentation of the CS (e.g., the L
1nd1vidua1 approaches and remains in.the'feared location) withou? the
onset of high anxiety (and hénce the CS occurs without the CR)x/j
Theoretically, in learning models, such an experience, if repeated,
constitutes an extinction paradigm in which the fear should gradually
, diminish. In agoraphobia, however,.such experiences have not been
found to typically result in a lessening of the anxiety-avoidant
behaviour. Harlow (19%4) also indirectly argues against a Two-Factor
theory by postulating that fear cannot be .a significant behavioural
motivator as human energy is motivafed'tpward positfve rather than
‘hegative goa]s. As well, Ost and Hugdahl (]983) state that this
theory fails to/account for the un1que and consistent pattern of
phobic-avoidant locations associated with agoraphobia, and for the
frequently repbrted finding that the avo1dant behaviour occas1ona11y
begins after a single episode of pan1c (and thus doesn't have the
opportunity for several repeated CS-CR -pairings necessary to form a
typical conditioned association).

Despite these contrasting viewpoints it is believed that the Two-

Factor theory can be used to explain important aspects of the early

development of agoraphobia, if the contribution of cognitive factors

\
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is taken into consideration in the maintenance of the disorder.
Goldstein and Chambless (1978) argue that after an anxietyaattack the
individual heightens the1n.sens1t1v1ty to internal anx1ety cues Over
time, these "cues", either as bod11y sensations, or as cogn1tlons

become conditioned stimuli themse]ves in that they have the power to
elicit further ANS arousal .(as a CR). This allows the agoraphobic to
generalize their anxiety rapidly as their phobic disorder becomes
increasingly internal and "portable" (e. 55). In this manner, the
C5-CR association can continue without continued exposure to the actual-
feared locations, and thus this effecghhay explain the failure of the
anxiety to extinguish without repeated exposure. In-;DFther/defense

of the Two-Factow~theory, Mowrer (1960) argued'thét aggraphobics may
develop a set of "safety" signals which are associated with nonanxiety
(such as being at home, or with a significant other who could look
after ;hem in the event of an attack). /Agoraphobia. therefore, may be
partfal]y maintained by threats of separation from those 'safety" -
signals, and hence may involve the‘aBsence of sa%ety as well as the
presence of real or potential danger (e.g., threat of attack). For
agoraphobics eﬁe occasional nonoccurence of anxiety in the feared-
location may also be,seen as a pariial reinforceﬁent schedule (Malmo,
1957), (which is associated with slower rates of extinction), and these
nonoccurences may also be dismissed by the individual as due to the
presence of a safety signal. Such signa]s}could be a significant -
other, or, as well, could be perceived through the presence of an

s

extraneous factor (e.g., an ant1anx1ety Aedication could be relied

-
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upon to control the level of anxiety, and thus allow the individua]

to funcéion in the situation without believing that the anxiety hgs
truly disappeared, as the medication is only seen having the power to
control it). In addition, nonoccurgnces of anxiety could be dismissed
through cognitive rationalizations (e.g., I can function today because
I can leave the uncrowded mall quickly, but I couldn't function on a
crowded day). Simi]&rly, Hallam (1978) stated that ago;éphobic fears -
were associated with cues in specific locations (e.g., the crowd,

' noises) rather than the location itself. With respect to Ost and
Hirgdahl's (1983) criticisms (related to why the specific pattern of
phobias emerge and can develop after a single CS-CR pairing), it is
~_fé;s1b]é tﬂ;?ja common underlying factor is present which connects Ihe
specific phobic c]u;fers. For example, the ina@j]itx, or perception

of an impediment to leaving an anxiety-provokiné 1ocatjon.quick1y to
returnuto a point of safety may connect Eﬁé fears of travel, crowds, and
1ine-ups etc... In addition, Garcia and gpé1linq,(1966) reported
instances ih which CS-CR associatiqns‘have/been formed after re?ative]y
~ few pairing exPosures provided that the in&ixidgglkjs predisposed in
some way to the'forhation of such an association. It is possible,
therefore, that because of theirlearly history, experiéhce of
psychosocial stressors; persona]i‘{‘profile. or ﬁhysiological
abnormality (as outlined. below) ago;sbhohiFs.have an increasedl§uscept-
1bi1fty to the f;rmation of these associations, and thus make them

readily.
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Physiological Correlates

