University of Windsor

Scholarship at UWindsor

Electronic Theses and Dissertations

1986

AN ARCHIVAL INVESTIGATION OF THE
RELATIONSHIP OF SEVERITY OF
PROBLEMS AND AMOUNT OF EXPOSURE
PRACTICE, TO POSITIVE CHANGES AND
OUTCOME STATUS AMONG
AGORAPHOBIC PARTICIPANTS IN A
BEHAVIOURAL TREATMENT PROGRAM.

CAROL. FRANKLYN-PHILLS
University of Windsor

Follow this and additional works at: http://scholaruwindsor.ca/etd

Recommended Citation

FRANKLYN-PHILLS, CAROL., "AN ARCHIVAL INVESTIGATION OF THE RELATIONSHIP OF SEVERITY OF PROBLEMS
AND AMOUNT OF EXPOSURE PRACTICE, TO POSITIVE CHANGES AND OUTCOME STATUS AMONG
AGORAPHOBIC PARTICIPANTS IN A BEHAVIOURAL TREATMENT PROGRAM." (1986). Electronic Theses and Dissertations.
Paper 981.

This online database contains the full-text of PhD dissertations and Masters’ theses of University of Windsor students from 1954 forward. These
documents are made available for personal study and research purposes only, in accordance with the Canadian Copyright Act and the Creative
Commons license—CC BY-NC-ND (Attribution, Non-Commercial, No Derivative Works). Under this license, works must always be attributed to the
copyright holder (original author), cannot be used for any commercial purposes, and may not be altered. Any other use would require the permission of
the copyright holder. Students may inquire about withdrawing their dissertation and/or thesis from this database. For additional inquiries, please

contact the repository administrator via email (scholarship@uwindsor.ca) or by telephone at $19-253-3000ext. 3208.


http://scholar.uwindsor.ca?utm_source=scholar.uwindsor.ca%2Fetd%2F981&utm_medium=PDF&utm_campaign=PDFCoverPages
http://scholar.uwindsor.ca/etd?utm_source=scholar.uwindsor.ca%2Fetd%2F981&utm_medium=PDF&utm_campaign=PDFCoverPages
http://scholar.uwindsor.ca/etd?utm_source=scholar.uwindsor.ca%2Fetd%2F981&utm_medium=PDF&utm_campaign=PDFCoverPages
http://scholar.uwindsor.ca/etd/981?utm_source=scholar.uwindsor.ca%2Fetd%2F981&utm_medium=PDF&utm_campaign=PDFCoverPages
mailto:scholarship@uwindsor.ca

National Library Bibliothéque nationale
of Canada du Canada

|

ST

Ottawa. Canaca
K1A ON4

CANADIAN THESES

NOTICE

The quality of this microfiche is heavily dependent upon the
quality of the originat thesis submittec for microfilming. Every
effort has been made to ensure the highest quality of reproduc-
tion possible.

If pages are missing, contact the university which granted the
degree.

Some pages may have indistinct print especially if the original
pages were typed with a poor typewriter ribbon or if the univer-
sity sent us an inferior photocopy.

Previously copyrighted materials (journal articles, published
tests, etc.) are not tiimed.

Reproduction in full or in part of this film is govefned by the
Canadian Copyright Act, RS.C. 1970, ¢. C-30.

THIS DISSERTATION
HAS BEEN MICROFILMED
EXACTLY AS RECEIVED

NL-339(r.B6/06}

THESES CANADIENNES

AVIS

La qualité de cetle microfiche dépend grandement de la qualité
de la thése soumise au microfiimage. Nous avons tout fait pour
assurer une quaté supérieure de reproduction.

S'it manque des pages, veuillez communiquer avec l'unver-
sité qui-a conféré ie grade.

La qualité d'impression de certaines pages peut laisser a
désirer, surtout stles pages originales on! éte gactylographiees
a I'aide d'un ruban usé ou si l'université nods a fait parvenir
une photocopie de qualite inférieure.

Les documents qui font déja I'objet d'un droit d'auteur (articles

_de revue, examens publiés, etc.) ne sont pas microfilmeés.

La reproduction, méme partielle, de ce microfilm est sournise
& la Loi canadienne sur le droit d'auteur, SRC 1970, ¢. C-30.

LA THESE A ETE
MICROFILMEE TELLE QUE
NOUS L'AVONS REGUE

Canadi



K—"" i l ( - . . < h

o)

AN ARCHIVAL INVESTIGATION OF THE RELATIONSHIP
OF SEVERITY OF PROBLEMS AND AMOUNT OF EXPOSURE PRACTICE;
g TO POSITIVE CHANGES AND OUTCOME STATUS
AMONG AGORAPHOBIC PARTICIPANTS IN A
BEHAVIOURAL TREATMENT PROGRAM

N

by b
;(:) Carol Franklyn-Phills
B.A., University of Windsor, 1980

M.A., University of Windsor, 1982

A Dissertation
Submitted to the Faculty of Graduate Studies
through the Department of Psychology
in partial fulfillment
of the requirements for the degree of
Doc*tor of Philosophy

at the University of Windsor

Windsor, Ontario, Canada

1985



¥
.

Permission has been granted
to the National Library of
.Canada to microfilm this
thesis and to lend or sell
coples of the £ilm.

The author (copyvright owner)
has reserved other
publication rights, and
nelither the thesis nor
extensive extracts from it
mav be printed or otherwise
reproduced without his/her
written permission.

L'auforisation a St& accordde
3d la Biblioth&gue nationale
du Canada de microfilmer
cette the2se et de priter. cu
de vendre cdes exemplaires du
film.
L'auteur {(titulaire du droit
d'auteur) se r3serve les
autres cdroits de publication;

nl la thé&se ni de longs
extraits de celle-c¢ci ne
doivent tre imprims@s ou

autrement reprodults sans. son
autorisation 8crite.



>

Carol Franklyn-Phills 1985

892751



DEDICATION

This dissertation is dedicated with love and respect

to my dear husband Ernie.

M



ABSTRACT

The present archival study focused upon the relation-
ship between amount of exposure practice, severity of
problems, outcome status and positive change in a behaviouré]
treatment program for agoraphobia. This program primarily
1nvolVeH in-vivo exposure {systematic desensitization) to
feared situations. Subjects recorded the duratfon‘and fre-
quency of their exposure practice on behavioural diaries.
These ﬁiar1es, along with other self-report data, were treated
25 an é:chiva] source which was -subjected to the scrutiny of
“contrel" hypotheses as suggested by Kerlinger (1964). Since
the progr;m to be utilized here was behavioural in its approach,

-

these hypotheses were deduced from findings of the behavioural
theorists.' Lines of evidence for each of the hypotheses were

then pursued in the data.

. The 30 subjects who participated in this program were
assessed at Ere and posttreatment, thereby allowing an inves-
tigation of treatment outéome, prior to a consideration
of practice variables. The resu?fs of repeated measures
ana1jses of variance (ANOVA) supported the predicted post-
treatment reductions in generalized anxiety, phobic anxiety
as well as depression. Additionai1y,,as predicted, there
were no changes in Tocus of control at posttreatment. In

terms of exposure practice, the expected relationship



~%

between amount of Dractkaf and treatment cutcome, was con-

sistently and remarkably unsupported: However, the anxiety
‘ .

experienced during practice was foudd to be predictive of

outcome. Other sfgnificant relationships did not occur as

- consistently as the Ta;ter two.

=
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- CHAPTER I
INTRODUCTION

A common def1n1t1on of the word “agoraphobia", is
"fear of the marketplace." Originally coined by Westphal,
(1871) this term de;fves from a combination of the Greek
word "agora" which ﬁeans place of assembly or marketplace,
and "phobos" meaning fear or panic. However, this defini-
tion has been criticized for failing to accurately Heséribe
the condition, since the fear 1s quite often generalized
to places qther tha "marketplace." A better definition
migﬁt be "a fear ofn:¢ﬂj:;:>the.p1ace (often the home) or
person, that symbo]fzzz-sééurity.? This suggests that the
central fear of agoraphobia is not one of external stimuli
as such, but a fear of one's own reactions to these stimuli.
Described by Goldstein and Chambless (1978) as a "fear of
fear®, this anticipation of a loss of control or panic,
'becomes the major problem with agoraphobics. As the frequency
of ﬁanic attacks increases, .so does the person*s fear of
leaving the place or person which represents security. This
separation anxiety is reinforced by the ultimate relief of
symptoms that occurs when the “dangeroué“ sjtuations are
avoided. The avoidance is therefore perpetuated, and eventu-

ally the fear is generalized to a serjes of locations and/or

situations.

-

The treatment of agoraphbbia has received much attention



in recent years. Advocates of drug therapy, psychotherapy,
cognitive restructuring techniques as well as behavioural
approaches, have all reported varying degrees of success, -
in well-controlled studies (Rapp and Thomas, 1982). A
detailed account of current research on agoraphobia 15.

also available in Rapp énd Thomas (19823, "The Revigw:
Agoraphobia." However, since the treatment approaéh to be
considered here is behavioural in nature, the present dis-
cussion will focus on research that has been advanced by

the behaviourists. |

) Researchers such as Emmelkamp, Kuipers and Eggeraat
(1973), and Watson, Mullett and Pillay (1973) have now
established the efficacy of real Tifg or "in-vivo" expo-
sure to the feared stimul{, in the treatment of agoraphobia.
According to Mavissakalian and Michelson (1983) variations
in the actual practice of in-vivo exposure seem to be equally
efficacious. In addition, the }ealization that homework
practice might be a significan; variable in successful treat-
ment outcome, resulted. in the utilization of behavioural
diaries (Mathews, Gelder and Johnston, 1981) as measures of
both homework practice, as well as outcome. Mavissakalian
and Michelson (1983) have found the use of such diaries
quite helpful in the monitoring of patient practice. 1In the
present study, the main focus will be placed on variables

derived from the agoraphobics' behavioural diaries which,



along with other objective psychological test data, will

be treated as an archival source. Here, these personal
documents will be subjected to the scrutiny of “control"
hypotheses (Kerlinger, 1964; Béingmann, 1975). This archival
Procedure calls for the recasting of the data in different -
theoretical contéxts (hypotheses, theories, models}. Lines
of evidence for each of;ihe positions can then bhe pursued

in the data (Leenaars a&h_BaTance; 1984). As a prelude to

the development of these hypotheses however, a discussion
of the essential features of the agoraphobia syndrome, as
well as ré]evant behaQioura1 research findings, will be

‘bresented.
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The Agoraphobia Syndrome

Homen betweenwthe ages of 18 and 35 (and especia]]y )
narried women} are the most likely victims of this crippling
syndrome. In fact, some 66 to 75% of all agoraphobics ar;\j
female (Marks, 1970; Agras, Sylvester and Oliveau, 1969).. ‘K\
Agras et al. (1969) estimated the .incidence of agoraphobia

1n North America to be over one million. Today, that

estimate has- increased to about five million in the United

States alone, 80% of them being women.

) The clinical picture of an agoraphobic is that of an
anxiety-ridden individual who suffers from various combina-
tions of certain universal symptoms when faced with, or even
Just anticipating fearful situations. These symptoms usually
culminate into the d aded\'panic attack®, and 1nclude sweaty
palms, tachycardia, muscle weakness and tremor, a lump in the
throat and shortness of breath. 1In short, the body reacts as
1f'rea1 danger were imminent. Some agoraphobics also experi-
ence colitis, vomiting, derealization and depersona]ixation
In depersona11zation, the person feels that she or her body
is unreal; whereas in derealfzation the person experiences a
barrier between the self and the environment. The duration
of these feelings {s usually a few seconds or minutes and
might accompany a panié attack. The symptoms discussed above
fail to convey the subjective emotional response that accom-

panies a panic attack . The terror is best described by an

-

T



ex-agoraphobic who states that:

“One word can explain it - Hell! I

~ compare the fear of the agoraphobe
to the fear of the men in the trenches
during the first World War, who were
ordered to go “over the_top" in the full
knowledge that they we almost certain
‘to be killed. If you can just imagine
for one moment the almost blind terror
of many of those men, then you have felt
a faint shadow of what agoraphobia is all
about. That is what it feels like from
the moment the severe agoraphobe wakes up
to the moment he goes to sleep, and the
fear often follows him-into his dreams -
as well.” (Vose, 1981, p.36)

This panic reaction leads the agoraphobic to believe that
something is dreadfully wrong with either their body or mind.
For ex?mple, a frequent assessment of the symptoms is that
either a heart attack or stroke will follow. A fear of
Tosing control and therefore appearing foolish in public,
as well as the fear of “going crazy" are also commom among
égoraphobjcs. However, this {is not really surprising if one
accepts the tenet of Goldstein and Chambless (1978) that ‘
agoraphobics tend to be hypersensitive or hyperalert to
bedily sensations, and so they 1nt§fpret any experience of
anxiety as a prelude to a panic attack. The thoughts or
cognitions fhat they experience while having a panic attack
are quite similar from one case to another, and generally in-
clude thoughts such as the following:

"I saw all the people looking at me - just

faces, no bodies, all merged into one. My

heart started pounding in my head and in my ears.-
I thought my heart was going to stop...I could

.
N
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not think of anything except the way I was
feeling and that now I had to get out and
run quickly or I would die."

(Hawkrigg, 1975, p.1281-1282).

These thoﬁghts and behaviours afd in the maintenance of the
phobié anxiety. Although these panic attacks generally last
' no longer than ten minutes (glarke and Jackson, 1983) it is
their unpredictability and intensity that contribute to their
great impact. The onset of agoraphobia is ch;racterized by
suddenness in the majority of cases. After the first panic
attack, the process begins, and although the exaﬁf‘precipi-
tators of the attack are often not known, they usually
initially occur during a period of generalized stress. 1In
very few cases, the symptoms might not persist over a long
perfod. However, the occurrence of "spontaneous remission®
s rare in agoraphobia (Marks, 1969; Mathews et ai., 1981).

" The amelioration of anxiet& has been an essential
ingredient in many treatment approaches to agoraphobia.
Seligman (1975) defined anxiety as “the chronic fear that
occurs when a threatening event is in the offing, but is
unpredictable.” Clarke and Jackson (1983) howevér, have
suggeséed a tripartite classification system for the concept
of anxiety. The three categories are phobic, cognitive
and panic. It should be stressed that in agoraphobia, these

anxieties often coexist.

Phobic anxiety is defined as a special form of fear
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which 1s (1) out of proportion to the demands of the situ-
ation (2) cannot be explained or feasdned away (3) TS beyond
voluntary control and (4) leads to avoidan;e of the feared
situations (ﬁarks, 1969). .Here, there is an irrational-
element, which can be {llustrated by cases where a person

might experience amxiety while merely looking at a photo-

graph of the feared object. Agoraphobics also suffer from
cognitive anxiety which entails the apprehension of adverse
consequences. For some aggraphobics, this anticipatory

anxiety is- the most disturbing and difficult to control. - On
the other hand, patients generally find the anticipatory anxiéty
to be worse than that which is experienéed in the actual situ-
ation. The final "panic" anxiety refers to an extremely high
levél of arousal. Clinical studies suggest that the most
devastating aspects of panic anxfety are tge suddenness and
unpredictabfﬁity. This is the anxiety of which the agoraphobic
1s most afraid, i.e. the “"fear of fear."

Quite often, there is also an element of depression,
stemming from the person's perceived lack of control or
"lTearned helplessness."™ This phenomenon has been described
by Martin Seligman (1973) as the result of past experiences
of powerlessness. Here, the individual has learned that in
spite of his/her efforts at mastery over the environment,

traumatic events persist. In the case of the agoraphobic,



unsuccessful attempts to control _the occurrence of panic
attacks..lead to feelings of imcompetence. 1In addition, 3
depressive symptoms are common among agoraphobic patiénts

(Bowen and Kohut, 1979). The presehce of dep;ession in
agoraphobia is not surprising, when one considers that the
indivfdﬁa1's 11fe is greatly reﬁtricted in many cases, that
their level of dependence upon significant others might.become
overwhelming to both parties, and finally, that their symgﬁpm{/
only seem to worsen w1th time, therefore intensifying the
tendency towards avoidance It {s this problem of avoidance

that is direct1y attacked by the behaviourists.

Behavioural/Learning Theory of Agoraphobia

Researchers such as Eysenck and Rachman (1965) believed that
phobias were examples of conditioned avoidance reactions, and
that knowledge of the underlyi#gwcauses of the syndrome was not
necessary for behavioural change. 1In Mowrer's two-factor theory,
fear acquisition and maintanance are considered the results of
Paviovian (classical) and operant 6ond1t10n1ng respectively.

