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ABRSTRACT

The aim of the thesis is three fold: a-To develop a new
questionnaire that measures amiety in terms of four components
(feeling, cognitive, behavior and somatic). b-To investigate the
relationship between feeling and cognition with regard to anxiety. c-
To identify, with the application of Three Systems Theory, the most
salient component of anxiety in each of the DSM-III anxiety disorder
sub-classzifcations and to evaluate the validity of DSM-III anxiety
disorder sub-classifications.

a-In order to assess the level of anxiety, I have developed a new
Four Systems Anxiety GQuestionnaire (F?AQ). FSAR incorporates a feeling
component along with the behavioral, somatic and cognitive components.
A psychometric evaluation (reliability and validity levels) of the
questionnaire was found to be satisfactory.

b-Another aim is to reconsider one of the tenets of cagnitive
therapy that cognitive appraisals are the necessary preconditions for
the emergence of feeling. Such a view assumes that feeling is merely an
epiphenomenon of cognitive processes. This research establishes,
however, that feeling and cognition appear to be relatively independent
systems and that their modes of interaction are influenced by the
personality structure of the individual. This conclusion was cbtained
by using thé FSAG on university students and varinus’categaries of
anxiety patients. In particular, the research compared the scares on
the feeling and cognitive components of both males and females,
obsessive-compulsives and rest of the DSM-III anxiety patieﬁts.

c~ A further aim of the reseach was to examine the DEM-III anxiety

disorders classification from the Three Systems Theory’s point of view.



The Three Systems Theory proposes that anxiety has three relatively
independent components: cqgnitive, behavioral and samatic. In the
various anxiety sub-classifications of DSM-III one or other of these
three components dominates. YThe other pwpose of ay research was to
consider each of the DEM-III anxiety disorders separately'and to
determine which of the three components plays the major role in the
manifestation of the particular syndrome.

In general, the results indicate that each amtiety disorder is
indeed characterised by a different profile. An anticipated outcome of
this research is that a8 clinician will be able to identify the main
component of anxiety in a particular syndrome and hence select most
appropriate treatment.

The results of this study support DEM-II1 classification of
amiiety disorders into two main categories of phobic and non-phobic

{i.e, phobic and anxiety states).
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INTRODUCTION

frviety is a ubiqﬁitaus phenomenon. Harlow (1983) estimated that
30 to 40 % of the general population had an anxiety problem sometime in
their lives. Five to 10 % of the general population (SBheehan, 1978) in
fmerica suffer from various anxiety problems . Sheehan (1978) wrote
that approximately 10 to 15 percent of all patients seen in general
medical practice in America were anxious, hypochondriacal, hysterical,
Qbséssive or fearful. In Britain in 1978 avef 25 million benzodiazepine
(the most commonly used anti-anxiety drug) presciptions were dispensed
(Inst. for the study of drug dependence, 1982).

Because of the prevalence of anxiety a number of clinical
peychologists and psychiatrists have twned their attention to various
anxiety related problems with the purpose of finding the most effective
treatment for anxiety. One such attempt came from Lang in 1971,
Extrapolating from thie work Rachman and Hodgson (1974) proposed the
Three Systems Theory, according to which ansiety comprises three
loosely coupled components: verbal (cognitive), motoric (behavioral)
and physiclogical (somat%c). Furthermore, the three components are
capable of relatively indepe;dent functioning. This approach regards
affect {(feeling) as a part of the cognitive component.

The focus of the present study is three%old:

A— An investigation of the relationship between éagnitinns and
atfect (feelings), with f;ference(to anniety.

B- Within the framework of the Three Systems Theory, an
investigation of the most salient cmmponeny of anxiety'in each anxiety
disorder sub-category of the Diagnostic Statistical Manual Third
Edition (DSM-III). Also, an evaluation of the validity of anxiety

disorders claésification in DEM-111.



C~ The development of a new anxiety questionnaire,

The first aim is to investigate the relationship between cognition
and affect (feeling) in amtiety. The nature of this relationship is not
clear as indicated 4ram‘£he ongoing comtrmv%rgy in current literature
(Hollandsworth, 1986). In this study it will be argued that for
clinical purposes, at least, affect should not be considered as an
epiphenomenon within the domain of cognitions. Affect and cognition
should be regarded as interacting but relatively independent
components.

The positing of a fourth component (affect) suggests a need for a
revison of the Three Systems Theory and the assumptions of cognitive
therapy. It alzo implies the need for the development of a new
gquestionnaire which measuwres anxiety in terms aof fow components,

The inquiry intoc the relationship between affect and cognitions,
may in the first instance be conceived as re}ating to psychology in
general. However, it has strong implicstions for clinical psychology
in terms of the selection of the most appropriate treatment package for
patients with anxiety problems.

The second aim of this study is to identify the most salient
component of anxiety in aﬁ;h of the anmdiety disorder sub-categories in
DEM-III using Three Systems fﬂemfy, and to examine the validity of
these anviety disorder sub-categories. The investigation of the
manifestation of anxiety disorders from the‘Three Systems Theory
point of view, has direct relevance to‘clinical psychology, as it is
used in the assessment, classification and treatment of anxiety
disorders,

'I will proceed by examining the main gpproaches té anxiety in
peychology and the Three Systems Theory perspective. Then, I will
discuss whether affect should be treated as separate from cmgnitién.

Finally, I wil; present background information about featuwres of



DSM-I1I, together with a discussion of DSM-III anxiety discrders

classification from the framework of the Three Systems Theary.

1. CONCEPTUALIZATION OF ANXIETY

This section forss the most comprehensive part of the introduction
chapter. It includes different approaches to the concept of anxiety
from four main schools of psychology i.e. psychoanalytical,
phyesiolaogical, behavioral and cognitive. The purpose of such
presentation is to outline the theoretical approaches of each school to
anxiety, and to illustrate the most salient component of anxiety in
each approach. Finally, a critical evaluation of the Three Systems

Theory will be presented.
1.1, PSYCHOANALYTIC AFFROACH

All analytical theories regard anxiety as central. For this
reason, before explaining anxiety in Freudian terms, the presentation
of the analytical theory in general will help the understanding of
amtiety within this theory.

Some authors (Prochaska, 19843 Fisher, 1970) state that Freudian
theary can be viewed from six different perspectives i.e. dynamic,
economic, topographic, structural, genetic and adaptive. Nevertheless,
approaching the theory using only the first five perspectives was
thought to be more convenient sinc; the sixth perepsective i.e.
adaptive, which explains inborn preparedness of the individual to
interact with ongoing activities in the envirocnment (Frochaska 1984y,

was not originally put forward by Freud but was later developed by

Hartmann (1959).



{.1.1. The Dynamic View

The analytical theofy explains mental phenomena as continuously
intefacting, struggling forces. The primary elements that bring about
this interaction are named as instincts, dr{ves, which are continuously
in motion. These are directly experienced as an wrging-energy, pressing
for immediate action. As Fenichel (1943) said "They (insticts) have a
provocative character' (p.11). Those instincts impel the organism to
direct action. The regulating rule of those drives is called the
pleasure principle. Any kind of excitation is felt as unpleasure by the
arganism, and the aim of the instinct is to reduce the level of
excitation, and such process of decreasing the excitation level is
experienced as pleasure. Although the instincts are the sole motivating
agency in the organism, they have a conservative character (Freud,
1932) The aim of the instinct is to sustain the level of homeostatis
and te bring the organism back to this equilibrium level whenever the
level of excitation increases.

The aim of instincts is to lower the level of excitation by
‘discharge of tension that has been created by internal and external
exciting stimuli. The insticts are not always successful in carrying
out this action. The counter forces oppose and conflict, and this
struggle constitutes the basis of mental phenomena that last until the

death of the organism. The governing rule of the forces that are

stated "Impulses toward action are representative of primary
biolagical tendencies, the opposite impulzes (counter forces) are
brought into the organism by influences from outside® (p.12). At birth
an infant is endowed with instincts only, but within a short pericd of

time the newborn realizes that it is not possible to gratify
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immediately all of his own drives, later he realizes that attempts for
immediate catisfaction of his impulses may even bring punishment from
the environment. From the dynamic point of view, the whole theory of
personality is based on the struggle between impulses that are striving
for immediate gratification and counter forces that are trying to avoid
such gratification or at least trying to postpone them until the
gratification of such impulses will be in harmony with the demands of
the external situation.

Freud divided instincts into two categories, the sex instinct
{eros) and the death instinct (thanatos). Mental energy that is derived
from eros is called libido. It is the energy which represents the
sexual instinct in the psyche. The prime object of the libido is sexual
unification but in the couwse of mental development the original object
is deflected into self-love, friendship and lave of humanity. The
mental representative of thanatos is not named by Freud but Arndt
{1974) suggested the name "mortiao" to refer to the representative
force of thanatos. The behavioral manifestations of Mortido are acts of
hostility, aggression and destructiveness.

When these two forces, libido and mortido, become attached to
objects it gives rise to what‘is called cathexis. Cathexis refers to
the accumulation or concentration of either of these two mental forceg
in a particular place or channel. In the psychosexual development of a
child, libido first gets cathected to the mouth, second anal and third
phallic areas of the body. Thus, sexual pleasure can be obtained by
stimulation of these places of the:budy. For a healthy psychological
development of a child, libido must past through thesevthree cathexis
sites of the body, reaching the genital stage in the end (these
developmental stages will be explained in the genetic view). But this
process can be halted so that a disproportionate amount of libido

becomes firmly. cathected to one of the above mentioned three areas of

-5 -



the body. This stopping of a portion of libido at a particular level
of development is termed fixation (Arndt 1974).

Az causes of fixation Fenichel {(1943) referred to two factors:
A- The constitutional structure of an organiem

E- Ewperiences during the stages of psychosexual develophent.

By constitutional structure of organism, he meant the amount of
psychic energy available at birth, and the relative sensitiveness of
the three parts of the body. All these are related to p&ysiulogy and
biology rather than psychology. Therefore the second factor will be
stressed.

Fesychoanalysis deals mainly with experiences that lead to the
emergence of fixations. Again two events can be namgd, excessive
satisfaction or excessive frustration. In the case of ewcessive
satisfaction the stage at which this over-gratification occurrs ig
renounced only with reluctante (Fenichel 194%). The organism will
alwaye have a tendency to go back to this st;ge whenever it ig
confronted even with a small difficulty. In the case of excessive
frustration the organism refuses to proceed because of the low level of
satisfaction at that level of development. In both situations the level
of strength of the instincts that are trying to attain immediate
gratification will be higg,ﬂsd the organism must employ its counter
instinctual forces to keep those impulses in harmony with the demands
of reality.

As Fenichel put it "When tendencies to discharge and tendencies to
inhibit are equally strong, there is e#ternally na evidence of activity
but_energy is consumed in an internal hidden stgﬁggle. Clinically this
is manifested by the fact that the individual subject to such conflicts
shmwsvfatigue and exhaustion with no percag;ive work" (1943, p.i4).
Because the amount of energy that an individual employs for his péychic

life is limited in quantity, the greater the amount spent in internal
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conflicts the less is left for external events. This brings the topic

to mental economics.