Due to the high incidence of physical gym;toms associéted with
agoraphébia (as éxperienced during a panic attack}, a variety of
physiological correlates have been investigated; however, no direct
causal associations have been estab]ished. De‘Moor(19857m\for examp}e.
postulates that agoraphobics may have an overly active qutonéhic -
nervous system thus increasing their susceptibility to anxiety
" symptoms, and Féa et al., (1984) reviewed several physical difficulties
which could cause anxiety-T%ke symptoms {and thus could provide an
initial experience of: panic, to which a behavioural pattern of
conditioAing could develop}. These physiological factors have been
reperted to include hypoglycemia, bad drug experiences, a recent
hysterectomy (1eading to endqQ:Tne changes), adrenal disorders, such
~as pheochromocytoma,'(causing'balpitations, tachycardia, chest pains,
and nervousness), sodium 1$ctate infusion abnormalities, or mitrall
‘valve prolapse syndrome (causipg chest pain, tachycardia, faintness,
difficulty }n breathing, andﬂfatigqe)l Mitral valve difficulties in
particular are:found in abnormally high incidence in agoraphobics
(estimates rangé 44L50%) in comparison to a normal population (9%).
While this ﬁhysica] abnormality {or other physio]og}cal difficulties)
may not directly cause agoraphobia, its symptoms resemble arxiely (or
a potential heart attack or cardiac problem) which may interact to
cause a heightened. level of fear of recurrence in individuals with a
personality structure-conducive to responding to stressors in an
anxious/avoidant manner {with other factors such as nonassertiveness

also playing a contributory role).
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Treatment of Agoraphobia S

Although not the major focus of this paper, a brief review of
treatment research is warranted in that én examination of what
constitutes therapeuifc change may q;fer'some insight into the
etiology of agoraphobia. -

In general, behavioural approaches appear to be the treatment form
of choice (Popler, 1977). Drop-out rates, however, are reported to be
high (e.g., 33%) for behaviourally-based programs, and although some
authors (Liddell et al., 1986)“argue that these patients should be
considered as treatment failures, others suggest that lack of success
may be due to the tenden;y of some individuals to organize their lives
with the ﬂ‘;us of avoiding aversive stimuli rather than obtainjng
posif?;és, thus these "failures" are not due to a lack of treatment
botency (Marzillier & White, 1978) (unless motivation for change is
considered a component of therapy). A]thbhgh considerable debate
continues regarding the efficacy of various forms of behavioural
interventioﬁ (e.g., tn-vivo desensgtiiation versus flooding versus
imaginal desen§1tization) few consistent differences &ye found in
outcome eva]uafionl}esearch to specify a best "behavioural-technique”
of choice {James, Hampton,.% Larsen;, 1983).

Studies which matched personality characteristics or anxiety
response styles with a Harticu]ar form of treatment have also found few
benefi?s of one interventiqp approach over another (Ost, Jerremalm, &
Jans;bn, 1984). Although Michelson (1986) found better treatment gains

for subjects who were matched for response styles and therapeutic
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approach, this occurred only after a follow-up period subsequent to
treatment termination, but not at the immediate completion of the
program. Therefore, the effects of subject‘to treatment matching may
be delayed, but beneficial.y

In a review of treatment ‘outcome research, Hafner and Ross (1983)
concluded that long-term follow-up studies generally found therapeutic
gains were maintained over time, although Jansson, Jerremalm & Ost
(1984) argue for the need to incorporate a maintenance component into
" the active treatment program. Most treatment appfoaches appear to
utilize an in-vivo component, which typically involves the patient
practicing learned coping strategies (such as anxiety management
through re]axafién) in the actual locations in which they fear a panic
attack may recur (Gray & McPherson, 1982; Mavissakalian, 5 Marchione,
1985). Few studies, however, have systematically compared medication
versus behavioural treatment programs 1ngjud1ng a follow-up period
(Gray & McPherson, 1982). The éfficacylof an in-vivo component 1s
apparent as it is incorpqrated under-diversé treétmen; approaches.
Silon (1984), for example, reportjigp»an Adlerian_group therapy program
which focuses on the role of a social support system in encouraging
its meﬁbers to eiperience‘direct contact in their targetted feared
locations.

Despite Ehe apparént effectiveness of behavioural approaéhes;
Hafner (1976) $Eported on a relatively high incidence bf_new_symptoms
developing after treatment. These e%ergent or remaining (but secondary)

difficulties were found to reflect problems not difectly addressed by
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the therapy programs; instead, they were often suggestive of inter-
personal turmoil {such as a conflict in the marital relationship).
This finding, therefore, suggests that factors beyond a strict
conditioning model of agoraphobia (such as characterologic or inter-
personal dxsfunction) may need.to be taken into consideration in the
etiology of the disorder.
While most researchers appear to advocate a behaviourally-based
R approach, their focusremains largely atheoretical (in that'they tend
to report therapeutically potent factors, with less consideration
given to why these factors may hgve a positive effect). It can be
postulated, however, that these treatment forms are focused on the
lessening of anxiety experiences and on the cessation of the
individua]'s avoidance behayiour througﬁ mastery experiences in the
feared locatioﬁs, which, in turn, act to change the cognitive
attributional system o% fhe individual. /ﬁhese effects in principle
are consistent with a cognitive-behavioural model of agoraphobia in
that treatment lessens the associatidns an individual has beén specific
cues and anxiety {breaks the CS-CR connections), and redirects the
individual awaj frdm a focus on bodily sensations and fears, onto

methods of anxiety management and heightened perceptions of self-

(ﬁ efficacy. S ‘ .
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