In the case of agoraphobia, panic attacks are said to occur
a8s an unconditioned emotional response to proionged, chronic
conflict and stress (Chambless and Go1dstein, 1981la). Since
the most consistent and contiguous stimuli are interoceptive

ones such as heart rate, breathing etc., anxiety becomes

#
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conditioned to them. As a result, minimal levels of anxiety
produce senqat1ons-that become conditioned stimuli for greater
levels of anxiet; and panic (Chambless and Goldstein, 1980b;
Goldstgin and Chambless, 1978). This classical conditioning
then sets up a motivational siate(that 1sa;ersive) for the
subject to respondxgperaﬁkly. The phobic avoidance which
then &éve1ops, is attributed to the negative reinforcement
which is afforded.the agoraphobic, when she escape/avoids
the "fearful" situation and her level of anxiety decreases.
As the person learns that the avoidance is reinforcing, this
behaviour is perpetuated. Another reinforcer that operates
in the continuation of avoidance behaviour is the "secondary
gain* obtained when for example, attention is showered on
the "victim" by significant others, or a reduction in marital
conflict occurs.

Often, the behavioural approach to treatment of agoraphobia
has emphasized real-life exppsure to anxiety-producing as ::;l)-

as avoided situations. This involves having the patient come .

face to face with feared situations/objects. The term»*E;;o-
sure” has been labeled 1n_var10us ways (in-vivo systematic
desensitizatioh. flooding, successive approximation, sﬂaping,
etc.) denoting sTigHt procedural varjations (Rapp and Thomas,
1982); however, the therapeutic effects have not proven
significantly different from one technique to another. 1In

the present study, systematic desensitization in-vivo was
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'~ the procedure that was utilized. This is probably the most

widely used behavioural technique (Rohs and Noyes, 1878).
Desensitizatfon techniques, which rely on reciprocal
inhibition, were originally developed by Wolpe (1958). He
pProposed that the contiguity of st;bng relaxation responses
with fear stimuli acts to 1nhibit or neutralize the fear
responses. Systematic desensitization has been used both with
imagined scenes as well as with exposure to the real stimuli.
Usually, the agoraphobic is first trained by the therapist
in some form of activity such as musculié;;elaxat1on, which
is 1n£;mpatib1e with anxiety, and therefore inhibits its
occurrence. The second step 1n systematic desensitization

is to develop a hierarchy of feared situations, ranging from

-~

-nonanxiety provoking to terrifying, and finally these situa-

tions/places are either imagined or faced graduai1y, all the
time utilizing the particular anxiety-controlling agent {(e.g.
relaxation) to counter any occurrence of the same. It is
important, however, that the agoraphob%c remains in the feared
situation for a sufficiently long period of time gntiI the
fear recedes, according to the behaviourists. Repeated expo-

sure is. also expected to gradually desensitize the individual

to these stimuli. Since the agoraphobic's behaviour is

considered a learned or conditioned response, then this can

be uniearned, via in-vivo expdsure. The proponents of this
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v}ew- have tested their expectations in several'studies,

some of which will be outlined in the next section.

Behavioural Research F1nd1ﬁgs/;n Agoraphobia

In-vivo Practice: Numerous studies have indicated signif-

1cant decreases in both generalized as well as phobig anxiety,
subsequent to exposure to the feared stimulus. This finding

has been demonstrated in studies of sﬁake phobfas (Bandura
Blanchard and Ritter, 1969), swimming fears in people unable

to swim (Shprman. 1972) as well as in mixed phobfas (Watson,
Gaind and Marks, 1971; Crowe, Marks, Agras and.Leitenberg,

1972) and agoraphobia in particular (Watson, Mullett and Pillay,
1973; Mathews et al., 1981). In addition, Mavissakalian and
Michelson (1983) note that " a number of analogue and clinical
stﬁdies have demonstrated the...(efficacy)...of 1n-v1vo—expo-
sure” (Barlow, Agras, Leitenberg and Wincze, 1970; Barlow,
Leitenberg Agras and Wincze, 1969; Crowe, Marks, Agras and Lei-
tenberg, 1972; Emmelkamp and Wessels, 1975; Stern and Marks,
1973). However, Mathews et al. (1981) point out that the effect
of in-vivo treatment is reduced in the absence of practice
between treatment sessions. Furthermore, these authors
hypothesized that ;hen practice between sessions is allowed

to develop, 1t becomes the main determinant of outcome. Con-
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sistent exposure, carried out daily in a systematic fashion,
1s reportedly of paramount importance. This was previously
confirmed by McDonald, Sartory, Grey, Cobb, Stern and Marks,

(1979) who showed that the instruction to practice with the
therapist had an effect on agoraphobia that was not present

1f such instructions were not given. The conclusion to be
drawn from these studfes is that more attention should be
directed towards between-treatment-session activity, in the
development of treatment approaches. )

In an attémpt to monitor practice between treatment
sessions, Mathews et al., (1981) devised behavioural diaqjes,
fn which patients recorded such variables as duration and -
fraquency of outingé, as weéll as the amount of anx;ety expe-
rienced during practiée. Mavissakalian and Michelson (1983)
found the inclusion of diaries facilitated weekly dis;ussions-
regarding progress or a lack thereof. In addition, tﬁey repor-
ted that patients appreciated the feedback given by the thera-
pist and did not resent the added task of daily recording.

The in-vivo treatment of agoraphobia brihgs into focus
certain questions regarding the factors that might influence
its effectiveness. On the topic of duration, it is the
general opinion that longer periods of exposure are prefer-
abTe, since it gives the agoraphobic an opportunity to experi-
ence anxiety reduction while still exposed to the situation that

had been feared. Stern and Marks (1973) found that continu-
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ous exposure for two hours_was more effeEtive than expo~
sure for 30 minute periods. Mathews et al., (1981) concur,
stating that " it is our strong clinical impression that
extensive periods of exposure to actual situations are more
effective 1n reducing fear in agoraphobia." Similarly,
Rapp and Thomas (1982) in their review of agoraphobia
concluded that longer exposures (one and a2 half hours or .
mdﬁéﬂ are more effective than shorter ones (45 minutes or
1essi. As a result of these findings, many researchers
began to implement prolonged (as opposed to brief) exposure
In-vivo as the treatment of chofce. Emme]kamp‘and Wessels,
(1975) Hafner and Marks (1976), Hand, Lamontagne and ™Marks *
(1974) are but a few who have reported "favourable effects®-
of prolonged practice.

Since duratfon of practice is considered of such impor-
. tance as a mediating factor in the treatment of agoraphobia,
then one should expect to find (a) greater posttreatment
improvement in patients with longer and more frequent practfces
as well as (b) relatively shorter and less practices in patients
with less posttreatment improvement. This was the expectation
of Mavisﬁaka]1an and Michelson (1983} who Tnvestigated the 'role 3
of self-directed in-vivo prolonged exposure (practice) 1n:49 .
agoraphobics treated with either combined 1m1pram1ne-f100dfng,

imipramine, or fTobding. A control condition consisted of
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Eat10n51e, instructions and reinforcement .for practice,
which were common.to all treaiment conditions. Surprisingly,
the argumeﬁﬁ for.a positive relationship between frequency/
dur;tion of practice and posttreatment alleviation of agora-
phobic symptoﬁs was not supported. The authors stated that

“none of” the behavioq;gc d1§ry;var1ab1es such as number of
’outings, number gf ;}actices and time spent in these activi-
rties, differentiated treatment groups or discriminated
between posttreatment "low" versus "high"® functioning pa:
utients.f— These results are uniqué,.éince they do not support
the widely .maintained positive relationship between exposure
Practice and treatment outcome. Although this-discrépancy
in fiﬁdiags has not been clearly explained, it does tend to
s;ggést that'furtﬁér'resea%ch in this particular area is
necessary. Most studies have focused upon pre-posttreatment
scores on various anxiety, phobic'anxiety, depression and
even locus of control measures. Although the. Jatter has

not been found to be a consfstent or even valid indicator

of patient 1mprovemeﬁt in agoraphobia (Michelson, Mavfs;a-.
kalian and Meminger, 1983).1t has yet been used. On the
other hand,.behaviourai diary baseline‘and change score
variables haQe Been generally neglected. In the present
study, these variables, with other outébme measures, will

. be investigated in an attempt to identify any existing

retationships.
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Aﬁxiety during Pracfice:‘ Short of avoidance, anxiety will
;1most alway;‘::?z?“§ﬁen the agoraphobic is initially expo—-
sed to the feared stimulus. However, since it is imperative
that patients be encouraged to repeatéd1y return Fo situa-
tions previously avoideq (Emmelkamp, 1982; Marks, 1978,'1981;'
Mathews et al., 1981) exposure is generally accompanied
by some form of instruction regaraing anxiety management
techniques. This 1s where the use of relaxation techniques
can be of great benefit. However, Butler, Cullington, Munby,
Amies and Gelder (1984) state that these techniques have
notwgeen demonstrated to add significantly to the effect of
exposure 'EtseH*T In addition, Butler et al., stated that
behavioural methods of anxdety.reduction (other than relaxa-
~tion} have not been very successful (Hafner and Marks, 1976;
Solyom, McClure, Heseltine, Ledwidgg and Solyom, 1972).
Attempts at clarifying the fole of anxiety during
axposure have been innumerable in the recent past. Common
questions asked include tﬁe following; should anxiety be
minimized as in desensitization, maximized as 15 flooding
or simply ignored? Mathews et a]!, (1981) believe that this
question is difficult to answer, because anxiety and expo-
sure cannot be completely untangled. The occurrence of
anxiety is inevitable during exposure and patients' experi-
ences with this-anxiety: frequently result in a reduction

in both the frequency and duration of practice.
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The most common selition to this problem is the use
of drugs. Anxiolytics and trfcyc11c anti-depressant;. as
well as monoamine oxidase 1nh1b1t1#§ anti-depressants have
been widé]y used in the treatment of anxietyt_‘TEBse drugs
have been found to be useful in agoraphob}ijlziprin, Klein
and Hﬁerner, 1380; Sheehaﬁ: Ballenger and Jacobsen, 1980),
especially in terms of reducing panic attacks. Once panic
attacks have been brought under control, patients often
learn t§ enter previously avoided situations (Rohs and
Noyes, 1978). Furthermore, the knowledge that they have
ingested a drug tends to increase their confidence in
threatening situations (Mathews et al., 1981) and therefore
also increases the duration of practice;' In a previously
cited study, MaviESakaIian and Michelson (1983) used the
anti-depressant imipramine in their study of exposure prac-
tice_in agoraphobia. Although these authors found neither
frequency nor duration of practice to be predictive of
outcome, they did find that "subjective anxiety during
outings in genera] and practice in particular was consistent]y
and significantly Tower in the more improved subgroup of
~ Patients.” One explanation that was offered for these finds
ings, was the possibility that the drug facilitates habitua-
t:on to anxiety, by reducing'excessive amounts of autonomic
arousal. However, this requires further study before any

definite statemgnts can be made.

~
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At the present t1me;'the exact role of anxiety during
exposure practice is undecided. While some maintain that .
this anxiety (as recorded on the behavioural diaries) is

2 sfgnificant predictor of therapeutic outcome (Mavissakali- N
an and H{che]son,'i983). others find the information on the
‘topic contradictory.. Hafner and Milton (1977) even sugges-
ted that the absolute level of anxiety during'exposure, may
be of Tess importance than the direction (and size) of change
in anxiety.' Although Mavissakalian and Michelson's {1883)
finding that anxigty_duning_pnag;fbe—w&s—pred4cxive of outcome
is interesting, questions remain. For example, does the change
in anxiety during practice provide further insight? The pregent

study will also attempt to address this issue.

Prediction of Qutcome in Agoraphobia: The realization that

not all agoraphobics react in the same way to treatment
~ (Thomas-Peter, dones, Sinnott and Fordham, 1983; Mathews
ﬁkét al., 1981) has led to various "prediction of outcome"
studies. Apart from the obvious contribution to increased
therapeutic effectiveness, the ability to make accurate

outcome predictions would also be of significant theoretical-

value, However, previohs studies have generally reported

disappointing and conflicting results (Emmelkamp and Kuipers, A
\
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1979; Hafner and Marks, 1976). _A few exceptions follow.

* Mathews, Johnston, Lancashire,_Munby. Shaw and Gelder

-(1976) found that Emotional Stability of the 16PF ques-

- tionnaire and the patient's expectancy of improvement,

correlated with treatment outcome. Bland and Hallam (1981)
on the other hand, found that. patients' level of dissatis-
faction with their spouse, to be predictive. While Thomas-
Peter et al., (1983) found that "aggression" scores and .

the rated abiﬁ?&y\of designated significant otners to man-

age the agoraphobic's behaviour successfully to be predictive,

they. found no relationship between phobic anxiety (as measured.

byfzﬁe Fear Survey Schedule) and response to treatment,
This finding is surpris:ng, since it has been demonstrated
that patients with high pretreatment phobic anxiety scores
tend to respond less favourably to treatment (Hafner Qnd

Ross, 1983; Mathews et al., 1981). -Similarly, Hafner (1977)™>

\‘jngntended that agoraphobics who demonstrated “a high frequency

of other neurotic and phobic symptoms" should respond less
favourably to treatment. :6€her variables identified as poss-
1b1e_predictors 1nc1ude tﬁe number of symptoms, {Gelder,

Marks and Woiff, 1967) and marital and interpersonal rela-

t
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tionships (Emmelkamp, 1%77). A more recent- study done by
Hafne} and Ross (1983) implicated prefreatment levels of
agoraphobic disabi1ity (avoidance) and extrapynitiéeness
in %He prediction of treatment outcome. Pretreatment pre-
dictoras of change during*fo?]ow;up, were 1eve1§ Ef sot1a1
fear and fears wh}ch sdggested'dependency problems.

One variable which frequently occu%s in the behavioural
literature, is that of locus of control. This refers to an
{nﬂividua{rs,tendency towards external or internal control.
Rotter's IE scale (1966) is intended to operationalize
locus of control beliefs in individuals. An individual
Ylassified as an internal believes generaliy that his beha-
viour determines the outcomes he will recejve. Externals
believe the world is unpredictable, events are predetermined,
control of reinforcement 1ies in the hands of others, or the
world is too complex to be predicted. Although this sca]e{/
has been utilized in the study of agoraphobia, it has not
been satisf;ctorTI; demonstrated that agoraphobics differ
from the general population in locus of control (Michelson,
Mavissakalian and Meminger, 1983). In fact, many studies
found no pre to post changes in locus bf control after
treatment (EmmeTkamp,‘1974; Emmelkamp et al., 1978; Everaerd,
Rijken and Emmelkamp, 1973; Michelson et al., 1983). 1In spite

of this, locus of control has been studied as a possible prog-

nostic indicator in agoraphobia, but with Tittle success.
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Michelson et al., (1983) for example, found that the effec-
tiveness of agoraphbb;a treatments is not 3ef1ected in shifts
In IE scores from pre to posttreatment. These findings are
not surprising, when one considers Rotter‘s.(1975) warning
regarding the prognostic utility of locus of control in the
prediction of behavioural outcomes. R?tter believed that

as a predictive measure, the IE sca1ess utility is Iihited.
According to Newman (1977) the IE scale allows for more accu-
rate behavioural predictions in psychological situations
which are novel and/or ambiguous for the individual.

The many studies which have attempted to identify reli-
able predict?rs of outcome in agoraphobia confirm the great
difficulty of this task. Researchers must yet continue their
attempts. To this end, the present author will, also invpsti-
gate the predictive value of exposure practice Qariab]es, as
well as other subjective variables.

As previously mentioned, the practice varjables to be
studied were recorded in subjects' behavioural diaries
(Appendix A) which will be trea&ed as an archival source.

The use of personal documents (e.g. diaries,etc.) in ex post
facto research such as this is not uncommon. 1In the next
section, a discussion of the research approach to be utilized
here, will serve as an antecedent to the derivation of the

hypotheses.

"
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Ex Post -Facto Reseérch

Because it is not always -possible or even plausible
for researchers to-directly manipulate variables of interest,
archival methods of investigation have been implemented.
Kerlinger (1964) considers historica]'1nvestig:§ions to be
a type of ex post facto research and defines the latter thus:

"Ex post facto research is systematic empirical

. dnquiry in which the scientist does not have

direct control of independent variables because

their manifestations, have already occurred or

because they are 1nleentTy not manipulable.