1.1.2. The Economic View:

The economic view states that the quantity of energy available for
the arganiem to function is limited. The greater the amount of energy
is spent for internal struggle between instinctual forces and
Counter-instinctual farces, the less is left for other activities. An
individual tries to save as much energy as possible so that he can
utilize this unused energy to develop himself. The economy principle
also means the repetition of suitable behavioral patterns which therehy
become automatic, and need little effort to execute them. The organism
tends to perform the functions necessary for the maintenance of
equilibrium with the minimum expenditure of enerqy; this is called the
principle of economy (ineétia-principle) {Alexander, 1763). The
principle of inertia (economy) impels the organism to Cling to earlier
Automatic behavior which was satisfactory in the past but which is no
longer appropriate for existing conditions. This returning back to the
Barlier pattern of behaving is more prabable if the individual has very
little energy to deal with the- current problems. The initial amount of
Bnergy is partly determined by the individual®s constitution, and
Partly by the individual’s mental economice. What is meant by mental
BConomics is the struggle between instinctual forces and counter
instinctual forces, which aims to postpone the gratification of drives
or tries tp inhibit (repress) them totally. |

'If, then, the amount of energy cathected to the instinctual drives
is high, counter instinctual forces will havé to exert a greater amount
of force tp stop the instinctual drives. This means that a
disprﬂpﬂrtimnately greater amount of an individual®s energy is being

spent for interﬁal conflicts, leaving little to be spent for daily
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life. Hence, there is a negative correlation between the amount of
repression that an individual employs and the guantity of the energy
that is left for other activities of the individual. Az evidence for
such a claim Fenichel (1943) presents the fact that neuroses
frequently break out at puberty. Before puberty the person affected
is able to withstand a certain amount of undischarged instinctual
energy, however, at puberty biological and psychological changes
demanded more energy. Counter forces are not sufficient because part of
the energy which is employed by counter instinctual forces to repress
the inctinctual demands pressing for gratification is taken away to be
spent for psychological and biclogical development.

It is often mentioned in this section that pereonality was seen as
&n interaction between instinctual forces and counter instinctua%
fqrces, but the most interesting point Freud brought into discussion is
that an individual is almost totally unaware of this struggle which

takes place in a very deep layer of his personality.

1.1.3. The Topographic View

Freud divided mental processes into three areas: conscious,
Pre-conscious and unconscigus.‘He also added that this three-fold
division is neither absolute nor permanent. What is preconscious
becomes conscious without any ascistance or what is unconscious may
become conscious through analytical work (1940},

Consciousness was the area of mental process that Fregd dealt
least with. He referred to consciousness as the ﬁnst surfaée layer of
Personality, and as being made up of *broken lines? Hecause what is
’conscidus is conscious only for a moment, it‘may not be conscious the
nent moment (1940). He believed that consciousnes was a transitory

mental state,



The pre-conscious cccupies the place beneath conscicusness, and
is that part of mental life that has the capacity for becoming
conscious without the definite release of repression (Arndt, 1974). The
Fre-conscious consists of what were earlier conscious ideas and
memories which can, with relative ease, become conscious again.

The unconscious is one of the most important contributions of
psychoanalysis to psycholegy. This part of the mental processeé Hasg
given the primary role as the determinant of behavior in Freudian
theory.

Unconscious processes have totally different characteristics from
conscious processes. Some important characteristics are:

A~ Mo varying degrees of certainty in unconscious. Each event ig
held to be as certain as the other. In conscicuszness {everyday life
thinking process) the degrees of certainty are vital and are a Qery
often employed dimension along which we arrange our ideas.

E- Wishes in the unconscious are free from mutual contradiction.
Two contrary wishes may be active at the same time and rather than
Cancelling each a{her out, they combine to form an intermediate wish ag
4 Ccompromise.

C- Perhaps the most i&bartant peculiarity of the unconscious is
that processes taking place in this system are timeless. Early
{(childhood) unconscious experiences are not past events in the
uUnconscious but they exist in their original freshness in the precent.
What is unconscious is always immediate even though it may have entered
the System a long time ago. So the orderly sequeﬁce of events is not
the tharacteristic of unconscious processes, since in conscious life
_Grderly means that one event precedes anothe; (Arndt, 1974).

D- Unconscious processes are governed by the pleasure principle so

Feality has no meaning for them.



The analytical view of personality is a dynamic one that proposes
cmntinudus’struggle between instinctual and counter instinctual forces,
and most of thie struggle is unconscious. But nothing has been said

about how such a struggle occurs and through what kind of means.,

1.1.4. The Structwal View

Structurally, personality is divided up into three parts in
psychoanalysis. At birth a newborn’s psychological structure is
~dominated by the id which is the seat of all instinctual drives and
wishes. Instinctual forces (libido and mortide) arise from the id. The
pleasure principle is the only rule that governs the id. én infant
directed by the id is a completely unsocial organiem. He has very
little contact with reality. Freud referred to the id as a chaos, .that
part of the perscnality which is filled with energy reaching it from
the instincts, which aims only to bring about the satisfaction of
instinctual need subject to the observance of the pleasure principle
(1932), What has been said for unconscious processes also applies to
the id for it occuppies the great part of the unconscious. The id knows
fe judgement of value, no good or evil, and no morality. Inmstinctual
forces striving for discharéé (ééthexis) are the sole element of the id
(Freud, 1932). In the very beginning of an infant’s psychological
develmpment the id rules completely, and the mehtal life consists g4
Promptings and excitations. The infant finds those excitations
disturbing and tries to reduce this displeasure by motor activity., Just
after Birth the infant is exposed to various kinds’of frustrations, The
infant realizes that his id’s wishes cannot be satisfied immediately.
He has to wait some time before the wishes of the id are gratified,

This contact with reality, the failure of the real world tg
Brovide immediate gratification causes a structural ch;nge in the

baby's mind: the development of the ego.
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The development of the ego is also caused by the fact that the id,
governed by the pleasure principle is not able to bring desired
satisfaction to the organism. The pleasure principle does not apply to
the ego, which has its own governing rule, the reality principle;”The
ego’s primary task is self preservation therefore each step that it
takes must be in harmony with the demands of reality.

The point worth noting is that, the principle that regulates the
eqgo ~the reality principle- does not contradict the pleasure
principle. The reality principle attempts to satisfy the instincts, by
taking into consideration the esternal situation. The reality principle
differs from the pleasure principle in one point and that is, the
impulses of the id that are striving for satisfaction must wait for the
appropriate moment rather than achieving immediate gratification
{(Frndt, 1974).

When the external and internal tasks of the ego are combined, it‘
can be said that the ego performs the task of mediating between the
external world énd the id. It accomplishes this task using such means
as attentipn, perception, the control of motor activity, and defence
mecﬁaniams. As the infant matures, the ego starts to employ another
function that aids the ego in its taski namely, thought. In this wéy
the ego becomes more able to exert control over the pleaswe principle
{the primary proce=zs) and substitute for it the reality principle (the
secondary process).

All these functions of the ego ére named as the secondary process
as they opposse the primary process which controls the activities of
the id. The secondary_p?ocess functioning includes” those processes
which we are aware of and thaf are applied in everyday life. The ego
develops second;ry process to function better as a mediator between the
demands of the id and reqguirements of the external reality. Again, the

ego’s aim is to satisty the id’s impulses in a way that the
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gratification of the id's impulses is in harmony with the demands of
the environment. As Freud put it "All the functions of the eqo are
performed in the service of the id" (1932, p.149).

The egn consults its defense mechanisms (especially repression)
when it feels the threat of being dominated by the demands of the id.
This is also the moment at which an individual feels anuiety. Freud
referred to neurcotic anxiety as & signal to the ego that unwanted
instinctual impulses are approaching the consciousness. These
instinctual forces must be suppressed, stopped or rendered powerless
(Freud, 1932). Repression is that mechanism by which those undesired
instinctual impulses are pushed back into the unconscious again. But to
keep all these instinctual impulses down by the process of repression
is a very energy consuming business; as it was stated before, the more
energy is spent for internal struggles, the less is left for the gther
agtivities of the individual.

But the ego’s task is not limited to the id and problems of the
external world. Fetween the ages 4- 7 new structural energy is being
formed in the personality, the super-ego which is  the internalized
(introjected) voice of the same-sex parent, which continually asks the
ego to stick to its principles. In fact, through the super-ego all
sepcietal rules are Qassed to the child. The super-ego can roughlg be -
equated with conscience., It is that part of mental life that deals with
moral standards, rights or wrongs (Klein, 1984). This agency is also
mainly unconscious. The appearance of the super-ego brings an
additional burden to the operations of the ego. So the ego has to serve
three masters, the id (the seat of unconscigus instincts, sexual and
destructive), the super—egd (home of morality), and external reality.
S0 in order %hat it can enjoy a healthy lifé, the ego has the very

difficult task of achieving a compromise between the demands of these

three masters. As Freud said "The ego, driven by the id, confined by



the super—-ego, repulsed by the reality, struggles to master its
econamic task of bringing about harmony among the forces and
influences working in and upon ity and we can understand how it is that
s0 often we cannot suppress & cry: life is not easy" (1932, p.111):

In the developmental process of a child there are certain stages

at which the immature ego is very liable to be afflicted.

1.1.5. The Genetic {(Developmental) View

One of the most shocking statements of Freud was the claim that
sexual life did not begin at puberty bu£ was manifested as early as
birth. He also made a distinction between sexual and genital,
postulating that the former is a wider concept and includes many
activities that have nothing to do with genitals. Sexual life, he said
"includes the function af cbgaining pleaswe from zones of the body -
oral , anal and phallic - a function which is subsequently brought into
the service of reproduction" and he added that "the two functions often
fail to coincideJ {1940, p.10). He referred to an infant as a
“pqumorphous bervert", since the excitation of certain parts, which
are determined by the age of the child, gives him sexual pleasure.
Thus, for Freud the stages of psychological development are senual
stages and are determined primarily by the unfolding of sexuality in
the-oral, anal, and phallic phases. Freud added one more stagej the
genital., This stage is nothing more than the reflection of the three
impartant stages in the formation of personality during the period of
puberty. Freud also inserted the period of latency between the three
pre—-genital stages and tﬁe genital stage, during which all psychosexual
activity of the child subsides temporarily until the beginning of the
genital stage. The period of latency corresponds to primary school

years,
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The first three stages which cover the first five or six years of
an infant’s life are important because during these vyears the grigins
of the personality are established. The interaction between the child
and his environment {i.e. significant others) in each of these stages
is crucial in determining the variety of traits and types of characters
that an individual atfains in adulthood. Each stage of psychosexual
development is determined by the concentration of sexrual energy
(libido) in certain parts of the body. At each stage either
aver—gratifiacation or frustration of the libido*causes fixation at oné
of these developmental stages. When such a fixation of the libido’s
enel-gy occurs it causes disturbanceg in the adult’s psychological and
sewual life which may lead to psychological symptoms and perversions.
Nobody has a faultless psycho-sexual development, some kinds of
firations are always present.

The determining factor, whether an adult will have a healthy

personality and sexual life is based on quantitative relations (Freud,

1940). Freud comprehended the difference between neurotic and healthy

in terms of quantity rather than quality. This was the conclusion that

compelled Freud to state that svery individual was neurotic te 2

certain extent.

1.1.6. Implications for Anxiety
I have, up to now, presented a general sketch of Freudian theory:

From now on I will outline the conceptualization of anxiety from these
five different perspectives.

Freud referred to anxiety as an "affective staté, i£ is the
reproduction of an old event which brought a threat of danger. pnxiety
serves the purpose of self~preservatioh and is-a signal of a new
danger” (1932, p.118). The analytic approach differentiates three types

of anxiety.
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Fealistic anxiety (fear): It is a reaction to a danger that
exists in external world. Such an anxiety is connected to the flight
reflex. Freud regarded it as a manifestation of the self-preservative
instinct (1932},

Meurotic amtiety (includes free floating, panic, phobic etc.):
This is a zignal of the ego indicating that the unconscious demands of
the id are approaching consciousness and threatening the protective
wall of the ego.