Inferences about relations are made, without

direct intervention, from concomitant varia-

tion of independent variables and dependent

variables." (Kerlinger, 1964, pp. 379)
Since the antecedent or 1ndependent variables have already
occurred, then the researcher must ﬂegin the investigation
with an observation of consequent varfables (Bringmann, 1975).
The danger of this approach is that improper and erroneous
interpretations could be made. Indeed, it would be easy to
accept the first and most obvious interpretation of an
established relationship. Therefore, Kerlinger has suggested
that one should carefully define alternative hypotheses.'

As outlined by Kerlinger (1964), the development of &
these control hypotheses acts to minimize an inherent weakness
of ex post facto research, i.e. the lack of control of inde-
pendent or antecedent variables. Since neither manipulation

nor random assignment are possible, researchers must formulate

these control hypotheses in an attempt at some form of control
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over éxfraneous variables. This procedure involves the
recasting of <the data (i.e. diaries, objective tésts) in
1ight of the various research findings of the behaviourists.
Lines of evidence will subsequently be pursued for each of
the alternative hypotheses (Leenaérs and Balance, 1984).
Although this procedure does not allow the making of defi-
nite causal 1Aferences, it at least "establishes rank-orders

—_—

of plausibility among.several alternative explanations”

[

(Bringmann, 1975). AN

In the prese%t tudy, a ndmber of variables can be
considered alternative hypotheses that identify the critical
antecedents.‘ The dia variables provided -reports of the
duration and frequency of practice, as well as the amount of
anxiety experienced during practice outings. These variabies
can therefore be considered independent or antecedent vari-
ables, with“outcome measures such as geéneralized anxiety,
phobic anxiety and depression acting as dep&ndent or conse-
quent variables. In addition, since pretreatment measures
of generalized anxiety, phobic anxiety, depression and
initial exposure practice were also made available, their
potential role as antecedent variables can also be investigated.
The richness of the data is to the author's advantage in this
study, since it allows a more extensive examination of the
relationship between several variables, as well as the develop-

ment 6f a larger number of control hypotheses.
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An important proﬁ]em to be considered in the use of
archival data, is that of generalizability. This potential
lack-of generalizability is directly related to the previ-
ously discussed lack of confro]s. However, it should be
noted that in the study of a group of 30 subjects.who all

./“fﬁffér from as distinct a syndrome as agoraphobia, and who
were all subjected to the same genera1‘treatment approach,
the generalizability of findings should have more validity
than that of a single case study. Specifically, the ques-
tion to be asked is whether agoraphobics who record their
exposure practice in behavioural treatment programs are
ggneralIy representative of other agoraphobics who do not
keep behavioural diar%es in similar treatment approaches.
Since the current trend in behaviou}a1_research has been

towards the use of diaries, the question of generalizability

is indeed important. However, caution is nécessary here
in order to avoid erroneous generalizations.

Although several uses have been made of personal or
archival documents in psychological research (A]]ﬁort, 1942)
few behavioural researchers have studied methodological
and design. issues in archival research (Bringmann, 1975).

The observed increase in the use of diaries and other personal
documents should nevertheless incite further research in this
area. The archival method has been adapted to the study of
suicide notes (Leenaars and Balance, 1984}, applied to

educqtional and sociological research (Kerlinger, 1964),
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as well as to various clinical inquiries. However, one
frustration 1n the use of diaries such as those used in

this study, is the tedium involved in the scoring and
analysis of the diary data. Mavissakalian and Michelson

(1983) have suggested the use of a.few, but salient measures
‘which include frequency of outings, anxiety experienced
during praciice and the duration (total and mean) of practice.
These authors coﬁs1dered mean duration of practice of partic-
.ular interest, due to the prescriptioh of prolonged practice.
They defined this variable ag the mean duration of "weekly"
‘outings. .However, if one wishes to investigate the relation-
Ship between the "length of expo;ure practicgs" and treatment
outcome, then a measure of the mean duration of "individual"
(as opposed to weekly) practice outings, shoudd be utilized.
This, in addition to the other diary variables outlined by
. Mavissakalian and Miche]ﬁon (1983),will be studied here. An-
other potentja] source of frustration is the realization that
none of one's control hypotheses may prove plausible (Balance,
1973). In the event that this dees occur, further questions
to be studied may be generated by the process.

Sinee the program to be studied here was esseﬁtia]ly
“behavioural in nature, the control hypotheses will be derived
from the major aspects of the behavioural theories outiined

earlier. This procedure is in keeping with Carnap's {1932/

1959) suggestions regard1n§ the development of different
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hypotheses from a theoretiﬁél.perspective (Leenaars and.
Balance, 1984) thereby allowing the investigation of the
available data, in a Iggical and empirical fashion.
Carnap stated that:
"A person tests (verifies) a system-sentence
by deducing from it sentences of his own
Protocol language and comparing_ these sen-
tences with those of the actual protocol.™”
(Carnap, 1932/1959, pp. 66).

Specifically, Carnap is suggesting that the theory to be
investigated should be translated into antecedent (protocol)
sentences which should be pub]icly observable as wgil as
singular and specific. These sentences are considered
representations of the particular theory in question, which
were deduced from the theory itself. An attempt at verifi-
cation of these sentences is theﬁ made, by comparing each
statement with the actual content of the diaries and other
available data. A second step in this procedure is to uti-
lize the method of induction from those statements (protocol
sentences) which were QErified, in order to discover general
ideas and hopefully facilitate further thearetical improvement.

In the present study, the verification of already stated
behavioural findings is not a major point of interest. None-
theless, prior to any consideration of the contributing factors’
in ﬁositive outcome, it is essential to determine whether or

not there were significant posttreatment improvements. Fortu-

nateiy, pre and ﬁosttreatment measures of generé]ized and phobic

-

/
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anxiety, depression-and locus of control were available for

comparison. ance'the efficacy of the behavioural in-vivo

treatment approach in terms of anxiety-reduction etc., has

been repeatedly demonstrated in well-controlled studies, one

would expect the general pattern of these results to genera-

lize to other studies where treatment has been~effective and

similar measuhementéfhave been made. This will’be a necessary
f1nding, otherwise, conclus1ons and hypotheses about~which spe-
cific variables augment effectiveness, would s\\uﬁsupportable
1n/§£e absence of a plausible demonstration that effect1ve

'trei;ment has occurred.

The final step in this section d4sg development of the
antecedent protocol statements. The first set of\sigtementS‘

" refer to the efficacy of the treatment program, while the next
set of statements refer to the diary and other psychometrically
assessed subjective variables. The deductions of the behavipura]
theory presented earlier, lead to the following statements:

A. The pattern of results found in coﬁtro]led studies will
largely generalize to behavioural therapies conducted in clin}cal
settings, where the primary concern was treatment. This would

be demonstrated by the following specific findings. -

1. 'Anxiety Hypothesis: There should be a significant decrease

in sﬁbjective feelings of generalized anxiety.

2. Phobic Anxiety Hypothesis: There should be a significant

decriéase in subjective feelings of phobic anxiety.

3. Depression Hypothesis: A significant decrease in depression

should Be demonstrated.



27

-

. 4. Locus of Control Hypothesis: There should be no signif-
Tcant shift from perceptions of external to internal locus

of control.

B. (1) It will be recalled that researchers such as Stern

and Marks {(1973), Mathews et al., (1981), ﬁapp and Thomas (1982)
and Emmelkamp and Wessels (1975) have concluded that in terms

bf practice, a greater amount results in more favourable out-
come effects. This leads to the general hypothesis that the
amount of exposure practice 1§ negatively related to sutcome

.Scores obtained on the psychometrically assessed subaective :

. varjables of generalized anxiety, phobic anxiety as well as

depression. Here, "amount of exposure” is operationally

defined as (i) total duration of practice (i1) mean duration

of practice and (11f) frequency of practice. The studies

Pertaining to exposure practice lead to the‘fo1low1ng.singu1ar,

specific hypotheses.

1. The totfl'duration of exposure practice is negatively X

related to outcome generalized anxiety, phobic anxiety and |

depression.

2. The mean duration of exposure practice is negatively

related to outcome generalized anxiety, phobic anxiety

-

and depression.
3. The frequancy of exposure practice is negative]y related

to outcome generalized anxiety, phobic anxiety and depression
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B. (11) .In spite of Mavissakalian and Michelson's (1983)
expectation- that amount of pra;tice would be pregictive of
treatment outcome, these researchefs found no support for
such a relationship in their data. An alternative hyﬁbthesjs
can therefore be that;thé‘amount of practice will not be
related té ;reétment outcome. Specifically, the following
a1ternative'st$téments can be made. - h

1. The total duration of exposure practice is not related

to outcome generalized anxiety, phobic anxiet; or depression.
2. The mean duration of practice is not related fo outcome
generalized anxiety, phobic anxtety or depression.

. 3. The frequency of practice {s not related to outcome

generalized anxiety, phobic anxiety or depression.

C. Mavissakalian and Miche]soﬁ's (1983) finding regarding
the positive re]ationsﬁip'between anxiety experienced during
practfce and outcome status, leads to the following hypothesis.
1. The anxiety experienced during exposure practice is posi-
tiveI} related to outcome. generalized anxjety, phobic anxiety
'.and a;preségéh. ) |

D.- Common sense would suggest that“peop]e who practice more.
at the outset, would tend to exhibit a greater amount of prac-
tice throughout the treatment. Additionally, if the overal}

amount of practice is predictive of treatment effectiveness,
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‘then measures of baseline practice should be predictive of

treatment effectiv;ness. The following specific statements
'.outIine these hypotheses.

1. The duration (total, mean) and frequency of bpseline prac-

tice is positively related to the du;atioh (total, mean) and

frequency of the overall amounf of practice.

2. The duration (total, mean)-and frequency of baseline prac- ?

tice is negatively related to outcome generalized anxiety,

Phobic anxiety and dep}ession.

E. .If the latter hypothesis that baseline practice is predic- -
tive of treatment effectiveness is true, then it follows that
“baseline measu}es of practice should also be related to the ™
deéree of reduﬁtion in generalized and phobic anxiety, as well

as depression. Specifically;

1. The duration (tota}l, mean) and frequency of baseline prac-
tice is positively related to the degree of reduction in genera-

Tized and phobic anxiefy,and depression, from pre to posttreatment.

F. Although the prediction of treatmen£ cutcome from psycho?
metrically assessed subjectivq variables Has produced conflicting
results (Emmelkamp and Kuipers, 1979) certain predictions
regarding symptom severity and outcome, can yet be made. It

has been demonstrated that individuals with higher prezreatment

levels of phobic and generalized anxiety tend to respond



30

Tess favourably t¢ treatment (Hafner and Ross, 1983; Hafner,
1977). .In addition, since depressive symptoms frequently céva;y
) wiﬁh anx}ety states in agoraphobia (Bowen and Kohut, 1979);
then one would Elso expect more depressed agoraphobics to re-

" spond less favourably t; tfeafment. If it is ;rue that more
severe agoraphobics respond less fgvourab1y to treatment, then
Tt should follow that these individuals also demon;tr;te less

pre-posttreatment improvement. These predictions are outiined

below. _ | '\\,\\

Sarm——

1. Pretreatment levels of generalized anxiety, phobic anxiety
.and depression are positively related to outcome éenéraiized
_anxiefy, phobic anxiety and depress1on._

2. Pretre;tment levels of genera?ized anxiety, phobic anxiety
and depression are negatively related to reducticns (from pre to
posttreatment) in generalized anxiety, phobic anxiety and

depression.

6. The generalized and phobic anxiety as well as the depressive
symptoms associated with agoraphobia are considered major con-
tributors to the development of avoidance\véﬁaviours, i.e. the

lack of exposure practice (Mathews et al., 1981). If this is

indeed so, then there should be a relationship between the

severity of these symptoqs and the‘initial amount of practice.
Similarly, more severe agoraphobics might be expected to de- \k\\

monstrate less exposure practice thr@qghout treatment, as well
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& .
as less 1mprovement (change) in their practice behavioﬂgw\\

These predictions are outlined in the following specific . '
statements .
1. Pretreatment 1evels of genera]ized anxiggy phobic anxiety

and depression are negative]y re1ated to the duration (total,
mean) and frequency of baseline practice.

2. Pretreatment levels of genera1ized anxiety, phobic anxiety
a;d depression -are negatively related to 'the duration (total,
mean) and freduency of overall practice.

3. Pret;eatment Tevels of generalized anxiety, phobic anxiety
and depression are negativeTy related to the change in the
duration (total, mean) and frequency of practice.

H. It is a common sénse notlen that individuals who demon-
strate higher pretreatment levels of genera]i;ed and>phobic
anxiety, should also experience mqre anx1etf/during initial

as well as overall practices.” “If this_?;ﬁ?gfuthen individuals
with higher Tevels of nretreatment generalized and phobic anxjety
should also experience Tess change in the anxiety experienced
during practice. Similarly, the reduction in generalized and
phobic anxjety should relate to the change in the anxjety
experienced during practice. These predictions are outlined
below. '

1. Pretreatment Tevels of generalized and phobic anxiety are

Positively related to the anxiety experienced during bageline

as well as overall practice.
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-2. Pretreatment levels of generalized and phobic_anxiety are
negatively related to the change in anxiety during pragt%ce.

3. The reduct1;n in generalized and phobi¢ anxiety is posi-
.t1ve1y 291°tﬁf:t° the change in the anxiety experienced during

exposuré\gzgctice. :

) e . ‘> ,

I.” If a greater ahqynf‘“{\jgng/he, as well as overall prac-
ticefij/gredictive of favourable treatment outcome, then there
shgu]d also be a e1at10nsh1p between the degree of change 1in
practice behaviours and the reduction in generalized anxiety,
phah{z;igxfgggzz:d depression. In addition, the degree of
change in practice behaviours should also relate to treatment
outcome. Similarly, the total amount of practice and the anx-
fety experienced during that practice, should be predictive of
the reduction in the gﬁxieties and depression. Specifically;

1. lThe degree of reduction in generalized anxiety, phobic
anxiety and depression, is positively relaged to the degree of
change in duration (total, mean) and frequency of practice.

2. The degree of change in duration (total: mean) and frequency
of practice is negatively related to outcome generalized anxiety
phobic anxiety and depression.’

3. The duration (totql;JREan) and frequency of overall practice
1s positively related to the reduction in geheraljzed anxiety,

[

phobic anxiety and depression.

4. The anxiety experienced during practice i{s negatively related

to the reduction in gene}a11zedianx1ety, phobic anxiety and

depression.



CHAPTER 11
METROD

The present study utilized the data collected from
agoraphobic participants in a pr}mari]y behavioural grouh
approach to the treatment of agoraphobia. The six groups
of subje;ts yho had completed this six-month treatment pro-
gram were assessed at pre and posttreatment. In addition,
behavioural &?;ries were kept by the subjects throughout

the treatment program. These were used an an archival source

of information regarding exposure practice.

Selection of subjects for the treatment program:

Subjects were obtained from the Qutpatient Department
of the Windsor Western Hospital Centre. The six groups of
subjects were a sample seen over a three-year time span, with
a total of 30 clients who had completed the program. There
were six males and 24 females; with the size\of individual
groups ranging from 4-7. Drop-outs were not included. FEach
subject was initially interviewed in order to determine
eligibility for the program. Her%, certain criteria were
applied to the diagnosis of "agoraphobic." These are listed
below;

(1) The freguent experience of anticipatory anxiety or pho-

bic anxiety. This has been referred to as the "fear of fear®

3
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and 1s manifested both cognitively {in thoughts sucp as "I
will lose control™) as well as phystologically (e.g. sweaty
palms, tachycardia etc.). 1In add1tfonJ past expertence with
the occurrence of panic attack;, was an important‘criterioqf
(2). Avoidance of the feared stimuld, sometimes at consid-
erable 1nconven1ence to self and others. Th1s_behayiour
sually alleviates the phobic symptoms. = ' . '
(3)./ The agoraphobic symptoms must he of primary importance
to tﬁé‘{gdividuaI, with no other Bsycholog1ca1 disorde; (ﬂ/’
' \requiring more immediate attenttﬁﬁ.
ﬁuhjects were accepted 1nto-the program on the pasié of the
}1nterv1ew.' Each 1ndividual was then administered a battery
of psycho]ogiqg] tests which served as pretreatment measures.
Subsequent to the diagnostic phase, clients were asked to &
caré?ﬂf]y read and then sign an "Agoraphobia Group Contract™
(Appendix B) which clearly outlined the conditions under
which treatment would be offered. In addition; certain ’
verbal agreements were made. This 1ncluded subje;ts'
restraining from any other from of psychotherapy for the
duration of treatment. The purpose of this request was
to avoid conflicting messages and potential confusion on the
subject's part. In the case of those who were currently
taking drugs in order to face feared situations, or even

Just to-a11ev1ate the anxiety, a resolution to eventually

diSbontinue the use of such aids was 2also made. In order
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to benefit from the program, a basic level of verbal compe-
tence was necessary. -

A detailed description of the treatment. program is
available in Appendix C.:‘A condensed description, which
also includes the duration of each program stage, 1s_ava11-

able in Table 1. ) -

- - ' . ‘

Instruments

The variables which were measured at pre and posttreat-
ment {nclude the fol]owing (1) genera1ized qnifzzy (2) F@obic
anxiety (3) depression and (4) locus of control. These/vari-
ables were chosen on the premise that they are symptomaitic- -
of the agoraphobia syndrome. Similarly, the program goals
were reflected in these variables. The behavioural diary,
varfables which were utilized, included (1) duration of
practice (2) frequency of practice (3) anxiety experienced
dur1n§ prggtice. The measurement of each varifable is

discussed below.

1.” Generalized Anxiety: This variable was measured by the
’Psychasthenia (PT} scale of the Minnesota Mu1t1pha51c Peyson-
ality Inventory (MMPI). The MMPI is an objective personality f
measure, composed'of three va11&1ty scales and 10 c¢linical
scales. The subject {s required to sort each of 399 statements

into three categories iziifpe. False and Cannot Say. Statis-

/,
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TABLE 1

Condensed Program Descertion

-

Activity

4 -6
7 - 15
16 - 17
17 - 24
24 - 30

Orientation/Education: Familiarization
with agoraphobia syndrome in terms of
conditioning paradigms.

Didactics: Group discussions - occurred
from here to end of treatment, where
necessary. .

Relaxation training: Deep muscle,
followed by autogenic relaxation
techniques.

Individual Goal Setting: Each subject
setting up an individual hierarchy

for desensitization.

Group Exposure: Real 1ife exposure

to generally feared stimuli, e.g.
malls, elevators etc. Subjects were
initially accompanied by ex-agorapho-
bic and therapist models. Subjects
later acted as partners for each other.

Individual Exposure: Each subject
attempted to expose himself/herseif
to stimuli of personal significance,
{.e. stimuli which caused them
anxiety.

I
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tical studies regardfng-tHe'test-retest reltability of the
MMPI scales have ind1gated coefficients ranging from r=.71

to r=.83 (Hathaway and McKinley, 1940) and r=.52°to r=.93
(Holzberg and Alessi, 1949). 1In terms of the validity of

the measure, high scores have been found to predict final
clinical diagnosifs 1n more than 60 per cent of ﬁéw psychi-
atric admissiens {Hathaway and McKinley, 1967). The PT s?aie

includes items which reflect dread 6?d anxiety, excessive sen-

sitivity and moodiness. It {s frequently used as an indicator

of generalized anxiety.

2. Phobic Anxiety: A more specific type of.anx1§}¥3 this can

be defined as peréistent’responding with considerable anxiety
in situations in which it is maladaptive to respond with more
than mild anxiety. This variable was measured by the Fear
Survey Schedule III (FSS III), an 87-item scale which was re-
vised and extended by Wolpe and Lang (1964). The FSS III
includes fﬁequently encountered anxiety stimuli which are sub-
classed into six categories; A-animal, T-tissue damage, illness,
death or assocfated stimuli, C-other classical phobtas, $-
soctal stimuli, N-noises and M-miscel]aneous;

Subjects responded on a five-point Likert-type format
which ranged from (0) not at all to (4) very much. The inter-
nal consistency reliability of the FSS. has been found to be

r=.89 for both sexes (Arrindell, 1980), r=.88 for men alone

-
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énd also r=.88 fbr women alone. Other researchers such as
Wolpe and Lang (1964) have indicated coeffictents as high as
g;.gs. R;garding validity, correlations of r=.80 and r=.76
have been found between the agoraphobia dimension of tﬁe
Sympfd;‘Eheck1ist-90 (SCL-90)} and the agoraphebia factor of the
" FSS 111 and between the social 1nédequacy scale of the SCL-90
and the social anxiety factor of the FSS respectively. 1In
addition to the total score on the FSS III, scores on the
Agoraphobia Factor of the FSS III (Arrindell, 1980) were also
utilized as measures of phobic anxiéty. .

Phobic anxiety as stated earlier, has been described
by some as’a fear of fear. Gbidstein and Chambless (1978)
yieﬁ this a two-component fear, in which (1) thoughts of
the negative consequences of panic attacks as well as (2)
sensory cues associated with panic attacks, are involved.
The final measures of phobic anxiety, the Agoraphobia Cogni-
tions Questionnaire (ACQ) and the Body Sensat%ons-Questionnaire
(BSQ) tap these two areas.(Chambless, Gallagher and Bright,
19€1b). The ACQ considers 15 thoughts commonly reported by
agoraphobics, regarding the consequences of phobic anxiety.
The fregquency of their occurrenée is rated on a five-point
scale which ranges from “thought never occurs" to “thought
always ‘occurrs when I am nervouys." The BSQ lists 17 specific
body sensations that agoraphobics have repbrtediy experienced

and which increased their level of anxiety. Again, a five-



point scale 1s used, ranging from "not frightened or worried
by this sensation® to "extremely worried by this sensation."
In a recently published paper, Chambless, Caputo, Bright
and-6a11agher (1984) found both the ACQ and BSQ to have rea-
sonable reliability (r=.75 and r=.68 regpectively). 1In

addition, the tests were found to ha both discriminant as

well as construct validity. )

3. Depression: This variable
{D} scale of the MMPI, whi

as measured by the Depression
has been widely used for the

diagnosis of depression for clinical and reseafch purposes.
—~

In addition, the Beck De%EEssion Ingentory (BDI) was also
used.

The BDI is a gelf-report Inventory consisting of 21
categories of symptoms and attitudes which include mood,
irritability, loss of libido, etc. As described by Beck
(1967) each category describes a specific behavioural mani=
festation of depressidn, and consists of a graded series of
four self-evaluative statements. The statements are ranked
to reflect the range of severity of the symptom, from neutral
(0) to maximal (3) severity, Reliability studies (Beck, 1967)
indicated coefficients as high as r=.93. A study done by
Nussbaum, Wittig, Hanlon and Kurland (1963) utilizing clini-
cal ratings of depression, the BDI and the D scale of the

MMPI as criterion measures, indicated that the highest
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correlation (r=.75) was between the MMPI and the BDI scores.

4. Locus of Control: Rotter’s Internal/External (IE)

scale was the measure of locus of control. Rotter's scale
1s comprised of 29 statements in a multiple-choice format
and was devised to measure "people's generalized expectan- //,?
cies in learning situations regarding whether or not rein- /////
‘forcement, reward or success in these situations is dependent
upon their own behaviour or is contro11ed by external forces,
particularly luck or chance" {Rotter, 1960). The individual
1s asked to Eirc]e thé statement that best describes his/her
beliefs.

Internal consistency reliability estimates ranging from
r=.65 to r=.79 have been found by Rotter (1966) with various
populations. Simi]ar]y, test-retest reliability estimates
ranged from r=.60 to r=.83. When correlated with other
methods of assessing the same variable, Rotter reported "sat- -
isfaatory"” validity estimates (1966).

&
Behavioural Diary Variables: As suggested by Mathews et al.,

(1981) and Mavissakalian and Michelson (1983), behavioural
diaries were kept‘by each subject in which exposure practice
was recorded. At each weekly meeting, diaries were collec-
ted from subjects, and their progress or lack thereof was

discussed The practige variab?es which were derived from
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the diary data included duration (total, mean), frequency
and anxiety experienced during,pfactice. It should be noted

that separate scores were obtained for outings which‘were

_undertaken whi]e the subject was alone, as opposed to those

outings on wh1ch they were accompanfed. Specifically, the

"diary variables included the following;

(1) Total duration of outings- Each outing was recorded

by the subject on the Behavioura] Diary. The tices of .
departure and return were also recorded. The duration (hrs.)
of each outing could therefore be deduced fcom this infor-
mation. Subjects.indicated wh1ch"but1ngs were undertaken
alone and which were accompanied (eppendix A).

(11) Mean duration of outincs: This variable was opera-

tionally defined as the average amount of time spent per
outing. / ' '

" (111) Frequency of outings: Again available from the

Behavioural Diaries, the number of outings completed by

subjects could also be determined._

{(iv) Mean maximum subjective anxiety experienced during practice:

Subjects were required to rate their highest level of anxiety
experienced during each outing, on a scale which ranged from

0 (no anxiety) to 100 (maximum anxiety or panic).: The average
amount of anxiety experienced during the outings, was the mea-

sure utilized here, (see Appendix A).



Statistical Analj%is

In order~tp'tést the fjrkt set of hypotheses reg&rding
pre-posttreatment differences in anxiety, phobic anxiéty,
_depression'and locus of contral, repeated ;easures analyses
of varfance (ANOVA) will be the statistical design ﬁsed.
Since in some céses more than one instrument was used to
measure .the same treatment effect,'Pearsqn r correlations
will be computed in an -attempt at esfab1ish1ng a }h1ation-
sh{p between these instruments.

Correlational evidence (Pearson r) will Be sought for
the other hypotheses which are outlined' in the Inéroduction.
Relationships which do not achieve at 1e§st a .05 level of

sifnificance, will not be considered significant.



CHAPTER II?
RESULTS
!
The results of the-present study will be presented in

two mﬁjor parts. Part A n111'focus on the results of the
repeated meastres ana]ysés of variance (ANOVA)-for the
first set of hypotheses regarding treatment efféctiveness.
In the event tﬁat more than one instrument was utilized to
measure a particular tréatﬁent effect, Pearson r Eorre]ations
between these {nstruments will also be presented.- |

The second part of the results (B-1) will focus on the
correlational analyses (Pearson rs) done to test the remain-

ing hypotheses regarding exposure practice.

Part A
1. Anxifety: The anxiety hypothesis stated that there would
be a decrease in generalized anxfety at posttreatment. The
instrument used to measure this variable was the Psychasthenia
(PT) scale of the HﬂPI. The'ana1ys1srof variance results are
summarized i@ Table 2. An F value of 40.54 {s significant
(F.01 (1,29) = 7.60, p..0001). There was therefore a signif-

Ycant decgease in generalized anxiety at posttreatment.

2. Phobic Anxdety: The phobic anxiety hypothesis predicted

7
a decrease 1ﬁ?@he same. The four measures of phobic anxfety



TABLE 2

Analysis of Yarfance Summary
Table for Psychasthenia (MMPI)

-
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Source ¢ $S . DF NS F
Variatior} 0, =~
S

Subjects>  7870.40 29 |

. ¢ ’
Time 2208.26° | 1 2208.26 40, 580%™
Error 1378.73 - (_ \__\ 29 54.47 .

Total -~ 11658.40 59
A

**p . 0001
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included (1) the Fear Survey Schedule III (Fss), (11) the
Agoraphobia Dimension of the FSS III, (111) the Agoraphobia
‘Cognitions Questionnaire and (iv) the Body Sensations Ques-
.tionnaire. Table 3 summarizes the correlational relation-
ship between these {nstruments. The coeff{cients which

obtained significance ranged from r=.41 (p <.05) to r=.70
(E;c 01), thereby supporting their use as related measures.
However, it should be noted that in the case of the Agora-
phobia Cognition§ Questionnaire and the Body Sensations

Questionnaire, a coefficient of only r=.30 was'obtafned,

thus failing to achieve significance.

~.

(i} Fear Survey Schedule; Table 4 summarizes the ANOVA

results. An F value of 56.61 1s significant at the .0001

Tevel (5.014(1,29)=7.60, P<.0001). A significant decrease
in phopic anxiety as measured by the FSS, was demonstrated

at posttreatment.

(113 Agoraphobia Dimension of the FSS; Analysis of variance

resulted in an F value which is significant, (F.01 (1,29)
*7.60, p<.0001); see Table 5. A significant decrease in
-agoraphobic anxiety was also dembnstrated at posttreatment.

(111) Agoraphobia Cognitions Questionnaire; The results of

the anaIysfs of varfance are summarized in Table 6. An' F

value of 30.61 is significant, (E.01 (1,29)=7.60,.p=.0001).

Agoraphobia cogni%ions also reduced significantly at pgst-
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TABLE 3
- Pearson rs between
Measures of Phobic Anxiety
FSS AGFSS ACQ BSQ ;
FSS 1.00 0.70%* 0.43%* 0.48**
AGFSS 0.70%**  1.00 0.41*  0.53%*
ACQ 0.43%* 0.41* 1.00 0.30
BSQ 0.48** 0.53*x 0.30 1.00 '::l
N
N.B. - FSS = Fear Survey Schedule
AGFSS= _ Agoraphobia Factor of the Fear Survey Schedule
ACQ= Agoraphobia Cognitions “Questionnaire
BSQ= Body Sensations Questionnaire

*p .05
**p - .01
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TABLE 4
Analysis of Variance Summary
Table for the Fear Survey Scheduie III

Source of SS OF MS F
Yariation . ]
Subjects 94437.48 29
Time 52984.81 1 '52984.81 56.61%*
Error 27144.68 29 936.02

Total 59

174566.98

**p <. 0001
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TABLE 5 -

Analysis of Yarian

ce Summar
Table for Agoraphobia Dime

m nsion%FSS

Source of ' SS DF MS F
Yariation
. Subjects 2773. 40 29 e
Time ) 3681.66 o 1 3681.66 73.06%*
Error 1461.33 29 50.39
Total 7916.40 59
**p . 0001
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TABLE 6

Analysis of Yariance Summary Table for the
" Agoraphobia Cognitions Questionnaire - ACQ

3

Source of sS DF MS - F
Yariation -
Subjects 2939.68 29
Time 1260.41 1 ‘1260.41 30.61**
.Error : 1194.08 29 41.17
Total . 5394.18 59

**p 0001
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'treatment.

{iv)- Body SénsationP'Qﬁestionnaire; Table 7 summarizes S ¢

the ANOYA results. There was a significant F value (28. 08)
at the .0001 level of significance, (F.01 {1,29)= 7.60,
" p.<.0001). Bodily sensa;ions_related to phobic anxiety
were also reauced significanfi? at-posttreatment.

 The AKOVA results for thehphobic anxiety .measures,
§trongiy support hypothesis two. There was aﬁ cbserved
Significapt'decrease'in the posttreatment means, on each

of the four measures.

3. Depression: The third hypothesis prgﬁicted a decrease

in depression. Since tﬁo instruments were used heye, a
Pearson r correlation was performed. These results indica-
ted'a correlation coefficient of r=.64 (p..01) between

(1) the Depression scale of the MMPI and (ii) the Beck
Depression Inventory, which supports their use as ;ssessments
of related aspects of depression.

(1) Depression scale - MMPI; The analysis of variance

results are summarized in Table 8. An F value of 38.33
is signifieﬁnt at the .0001 level (F.0l (1,29)}=7.60, p<..0001).
A significant posttreatment decrease in depression as measured
by the D scale was therefore demonstrated. |

(11) Beck Depression Inventory; Table 9 summarizes the

analysis of varfance results. An F value of 43.73 is
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TABLE 7

Analysis of Yariance Summary Table for
the Body Sensations Questionnaire - BSQ

Source of sS DF - MS F
Yartation ) )
Subjects 7231.60 L 29
Time 2829.06 1 2829.06 28.08%*
Error 2921.93 29 100.75

Total 12982.60 : 59

*tp = .0001
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]
Analysis of Variance Summary
Table for the Depression Scale-MMPI

Source of SS DF MS F
Varfation )
Subjects 10981.35 29
Time 4116.81 1 4116.81 38.33%*
Error 3 3114.68 29 107.40

Total 18212.85 59

**p 0001



TABLE 9

Analysis of Variance Summary Table
for the Beck Depression Inventory

53

Source of " SS DF MS " F
Yarfation .
Subjects 4035.,93 29
Time 1685.40 1 1685.40 43.73*x
Error 1117.60 29 38.53

Total 59

6838.93

 *%p - 0001
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significant at the .0001 level (F.01 (1,29)=7.60, p£.0001).
Again, a significant decrease in depressiﬁn at posttreatment
was observed. . _ |

The depression hypothesis was §upported by the signifi-
cant decrease in posttreatment means, on both measures of
dgpressiqn.