Moral anxiety (super-ego anxiety, guilt): Individuals having a
hareh super-ego are inclined to experience intense guilt feelings Qhen
they do something or think about something that opposes the moral norms
of their society. ‘

For the purpose of this research, neurctic anxiety will be
elaborated, for it is the sowce of problematic anxiety mostly
encountered in clinical practice.

According to the dynamic perspective, anxiety takes place between
instinctual and coudter instinctual forces. This means economically
that a great amount of energy is expended on this struggle. The
implications of neurctic anxiety are seen in all its aspects from the
structural view. Freud (1932) thought that the ego was the sole seat of
the anxiety, that the ego alone can produce anxiety. Anxiety is felt by
an individual ghenever the ego realizes that it can no longer keep the
instinctual forces of the id under control. The\egn however, has
certain devices -defense mechanisms— through which it can control the
id. Repression is the most often empluyeq defence and it ie intimately
related to anxiety. The process of représsion pushes the threatening id

impulses back into the unconscious, thus pfeventing their becoming

conscious. When the libido {psychic energy) is deflected from the

normal channel of flow during the period of peychosexual development,

it prevents the infant’'s peychic energy from appropriately discharging



during the oral, anal or the phallic phases. This results in the unused
energy being pushed into the unconscious in the early years of the
infant. Because the repressed instincts are continuously striving for
discharge and because the unconscious is timeless, the represcsed
material continually strives for discharge. The ego {(counter
instinctual force) attempts to stop this gratification. The more often
the individual uses repression, the greater the amount of material
pushed back inte the unconscious and the greater the force of the
material in the unconscious striving for gratification. Eventually, the
individual experiences antiety whenever the ego is threatened to be
overwhelmed by the forces of the id. Therefore, a great amount of his
peychic energy will be necessary to control this internal struggle.

Freud stressed the primacy of affect, in this whole process,
claiming that the first time the ego felt anxious over certain events,
it employed the mechanism of repression to overcone this digtgsteful
feeling (importance of affect will be elaborated in the chapter
entitled Feelings and Cognitiunsi.

There are instances, however, in which even though the ego employs
repression, it may‘nat be able to control the instinctual energy or
the id. Under such circumstances the ego resorts to a symptom formation
process. For example, in an hypothetical case where repressed
homosexual wishes strive for gratification, the ego feels helpless. Its
measuwres are rendered ineffective by the strength of these repressed
wiches. Whenever a situation triggers such a latent homosexual wish,
the person experiences a panic attack, i.e. the ego panics because it
cannot hold the drives of the id under c&ntrol. The poor ego, left in a
very difficult situation, has two alternatives. Either it can let
homosexual wishes go i.e. becmmé-an overt homosexual, of resort to
symptom formation which is & compromicse between impulses of the id,

demands of external world, and commands of the super-ego.
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The first path is very unlikely to be taken by this person since
those wishes are already in the unconscious which means that the ego,
taking commands from the super-—ego and the external world, is stfictly
forbidding their gratification.

The second alternative is symptom formation. Hence the ego
deceives itself into beiieving that the anxiety is caused by, for
instance, being in crowded streets. As a result, that person could
develop agoraphobia. In doing so, the ego substitudes a different
problem (agoraphobia) more acceptable than homosexual wishes.
Furthermore, this phobia prevents the person from enteri;g into
situations where those homosexual impulses are likely to be stimulated
énd thereby causing panic anxiety attacks. This process is termed
"displacemént". The most important feature of displacement is the
removal of the source of anxiety from within one’s own personality
{seated in the unconsciouws) and the attribution of it to something else
(object, situation etc.) that lies ocutside the person. It is always
possible to escape from smmething>éxterna1 whereas there is no escape
fram a threat coming from within (Freud, 1932).

Obsessive-compulsive disorders are referred to by Freud (Arndt,
1974) as ancther example highlighting the relationship betwee; symptom
formation and anxiety. I¥ én obsessive person is prohibited from
engaging in compulsive acts {(rituals), he suffers from acute anxiety
attacks. Such cases seem to illustrate the validity of the Freudian
explanation of symptom formation as devices to deal with unmastered
drives. Freud asserted (1940) that symptoms of -neuroses are either a
substitute satisfaction of some sexual urgé or a measwe to prevent
such a gratification. As a rule however, they are a compromise between
the two. Whenever there is a problem of anxiety, it means that

unconsciouws id drives, repressed mainly during the period of

psychosexual development, are striving tor =atisfaction.
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Before concluding the explanation of anxiety from an analytical
point of view, it is crucial for the aim of this reasarch, to stress
the importance of feelings (affects) in the formation of anxiety.
Fecall that anxiety is the fear that repressed ma£erial is about to
dominate the ego. Represszion is caused whenever the ego is desperate to
deal with the impulses é# the id. Further, such a state is experienced
by the ego as distwbing, panicking and terrifying, in other words, a
state of unpleasure. Thus, feelings have a \primary role in the
development of repression, which in turn determines the Dutco@e of the
pyschosexual stages, the personality make up and the occurrance of
newotic symptoms. So, the centrality of feelings in analytic theory is
obvious, accordingly they are the first target of analytic treatment.
Freud (193&) thought that the instincts, innate impulses which are

mainly uncounscious and derive their energy from the id, manifest

themselves as feelings.

1.1.7. Summary

The aim of psychoanalytic péychotherapy is to make those
problematic wiches and feelings conscious, to bring harmony between of
the id, the ego and the super-ego (neurotic problems also mean that
these are not working in harmody, rather, conflicts are dominating
their relationships td each other). Perhaps here lies the most
important contradiction between analytic therapy and cognitive therapy.
The Freudian approach, in contrast to cognitive therapy, stresses that
feelings rather than cognitions are the primary cause of neuwrotic
amtiety. This conclusion can be traced back to the origin of neufbtic
anxiety. Recall that in Freudian theory, the occurrance of neurctic
anniety is tied to the excessive amount of repressed material. The ego
chooses the way of repression when it realizes that the FEELING of

unpleasure, that has been caused by unconscious id impulses, is about

- 168 -



to dominate the personality. Fecall also that in the dynamic
exlpanation of Freudian theory, the pleasure principle was introduced
to be the basic rule of psychic life (Freud, 1932). All these
conditions bring the discussion to the conclusion that, for Freudian
theory feelings play the determining function in the formation of
personality and psychological problems.

Cognitive therapists argue that a change in cognitions will bring
about a change in emotions and feelings: and neuwrotic problems lurk in
the cognitive structures of individuals. But if the basic rule is the
pleasure principle and repression is caused by feeling of unbearable
unpleasure and excessive repressed material is leading to the neurotic
anxiety, then the faulty cognitive structures of an andiety patient
must have geen determined by early affective crises. To be explicit: a
person has distorted cognitive structures, because he has accumulated
such a great deal of unconscious material that he begins to perceive
even inpocucus situations as dangerous, even very trivial stimuli are
able to trigggr the repressed material (again, this condition is
experienced as unpleasurable feeling) which is waiting for an
opportunity to gratify its impulses {unconscious id drives).

Sandberg, Taplin and Taylar (1987) point out the difference
between cognitive and analytic'apprnaches by stating that
"Peychodynamic thinkers view emotions as the major psychological issue
and thinking as a secondary process. Cognitivists, not suprisingly,
tend to believe that emotions follow thought" (p.280).

So all these results bring the\discussion'tu the same point again,
in analytic therapy, feelings rather than cognitions are considered a;
the most important component causing the problem and therefore they
should be changed first. It is also important to keep in mind that the
cognitive structures of a child do not develop out of nothing but  are

formed by excitations and relaxations (these are experienced by the
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organism as feelings) that he has ewperienced since birth (Fenichel,

194%5) .

1.2, PHYSTOLOGICAL AFPROACH

In the physioclogital tradition, emotions are conceptualized as
physical and quantitative phenomena. This approach also stressess the
importance of environmental stimuli, but primary impartance is
attributed to the activity of particular areas of the central nervous
5y5tém and changes in the levels of certain hormones in the formation
of anxiety. Fisher (1970) stated that the aim of physiological
psychologiets was to clarify the correlations betwesen external

stimulation, certain physiological processes and affective experience.

1.2.1. Review of Theories

The 19505 witnessed an increasing interest in an area of the brain
called the reticular formation, which was thought to be an important
determinant of emotional experience. Direct electrical stimulation of
specific reticular areas immediately awakens the experimental animal
such as cats and rats, because'of this peculiarity it is called the
reticular activating system (RAS) (Levit;, 1968).

The first thearyQto show the importance of the RAS came from
Lindsley (19351), He proposed that the RAS is clasely related to the
level of cartical functioning, and that the greater the level of
cortical activity, the greater the emotional af;usal {Fieher, 19?0).
Malmo (1937) who adapted a similar appraath to Lindsley’s activation
theory argued that, the cerebral cortex and the reticular system a;e

involved in a reciprocal feed-back loops to maintain an optimal

stimulation level. Sensations arriving at the cortex are continuocusly



sent back to the RAG. When the frequency of impulses becomes too great,
the RAS plays a regulating function, sending inhibitory impulses back
to the cortex, thereby damping its activity. When stimulation from the
external world is low, the sensations arriving at the FAS via the
cortex is not optimal, the RAS therefore sends activity provoking
impulses to the cortex. It appears that the FAS and the cortex have a
reciprocal activity towards each other (Levitt, 1968). BRasing his
argument on these assumptions Malmo (1957) claimed that the experience
of anxiety is a result of a weakening of the inhibitory aspect of the
FAS. Such weakening results in too many facilitative impulses being
discharged to the cortex leading to a level of arousal which exceeds
the nptima{. If the cortex cannot handle this excessive level of
arousal, the experience of anxiety occurs. Fisher (1970) drew attention
to the similarity between Malmo’s theory and Freudian theory of
anviety. According to the latter, anxiety is experienced when the ego
is overwhelmed by the stimulation coming from the id.

In 1960°s the attention in psychophysiology moved to endocrinology
and hormones. It was‘adrenél and pituitary glands that attracted most
interest because both appeared to be involved in emational arousal.

Research on endocrinology of anxiety can be divided into two
seperate kinds:

a~ Those that ai& to differentiate emotions according to the
activation of certain hormones.

b- Those that attempt to show that regardless of the nature of
emction, physiological and hormonal activation Qill be the same. That
is, the type of emotion is determined by the type of interpretation af
a given situation {(cognitive struﬁtureé) (Theory of General Arousal)
(Levitt, 1948).

Those psychologists who advocate the first approach (Ax, 1953

Breggin, 1964) attempted to assess specific hormonal changes related to



anxiety and anger. Their research was mainly concerned with the impact
of adrenalin/nor-adrenalin ratio in the casze of fear and anger. It is
known that although both hormones bring about sympathetic responses
they have a somewhat different function (Martin, 1971).

Adrenalin has more obvious central effects. It mediates the
increase in systolic blood pressure by an increase in heart rate,
further it causes an increase in blood sugar level. Whereas effects of
nor-adrenalin are manifested at the periphery, e.g. increased blood
pressure through constriction of periﬁheral blood vessels rather than
increasing heart rate (Martin, 1971). After a succession of
experiements theorists such as Ax (1933), Elmadjian, Hope and Lamson
(1957) concluded that anniety responses were more adrenalin dominated
while anger was largely determined by nor-adirenalin.

The General Arousal theorists such as Schachter and Singer {(19472)
argued that physiological arousal is emctiocnaly non-specific and it
consists simply of a generai arousal or activation but the type of
subjective feeling is determined at the cognitive level (Fisher, 1970;
Levitt, 1948). The Beneralrﬁctivatimn theorists suggests that two
factars are involved in an emotional state (Dufy, 1962).