4. Llocus of Control: Hypothesis four predicted no change

Tn Tocus of.control. Rotter's IE scale was the instrument
used here. As predicted, analysis of varfance results
fndicated no sign1$3éant differences between the means

(Table 10). ~

Thu§.‘the locus of control Hypothesi was supported

by the data.

- . Parts B - I

The remaining set of hypotheses focused on the relation-
ships between practice and other psychometrically assessed
subjective variables. “As previously mentioned, practice
outings which were undertaken alone {AL) were considered
separately from®hose on which the subject was accompanjed
(AC). In addition, it will be recalled tﬁat there were

four measures of phobic anxiety and two measures of depress-

fon.



TABLE 10

Analysis of Variance Summary
Table for Locus of Control

Saurce . of SS DF .MS F
Variation
Subjects 1087.35 29
Time 3 8ﬂ81 1 8.81 2.44
Error 104.68 29— 3.60

Total . 1200.85 59

v
\
~



Part B(1) -

The general hypothesis to be tested here, predicted a
negative relationship be;ueen the amount of exposu;e_practige
and treatment outcome. {;e specific hypotheses which fo]]owed.
are individuaI]j addressed below; _ '

1. "The total Huratiéﬁ of éxposu;e pract1cé 1s-negat1veig
related to outcome;generaTized anxiety, phobic anxiety and
depression.” Tabie 11 summarizes the results.of Pearson r
torre1at{o;s. " There were no significant relationships

bétween total- duration of practice and outcome generalized
anxiety, phobic anxiety or-ngréssion. .

2. The second h}pothesis predicted a negative relationship
between the mean duration of practice and outcome gemeralized
anxiety, phﬁbic anxifety and depression. Ag&?n, no signifi- |
cant relationships were found (Table 12).

3. Simiiar1y, the pred1cte& negativezre1£tionsh1p between the
frequency of practice and oﬁtcome generalized anxiety, phobic
anxiety and depression,was unsupported (Table 13). There were

no relationships of significance.

Part B!ii!

The alternative hypothesis that no relationship exists
between the amount of practice and treatment cutcome, was sup-
ported by‘fhe data. Neither duration (total, mean)‘nor

N

frequency of practice were significantly ré1ated to outcome

“ .
;
v/_\



TABLE 11

-Pearson rs between the Total Duration
of Practice and Outcome Measures

DAL " DAC
Generalized Anxiety - PT - -0.12 0.01

] .
Phobic Anxiety - FSS -0.19 0.17
- AGFSS -0.12 0.12
- ACQ -0.18 - 0.03

Gr?

- BSQ -0.14 0.01
Depression - D ~-0.07 -0.13
- BDI ] . -0.09 -0.02

N.B.- DAL

= Duration of practice while alone
DAC = Duration of practice while accompanied
PT = Psychasthenia scale/MMPI *
FSS = Fear Survey Schedule
AGFSS = Agoraphobia Factor of the FS$S
- ACQ = Agoraphobia Cognitions Questionnaire
BSQ = Body Sensations Questionnaire
D = Depression scale/MMPI
BDI = Beck Depression Inventory



TABLE 12

Pearson rs between the Mean Duration:
of Practice and Outcome Measures

“XDAL XDAC

Generalized Anxiety - PT -0.01 -0.07
o

Phobic Anxiety - FSS -0.29 -0.26

- AGFSS . -0.24 -0.17

- ACQ -0.16 -0.16

- BSQ ' -0.10 -0.13

Depression - D -0.09 -0.17

- BDI -0.12 -0.17

Mean -duration of practice while alone

N.B. - XDAL = )
XDAC = Mean gufration of practice while accompanied
PT = PsygWasthenia scale/MMP1
FSS = r Survey Schedule
AGFSS (= Agoraphobia Factor/FSS
ACQ = Agoraphobia Cognitions Quegt1onna1re
y BSQ = Body Sensations Questionnaire
- D = Depression scale/MMP1
BOI = Beck Depression Inventory



TABLE 13

/.r“

T

Pearson rs between the Frequency
of Practice and Qutcome Measures

FAL FAC

" Generalized Anxiety - PT -0.10 0.11

Phobic Anxiety - FSS 0.01 0.30

' - AGFSS 0.03 0.22

- ACQ -0.12 0.13

- BSQ -0.07 0.10

Depression - D 0.04 0.01
¢

- - BDI - 0.01 0.10

N.B. - FAL = Frequency of practice while alone

FA@= Frequency of practice while accompanied
PT = Psychasthenia scale of the” MMPI

FSS = Fear Survey Schedule

AGFSS= Agoraphobia Factor of the FSS

ACQ Agoraphobfa Cognitions Questionnaire
BSQ Body Sensations Questionnaire

Depression scale of the MMPI
BDI Beck Depression Inventory

o
L I |

N
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generalized anxiety, phobtfc ‘anx ety or depression. See

Tables 11 - 13, B \\Jé*f

. _ Part C

In this section, a positive relationship between the
amount of anxiety experienced during practice and cutcome
generalized anxiety, phobic 9nx1etf and depression, was
Predicted. The results of Pearson I correlations presented
in Table 14, clearly support this prediction. There were
Positive significant relationships ranging from r=.36 (p «.05)
to r=.63 (p<=.01), between the anxiety experienced during
Practice (while alone or accompanied) and all measures of

anxiety, phobic anxiety and depression.

Part D

Part D addressed the issue of ba;eline practice.
1. The first hypothesis here, predicted a positive relation-
ship between the duration (total, mean} and frquency of
baseline practice and ;he durat{on (total, mean) and frequency
of the overa11 amougt of-bract1ce. Table 15 outlines these
results. Significant relationships exist between the
fol]owiné variables;
(i) The duration of baseline practice while~accompanied and
the duration of overall practice while alone (r= 47, p«.01).

(11) The mean duration of baseline practice while alene and
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TABLE 14 .

Pearson rs between the Anxiety experienced

during Practice and Outcome Measures

AAL AAC
Generalized Anxiety - PT 0.52%+ . D.55%
Phobic Anxiety - FSS 0.46** 0.59%*
- AGESS 0.58** 0.57**
- ACQ 0.37* _ 0.36*
- BSQ 0.47%x 0.43*x
Depression - D  0.52% 0.39*
- BDI! | 0.63%* 0.60**
- r
**p .01 | *p <.05
N.B. - AAL = Anxiety during practice while alone
_ AAC = Anxiety during practice while accompanied
. - PT = Psychasthentia scale of the MMPI
Y FSS = Fear Survey Schedule
/ AGFSS = Agoraphobia Factor. of the FSS
ACQ = Agoraphobia Cognitions Questionnaire
BSQ = Body Sensations Questionnaire
D = Depression scale of the MMPI -
BDI =

Beck Depression Inventory
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TABLE 15

. _ £ :
Pearson rs between the Duration (total, mean)
and Frequency of Baseline Practice and Overall Practice

) ) Baseline Practice
. DAL DAC XDAL XDAC FAL FAC

Overall Practice

DAL 0.03  0.47*+ 0.42* (.32 0.03 0.24
DAC : -0.16 0.31 0.01 0.67** -0.10 0.49*%%
XDAL -~0.05 0.11 0.59** (,55%** .0.20 -0.19
XDAC -0.05 0.38* 0.49** 0.73** -.0.20 -0.31
FAL g.10 0.11 -0.07 -0.23 0.07 0.38*
FAC -0.13 0.31 -0.22 0.07 -0.08 0.73%*
**p .01 *pD «.05 - ‘
N.B. DAL = Duration of practice while alone
DAC = Duration of practice while accompanied
XDAL = Mean duration of practice while alone
XDAC = Mean duration of practice while accompanied
FAL = Frequency of practice while alene .
FAC = Frequency of practice while accompanijed
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the duration of overall practice while alone (r=.42, P<.05).
(111) The mean duration of baseline practice when accompanied

and the durattfon of overall practice when accompanied (r=.67,

-Pe.01).

(iv)  The frequency of base]iﬁe practice when accompanied and

the dura;ion of overall practicelwhen accompanied (r=.49, 355.01);
(v) The duration of baseline practice when accompanied andY

the mean duration of overall practice when ac;ompanie& (r=.38,
p<.05). .

(vi) The mean duration of baseline practice when alone and

the mean duration of overall practice when alone (r=.59, pP<.01).
(vii) The mean duration of baseline practice when ascompanied

and the mean duration of overall practice when alone (r=.55,
p<.01).

(viii) The mean duration of baseline practice when alone and

the mean duration of overall practice when accompanied (r=.49,
p<.01). © .A

{(ix) The mean duration of baseline practice when accompanied
and the mean duration of overall practice when accompanied
(r=.73, p=.01). | N

{x) The frequency of baseline practice when accompanied and
the frequency of overall practice when alone (r=.38, p <.05).
(x1) The frequency of baseline practice when accompanied

and the frequency of overal] practice when accqmﬁanied (r=.73,

p<.01).
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2. The second hypothesis p;edicted y\negative_reiationship
between duration (total, mean) and f;équency of baseline
practice, and outcome generalized anxié}y; phobic anxiety
and depression. The results of Pearson E%correlations
(Table 16) do not support this predictioﬁ\r There were no
stgnificant relatjbnships between the amount of baseline

practice and treatment outcome.

. Part E

The relationship between theﬁiﬁuunt of baseline practice
and the degree of reduction 1n.outcome heasures, was investi-
gated here. Specifically, it was -hypothesized that the
duratibn (total, mean) and frequency of baseline practice,
would be positively -related to the degree of reduct{o:_1n
generalized anx1eﬁy, phobic anxiety and depression. Table 17
indicates that with tﬁo exceptions, there were no athef
significant relationships between these variables. The two
exceptions are Tisted below;
(1) The mean durattfon of baseline practice when along;and
the degree of reduction in phobic anxiety as measured by the
Agoraphobia Factor of the FSS (r=.41, p..05).
(i1} The mean duratfon.of baseline practice when alone, related
to the degree of reduction 1n‘depress1on as measured by the
D scale of the MMPI (r=.35, p.~.05). It should be noted that
these relat1onsh1ps just barely obtained significance at the

/

%
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TABLE 16

]

Practice
and Outcome Measures

A
\

Baseline Practice

YoAL  ¥DAC

N DAL DAC FAL FAC
Generalized -
Anxiety - PT -0.24 0.04 -0.12 -0.02 -0.13 0.16
Phobic Anxiety ' '

) - FSS -0.10 0.03 -0.32 -0.11 0.01 0.25
- AGFSS -0.08 0.01 -0.31 -0.22 0.01 0.31
.- AcQ’ -0.08 ofo7 -0.24 -0.16 0.01 0.31
- BSQ 0.09 0.04 0.08 -0.09 0.17 0.25
Depression - D -0.07 -0.15 -0.16 -0.19 0.03 0.08
- BDOI -0.09 -0.10 -0.15 | -0.31 -0.00 0.21

N.B. - DAL = Duration of practice while alone

_DAC = Duration of practice while accompanied

XDAL = Mean duration of practice while alone

XDAC = Mean duration of practice while accompanied

FAL = Frequency of practice while alone
FAC = Frequency of practice while accompanied
PT = Psychasthenia scale of the MMPI
FSS = Fear Survey Schedule
AGFSS = Agoraphobia Factor of the FSS
ACQ = Agoraphobia Cognitiens Questionnaire
BSQ = Body Sensations Questionnaire
D = Depression scale of the MMP1
BDI = Beck Depression Inventory
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Pearson rs between Amount of Baseline Practice

and the

Degree of Reduction 1n Outcome Measures

Baseline Prggfice

DAL DAC XDAL XDAC FAL FAC
Generalized~ g |
Anxiety - PT 0.20 -0.11 0.25 -0.08 0.09 0.08
Phobic Anxiety .
- FSS -0.21 -0.09 0.27 0.03 -0.25 -0.05
- AGBFSS -0.24 -0.06 0.41* 0.22 -0.28 -0.09
- ACQ -0.05 0.09 0.31 0.22 -0.11 -0.14
- BSQ -0.03 -0.10 0.28 0.07 -0:07 -0.17
Depression
-D - -0.08 -0.01 0.35* 0.12 -0.21 0.07-
- BDI! -0.24" 0.25 0.12 .0.23 -0.26 0.24
*p =.05 _
N.B. - DAL = Duration of Practice while alone
—DAC = Duration of Practice while accompanied
-XPAL * Mean duration of Practice while alone
XDAC = Mean duration of Practice while accompanied
FAL = Frequency of Practice while alone
FAC = Frequency of Practice while accompanied
PT = Psychasthenia stale of the MMPI
FSS = Fear Survey Schedule
AGFSS = Agoraphobia Factor of the FSS
ACQ = Agoraphobia Cognitions Questionnaire
BSQ = Body Sensations Questionnaire )
D = Depression scale.of the MMPI
BDI = Beck Depression Inventory
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.05 level.

Part F

The psychometrically assessed subjective variables of
genera]fzed anxiety, phobic anxiety and depression, were
addresséd in this section. - 7 "
1. The first hypothestis predictgd § positivé relationship
be;ueen pretreatment and outcome levels of generalized
ankiety:‘phobic anxiety and dspression. Table 18 outiines
the results. The'f011ow1ng relationships were found; _
(1) Pretreatment generaIized anxiety was related to outcome
generalized anxiety (r=.66, p«.01); to phobic adxiety as
measured by the Agoraphobia Cognitions Questionnaire (r=.51,
g<;.q1); phobic anxiety as measured by the Body Sensations
Questionnaire (3:l37, p<.05) and depression as measured by
the D scale of the MMPI, (r=.61, p..01l).
(i1) Pretreatment phobic anxiety (FSS) was‘re1ated to out-
come generalized anxiety (r=.38, p ~.05), and té phobic anx-
iety measured by the FSS (r=.56, p«.01), the Agoraphobia
Factor of the FSS (r=.42, p«.05) and the Agoraphobia Cogni-
‘tions Quéstionnaire (r=.39, p~.05). There was also a
relationship between pretreatment phobic anxfety (FSS) and
outc&me depression on the Beck Depression In&pntory (r=.36,
p<.05).
(1{i1) Pretreatment agoraphobic cognitions (ACQ) related to
outcome phobic anxiety as measured by the FSS (r=.38, p «.05)
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] v \
TABLE 18 .

L]

Pearson rs bétween Pr reatment and Qutcome

Generalized anxiety bic- anx1ety, and Depression
Pretreatment

PT-  FS$S AGFSS -ACQ BSQ D BDI

Qutcome

Generalized . .
Anxiety -PT 0.66**0_38* (.07 g.33 0.16 0.58**] 54**

Phobic
Anxtety-FSS 0.29 0.56** 0.19 k9p38* 0.19 0.22 0.56**

- AGFSS 0.22 o0.42* 0.31 0.32 0.28  0.15 0.58%
- ACQ-. 0.51**p.39* 0,15 0.43** 0_.20 0.24 0.43*

- BSQ. 0.37* 0.27 0.13 0.39* 0.42** 0,21 0.37*
7

oA
Depression

- D 0.61**0.31 -0.03  0.09 0.01 0.56%*0.46%*
-BDI  0.28 0.36% 0.14  0.21 0.12 0.37% Q.57+

*p .05 - **p .01

N.B. - PT Psychasthenia scate of the MMPI

FSS = Fear Survey Schedule
-AGFSS = Agoraphobia Factor of the FSS -
ACQ = Agoraphobia Cognitions Questionnaire
8SQ = Body Sensations Questionnaire
D = Depression scale of the MMPI
BDI = Beck Depression Inventory
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the ACQ (53.43.‘2;4.01) and the Body Sensatiens Question-
naire (r=.39, p ».05). ' -
(jg) Pretreatment bodily sensations (BSQ) only related to
outcome phgg;c anxjety which w;s measured byvfhe same BS(Q
(r=.42, p_~.01). . |
(v} Pretreatment depression (D-MMPI) was related to out-
come generalized anxiety (r- 58,;3_4,01) and to depression |
on both the D scale (r- 56, g,: 01) as weII as. the Beck De-
pression Inventoqg (r=.37, p2.05). -
(vij Pretreatment‘1eve15 of depression, measured h} the
BDI, correlated with all outcome-measures of generalized
anxiety, phobic anxiety and depressioﬁ. (Table 18).