A- A degree of activation, low and high.
B~ Direction.

A- Activation océﬁrs at the physiological level, is non-specific
and may vary from individual to individual.

B~ The second aspect aoperates at the psychological and behaviaral
level. Two persons may have an equal 1eve1‘of paysiological arousal in
a situation but the direction of arousal for each may be different,
i.e. one may interpret this arousal-as an amiety while the»other &ay
remain ignorant of such an activation. Several mthef theorists
{Schacter and Wheeler, 1962; Korchin, 1964) alsp agreed with this

explanation. Levi (19463) experimentally manipulated the experience of
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emotions by showing & tragic war film to one group, and & comical film
to another. They tested the level of adrenaline after the films.
Although the two groups of subjects reported different feelings, they
had approximately the same level of adrenaline and nor-adrenaline
increase. Similarly Di Giusto, Cairncross and kKing {(1971) suggested
that variation in epinephrine level was probabaly affecting general
arousability.

The other area related to the relationship between hormones and
emotions is pituitary-adrenccortical activity. Martin (1971) strecsed
the intimate involvement of pitgitary adrenacortical system in
emotional reactions. He indicated that when the posterior hypothalamus
is activated in response to producing general sympathetic repsonse, it
releaces hormones which stimulate the nearby pituitary gland to secret
adrenocorticotraphic hormone (ACTH) into the blood stream. The ACTH
causes the adrenal cortex gland to secret adrenocortical hormones (ACH)

which aids the organism in responding to stress.

1.2.2. Recent Develoments
Towards the end of 1970s two new theories of andiety appeared in
the literature one by Gray (1979) the other by Redmond (1979). It is

“

not vet clear whether these two theories are incompatible or
complementary (Lader, l?BS).

Gray (1979) suggested that anti-anxiety drugs block the behavioral
effects of secondary punishing or non-rewarding stimuli (CS). He
postulated a behavioral inhibition system whicg is impaired by the
anxiety drugs thereby alleviating andiety states. He also tried to
localize this system neurc-anoctomically, giving the primary role tﬁ the

septo~hippocampus. 0On the other hand Redmond (1979) concentrated on the

locus ceruleus and nor-epinephrine pathways.

p
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Lader (1783) proposed an eclectic approach stating the importance
of both Gray’s and Redmond®s theories. For him, the ewplanation of
anxiefy requires both systems to be taken into account. "Septa
hippocampal, a specific system that involves the appraisal of specific
stimuli and the locus ceruleus a diffuse system that is involved in
the mediation of non-specific arousal and hypervigilance. The former ie
relevant to phobic statez the latter to generelized anxiety in tonic
states, and panic attacks in phasic states " (Lader, 1983, p.9). Given
the lack of conclusive research it is presently premature to determine
which theory is the most valid (Gray’s, Redmond’s or Lader’s), and it
is better to leave such conclusion to the results of future reseach.

1.2.3. Summary

The physiological tradition views emotion {anxiety) as more
related to the activation of certain bodily processes rather than
attributing the importance to psychological factors.

In the physiological approach, any emotional state is tied to the
arausal of certain parts of the central nervous system or activation of
certain neurachemical agents and the subsequent development of somatic
symptoms. The treatment package offered for the alleviation of

-

problematic anxiety contains direct intervention to those areas and
somatic symptoms by medication (anti-depressants or anti-anxiety drugs)
with varying degrees of success. Clinicians who adhere to this approach
attempt to discover areas of the CNS or certain neurochemical agents
which are related to the problem of andiety. After identifying the
factors responsible for anxiety, they try io desi@n and administer the
appropriate drugs which reduce the intensity of such activation i.e.
alleviate anviety.

Lack of successful treatment outcome, using pharmacological

interventions based on the physiological approach for the management of
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anxiety, has partly led to the increased acceptance aof the
contributions of environmental factors in the aetioclogy and treatment
of anxiety. This brings the discussion to the behavioral approach to

the conceptualization of anuiety.

1.3. BEHAVIORAL APFROACH

1.3.1, Development of Rehavioral Theories

Before Behaviorism came to prominence, Functionalism and
Structuralism were the leading schools. The former devoted itself to
the analysis of the operations of consciousness while the latter mainly
dealt with the elements of consciocusness. Both of these schools relied
heavily on introspection in their investigations.

Behaviorism was a revolt against both the subject matter
(consciousness) and the method (introspection) of these schools.
Instead of consciousness, Watson proposed overt behavior, for
introspection he substituted the objective method of experimentation,
In his book "Fsychology As the Behaviorist Views It" (1913), he

referred to psychology as a purely objective, experimental branch of

natural sciences.

Although divergent theories appeared later within the behaviorist
school, certain principles were accepted by all psychologists adopting
this school of thought (Fisher, 1970).

A- Behavior whether human or animal, normal or abnormal, ig
acquired through the process of canditioniﬁg.

B~ Thé‘processes involved in coﬁditioning display certain
consistencies that can be formulated in terms of lauws.

Héhaviorists conceived all psychaological problems as

manifestations of inappropriate learning. Since learning meant

rJ



gtimulus-response connections, the aim of the behaviorist approach to
psychological problems was to break the stimulus-response chains that
lead to the emergence of the problematic behavior and then to
substitute these chains with more adaptive ones. In this process of
behavior modification the focus iz on the overt behavior, not aon the
underlying cause or pn the cognitive structwes of patients.

The success of behavior modification in the laboratory led to the
attempts to apply Behaviorists’ methods for clinical use, particularly
after it was shown that neuwrosis could be induced experimentally
{kazdin, 1978). This seemed to confirm that the laws of léarning could
be employed for the explanation and treatment of human psychological
disaorders. |

The first PBehaviorists to investigate anxiety were Faviov and
Watson. Watson thought of neurctic disorders as conditioned emotional
FESHONSEeS,

The results of his experiments (Watson and Rayner, 1920) indicated
him that fears could be conditioned; that the conditioned reaction
could be generalized beyond the original conditioned stimulus and that
by applying the principles of learning the conditioned reaction could
be unlearned. Watson did not attempt to develop a comprehensive theory
to explain anxiety, but his studies of conditioned emotional responses
in human infants resulted in two conclusions (Kazdin, 1978).

A~ Behavioral concepts and objective methods can be applied
to investigate emotional states and private experiences.

B~ Experimental observations of how emotional responses are
experienced, provide clues as to how everday'faars might be created and
how they can be treated.

Mowrer (193%9) equated anxiety with conditioned fear (Levitt,-

1965). He defined anxiety as a learned response occuwring to signals

{C8) that have been followed in the past by situations of injury or
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pain (UCS). Thus anxiety (fear) was thought of as a conditioned form of
pain reaction. However, persistence of fear reactions to obviously
harmless stimuli (C85) in the absence of fuwrther pairing with the fear
evoking stimulus (UCS), posed difficulty for Mowrer’s explanation of
anxiety. PMowrer®s critics asserted that if agxiety is a conditioned
fear reaction, then repeated exposwre of the €5 only, should eventually

extinguish such fear reactions (Eysenck, 1979).

1.3.2. Mowrer’s Two-Stage Theory

In 1947 in order to account for the resistance of angiety
reactions to extinction, Mowrer revised his theory, and proposed a two
process explanation of fear. He still claimed that anxiety was a
conditioned fear reaction but now asserted that conditioning was made
acquired on the basis of the pairing of neutral and noxious stimuli
early in training, drive reduction playing no part in the first
instance, and that presenting the pfeviously (now feared) stimulus
motivates the organism towards an action (avoidance). Acts leading to
the remaval of feared‘stimulus are strengthened by a drive reduction
mechanism of reinforcement (Hilgard, 1967). In this way Mowrer combined
Favlovian conditioning with Thorndike’s theory. The result is the
following: -

A- Contiguity Learning (Favlovian): leading to the establishment
- of fear.

B~ Laws of Effect Learning (Thorndike) s through which instrumental
responses leading to escape from the feared étimulus are reinforced.

Contiguity learning which Mowrer referred to as a "sign" learning,
involves the conditioning of involunééry responses of organs and glands

including various emotional rections. A C5 associated with an UCS



becomes a “"sign" that an aversive event will follow and itself
becomez aversive, thereby eliciting a fear response.

Laws of Effect Learning is called ‘"solution” learning, and
involves voluntary responses of shkeletal muscles. The problem solving
responses  acquired in drive (anxiety) reduction are assimilated into
the repertoire of the organism.

In short, Mowrer stated that “avoidance learning” was a two stage
process in which fear becomes conditioned to szome stimulus through sign
learning and such a stimulus then acts as a drive. This formulation
supports his previous theory in which fear was viewed as a secondary
drive, acquired as a result of conditioning. Furthermore, instrumental
behaviar that reduces the drive is learned through the process of
solution 1éérning. That is, fear is learned by escaping from the
conditions that arouses it (Kazdin, 1978). This formulation is called
the two-stage theory of avoidance behavior because the first stage is
necessary for the emergence of the second one. The first phase which
consists of acquisition of the faaf; is thought to be a preregusite for
the appearance of the second phase'in which the avoidance behavior ig
executed {Rachman, 1#76).

Mowrer thought that with the introduction of the two stage theory
of avoidance, he could explain the unpredicted resistance of avoidance
behavior to extinction. He, therefore, postulated that in the second
stage of the process i.e. in solution learning, the relief from anxiety
praoduced by the avoidance of C8 led to conditioned avoidance reactions
{Eysenck, 1979).

Some psychologists were not satisfied with Mowrer’s revised -
explanation of anxiety. In the late 1960°s and early 19707 the
Two-Stage Theory came under heavy c;iticisms {Rescarlo and Bolomaen,
194673 Balles, 1970; Gray, 19713 Seligman and Johnston, 1973; Rachman,

1976;_Eysenck, 1979). Gray and Beligman, for example, questioned
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whether all neutral stimuli were all equally prone to be turned into
fear signals. Gray argued, for instance, for the innateness of certain
fears in animals; Seligman (1971) arqued that stimuli were not all
equally susceptable to fear transformation. A certain set of stimuli,
for human beings, may become a C5 more quickly and may be more
resistant to extiction than other set of stimuli. Seligman called such
phenomnena “preparedness”.

Rachman (1977) argued that Mowrer presupposed a synchronous c%usal
relationship between fear, arousal and subsequent avoidance hehavior.
Mowrer claimed that avoidance behavior could emerge only ;fter the
conditioning of a fear response to a previously neutral stimulus. The
vappearance of conditioned fear response acts as a drive leading the
organism tdhexecute avoidance behavior(g). So fear and avoidance
behaviors are intimately related to each other. But Hodgson and Rachman
(1974) who studied patients during in vivo flooding treatment found
that although the patients” avoidance behavior improved considerably,
there was little change in their éﬁbjeétive fear. In other wards,
predicted correspondance between fear and avoidance was nat ahserved.
These authors, drawing on Lang’s (1971) findings, concluded that fear
is made up of three loosely connected components: cognitive,
behavioral, and somatic. This ahproach witl be discussed at length

later.
Eysenck (1979) criticized both Mowrer s and classical
Behaviorists® (e.g. Watzon) explanations of anxiety. The gist of his
criticisms is:
A~ . The lack of replicability. Laterv;nvestigatiorﬁ (English,
1929; Bregman, 1934) were unable tq replicate Watson’s results
(conditioning of Albert). Eysenck pointed out that Watson did not take

individual differences into account.
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B~ The assumption of equipotentiality. Equipotentiality accepted
by Watson (i.e. any CB is as easily conditioned as any other) does not
apply to phobias. Phobic stimuli seem to be nonarbitrary and to be
related to the survival of human species through the course of
evolution (Landy and Gaupp, 19713 Lawlis, 1971).