2. The second hypothesis in this section predicyed that

pretreatment levels of generalized anxfety, phobfc anxiety
and depression would be related negative to the reduction
(from pre to posttreatment) in the sa/ejlx;zble 19 oqutlines

the results of Pearson rs. Al1(but one)of the significant

relationships were not negative as predicte t positive.

This 1nd1cate§ that individuals with higher pretreatment
scores also experienced a greater amount of reduction in

“a

exception was that of pretreatment levels of'genera1ized '

nxiety (generalized and phobic) and &epress1on. The one

anxiety and the reduction in agoraphobia cognitions (r -.46,

E}L 01). Specific positive re]ationships are out]ined

~

below;

(1) Pretreatment generalized anxiety related to the degree
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. - TABLE 19

C .

- Pearson rs between Pretreatment Mgasures
and the Degree of Reduction at Outcome -

Pretreatment Measures

PT FSS AGFSS ACQ BSQ D BDI
T : > 1
Degree of
Reduction.
Genera1ized : )
‘Anxiety - PT 0.41* 0.15 0.24 -0.29 0.38* -0.33 Q.05
Phobic

Anxiety -FSS 0.12 0.28 0.43** -0.03 0722' 0.20 -0.03
-AGFSS 0.05 0.27 0.62** 0.09 .23 0.13 -0.09

M*t-o.os 0.16 0.34 §.02 -0.27 -0.16

-BSQ 0.06 0.15 0.34  -0.11 G:47** 0.17 0.03

Depression : - .
-D 0.17 0.14 0.33 -0.13 0.41i* 0.37* 0.11

-BDI 0.40* 0.40* 0.36* -0.21 0.40* 0.37* 0.60%*

>

*n 05 - *xp o 01

. - PT = Psychasthenia scale of the MMPI
- FSS = Fear Survey Schedule
‘AGFSS = Agoraphobia Factor of the FSS 4
ACQ.= Agoraphobia Cogrnitions Questionnaire
BSQ = Body Sensations-Questionnaire .
‘D = Depression scale of the MMPI
BDI = Beck Depression Inventory
- to.
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of reduction in generalized anxdety (r=.41, p ~.05), agora- 
phobic Eogn1t10ns (r=.46, p~.01) and depression as measured
by the BDI (r=.40, p.-.05). ' ,
(11) As a measure of phobic anxiety, pretreatment 1evels’
on the FSS re]ateﬁ to the reductioniih depression on the‘
BDI (r= .40, p «.05). -
(111) Pretreatméﬁt levels of agoraphobic anxiety-(AGFSS)
;re1ated to reductions in phobic anxiety on the FSS (r- 43,
p<.01) and the AGFSS (r=.62, p ~.01l), as we11 as to reduc-
tions in.depression on the BDI (r=.36, Rgs.os).
(1iv) Pretreatment levels of bodily sen§$t1ons assocfated -
with agoraphobia, related to the degrgg of reduction in
generalfzed anxiety (r=.38, p..05), phobic anxiety as AN
ﬁeaspred by the BSQ (53.47,-2,4.01) anﬁ depression on both 7
the D scale of the MMPI (r=.41, p4.05) and the BﬂI (r=.40,
’p_.c..05)? ) |
(v) Pretreatmeni depression (D scale) was predict1}e of the
degree of rgduct1on_1n depréssionson the D scale (r=,37,
.p£.05) and the BDI (r=.37, p-05). )
(vil'The Beck Depression Inventory (8Dl) pigtreatment scores

were related only to the degree of reduction in depre§§1on,

as measured by the same gcale (r=.60, p~.01). . &

Part &

" In order to test for potential relationships between

pnetr@atment measures and the amount of‘practice,'specific predic-

i
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tibns were made. '

1, fhe first hypothesis predicted a2 negative relatl?nship
between pretreatment_lexels“oi_geue:aldzed-anxiety, phobic

anxiety and depression, and the duration (total, mean) and

freqhency of baseline practice. Table 20 indicates that

_with two exceptions, the results of Pearson rs did not supp-
ort the prediction. However, the duration of baseline prac-
tice while alone, related fo pretreatment levels of phobic
anxiety as measured by the FSS (r=-.35, p<.05) as well as

the Agoraphobia Factor of the FSS (gf—.36. P=.05). Although

‘the frequency of baseline pfactice while accompagied related
significantly to pfetreatment levels of depression on the

BDI, the correlation was a positive one (r=.38, p<.05).

2. In the second hypothesis, it was predicted that a nega-
tive correlation would exist between pretreatment levels of

genera1ized_anx1ety, phobic anxiety and depression, and fhe
duration (total, mean} as well as the freqﬁency of overall
practice. As shown in fab]é 21, there were only two signif-
icant correTations. Pretreatment phobic anxiety as measured N
by the Agoraphobia Cognitions Questionnaire, was predictive

of the duration of overall practice while_alone (r="-.46,

p<.01). Agoraphobic cognitione at pretreatment were a1$o <

predictive of the frequency of overall practice whi]e alone
(r=-.36, pz.05). f' (

3. Hypothesis three predicted 2 negative re]atioﬁéhip be-

tween pretreatment measures of generalized anxiety, phobic

X
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TABLE 20

Pearson rs between Pretreatment Measures
and Amount of Baseline Practice

Baseline Practice

DAL DAC XDAL XDAC FAL FAC

Pretreatment

Generalized Anxiety )
3 - PT -0.07 -0.04 0.08 -0.08 -0.05 0.22

Phobic Anxiety

- Fss -0.35% -0.05 -0.10  -0.09 -0.25 0.25
- AGFSS  -0.36* -0.06 0.18 °~ 0.03 -0.31 0.18
- ACQ -0.17  0.20 0.08 0.06 -0.12 0.23
- BSQ -0.06 --0.06 0.08  -0.09  0.11 0.07

Depression - D -0.16 -0.18 0.17 -0.09

-. BDI -0.29 0.12 -0.04 ° -0.02

P
—

*p=7.05 : _
N.B. - DAL = Duration of practice while alon
_DAC = Duration of practice while acco nlnied
XDAL = Mean duration of practice while }a)one -
XDAC = Mean duration of practice whi accompanied
FAL = Frequency of practice while alone
FAC = Frequency of practice while accompanied
PT = Psychasthenia scale of the MMPI
FSS = Fear Survey Schedule
. AGFSS = Agoraphobia Factor of the FSS
ACQ = Agoraphobia Cognitions Questionnaire 4
BSQ = Body Sensations Questionnaire
BD? = Depression scala of the MMPI

.Beck Bepresstensinventory
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Pearson rs between Pretreatment Measures
and- the Total Amount of Practice

74

Total Practice
' DAL DAC  XpAL  XDAC  FAL FAC
Pretreatment
Generalized Anxiety
- PT 0.05 -0.04 Q.06 0.01 0.15 0.11
phobic Anxiety : _
: FSS =0.15 0.03 -0.03 -0.07 0.01 0.24
- AGFSS 0.06 0.09 -0.09 -0.26 0.02 0.19
- ACQ " . -0.46** -0.03 -0.13 -0.14 -0.36* 0.07
- BSQ -0.21 -0.21 -0.13 -0.03 -0.13 -0.10
" Depression - D 0.15 -0.06 0.10 -0.13 _ 0.18 0.1l
' - BDI . -0.07 0.17 -0.10 -0.12 -0.04 0.26
p < .05 **p .01 R
N.B. - DAL = Duration of practice while alone
_DAC = Duration of practice while accompanied
XDAL = Mean duration of practice while alone
XDAC = Mean duration of practice while accompanied
FAL = Frequency of practice while alone
FAC = Frequency of practice while accompanied
PT = Psychasthenia scale of the MMPI
FSS = Fear Survey Schedule
AGFSS = Agoraphobia Factor of the FSS
ACQ = Agoraphobia Cognitions Questionnaire
BSQ = Body Sensations Questionnaire
D = Depression scale of ,the MMPI
BDI = Beck Depression Inventory
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anxiety and depre;sion. and the degree of chan}e_in exposure
Practice. Agatn, only two relationships achieved signifi-
cance, with one of these betng a positive correlation (fab]e
22). Pretreatment Phobic anxiety on the Agoraphobia Cogni-
tions Questionnaire was predictive of the degree of change

in the duration of practice while alone (r=.M1,p..01).
However, there was a positive relationship between the change
in frequency of practice while alone, and pretreatment depress-

Ton on the D scale (r=.3s, p<.05).

(,\-” Part H

The predictiens 1n this section focused upon the
re]ationshfg%between the anxiety experienced.during practice
and the psychometrica1]y'assessed subjective variables of
generalized anxiety and phobic anxiety. THhese are outlined;
1. "Pretreatment levels of generalized and phobic anxiety
are posftively related .to the anxiety experienced during
baseline practice, as wel]l as overe11 practice.” Only three
correlations supported‘thié prediction (Table 23). Anxiety
experienced during pase11ne practice while accompanied,
related to generalized anxiety (r=.38, p<.05) as well as
to phobic anxfety-on the FSS (r=.37, p ..05). The anxfety
experienced during overall practice (whi]e accompanied)

was ralated to phobic anxiety on the FSS (r=.39, p ~.05).
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22

-

Pearson rs between Pretreatment Measures

and the Degree of Change in Practice
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Change in Practice

DAL DAC YDAL  XDAC  FAL FAC
ﬁretreatment g
Generalized Anxiety ) '
- PT 0.07 0.00 -0.21 -G6.09 (.24 -0.17
Phobic Anxiety i
- FSS -0.09 0.26 -0.09 -0.10 0.21 0.06
- AGFSS -0.06 0.19 0.16 -0.00 0.21 -0.87-
- ACQ -0.41**_0,07 0.26 0.18 -0.14 0.02
- BSQ -0.25 0.03 '0.07 -0.04 -0.09 -0.04
Depressiop - D 0.22 ~0.02 -0.12 -0.11 0.36* -0.24
- BDI 0.03 -0.03 -0.06 -0.04 0.18 -0.25
*p £.05 **p .01
N.B. - DAL = Duration of . practice while alone
-DAC = Duration of practice while accompanied
XDAL = Mean duration of practice while alone
XDAC = Mean duration of practice while accompanied
FAL = Frequency of practice while alone
FAC = Frequency of practice while accompanied
PT-= Psychasthenia scale of the MMPI :
FSS = Fear Survey Schedule '
AGFSS = Agoraphobia Factor of the FSS
ACQ = Agoraphobia Cognitions Questionnaire
BSQ = Body Sensations Questionnaire
D = Depression scale of the MMPI
BDI = Beck Depression Inventory

. -



. TABLE 23

apiin

Pearson rs between P}étreatnent Generalized and Phobic Anxtiety,
and the Anxiety experienced during Baseline and Total Practice

» Anxiety experienced during Practice

BAAL BAAC TAAL TAAC

Pretreatment
Generalized Anxiety ’
- PT 0.30 - 0.38* 0:25 0.26
Phobic Anxiety .
‘ - FSS -0.02 0.37* 0.23 0.39*
- AGFSS 0.16 0.23 0.24 0.29
- ACQ 0.21 0.19  0.34 0.29
- BSQ 0.23 0.01 0.11 ¢.09

*p .05
N.B. - BAAL = Anxiety experienced during baseline practice/alone
BAAC = Anxiety experienced during baseline practice/accompanid
TAAL = Anxiety experienced during total practice/alone
TAAC = Anxtfety experienced during total pract1ce/accompanigd
PT = Psychasthenia scale of the MMPI
FSS = Fear Survey Schedule -
AGFSS = Agoraphobia Factor of the FSS
ACQ = Agoraphobia Cognitions Questionnaire
BSQ = Body Sensations Questionmaire



78

2. Hypotheiis two predicted that 6retrea%aept levels of
generalized and phobic aﬁxfety wégé: be negatively related
to the change in anx{ety during prattice. Table 24 out-
Tines the results of Pearson rs. This hypotﬁesis was not
supported by the data. _

3. The third hypothesis here, predicted a positive-rela—
tionship between the reduction in generalized and phobic
‘anxiety, and the change in the anxiety experienced during
exposure practice. The only relationship which supported
this prediction, occurred between the degree of ‘reduction -
_1n phobic anxiety on the Agoraphobiaréactor of the FSS

and the change in anxtfety experienced during practice,

while alone (r=.43, g;:.bl), see Table 25.

Part I

Again addressing the issue of change scores, this
final section dealt with the relationship between the
degree of reduction in the psychometrically assessed
subjective varifables, and thg_change in dura&ioﬁ:and
frequency of practice. The relationship of outcome
generalized anxiety, phobic anxiety and depression to
the amount of change in practice behaviours, was also
addressed. |
1. The first prediction stated that the degree of reduc-
tion in generalized anxiety, phpbic anxiety and depre§sion
- would be positively related to the change in the duration

(total, mean) and frequency of exposure practice. Table



TABLE 24

Pearson rs between Pretreatment Generalized and Phobic Anxiety,
and the Change in Anxiety experienced during Practice

i

»1

‘Change 1n Anxiet} during Practice

CAAL CAAC

Pretreatment T
Generalized Anxiety - BT -0.06 -0.11
Phobic Anxiety - FSS  0.13 ; -0.01
- AGFSS -0.13 -0.06
' - ACQ 0.12 - 0.22

“ )
- BSQ -0.10 = 0.04

N.B. - CAAL = Change {n the anxiety experienced during practice
while alone .

CAAC = Change in the anxiety experienced during practice
while accompanied

-Psychasthenia scale of the MMPI

Fear Survey Schedule

Agoraphobia Factor of the FSS
Agoraphobia Cognttions Questionnaire
Body Sensations Questionnaire

PT
. FSS
© AGFSS

ACQ

8SQ
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TABLE 25 . ~

Pearson rs between the Reduction in Generalized and Phobic
Anbety, and the Change in the Anxiety experienced
during Practice -

I’ ol

Change in Anxiety during Practice

CAAL ' CAAC
Degree of Reduction T
Wan
Generalized Anxiety o
- PT 0.24 ~0.14
Phobic Anxiety- FSS 0.31 0.10
- AGFSS 0.43%* 0.22
- ACQ 0.12 . 0.03 .
- BSQ . 0.24 o 7 0.13°

**p .01

N.B. - CAAL = Change in the anxiety experienced during practice
while alone

CAAC = Change in the anxiety experienced during practice
while accompanied o
€ PT = Psychasthenfa scale of the MNPI
FSS = Fear Survey Schedule
AGFSS = Agoraphobia Factor of the FSS
ACQ = Agoraphobia Cognitions _Questionnaire
BSQ = Body Sensations Questionnafre
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26 indicates that only the change in mean durstion of prac-
tice when alone, correlated significantly with_the reduction
in phobic anxiety on the Agor}phobia Cognitions Questionnairer
(r=.35, p 2. 05). .
2. The second- hypothesis predicted a negitive correlation
between cutcome generalized anxiety, phobié anxiety and
dépression, and the amount df-change in duration (total,
mean) and frequency of expoez;e practice. Table 27 indica-

tes that this hypothesis was not supported by the data.

None of the correlations achjeved significance. LI
* 3. MHypothesis tﬁree predfcted that the duration (total, .

mean) and frequency of total practice, would be positively.
related to the reduction in generalized anxiety, phobic
anxiety and depression. Again, this predictiof was not

- Supported by the data (Table 28). None of the correlations
achie;;d significance. |

4. The final hypothesis predfcted 2 negative correlation
between the anxjety experienced during practice and the
reduction in generalized anxiety, phobic anxiety and deﬁress-
fon. Table 29 out]ine§ the results. Only two correlations
were signi%icant. The anxiety experienged during pracfice
while alone, was predictive of the reduction in bodily sen-
sationﬁ-(BSQ) associated with phobic anxfety (Ef-.35, p<.05).
The anxtiety experignced during practice while acéompanied,
was predictive of the reduction in generalized anxieti"

(r=-.35, p£.05).
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" TABLE 26 .