£- Single trial coﬁditianing is sometimes reported in connection
with the genesis of phobias, vet this is very difficult to produce even
in laboratory conditions. There appears to be something in the nature
of the certain specific €5 that makes them particularly easy to
associate with UCS. ”

D~ In order to obtain certain conditioning phenomena, the
experimental design must be drawn with high precision. But such
acouracy i;-unattainable in real life conditions.

E- Unreinforced conditioned reactions extinguish with several
repetitions of C8 presentation. Anxiety rections (which were accepted
as conditioned fear reactions by Mowrer, 1939 and 1947) should be no
exception to this rule.

F- Finally Eysenck argued fhat presentations of unreinforged cs,
instead of leading to the extinction under all conditions as assumed by

classical behaviorists, actually produces more and more anxiety (CR) in

some circumstances.

1.3.3. Eysenck’s Incubation Theory

In order to overcome these weaknesses of traditional behavioristic
explanation of anxiety, Eysenck introduced two concepts: "preparednesg?
(Seligman, 1971) and “incubation” (Eyaenck; 1979). |

The concept of preparedness accounts for the first four
criticisms, listed above, and incubation the remaining two (E and Fi.
The notion of preparedness was first explicitly introduced by Séligman

(1971). In 1971 Seligman stated that "Fhobias are highly prepared to be
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learned by humans,...they are selective and resistant to extinction,
learned with degraded input, and probably noncognitive" (p.312). The
concept of preparedness explains English’s (1929) and Bregman®s
(1934) failures to replicate Watson®s study. Both these researchers
used common househald goods, such as curtains, as a C8 and thus,
according to Evsenck would not have the preparedness value of furery
animals (Eysenchk, 13979)

The notion of preparedness runs counter to the notion of
equipotentiality but, accomodates the fact that humans hgve innate
predispositions to be easily conditioned by certain C8s. Hence, the
upshot of introducing all this is that a CB, which has a high level of
preparedness value, has the capacity for arousing fear by a single
trial conditioning procedure in a non-lab situation.

The phenomenon of incubation was put forward as an answer to the
last two criticiems (E and F). Eysenck showed that two albeit supriging
consequences would follow upmn the”CS alone being presented. It may
either lead to the extinction of the CR, or it may actually énhance the
CR.

He called the second possibility "incubation" (1979). QOther
experimental findings (e.g. Diven, 1937; Bindra and Cameron, 1953;
Brush, 1964) had indicated to Eyaenck the existence of inéubatiun.
Eysenck asserted that when a CS is unaccompanied by a UCS, there existg
tendencies both for incubation {(enhancement) and for extinction
{weakening) of the CR that oppose each other. The tendency which isg
stranger dominates the outcome. Usually, the extinction tendency is the
stronger, but under certain circumstances the incubation prucasslmay )
prevail. Eysenck explained how the ghenﬁmenan of incubation takes place
and what the parameters are.

Eysenck’s clarification of incubation rested on Grant's

Classification of Pavlovian conditianing; Grant {(19&4) called
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classical conditioning procedwe (food-bell conditioning), Favlovian A
conditioning. He named the other classical conditioning procedure, in
which an animal is subjected to repeated injections of morphine,
Favlovian B conditioning. The UCRs to morphine were severe nausea,
profound secretion of saliva, vomiting and then profound sleep. With
daily continuous daily injectionsz dogs began to exhibit severe nausea
and profound secretion of saliva at the first touch of the
experimenter. Eysenck listed important characteristics of such
conditioning as follows {1979):

A~ Gtimulation by the UCS is not contingent on subjects®
instrumental acts, and hence there is less dependence upon the
organism’s potivationai state. The €8 acts as a partial substitute o
the UCS.

B~ UCS elicits complete UCR. The UCR is not dependent upon the
organiem’s instrumental acts, but is directly caused by the UCS. In the
case of type- A conditioning the organism emits the UCR of appr;ach and
digesting the food.

The assumptions that‘the CS acts as a partial substitute for the
UCS and that the UCS elicits a complete UCR forms the basis of
Eysenck's reformulation of the theory of amndiety.

In this manner, after pairing a C8 with a ucs, the presentation of
C8 alone comes to eliéﬁt at least fragments of the UCR. These (Che may
be zimilar to the original UCR. Sometimes they can be quite different.
in this way the C8, although unaccompanied by an UCS or an UCR, is in
fact followed by a CR which, while not very stréng, is real and
different from the original UCR. Eysenck called this "nocive FEQAHSE"
(NR). With the elicitation of NR a Eind of reinforcement is also
provided for a CS. Thus a positive feedback cycle is set in> motion in
which The CR (or NR) provides reinforcement for the CS. As Eysenck put

it "it is not the CR itself that acts as a reinforcer, but rather



response produced stimuli, not the autonomic, hormonal and muscular
reactions themselves but the experience of anxiety based on them "
(197%, p.165). The stimuli (C8) associated with the experience of fear
{a noxious event) acquires the capacity, through classical
conditioning, to arouse more fear which in twn produces more positive
feedback.

The Farameters of Incubation Theory are:

A~ For a CR to act as a reinforcement, it must have drive
properties.

B- The strength of UCS. Incubation is more likely to occur if the
UCS is strong.

£~ Incubation follows upon short presentations of the CS. The
longer the presentation of the CS alone, the weaker the CR will be and
the CR will decline over time (Eysenck, 1979). A number of empirical
studies (Nunes and Marks, 19753 Borkovec, 1972) provided empirical
support for Eysenck’s claim.

One implication of Eysenck’s reformulated anxiety theory was that
& rE*examinatioﬁ of the classical administration of desensitization
treatments was necessary. This is because, if a CR acts as a
reinforcement and is strong enough to overcome the natural process of
extinction, then anxiety reactions can be enhanced. Hence, the way to*
eliminate such‘a CR is to prolong the C8 exposure. Eysenck’s
reformulation of the anxiety theory makes it nécessary to scrutinize,
critically, the classical procedures of desensitization treatment. In
the classical desensiti;ation, whenever a patient egperiences high
level of anxiety the proceduremis immediately terminated. fccording to
Eysenck’s accounts howeger, the continued exposu;e to the €8 should
lead to the extinction of the anxiety reaction. This is because a
short exposure of a C5 enhances the CR, wh;le prolonged presentation of

the CS leads to its extinction.



Eysenck calls his approach "the third theory of anxiety" (Eysenck,
1979). Bindra (1979) criticised the dual assumption of CS-CR links and
response reinforcements, as being inadequate to explain flexibility of
innovative action. He argued that while Eysenck’s model may well
account for the stereotype and persistance of newotic symptoms, it
fails to explain adeguately the adaptive flexibility of the rituals of
obesessives (Bindra, 1979). Bolles (1979) criticised Eysenck for
focusing on the pon-extinction of fear while ignoring the fact that not
anly do C5°s keep recwring but they also keep changing. Kimmel, Wolpe,
Mineka, McAllister and McAllister (1979) pointed to the scarcity of
data supporting the incubation theory. Eysenck was able to cite only
Napalkov's experiment (1963) as the only clear demonstration of
incubation. Paxton (1983) argued that the strenghtening of the CR with
the repeated presentation of CS alone is not adequate for explaining
the development of neuroces. Other processes (observational learning)
which can also lead to the formation of neurotic problems are ignored
in Eysenck5s theory.

Although its position is not well defined"in_the behavioristic
approach, Eysenck’s approach to the phenomenon of anxiety is the most
comprehensive one, especially in terms of its possibilities to explain
some clinical data which are difficult to understand staying within t;e
framework of traditianalnconditioning theories.

1.3.4. Summary

In spite of the considerable disagreement that exists between
Behaviorist theorists, they géﬁérally accept that anxiety is a learned
reaction and that stimulus-response connections should be the target of
investigation. Therefore, behavior therapists, whén treating anxiety,
focus on maladaptiye behavior only; They first, aim to identify and

then to eliminate enviromental cues that reinforce the problematic
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behavior. Second, they try to extinguish maladaptive responses by
applying the principles of conditioning. In explaining problematic
behavior, strict behaviorists tend to attribute little importance to
the evaluation and interpretation 54 environmental events by the
individual.

However, cognitive explanations of psychological events are
gaining strength even within the behavioristic school itself. Today’s
theories are trying to be more comprehensive in nature, including

different approaches ( e.g. Cognitive Hehavior Modification).

1.4. COGNITIVE APFROACH

The Cognitive approach to psychological problems gained a
widespread acceptance in the field of clinical psychology in the early
1970s. However, importance of cognition in the development mental
problems was established at an earlier period (Adler, 19263 Kelly,
1935; and Rogers, 1961). Factors that resulted in the growth of
cognitive therapy in clinical psychology can be stated as follows
(Murray and Jacobson, 1973).

A~ Informaticn PFrocessing: Deriving from the logic of computers

and information processing, concepts such as feed-back loops and serial
in{nr&ation processing, are applied to explain perception, memory,
language, learning, cognitive development and problem solving.

B~ Works of Piaget: Piaget’s methods provided a new way of
studying the interaction betweeg the organism and the.environment in
terms of intellectual, moral and social development. Fiaget suggested
that mental structures {(cognitions) could be viewea as organizing

experience and regulating behavior. The developing child is regarded as

an active, information seeking and processing organiem rather than a



passive receptacle for environmental inputs, the latter view being
synonymous with ‘strict® behaviorism.

C~ Spcial Learning Approach: Within this approach different
processes are assumed to regulate different behaviors {(Bandura, 1949,
1974).

é~ Some behaviors are under the influence of external stimuli,
These afe influenced by classical conditioning processes.

b- Some response patterns are influenced by reinforcement. These
are influenced by operant conditioning processes.

c—~ Some behaviors are regulated by cognitive mediational processes
(Wilson 1978). Modelling is the primary example of this domain of
learﬁing. The basic premise underlying this argument suggests that
learning, to occur, does not need to be followed by direct
reinforcement;y humans acguire new behavior through ohservation alaone

(cognitive learning).

1.4.1. Development of Cognitive Theories

Bandura (19695 asserted that psychological functioning involves a
reciprocal interéctian between a person’s behavior and the environment.
This reciprocal deterministic view immediately brings with it a new way
pf conceptualizing human behavior, attributing to it a capacity for
self-directed behavior change which contradicts the behavioristic view
.of situational and enviromental control.

Meanwhile, behaviorists alsc started to reduce their emphasis on
environmental factors in explaining behavior and tr{ed to modify their
strict stimulus-response approach. First, behaviorists reéognized the
importance of covert events (cognitions and thought) iﬁ manipulating
behavior as well a5~the overt events (stimulus) (Homme, 1963).
Behaviorists sgggeated that covert events‘could be controlled by the

factors which could also be applied to overt phenomena. Homme (1963)
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introduced the concept of coverants (covert-operants) to describe
covert behavior within the learning theory paradigm.

As a result of all these developments cognitive therapy flourished
opposing the behavioristic emphasis on environmental events
(antecedent, consequent, stimulus response connections), and the
importance they had given to the avtomaticity of human behavior.
Cognitive therapists stressed the clients view on those events
happening in the environment. Cognitive therapists, while
apppreciating the importance of enviromental events, attribute primary
importance to the client’s evaluation of those events. In other words,
rather than stimulus-response chains aleone, the perception of these
stimﬁlus—response chains by the clients is accepted as the fundamental
factor in manipulating behavior. Thus, cognitive therapists do not
interpret classical conditioning as automatic reflexive responces.
Rather, they see conditioned responses as "self-activated on the basis
of learned expectations, and reinforcements accepted not as automatic
strengtheners of behavior but as a source of information and incentive
that regulate behavior" (Wilson, 1978, p.17) Therefore what a client
zays to himself; how he evaluates his circumstances and how he labele
events are the targets of intervention for cognitive therapy.