Pearson rs between the Change in Amount of Practice
and the Reduction in Generalized Anxiety,
Phobic Anxiety and Depression

Change - in Practice

DAL DAC XDAL XDAC FAL FAC

Reduction
Genera1ized Anxiety L
<PT = 0.06 -0.08 0.00, -0.16 -0.14 0.00
Phobic Anxiety. ‘ :
- FSS -0.14 -0.12 Q.03 -0.00 -0.26 -0.19
- ABFSS -0.08 -0.07 0.13 .00 -0.23 -0.12
’ - ACQ -0.10  0.08 0.35% 0.22  0.01 -0.19
- BSQ -0.01 -0.10 0.08 -0.00 -0.06 -0.17
Deprgssfon -D -0.09 0.01 0.05 -0.01 0.32 0.07
- BDI -0.04 0.07 -0.27 0.08 -0.21 0.09
‘ *p £.05 o * .
N.B. - DAL = Duration of practice while alone
DAC = Duration of practice while accompanied
XDAL = Mean duration of practice while alone
XDAC = Mean duration of practice while accompanied
FAL = Frequency of practice while alone
FAC = Frequency of practice while accompanied
. pf = Psychasthenia scale of the MMPI
FSS = Fear Survey Schedule
AGFSS = Agoraphobia Factor of the FSS
ACQ = Agoraphobja Cognitions Questionnaire
BSQ = Body Sensations Questionnaire '
D= Depression scale of the MMPI .
BDI = Beck Depression Imventory Y
_ o 4
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TABLE 27

Pearson rs between the Change in Practice

and Qutcome Measures -

-

3 o

Change {n-\Practice

.

Beck Depression Inventory

DAL pAC  RpoAL  YDAC  FAL FAC
Qutcome Measures ’ - _
Generalized Anxiety T - T .
© - PT 0.13 -0.06 -0.18 * 0.03 0.13 -0.10
Phobic Anxiety . ‘ )
‘ - FSS  -0.20 0.19 0.00 -0.07 -0.05 -0.11
- AGFSS -0.17 0.11 0.01 0.17 ~0.05 -0.23
- ACQ _-0.21 0.02 -0.09 -0.06  0.09 -0.17
- BSQ -0.23 -0.07 -0.05 -0.04 -0.15 -0.20
Depression - D 0.11 -0.01 -0.16 -0.09 - 0.03° -0.15
. - BDI -0.00 0.02- 0.03 -0.24 -0.00 -0.20
&
N.B. - DAL = Durdtion of practice while alone
‘ DAC = Duration of practice while accompanied
" XDAL = Mean duration of practice while alone
XDAC = Mean duration.of practice while accompanied
FAL = Frequency of practice while alone
FAC = Frequency of practice while accompanied
PT = Psychasthenia scale of the MMPI
FSS = Fear Survey Schedule '
AGFSS = Agoraphobia Factor of the FSS
ACQ = Agoraphobia Cognitions Questionnaire
BSQ = Body Sensations Questionnaire
D = Depression scale of the MMPI
BDI =



TABLE 28

Pearson rs between the Total Amount of Practice

Phobic Anxiety and Depression

and the Reduction in Generalized Anxiety,

84

XDAC

DAL - DAC XDAL FAL  FAC
Reduction
Generalized Anxiety i -
- PT 0.21 -0.07 -0.00 -0.04 0.3},f97ﬂ0\\\\
Phobic Anxiety -
- FSS 0.01 -0.17 0.16 . 0.03 0.00 -0.12
- AGFSS 0.07 -0.01 0.25 0.14 -0.00 -0.01
- ACQ 0.16 -0.06 = 0.02 0.08 -0.16 -0.07
- BSQ -0.'17 -0.21 0.01 0.10 -0.04 -0.19
Depfession -D " 0.23 0:08 0.21 0106 0.13 0.10
- BDI .01 0.23 0.08 0.11 -0.06 0.20
N.B. - DAL = Duration o?‘practice while alone
DAC = Duration of practice while accompanied
XDAL = Mean duration of practice while alone
. XDAC = Mean duration of practice while accompanied
FAL = Frequency of practice while alone
FAC = Frequemwey-af practice while accompanied
PT = Psychasthenia scale of the MMPI
FSS = Fear Survey Schedule -
AGFSS = Agoraphobfia Factor of the FSS
ACQ = Agoraphobia Cognitions Questionnaire
BSQ = Body "ensations Questionnaire ' -
D = Depression scale of the MMPI '
BDI = Beck Depression Inventory

"‘.
~
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-TABLE 29 -~

I~

Pearson rs between the Anxiety expérienced during Practice
w 2nd the Reduction in Generalized Anxiety,

Phobic-Anxiety and Depression

.r | ﬁk"’,/’

AAL ‘  AAC g
Reduction ' '
Generalized Anxiety - PT -0.33 -0.35*
< -
Phobic Anxiety - FSS -0.31 -0.31
‘. - AGFSS -0.26 -0.21
- ACQ -0.12 -0.13
- BSQ -0.35* -0.34
Depression -D -0.19 -0.08
'Y - BDI 0.00 0.05
*p~..05 ~
N.B. - AAL = Anxiety experienced during practice while alone
AAC = Anxig?? experienced doring practice while accompanied
PT = Psyochasthenia scale of the MHP;
FSS = Fear Survey Schedule
AGFSS = Agoraphobia Factor of the FSS
ACQ = Agoraphobia Cognitions Questionnaire
BSQ = Body Sensations' Questionnaire
D = Depression scale of the MMP1
BDI = Beck Depression Inventory



CHAPTER IV
DISCUSSION.
_,_;.--——-" The primary focus of this archival study involved the
relationships between amount of practice, symptom severity,
outcome status and positive chénge. However, prior to a

discussion of the results ‘regarding these relationships,

the issue of

Si

eatment outcome must first be addressed.

efficacy of in-vivo exposure to feared stimuli
has been repeatedly demonstrated in we]]-coﬁtrol]ed studies
(Watson et al., 1973; Mathews et al., 1981; BarTBw)et al.,
1870; Emmelkamp and Wessels, 1975), the author proposed
that these findings should genera11zg to the present gtudy.
in which in-vivo. exposure was_utilized and similar /\kure-
ments made. "The results of repeated méasures aq;liﬁgjsaf
variance (ANOVA) indicated significant reductions at post-
treatment in all measures of generalized anxiety, phobic
anxiety and depression. Similarly, the prediction that there
would be no sfgn1f1cant sh{ft in locus of control from pre

to posttreatment, was supported by the data. Thus all of the

£ hypatheses regarding treatment outcome were verified. Since

,

. ~ ‘
the geqiiil/pattern of results found in controlled studies

has been precisely verified in this clinical sample, the
generaltizability of findings in the present study is enhanced.

Although the efficacy of specific treatment stgges

86



87

_—‘“:T—"' | .
cannot be separated out, anecdotal evidence suggests that
the relaxation phase of the systenati; desensitization, *
Played a major role in the redyctﬁqnﬁof avoidance beha-
viours. TP1s finding was a]so feported by L1ndef (1981)
whg stated that '311 patients reported the impression
that ... the relaxation exercises ... were a helpful proce-
dure which lent itself well to transfer to the in-vivo
:'practice sessions.” Subjects in the present study, reported
\ythat the control whiéh'waé'afforded by the relaxation tech-
iniques, provided‘ihem with the opportunity to experience
decreased anxiety while still in the feared situation. This
a}so led to 1ncre£§ed.perceptiod; of self-efficacy. The
relaxation training E:; tke adéﬁtional function of providing
the gubjects with a coping méchanism in the face of panic
_attacks. This was reportedly quiie facilitative duri&é
exposure, in t;rms of énxiety réauction in-vive. The prob-
ability of continued attempts at exposure practice therefore
may have been increased.

Another factor whfch reportedly infTuented behaviour
during treatment, was the Agoraphobia Group Contract. Sigce
the agoraphobic's primary tendency is towards avoidance, thesg
contracts required a committment to the program which might

otherwise quite easily be broken if no agreement were to

be signed. Again, Linder's {1981) findings concur with
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those of the present study. His patients'reported thgt the
contracts were "essentfal to béhavioura] improvement™ and
- "a forum from which to Fpproach firm patient commitment."”
Although such anecdotél evidence is 1ntergst1ng” fur-
the?_cohsiderat@ag of contributing factors to the observed
treatment effectiveness is a major point for conéideration;
Here, the relationship between practice and other psychomet-f
rically assessed subject1ve varfables was investigated.

The results are discussed in the following section.

Contributing Factors in Treatment Effectiveness

In spite of the widely held belief that aﬁount of prac-
tice is dﬁrgctiy re{ated to treatment outcome, (Stern and
Marks, 1973; Mathews et al., 1981; Rapp and Thomas, 1982),
the present author. found no relationship between these
variables. This finding was remarkable and consistent.
Specifically, neither mean duration,total duration nor fre-
quency.of practice, were predictive of outcome status. It
wil1 be recalled that a1though'unexpected, Mavissakalian and
Michelson (1983} also found no relationship between amount
of practice and outcome status. These authors offered no
clear explanation for these unusual findings. One could —
propose that since most of the outcome variance is accounted.

for by pretreatment scores, the existing positive correlation -
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between pre and posttreatuent measures of generalized anx-
iety, phobic anxiety and’depression (Table 18) could account
for the lack of a relationship between amount of practice
and outcome status. However, outcome score£ are not change
scores, which do take into account the amoa;p of variance
zin pretreatment scores. If amount of practice is indeed
A major determinant of positive butcome, then this should
be reflected in the refat1onsh1p between the amount of
practice and the degree of reduction in generalized anxiety,
bhobfc anxiety ind depression. The results did not §ﬁpport
this latter predictidn (Table 28). However, it is possible
thai the amount of change in practice behaviours could elu-
cidate the role of this variable. Correlations which were
performed to test the Eelationsh1p between the amount of
change in practice behaviours and outcome measures, indica-
ted that the;e variables were not significant]y-reiated. In
addition, the reduction 1n generalized anxiety, phdbic anxi-
ety and depression was in"most cases, not sfgp1f1cantiy
related to changes in practice behaviours. These findings
regarding exposure practice, suggest that duration and fre-
quency of practice are not major determinants of either
‘treatment outcome, or therapeutic change.

If this is so, then the particular aspect of in-vivo
exposure which facilitates improvement, is left to be

t
discovered. Here, Mavissakalian and Michelson (1983) again

-
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reported an interesting finding. They stated that of atll

the practiié variables, the anxiety experienced during prac-

tice was. most predictive of outcome status. The present .-

author 1nvestigated this finding. The resuIts'iere egain
consistent and'remarkab1egithe anxiety experfenced during -,
Practice was positively related to all outcome measures of
generalized anxiety, phobic anxiety and depression (Table-
14). These resultg suggest that individuals who. experience
less anxiety during practice, present ‘more favourably at
outcome. Since the agoraphobic has bee;.described as sen-
sitive te bodily sensations, they would more than Tikely

be very much aware of the interoceptive cues associated
with fear/anxiety. These cues are often intg;preted as
preTudes to 2 panic attack. According to Mowrer's theory
these cues have now become conditioned stimuli for the
occurrence of panic. The agoraphobic's tendency to subse-
quently avoid the aversive situation is then negatively
teinfcrged (and therefore maintained) by the resultant

alleviation of fear. Clearly then, if the occurrence of

anxjety were inhibited (via relaxation),the cessation of .

avoidance behaviour would be facilitated, possibly reducing
the amount of anxiety as well as depression at posttreatment.
Although the anxiety exper1enced'dur1ng practice has
proven predictive of t;eatment outcome jn this and Mavissa-
kalian and Michelson's (1983) study, questions remain regard-‘

. ) :
ing other potén%iaT contributors to both outcome as well as
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increased practice. 1In terms‘of exposure practice, this
author predicted that individuals who 1nitially practiced
more, would continue to do so throughout creatment. The
results indicated that thic is genera1]y.1f not consistently
true (Table 15). The most significant and consistent rela-
tionships existed between baseline and overall mean duration
of practice while accompanied. Agoraphobics ‘therefore ten-
ded to be consistent in the average amount of time spent per
outing, as well as in the frequency {when accompanied) of
their practice outings. These results suggest that baseline
indicators of phobic avoidance or,pr&ftfce behaviours could
provide a therapist/invescidator with some indication of a
subject's level of practice throughout the prospective treat-
ment program. This finding leads to a further 1nvest1gat{on
of baseline practice as a possible predictor of outcome
status, as well as the degree of redhction in agoraphobic
symptoms. The results did not support the predicted rela-
tionship between baseline practice and outcome. Duration
and frequency of baseline pract1ce were not significantly
related to treatment outcome (Table 16). On the other hand,
the mean duration of baseline practice while alone, was
related to the amount of reduction in agoraphobic anmxiety,
which was measured by the Agoraphcbia Factor of the Fear
Survey Scheﬁu}e. as well as the reduction in depression

meiégred by the D scale of the MMPI. Specifically, subjects

-
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who 1n1f1a11y spent n&re time per outing, also showed a
greater redgction in agoraphobic anxiety and depression.
Hoiever, siﬁée no other relationships between basel#ne and

change variables were demonstrated, a\consistent-pattern
cannot be said to exisf. The available {nformation.on
baseline practice {; this study indicates that its ﬁreatest
utility s as a predictor of the overall amount of practice
throughout treatment. - l

In addition to baseline indicators of phobic avoidance,

other pretreatment measures of symptom severity were also
studied. P;etreatment levels of generalized anxiety, phobic,
anx1et} and depression were examined in terms of their rela-
}1onsh1p to themselves as well asito the practice variables. -
As mentioned previously, the resu]és indicated positive
relationships between many Ef the pre and posttreatment .
scores_(Table 18). Not surprisingly, agoraphobic individuals
who suffered more severe symptomatoliogy initially, also ten-
ded to be worse off at ocutcome, thqs supporting the predicted
relationship. However, the subsequent prediction that pre-
treatment scores w6u1d be negativeTy{fgrre1ated with reduc-
tions in generalized anxlety, phobtcjanxiety and depression,
bore 1pterest1ng resuits. It was found that although many

- of the pretreatment and change scores were indeed signif-

Tcantly related (Table 19), these relationships, with one

exception, were all positive instead of negative. Apparently,
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in spite of the fact that more severe synptois_at pfétreat-
ment are often predictive of poorer outcome status, it seems
that agoraphobic jndividua!s who experijence greatér pretreat-
ment anxiety and depression also tend to show 2 greater re- |
duction in these symptoms at poéttreatméht. It should be
noted that the_only negative ;elationsbip existéd between
generalized anxiety and agoraphobic cognitions associated
with phobic anxiety. Here, agoraphobics who were more anx-
ious at-pretreatnent, demonstrated g smaller reduction in
agoraphobic cognitions. Nevertheless, the overwhefm1ng
positive relationships between pretreatment and change
scores were unexpécted and thought-brovok1ng. Since these
Epretreatment scores are predictive of change, one might
wonder whether they are also related to any of the practice
variables. The results indicated that neither baseline
practice, overall practice nor the cﬁange in practice
throughout tréatment, were consistently predicted by pre-
tregtment levels of generalized anxiety, phobic anxiety

and depression. If one accepts the'tenet that amount of
practice is unrelated to treatment-outcome, then it is not
surprising that duration and frequency of practice are also
for the most part not significantly related to pretreaément
tndicators of ago;aphobic symptomatology. However, sinceth
anxiety_ experienced during practice is a consistent indicato
of treatment outcome, and since pre and posttreatment scores

are correlated, this anxiety should also be related to the



94

preireatment scores.  Investigation of this predict1on-ré-
sulted i{n the fifding that agoraphobfcs who 1ntt1a11y expe-
rienced more anxie y during practice whiie accompanied, .
also had higher levels of pretreatment generalized .and
phobic anxfety measured by the Fear Survey Schedule. Simi-
larly, indivi@wals who experienced more anxiety during
practice (qpiie acﬁompanied) throughout the treatment, also
hqg Higher pretreatmeqt phobic anxifety scoreg on the Fear
Su+vey Schedule. Althﬁugh not overwhelming in their levels
of significance, these results are 1hteresting from the
point of view that they support the previous find¥ng regard-
Ing the relationship between anxiety d:r1ng practice and
outcome status. Thus, the amount of anxiety experienced
during practice was not only predictive of outcome, but was
also predicted by certain pretreatment levels of generalized
and phobic anxiety.