Cognitive therapy deals with thinking. The etarting point for
cagnitive therépy is the recognition of the importance of what has
been going on inside the patient™s mind (cognitive structures) and the
effect of this on the development of mental‘prnblems.

Whatever the kind of cognitive therapy, each céntres its emphacis
on the faulty thinking processes {(cognitive structures, belief systems)
which are accessible to the consciousness of cliénts.vThe aim is, first
to make the client aware of his faulty thinking style and to replace it
by substituting more adaptive and realistié ones. In these processes

variations among different cognitive approaches come to the surface.



One type may choose to stress automatic thoughts and coping strategies
(Meichenbaum, 1977) while ancther kind of cognitive approach addresses
itself to a more global change through modification of faulty belief
structuwres (Ellis, 1942).

In the following pages the cognitive approach to the problem of
anxiety by three leading figures (Ellis, Beck and Meichenbaum) will be

presented.

1.4.2, Ellis’g Rational Emotive Therapy

Ellis who developed Rational Emotiv? Therapy (RET) endoreses the
words of Epictetus "man is disturbed not by the facts but the views he
takes of them" (Meichenbaum, 1977). Ellis explained his theory
postulating an ARC approach to the psychological events. Ellis argued
that an activating event (A), let’s say, failing to perform well in an
examination, is not followed directly by an emotional and/or behavioral
consequence (C), such as a depressive reaction. The consequence,
however, is mediated by event (B), which is a person’s belief about the
event (A). So the target of therapy is to change those beliefs that
are causing the ’problem behavior or emotion. Since those irrational,
erroneous ideas about the events happening around and about patients
themselves create the psychological problems, the therapist’s task is
to enable patiénts to identify the irrational ideas and to replace them
with more adaptive ones.

Ellis identified, what he called, “must-urbatory’ thinking as the
primary element leading to the/establishment of irraéional belief
structures. To him, psycholpgicél problems are usually caused by
absolutistic evaluation of unqualified shoulds, &ughts, musts and
commands. FPsychological problems rise because people do not only wish,
want or prefer to perform important tasks é&equately. They insist that

they *must®, that they ’have to do so’ (1982). In theirlbelief system
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patients have, what Karen Horney (1946%) called, a “tyranny of shoulds®.
Whenever people employ “must-urbatory® thinking they inevitably end up
with emoctional problems.

All types of irrational "musts® and derivative thinking styles-
combine together to produce psychological problems, such as anxiety,
depression etec. Ellis and Grieger (1977) referred to amtiety as an
internal warning signal that one is in imminent danger of not getting
or of losing something thought to be needed.

From RET’s point of view, anxiety involves three fantasies
(Grieger and Eoyd, 1980). The first fantasy is made up of a belief in &
"have to", a belief that something must occur, such as "I have to be
liked". The second fantasy is over "NOT" happening of this "have to",
such as "nobody will approve me, nobody will like me". The last one is
about the "awfulness" of the situation if the "have to" does not
happen, such as, "it will be terrible when nobody will like me".
Greiger and Boyd (1980) suggested three anxiety types related to these
fantasies:

A- Approval Amxiety: This type of amxiety has to do with the
importance placed upon being accepted by others and the necessity for
perfoming well in order to gain acceptance (1980, p.38). To gain
approval is positive and desirable to all individuals. But in the cas;
of an anxiety éatient, to obtain approval from others is beyond being
merel§ desirable, it is essential for such a person and failing to get
it is a calamity. In RET terms, individuals who have such amxiety
believe that they must perfom well and obtain approval of others. A
vicious cycle océurs because théy are over anxious abqut winnihg that
crucial approval from others otherwise they cannét function well. This
further increases their anxiety leading to poorer“performance and more

amiiety.
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B- Ego Anxiety: This type of anxiety is very similar to that
mentioned above. Indeed, sometimes both of them are regarded as one
(Ellis, 1982). Ego anxiety arises when people feel that their self or
personal worth is threatened (Greiger and Boyd, 1980). Buch people
believe that they must perfom well and be approved by others so that
they, as humans, can have some worth. If they cannot get that desired
approval it is awful and terrible. In their belif system their worth
and essence is equated with gaining approval.

C- Discomfort Anxiety: This type includes a fear of pain,
frustration or discomfort. It is an outcome of a “must-wrhkatory® style
of thinking., In contrast to ego amiety which relates to & poor opinion
of self, discomfort anxiety relates to a poor opinion of other people
and the conditions in which one lives. The belief system, prototype of
discomfort anxious individuals, has a world view that requires people
and conditions to be the way he wants them to be and conversely, not to
exist in any manner that will cause him severe discomfort. Individuals
who have discomfort anxiety can sctand little frustration, since the
notion of taierance to a normal level of frustration hardly exists in
their belief syS{em.

Greiger and Boyd (1930) pointed out that while both ego andiety
and approval anxiety are mn;e dramatic and severe, discomfort anxiety
is usually lesg dramatic,uthouqh more common.

1.4.3, Beck’s Cognitive Therapy

Beck’s ‘“Cognitive therapy® is similar to that of Ellis’s RET,
except for certaib practical pognts and the kind of terminology used.
In common with all variations of cognitive therapies, the goal of
Beck’s cognitive therapy is to develop rat}nnal aﬁd adaptive thought

patterns.
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Cognitive therapy’s primary target is again the thinking styles of
clients. Beck {1976) viewed neurpsis as caused by "channelized
thinking’, ’attention fixation® and “distortions in reality’. He
stressed that the difference between neurotic disorders is not  form
but content. In each kind of neuroszics reality is changed in order to
fit the concepts that dominate the patient’s thinking. In mental
disorders the problem is not the labelling of the stimuli but the
meanings and importance that a patient gives to those stimuli. In other
words, the client’s interpretation of stimuli is pathologically
urrealistic, As a result the client begins to mis-construe the events
happening around him using "arbitrary inference’, ’selective
abstraction® and “overgeneralization®. As Beck pointed out, such
distortions occur especially when the ideation is related to a
patient’s specific problem. These distorted ideas have another
characteristic; that is being "automatic’ in nature. They appear as if
reflexes without any apparent precedent {(anticedent) sign or reasoning.
They are much more-difficult to change by logic, reason and opposing
evidence than other thoughts. One of the most important tasks of the
therapist is to identify those automatic thoughts and help the client
to become aware of his automatic thoughts. Since these types of
thoughts have the characteristics of being reflex like and automatic,
clients usualy are not a&gre of them.

écgnitive therapists concentrate on clients’ distortions of
reality. In therapy the client is, first, trained to recognize his
automatic thoughts. Once this is accomplished, the therapist encourages
the patient to idéntify andrart;culate his faulty automatic thoughts
which are causing the problems. Beck called his psychotherapy process
as ’learning to learn’. He said that this kind of £herapy "eao is
conducive to the patient’s developing new ways to learn from his

experiences and to solve problems ...., this approach attempts to
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remove obstacles that have prevented the patient from profiting from
experience and from developing adequate ways of dealing with internal
and external problems" (19756, pp.230-231).

Accarding to the cognitive explanation of neuwrosis, thinking
disorders lie at the core of all problems. In each psychological
problem there are different types of distortions in the belief
structures of patients. In anxiety, the faulty belief structures are
about the concepts of exaggerated danger and patient®s unrealistically
low estimate of his capacity for coping with it (Beck, 1976). Such
persans anticipate catastrophic occurances to themselves ér to loved
ones. For example, "I am in & terrible condition, if I touch that place
.I will get an incurable disease" etc. Such distorted ideation, with a

/
threatening content attached to it, produces anxiety. The feedback
cues of this anxiety cause the development of more anniety producing
ideation, leading to the vicious cycle. BReck called this phencmenon
"spiralling of fear and anxiety”.

Attention of an anriety patient is absorbed by concepts a§\danger.
That is, little attention is left to be spent for other activities
{similar to Freud’s economy principle). Because most attention is
directed to certain concepts of danger, even a trivial event is
perceived as extremely harmful, and induces anxiety in the person.

To rep}ace these faulty anxiety producing ideas with adaptive and
healthy ones, first the patient is trained to become aware of and to
identify these automatic thoughts (faulty rules). Then the therapist

and the patient, working together, substitute more realistic and

rational alternative thougths.

1.4.4. Meichenbaum®s Cognitive Behavior Modification
The kind of cognitive therapy developed by Meichenbaum was an

explicit mixture of cognitive and behavioristic methods. He attempted
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to make explicit the cognitive elements which were employed implicitly
in behaviar therapy technigues. He stated that "if operant training
procedures could be improved by explicitly including in the treatment
regimen a client’s thought and images, then perhaps overt behavior "
therapy techniques could similarly be improved" (Meichenbaum, 1977,
p.107). Meichenbaum did not take the path of deve}oping comprehensive
therapy methods as Ellis and Beck did, rather, he tried to introduce
specific techniques to make cognitive elements more explicit.

In general Meichenbaum®s contribution can be named as *achieving
self-control through coping statements’. The application of this method
to the treatment of anxiety was two fold.

A~ Stress Inoculation training

B~ Modification of classical behavior therapy technigues
(especially systematic desensitization) with the introduction of coping
self statements (Cullen,1981)

A~ Stress Inoculation Training

The aim of this technigue is to equip clients with skills to
cope with stressful situations. The underlying assumption is that "the
way in which an individual evaluates or labels the situation determines
his subsequent emotional reaction’. The claim is that, if someone can_
be trained to employ coping strategies by looking at a stressful
situag}on from a different perspective, then the negative affect will
be lessened.

In brief, stress inoculation training involves discussing the
nature of emotional stress reactions, rehearsing coping skills and
testing those skills under actual stressful conditions (Meichenbaum,
1977).

B~ Modification of Classical thavior Therapy Methods

Meichenbaum modified the systematic desensitization procedure by

introducing two new elements; a— discussion of problem generating ideas

N
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in the beginning of each session, and b- employment of coping imagery
instead of mastery imagery.

By introducing the discussion of problem—geﬁerating thoughts
clients are made aware of their distorted ideation and erronecus
thinking styles.

In mastery imagery the process of “counterposing’ stressful
situations in the imagination with a relaxed stéte is repeated until
the client is able to master such a visualization without anwiety. In
coping imagery, even though the client feels annious, he is encouraged
to keep on visualizing, employing coping self statements to alleviate
~his anxiety in the stressful situation. If the anxiety still persists
the procedure is first terminated and then repeated, until the client
is able to reduce his anxiety for that item in the hierarchy , with the
help of coping self-statements.

As an advantage of coping-imagery Meichenbaum (1977) indicated
that in this way clients learn to confront and reduce their amtiety. So
when they feel anxious again in a real life situation, they have a taol

(coping self-statements) that will assist them to deal with their

anxiety.

1.4.5. Summary

Despite their different techniques Beck, Ellis and Meichenbaum
agree that psychological problems (e.g. anxiety) are caused by
irrational belief systems (or cognitive distortions or mis-construing
reality). Cognitive therapists attribute both the causes of
psychological problems and the re&edy for them to the patient’s
thinking structures. The aim of cognitive therapy is to avercome
patient’s blind-spots, blurred perceptionsﬂ distorted cognitions and

self-deception. In a broader sense, it aims to reduce psychological
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distress by correcting misconceptions and wrong self-signals. Cognitive
therapists® stress on cognition does not mean that they underestimate
the importance of emotions in the formation of péychulogical problemg,
but they prefer to change emotions by manipulating cognitions
(Beck,19758). They assume that a change in the cognitive structures will
directly lead to a change in problematic feelings (affect).