Yet further investigation into the predictive value pf
anxiety levels, indicated that pretreatment generélized and
phobic anxifety appear almost totally unrelatéd to the change
in anxiety during practice. In addition, the reduction in
generalized and phobict anxiety from pre to posttreatment
was with one exception, not significantly related to the
change in anxiety during practice. The only significant
correlation existed between the reduction in agoraphobic

anxiety measured by the Agoraphobia Factor of the Fear

1

~
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Survey Schedule, and the change in anxfiety dufing practice
while alone. For the most part hoievgr.-these change vari-
ables were not significantly related. The final question
which was posed regarding changes in aniiety;_addressed the?\_
1ssue of anxiety reduction from pre-to posttreatment, and.the
total amount of anxiety experienc during practice. Here,
tﬁe‘predicted negative re]ation{gzg between these variables
was supported by only two correlations. Agoraphobics who
experienced more anxiety during practice while alone, -also
showed smaller re&uctions in bodily sensaffons related to
phobic anxjety. Similarly, those who were more anxious
during practice while accompan1ed; experienced less reduc-
tion in generalized anxiety. The 1nconsistenéy in the N
results pertaining to change scores in gnxdety leads to the
conclusion that in spite of the fact that the anxiety expe-
rienced during practice was remarkably predictive of outcome
status,.this anxiety was not genéral]y reflective of the
amount of reduct1oﬁ tn the psychometrically assessed wari-
ables of generalized and phobic anxiety. |

' The results of this study point to one major question.
What aspect of in-vivo practice actual]y'enhances treatment
effectiveness? The behaviourists postulate that the effect

of in-vivo treatment {s reduced in the absence bf practice

between treatment sessions (Mathews et ai.,'1$81). Further- -
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more, they believe that practjce is actually the main
determinant of butcshe (McDonald et al., 1979), and that
1oh§er practice exposures are more effective tWan shorter
ones (Rapp and.Thomas, 1982). The preseﬁt'study however,
found that whereas the amount of practice was unrelated
to treztment oﬁtcomé, the .anxiety which was experienced
-during practice predicted outcome staFus. This was é]so
éhe unexpected finding of Mavissakalian and H1che1;on
(1983). Thgﬁe results challenge the tenet of the beha-
viourists that the amount of pract#ée is crucial as a
determinant of outcome, and lead to a consideraiion of

the possible mechanisms operating in exposure practice.

Processes Operating in Exposure Practice

The anecdotal data discussed earlier in this chapter
indicated that many of the agoraphobic patients attributed
their success or subsequent symptom reduction to the effec-
tiveness Af relaxation exercises. Specifically, these
exercises were reportedly effective in the inhibition of
phobic anxiety, thereby faE111tat1ng exposure practice.

If these subjects are correct in their estiﬁation, then

the findings regarding the significant and consistent

relationship between anxiety during practice and outcome

-
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status are further supported. -However, the egact role of
this anxiety is yet to be clarified. According to the
agoraphobic subjects, the reduction in anxiety during
Practice acts to enhance that exposure. This claim has
,nJE been clearly de@oﬁstrated in the past, with researchers
.Such as Butler et al., (1984) stating thet "1t_has not been
"previously shown that...ways of coping with anxiety...add
significantly to the effects of exposure. " Nevertheless,
these authors were able to show 1n their own study, that
.the combination of exposure and anxiety management is more
effective than the combinetion of e;posure and a. nonspeci-
fic associative. therapy.ﬂ Although the co 1natioﬁ of
exposure and anxiety management might be effective Butler
et al., (1984) remained undec1J;E_;Eeut the_reasons for
thie superior_é%ficacy. They.suggested that anxiety man=
agement might aE}_either by encouraging exposu}e; or through
specific effects Of its own. For example, there could be

2 cognitive element operating here. where, the subject's

percepttons of increased contro] over the occurrence and .
“severity of phobic anxiety, act to enhance self- efficacy.
This is quite conceivable, since the success of
systematic desensttization has been,pﬁbyiously attributed
-at least partially to the cognitive‘control that relaxation

tecﬁniques afford’ (Seligman, 1975). 1In support of this,

A7

Se]igman noted that. 1n cases where relaxation was “a volun-
) . .
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-~Jtary and active process, when the patient strongly be]ieveé
that he had control over his anxiety,” then the relaxation
techniques were more effectiie. ‘The implication of this
statement for phobics 1n general and agoraphobics in par-
ticular, are obvious. Since a Tack of predictab111ty'anq
Controllabiltty contribute greatly to the observed maladap-
tive behaviour, as well as to the negative emotional,
motivational and cognitive changes seen in phobiés, then
any experience of control (whether actual or just perceived)

-~

shou}q facilitate fea}/anxiety reduction and enhance\out-
AN ¢ -
come status.

It should be noted that in the treatment progfam to
which subjects in the present study were exposed, efficacy
se1f4statemgnts such as "I can coﬁtrol my anx1gty“ were
€ncouraged, and cognitive restructuring in terms of redu-
cing negative or ma]adaptive self-statements and cognitive
"sets", was done. However, since measures of cognitive
changes (in terms of se]f—eff1ca;y) were not available
for many of the subjects and was only incompletely so
for others, this data could not be 1ncorporaféd. Even if
the data were“complete and sigﬁ1f1cant cognitive changes
did Bccur, it Qou]d still be extremely difficult to objec-
tively determine which aspect of the program was respon-

sihle for these'changgs. Was it the inhibition of anxiety
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'dur1qg/pra;t1ce,'the duration of practife or the 1hstrgct10n
to replace negative self-statements with positive ones?
Since there are cognitive effect§ of exposure ttself, which
one could not easily separate out from direct attempts at
cdhnitive restruéturiﬁg,'this question you]d be difficult
to éiswer. . pe |
Whatever the mechanisms operating here,-it might be
suggested that in the present sample, longer and more fre-
quent exposures did not necessarily facilitate symptom

reduction. This observation could be explained by Eysenck’'s

"incubation hypothesis™ 1in whicﬁ'exposure to the conditioned
stimulus (CS) is followed by a conditioned response (CR)

which is noxious (i.e. fear) ahd therefore strengthens itself.
According to Eysenck (1968) conditioned fear responses such

as those seen in agoraphobic individuals, are a special in-

stance of classical conditioning. Here, the CS (e.g. a mall)

elicits a CR (fear) which has taken on some of the associative

N Properties of the UCS (panic).

response tends to strengthen or at least maintain itself. This

As a result, this noxious fear

1s especially so in cases where exposure to the CS is not over
a sufficiently long period of time to allow the fear to recede.
It is quite possible theréfore, that even those subjects who
spent“longer"periods of time practising, did not remain in

tHe situation long enough to directly effect symptom reduction.
On the other hand,it could be postulated that perhaps in thera-

pies which utilize desensitization techniques (e.gq. reciprocal
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inhibition), the duration of practice is not as important
2s the re&uction 1n anxiety that is experienced during prac-
tiée. In fact, the observed treatment qutcomeAmidht be
partially due £o an "all at once" as épposed to gradual reali-
zation that previously phobic sTtuations are not to be feared
since control over thg_occurrence of anxiety is possible.
This phenomenon has been described by theorists such as Guthrie,
who proposed that in some instances, learning is complete on
one trial. |
Sipce a major goal of systematic desensitization was the
inhibition of fear responses by the introduction of contiguous
re]axation'responses, it is not surprising that individuals.who
experienced .less anxiety in-vivo also showed less phabic symptoms
at posttreatment and greater amounts of change from pre to post-
treatment. However, due to a lack of information regarding the
effectiveness and frequency of relaxation techniques™ in-vivo,
a definite relationship with reduction in fear responses cannot
be estabTishéd. Anecdotal evidence nevertheless suggests tha:
relaxation responses do positively effect symptom reduction.
Again, whatever the underlying mechanism, the observed relation-
ship between anxiety in-vivo and chanée/outcome status remains.
It might be suggested that the "good" patient is not necess-
arily the one who practices more than 1is typicaf . Some pat1ents
who are succesful 1in terms of anxiety reduction may practice less,
but receive greater benefit from’the treatment The predictive

,/’

value of anxiety levels dur?ng practice could conceivably be -
L
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utilized in fugﬁ;g treatment programs, as a possible indi-
cator of treatment outcome. However, further research into
the processes qperating during in-vivo exposﬁre }s necessary,
to elucidate ;ﬁé understanding of its effects during treatment.
| Ex ﬁost facto research has been éuccessfu]Ty utilized in
many social scientific inquiries. Caution nevertheless needs
to be exeﬁcised in the making of causal {inferences and global
generalizations, due to the inability to manipﬁ]ate indepen-
dent variables, lack of randomization and risk of impropgf
interpretation. These are inherent weaknesses of the archival
method. Despite this, much ex post facto research must be .
done in the social sciences, since many keseérch problems
(and in particular much of clinical research) do not lend
themselves to experimeﬁtal inquiry. Since the pattern of o
results found in well-controlied experimental studies was

precisely replicated here, the severity of any limitations is

~significantly reduced. The value of this method has been

outlined by Kerlinger (1964) who stated that "it can even
be said that ex post facto research is more important than
experimental research...since...the most important social
sciéntific and educational research problems do not lend -
themselves to experimentation." The findings of the present
study are interesting and likely of significant clinical
utility. Furthermore, the application of these findings

to future experimentation and clinical inquiry would

greatly underscore its value.
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AGORAPHOBIA GROUP COKTRACT

Purpgose: To ensure maximal attendance at Agoraphobia Group
. sessions, to accept responsibility for my actions,
: to accept responsibiliity to the group therapists -
and group members, and to increase the probability
of compliance with goals which are establiished to
- alleviate agoraphobia. .

T

Having worked extensively with the compiex problem of
agoraphobia in the past, it has been found necessary to
implement the following.

I, » wphile a client/patient in

the treatment progr for agoraphobia agree to comply with
the following: (%E

i) 1 will make eveAy effort to attend as many sessions as
possible as I recognize that my participation in the
Program is essential in order to overcome the difficulty.

i1) If, howeve I am unable to attend, I will call and speak
to Dr. Ross or Jeave 2 message with the secretary for him
prior to the 10: sessfon indicating my inability to
participate on. that™day.

ifi)I am aware that failure to.make the therapists and other
group members aware of my lack of attendance is irrespon-
sible on my part and is disruptive to the group procedure.
As a result, I accept that faflure on two occasions to
call {n prior to non-attendance will result in me being
- asked to voluntarily withd\aw from the group (subject to
the decision of the therapists and group members).

1v) Knowing that group goals and homework assignments, while
sometimes difficult, are in the best interest of allevia-
tion of the agoraphobia, I agree to put forth my best effort
to complete all group and individualiy assigned tasks. If
I do not complete them, I agree to discuss with the group
/N\\__ my rationale for not doing so.

Having read and understood the abeve, I will abide by the u
guidelines of this agreement.

Signature of gréup member
Signature of Psychologisat
Signature of Intern

Date:
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This program was devised by Dr. William G. Ross. A
group approach was implemented, with Dr. Ross and various
graduape students/psyéhoIogy interns acting'as co-therapists.
Each group ﬁas treated once weekly in .two-hour sesstions.
These meetings Jasted approximately six months; and were
fo11owed by six once-a-month follow-up meetings.

Throughout the treatment phase, 1n&1v1dua1 or group
problems might have occurred which needed immediate atten-
tion. As such, talk sessions were occasionally interspersed
between exposures for purposes of ventillation and continued
group cohesion.

The obvious goal cof any treatment program for agoraphobig,
would be the alleviation of phobic anxiety, and the resuitant
céssation of behavioural avoidance. This program was deve1-<::i—

oped with these goals in mind, but also considered changes in
self-efficacy, locus of control, generalized anxie{;'and de-

pression.

It should be noted that although 1ndividua1 psychotherapy
was not a part of this treatment prbgram, géoup members were
allowed to express any feelings or thoughts that they might
have had concerning the program, outings, therapisfs, volun-
teers etc. _In addition, personal concerns such as marital,
family, intefperspnaT or medical problems, were discussed
within the group. 1In the event that participants weré not
decreasing avoidance behaviour, they were usually confron-

ted by the therapist or co-therapist, who pointed out their
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avoidance téchniqueé. Occasionally, dfﬁtr group members
might concur, and exert additional pressure on the trans- °
gressor. It was also stressed throughout the program that
set-backs were to be expected, and that in order to facili-
tate therapeutic change, fhese ;et-backs must be accepted
and tolerated. The seven program steps are outlined below.
A temporal progfim gescript1on is available in the Method
section.

A - Orientatton/Education: Injtial sessions involved general

fam111$rizat10n with the agoraphobic syndrome. In addition,
this orientation afforded clients a chance\tgggfcome familiar_
with others suffering from the same disorder. A conceptuali-
zation ;f agorapho&ia in terms of Mowrer's two-factor theory
of the acquisition (via classical conditioniné) and mainten-
ance (vii operant conditioning) of phobic anxiety, was also
explained. This gave subjects a framework from which to
view their symptoms. An outljne of the program was also
given verbally to participants.
~

% .
B - Didactics: This actually occurred throughout the program,
and involved group diﬁcussicns and individual testimonies
of group members' experiences with agoraphobic symptoms.
This was aime& at developing group identity as well as

affording further familiarization with agoraphobia as a

L o
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syndrome shared by many others.

C - Relaxation Training: .An important component of §ystema--

tic desensitization, relaxation training was introduced as-

a coping mechanism or inhibitor of the occﬁrrence of anxiety.
Deep muscular relaxation exercises were initially taught and
practiced for some weeks, foI]oued\by autogenic Eelaxation.
Subjects were taken through the relaxation training with a
decreasing time component, in an effort to facilitate {ts

use in a wide variety of situations/places. Déwp muscle relax-
ation involves alternate tensing and.re]axation of various
muscle groups. Autogenic relaxation ut111ies {magery, and

was offered as an alternative whose use was not as restricted

as the muscular relaxation.

D - Further Didactics: Primarily for purposes of ventiliation

prior to the goal setting and exposure phases.. Anticipatory
anxiety was discussed and the effectiveness of the relaxation
techniques, in terms of affording controllability, was consid-
ered. Instructions for individual goal ;etting were aTso.
given here, in preparation for the next stage. The determina-
tion of individual goals was done at home, dur1ﬁg‘the week

betwegn stages D and E.

E - Individual Goal Setting: In preparation for individual
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exposure to varjous phobic stimuli, each subject was required
to 1ist in order of difficulty, a minimum of 10 anxifety-
Provoking situations. This was the hierarchy to be used
during desensitization. Subjective ratings of anticipatory
anxiety were also made for each feared stimulus (see Appendix

D).

F - 6roup Exposure: Certain places/situations which commonly
IS

generate fear’in many agoraphobics (e.g. shopping malls,
elevators, high places, standing in 1ine) were visited by

the entire group. On the basis of research regarding models,
therapists and ex-agoraphobic volunteers accompanied the
subjects to theée places. %he ex—agoraphobi; volunteers were
introduced just prior to the first group outing. They were alj
graduates of this program, who were requested Eg describe their
experience with agoraphobia, as well as their éventua] success,
to'current group members. Therapists and volunteers were

later phased out, and subjects became support systems for each
other. Subsequent to each outing, discussfons regarding
clients' performance were held! Here, attempts at cognitive
restructuring, in terms of expectations of se]f-efficaéy,
perceptions of control]abi]ify, correcting incorrect self-
statements etc., were made.

»

G - Individual Exposure: Usually the most difficult stage,
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subject; attempted tg achieve their {ndividual goals in a

. b
systématic and consistent fashion. Behavioural diaries

and target sheets were kept for daily red «f activity, or
a Tack thereof (Appendices A and E). ﬁE?!:atjon practice
was also supposed to be recorded'and monitored dafly.
Subsequent to the treatment phase, follow-up meetings
¥ere scheduled once monthly for the next s1x months. Here,
subjects gave 1nformation regarding progress. Where necess-
ary, other individual problems (which surfaced subsequent

to the removal of the agoraphobic symptoms) were discussed.

L
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On this sheet you will find designated space to record fifteen goals or items
which you wish to accomplish in order to help alleviate the agoraphobia. = Your task
is to rank order a minimum of ten and a maximum of fifteen goals ranging from one
which is very simple and can be said to create no appreciable anxiety, to one which

is very difficult and which, on a scale from® - 100 would score, near to or, 100
(maximum anxiety). ‘ o~

-

Each goal that you record should be specific so that you ¢an directly confront
it. Please avoid ambiguity. For example, "riding 10 floors alone in an elevator”
is a specific goal whereas "riding in an elevator " is not. Also, try to make the
units of difficulty or steps between goals roughly equivalent so that you are
able to move from one goal to the next without too much anxiety.

Goal _ - _ . Level of Difficulty
15.

14.
13.

12.

11.

- 10.
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zet. Progressshould lead 1o the chart’sheing completed along adiagonalin-
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