Many psychologists of different orientations agree that cognitive
structures play an impartant role in psychological problems.
Nevertheless, difference in the conception of the relationship between
cognition and affect exist. If the psychéénalytical claim that "...
cognition is distorted by unbearable AFFECT ..." (Lewis, 1983, p.168)
has any validity, then the relevance of direct intervention into the
cognitive structures needs to be re-examined. This point will be
elaborated in later chapters.

As noted earlier, one of the factors that contributed to the
development of cognitive therapy was the recognition of the limitations
of behaviaor therapy'which chose only the observable bebavior as its
subject matter. Introduction of covert events (thoughts) into the
behavioristic sphere is gaining popularity in clinical psychology,
specifically in relation to anxiety problems. At present, effectiveness
of multi-modal approaches_ to psychological problems is widely accepted
in clipical psychology (Rarlow and Wolfe, 1981).

Before discussing the Three Systems Theory which offers a
multi-modal approach to anxiety problems by combining cognitive,
behavioral and physiological approaches, a brief summary of the
conceptualization and treat&ent of anxiety disorders from four main

echools of psychology will be presented.



1.5, DIFFERENCES IN THE CONCEPTUALIZATION OF ANXIETY

BETWEEN FOUR MAIN SCHOOLS OF FPSYCHOLOGY

The main differences between psychoanalytic, physioclogical,

behavioral and cognitive conceptualizations of amiety are as follows,

From the psychoanalytical point of view the central role in anxiety
is aétributed to unconscious intra-psychic conflicts. These conflicte
are assumed to take place during the psychosexual development stages,
mainly around the phallic stage and between the child (patient) and
significant others {(usually the parent of the same sex). In classical
psychbanalytical theory, these conflicts are regarded as basically an
affective one (repressed hate, love, fear etc.). Thus
psychoanalytically oriented psychotherapists view the anxiety disorders
as manifestations of underlying conflicts. Therefore they, first, try
to uncover the hidden problem, while helping the patient re-live the
denied, Fepressed feelings. Then, by working together with the patient,
the therapist aims to develope a healthier ego in the patient that can
handle future prdblems more constructively.

The physiolegical approach, on the other hand, concentrates mainly
on the somatic symptoms of anxiety problems. The aim of such
intervention islto identify the bodily correlates of amtiety. The
medical approach to the assessment and treatment of the anniety
disorders endorses a physiclogical approach. The physiological
perspective conceptualizes anxiety as malfunctioning in some areas of
the central nervous system or an imbalace in the hormone levels
{adrenaline). The goal is to modify these factors‘direétly by
medication (e.g. benzodiazepines, imipramine etc.).

Behavior therapists conceptualize anxiéty disorders as learned

(conditioned) reactions to previously neutral stimuli. Maladaptive
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behavior like any other hehavior is regarded as being acquired through
learning. Behavior therapists include only objective and chservable
peychological events in their sphere of interest, consequently focusing
directly on the maladaptive behavior and attempting to identify the
stimululi that control the problematic behavior. The aim is, to apply
the principles of learning, to break the stimulus-response chain
(unlearn the behavior) responsible for anxiety symptom and to get the
patient to re-learn more adaptive responses to those stimuli.

Cognitive therapists regard the client’s faulty belief structures
as the cause of anxiety. The way in which the client conceptualizes
events happening in his environment, his assumptions and appraisals |
abcutkthese events are considered to be the elements responsible for
the development of anxiety disorders. Following this line of thinking ;
cognitive therapists, first, try to help their clients realize the role '
played by faulty belief structures, appraisals and assumptions in the
development of the psychological problems; second, working with their
clients, therapists try to help substitute new, adaptive and rational
belief structures instead of the erroneuos one(s).

In a more si&plistic and also clearer manner the differences among
the four main schools of psychology can be seen in the Table-l.

After reviewing the traditional approaches to the problem of
ansiety, in the ﬁext sectian the Three Bystems Theory will be
presented. This new approach, combining different conceptualizations,

offers a more comprehensive actount of anxiety problems.
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School of

Fsychoanalysis

Fhysiological

Behavior Therapy

Cagnitive Therapy

feticlogical
Factors

Unconscious affective
conflicts taking place
between the patient
and the significant
others during the
developmental stages
causing disharmonous
interaction between
the id, the ego and
the super-ego.

Mal-functioning of

certain part of the
CNS or imbalance in
the hormone levels.

Learned maladaptive
behavior patterns to
previously neutral
stimuli.

Faulty cognitive
structures which

are easily available

to the consciousness

of the client, causing
misconstruing of reality.

Treatment

Restoring harmonious
interaction between
the id, the ego

and the super-ego
through affective
reexperience of the
unconscious con-
flictual relation~
ship between the
patient and the im-—
portant figures but
this time with
regard to the ther
apist at a regressi
ve level.

Intervening at the

problematic area .
directly by medi- !
cation. .

Re-learning adapt-
ive behavioral pat-
terns to the same
stimuliy with the
application of ex-
perimentally de-
rived learing prin-
ciples.

Changing faulty N
cagnitive struc-
tures through
specifically de-
veloped techiques
of persuaion {(e.q.
challenging the
accuracy of the
client’s assump-
tions and apprais-
als).

TABLE- 1| Differences between four main scoole of psychology in

terms of aetiological factors and treatment strategies for anxiety ,

disorrders.
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1.4. THE THREE SYSTEMS THEORY

Lanq‘(1968 and 1971) played a pioneering role in the development
of the Three Systems Theory of fear and emotion. Although Campell and
Ficke (1959) introduced the multitrait-multimethod assessment of
psychological events a decade before Lang, this approach was ignored by
American hehaviorists who relied heavily upon a single index of
behavioral change (e.q. rate of pedal pushing or frequency of pecking)

{Himadi, Hoice and Barlow, 1983).

1.6.1. The Development of the Three Systems Theory

The empirical finding that led Lang to propose the Three Systems
ﬁpproach to anxiety was the realization that during automated
desensitization of snake phobics (Lang and Lazovik, 1962), some
sub jects showed rapid improvement in their pvert behavior (phobic
avoidance) yet still regarded themselves as fearful. Furthermore, some
subjects exhibited a reduction of fear as measured by fear
questionnaires, while nevertheless showing an increased cardiovascular
tonus. Lang (1971) ;tated that “"emotional behaviors were multiple
system responses (verbal~cagnitive, tehavioral-motor, and
physiclogical-somatic) that interact through interoceptive (neural,
hormonal) and exteroceptive channels of communication. All systems are
controlled or influenced by brain mechanisms but the level of impartant
centres of influence (cortical or subcortical, limbic or brainstem) are
varied, and like the resulting behaviors partially independent ......
FPerhaps the most obvious examples of system independénce are apparent
when emotion is attenuated. With a reduction in intensity systems are
often diminished in an unbaiénced way, and gyidenée cf‘érousal may
actually disappear from one system and not from another. S0 called mild

feeling may involve no more than the verbal }eport, and we might find
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little gpecific activity in the autonomic or behavioral sphere"
(p.108).

Bernstein and Faul (1971) arcued that anxiety is a tridimensional
phenomenon that includes cognitive, behavioral and physiological
components, Leitenberg, Agras, Butz and Wince (1971) showed that the
relationship between avoidance behavior and heart rate is varied. In
some cases heart rate increased as phobic behavior decreased. This
provided support for the Three Systems Theory of fear and emotion. The
studies of Bernstein and Faul (1971) and Leitenberg et.al. (1971)
support Lang’s idea that anxiety comprises relatively independent
systems.

A few years later Rachman and Hodgson (1974), adopting Lang’s
conﬁeptualization of anxiety, conducted guite comprehensive
investigations. The main impetus behind their eager acceptance of the
Three Bystems conceptualization of fear was their dissatisfaction with
the two-factor theories of fear and avoidance (Mowrer, 1939). Around
1974 the two-factor theorvy had come under heavy criticiem (as stated in
the previous chapter), as fear and avoidance were often found to be
discordant. Rachman and Hodgson (1974) in support of the Three Systems
approach claiméd that "avoidance can co-vary with fear or vary
inversely or vary independently" (p.311). They introduced two new
concepts to explain such inconsistent variation among the three
components of énxiety, namely discordance and desynchrony. Discordance
means a lack of co-variation within the three components at any given
time. Desynchrony refers to the unegual changes between those
camponents within a given time period. The emphasisfplaced upon the

concepts of discordance and desyncrony are the innovations of the Three

Systems approach.



Rachman and Hodgson (1974) proposed several hypotheses about the
conditions under which discordance or desyncrony can occur. In
particular they argued that:

A- Concordance between response systems is likely to be high
during strong emctions while discordance will occur when emotional ~
responses are relatively mild.

This hypothesis is based on Lang’s (1971) claim that mild feeling
states may be reflected via verbal reports rather than via the
autonomic or behavioral systems, because verbal behaviow of humans is
capable of expressing mild affective states, whereas automatic systems
may be totally unresponsive to such stages.

B- Concordance between response systems will be greater under low
levels of demand while high levels of demand will produce discaordance.

This hypothesis was inferred from Miller and Bernstein®s (1972)
demonstration that avoidance behavior in claustrophobic patients is,
in part, & function of instructionally mediated demand characteristics.
In their study, the low demand condition instructions were to stay in
a small dark champer until patients got fairly uncomfortable. The
patients in the high demand condition were asked to stay in the chamber
for ten minutes; Miller and Bernsteain (1972) reported that the
correlation between heart rate, subjective anxiety and reszpiration rate
was higher under low demand conditions than under high demand i
conditions.

‘High demand conditions influence the behavioral response system
independently from the other response systems. For example, Rachman and
Hodgson (1974) reported that highly motivated subjects were able to
caontrol a tendency towards-fliéht in spite of autonomic and

experiential signs of fear.



C- The degree of synchrony that results from therapeutic
intervention will be a function of the particular therapeutic technigue
employved.

The basic premise for this hypothesis is obtained from the
previous one i.e. partial uncoupling of fear and avoidance under high
demand conditions. Rachman and Hodgson {(1974) suggested that clear
desynchrony could be observed in the application of flooding, which was
assumed to put quite high demand on clients. Modelling treatment,
contrary to flooding, was considered to produce syncronous changes by
placing considerably low levels of demand on clients (Rachman and
Hodgson 1974). . ' \

D - After treatment intervention (in the follow up period) the
degree of concordance between measures in different response systems
should increase;

The idea here is that whatever the initial level of desynchrony
iz, successful treatment will result in an increased syncrony in the
three systems. That is, anxiety will decline in all the cognitive,
behaviuralband physiological systems.

Sartory, R;chman and Grey (1977) investigated whether or not the
concordance between the three response systems was high during stirong
emotional arousal, and whether discordance occurs when emotional
recsponses are relatively mild. They used a 100-point "fear thermometer"
to tap anxiety Expressedhthrnugh the cognitive system and measured
physiélogical arousal by heart-rate. The results were inconclusive
since they found the concordance between response systems to be high
during strong emotional arpusal. Nevertheless, they reported only
slight support for the hypathesis that discordaﬁce will occur when
»emotinnal responses are relatively mild.

Grey, Bartory and Rachman (197%9) emplqying 5u5jects with

circumscribed fears also investigated whether the concordance between



the response systems will be greater under low levels of demand, and
whether high leveles of demand will produce discordance. Reformulating
this hypothesis -to adapt to the limitations of their experiment, Grey
et al. (1979 proposed that "a high demand condition would produce
considerable desynchrony and, secondly, a low demand treatment
condition would produce 1itt1g or no desynchrony"” p.137. Three
treatment conditions (high, low and increasing demand), with the
application of in vivo presentations of the phobic situation were used.
Fear thermometer and heart rate were administered to measure the level
of anxiety in cognitive and physiological channels, respectively. The
differentiation of each treatment condition was based on the level of
fear indicated in the fear thermometer upon the presentation of the
phobic stimulus. In high demand conditions the presentation of the
phaobic stimulus always happened at a distance which elicited maximum
fear ratings (100). In the increasing demand condition, confrontation
with the phobic object was graded, eliciting ratings of 30, 7% and 100
in the fear thermometer in each of the three sessions respectively.
Finally, presentation of the phobic object aroused maximum rating of
50 in the fear thermometer in the low demand group.

The hypothesis was supported by overall findings, thus providing
positive support for the Three Systems Theory.

Sallis, Lichstein and Glynn (1980) tested the first of the four“
hypotheses put forward b; Rachman and Hodgsdn (1974). They reviewed 41
clini;al and 34 analogue studies to assess the relationship between the
three anxiety response channels.They assumed that "Intrinsically
motivated clinical patients we?e more intensely anxious than were
extrinsically constrained""(p.ieO, 1980). OF the 95 studies reviewed in
the study, 32 applied assessments on the three channels. Their review

indicates that the -level of concordance decreases as one moves from

studies employing clinical pmpulations, to those studies that use



anologue populations. Clinical popqlations are assumed to have higher
levels of anxiety in comparison to analogue populations. Thesé results
offer some support to the hypothesis under investigation, that under
high levels of emotional arousal synchrony between the three response
channels is likely to occwr, whereas low levels of emctional arousal
are likely to produce desynchrony.

Barlow, Mavissakalian and Schofield (1980) attempted to
investigate the level of correspondence (synchrony and desynchrany)
between heart rate and subjective anxiety during twelve sessions of
cognitive therapy in three agoraphobic women. The results showed
substantial behavioral improvement in all three cases. Hdwever,
different patterns of synchrony and desynchrony were observed between
heart rate and self-teports of anxiety. In one case they found a
suhstantial increase in heart rate at the end of the therapy.
Maviesakalian and Schofield concluded desynchrony as "ah establised
fact in the treatment of phobias" (p.447, 1980).

Lehner and Leiblum (1981) studied physiolégical, behavioral and
cognitive &easures-mf assertiveness amxiety. In this study one of their
aims was to find how closely the three dimensions of assertiveness
arviety were related. Results revealed low correlations between the
three channels, thus giving support to the Three Systems Theory of
anxiety.

<«

Craske and Craig (1984) approached the guestion o+‘5ystem
indep;ndence from a somewhat different angle. They compared the claims
of the Three Systems Theory and Bandura’s Self—Effigacy Theory (1977)
with regard to the performance anxiety of pianists. Self-efficacy
theory supports a unitgry modei'af fear, assigning cognitive variables
a caugal status. Bandura’s theo;y claims that a conviction of one’s

ability to perform particular tasks determines subjective, autonomic

and behavioral anxiety. Thus, Self-Efficacy Theory views response
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systems as interlocking consequences of a more unified construct, i. e.
self-aftficacy.

As & result of this claim the three svytems are viewed as
concordant in direct correspondance to the level of strength of
salf-efficacy. In contrast to the Self-Efficacy Theory, Lang’s (19fi)
approach describes the three systems as interactive but relatively
independent. Independence is a consequence of the fact that none of the
three systems uniquely define an emotional state. The three systems
also differ in their sensitivity to stress stimuli. Autonomic indices
were found to be the least sensitive (Lang 19713 Agras and Jacab,
1981). Rachman and Hodgson (1974) associated system cancérdance and
discordance with specific conditions. They predicted high concordance
among the three systems under high levels of anxiety. Under this
condition the SBelf-Efficacy Theory alsc predicts the same pattern of
responding, i.e. concordance. Fearful individuals, having low self
efficacy, will tend to respond with comparably high levels of anxiety
in each response system. The difference between the two theories
appears when considering situations which evoke relatively low levels
of emotional arousal. The Three Systems Theory forecasts discordance,
whereas Self-Efficacy Theory predicts just the opposite, concordance.
Self-Efficacy Theory claims that if anxiety is low self-efficacy wil}
be high, leading to performance mastery causing very little autonomic
arousal and subjective anxiety, |

The result of Craske and Craig’s (1984) music performance study
pffered clear support for the Three Systems Theory.;Concmrdant
relationships between the thre% syetems were observed in relatively
anxious pianists, while for relatively non-anxious pianiéts the results
indicated‘disconcnrdancevbetween'the three response systems.

The research presented above has aimed directly at testing the

claim of relative system independence in the area of amxiety. In
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summary, studies indicate some support for’the system’s relative
independence; While patterns of desynchrony and discordance have gained
an established acceptance, investigations dealing with the implication
of the phenomenon of system discordance for the developmeﬂt of
effective treatment methods for anxiety disorders began to flourish

towards the end of the 1970s and in the early 1980s.

1.4.2. Application of the Three Bystems Theory for
More Effective Treatmént of Anxiety

fcceptance of anxiety consisting of three relatively independent
systems led to the idea that different components of anxiéty can be
treated by different treatment methods. This idea was introduced at the
very beginning of the three systems approach by Rachman and Hodgson
11974) but application of this claim had to wait until the early 1930s,
partially because of the acceptance of the triple response measurement
as the appropriate assessment method of anxiety by the National
Institute of Mental Health (NIMH) at the Albany research conference
(1981) and partly because of experimental findings in favor of
desynchrony and discordance. With an increased interest in the three
systems approach, different psychologists tried to formulate more
effective treatment regimens for anxiety problems based on this new
model of emotions. Their claim was quite simple and cleary since each
treat@ent is regarded as focusing on one specific component of anxiety
(Cobb, 19833 Jerremalm and Johnson, 1981, 1982 and 1984; Hugdahl,
1981), the aim was first to assess vhich aof the three components plays
the prominent role in the manifestation of patients’ problematic
anxiety, and then to apply the treatment method which foéuses
specifically on the main problemétic component. Having this idea in

mind, psychologists (Cobb, 1983; Ost et al. 1981) classified treatment

methods for amxiety according to the following scheme.
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& - Treatment Methods Focusing on the Cognitive Component:
a- Stress inoculation
b- Coping self-statements

c— Cognitive therapy

B - Treatment Methods Focusing on the Behavioral Component:
a- Exposwre in vivo
h—- Reinforced practice

c~ Modelling

C - Treatment Methods Focusing on the Fhysioclogical Component:
a~ Frogresszive muscular relaxation
b~ Autogenic training
c~ Meditation technigues
¢~ BRio-feedback )
{Fharmacological interventions can be added to the treatment

methods focusing on the physioclogical component.)

Those psychologists who followad this approach in the assessment
and trea@ment of armniety disorders emphasized individual differences in
amiety response profiles. Furthermore, they puointed out ihe prablems
of treating anxious patiénts in terms of qenéral cateqories provided by
the classical diagnostic approach (Ost et al. 1981, 1982 and 19843
Hugdahl, 1981). Hugdahl (1981) for instance, sugnested that "treatment
methods should be individualy tailored to the particular component
rezpuhse profile displayed by each patient™ (p.73). Similarly, Ost et
al. (1984) stated that "grouping patients into broad problem
categories, such as agoraphobia, igndres the fact that the individuai
response pattern seems to be of great importance to obtain optimal
effectiveness in the treatment" (p.6&697).

At present, no repnrted‘research exists in the literature about
the relationship between the classification of anx;ety dicorders and
the Three Systems Theory. Without this infmrma;jon at hénd, fo imply
the appropriateness or inappropriatensss of general diagnostic
categories may be an ungualified jump. Nevertheiess, focusing on

individual differences, Ost et al. have carried-out studies on three



different kinds of phobias; social phobia, claustrophobia and
agoraphobia. In sach study, prior to the treatment, subjects’ anxiety
when exposed to the phobic situation was assessed on both behavior and
heart rate measures. On the basis of this information the subjects were
divided into two groups as behavioral and physiological responders.’
Those subjects who displaved marked behavioral problems and less
physiological arcusal under phobic conditions were assigned to the
behavioral groups and those subjects who displayed marked physiological
arousal and less behavioral problems were assigned to the physiological
group. Behaviorally focused methods included exposure in vivo for
claustrophobics and agoraphobics, and social skill traininq for social
phobics. Applied relaration was used for physiologically oriented
treatments in all three studies. Half of the subjects in each group
were randomly assigned to behaviorally focused treatment while the
other half were assigned to a physiologically oriented treatment
package. It was predicted that the physiological group would benefit
‘more from relakation whereas the behavioral group would do so from
exposure in vivo. Results of the first two studies {on social phobia in
1981 and on claustrophobia in 1982) were promising. In both studies,
subjects placed in the physiological responders group benefited
preferentially from applied relaxation while behaviorally focused
methods (social skills‘Fraininq and exposwe in vivo) were more
effective for subjects with marked behavioral reaction. In the case of
agoraphobia, although the trend of the results was in the predicted
direction i.e. physiclogical responders obtaining more benefit from
applied relaxation while exposure in vivo was more effective for
behavioral responders, as (Ost et al. (1984) state in their paper "in no
Cacse was exposure in vivo significantly better than applied relaxation
for the behavioral reactors, or vice versa for £he physiological

reactors" (p.705) .
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Ost and Hugdahl (1981 and 1987%) set up studies which had somewhat
gimilar logic to those stated above, yet were quite different in terms
of the practical implications. Acceptance of anxiety comprising three
loosely coupled components constituted the basic premise of their
study, but the main aim of the study centered on Rachman®s (1977)
introduction of three pathways of fear acquisition. Rachman proposed
that fears could be acquired in three different ways: by conditioning,
by vicarious learing or by trénsmission of instructions. In the first
study, Ost and Hugdahl (1981) investigated the different waye that
patients acquire their phobias. Results indicated that a substantial
proportion of the patients (S8%) reported to have acquifed phaobias via
conditioning, whereas (17%4) of patients attributed the acguisition of
theitr phobias to vicarious experiences, (10%4) te the transmission of
information and (15%) could not recall any specific onset condition.
(st and Huadahl (1981) did not find any clear relationship between
the ways of acquisition and the loadings dn the three components of
amtiety. However, interesting findings were obtained in animal phobics.
Those who attributed their phobias to conditioning experiences also
displayed their anxiety mainly in the physioclogical component. Just the
Dpposite response patterns appeared for subjects who had acguired their
phobias indirectly, the manifestation of their anxiety being mainly in
the cognitive (subjective) component. )

. Ost and Hugdahl (1933) in another study investigated the
acquisition of phobias in eighty (80) agoraphobic patients, but they
did not find any relationship between the forms of acguisition and the
loadings in the three anxiety components.

Anather line of investigation within the Three. Systems Theory
focused on the phenomenﬁn of synchrony and desynchiraony and their
relation to thefépy outcome (Grey, Rachman and Sartory, 19813 Rarlow

et.al., 1980; Vermilyea, Boice and Barlow, 19843 Himadi, Boice and
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Barlow, 1983). In a recent study by Vermilyea et al.(1984) one aim was
to establish patterns of synchrony that related to treatment outcome.
Although all subjects improved overall when the same data were
sub-categorised according to synchronous and desynchronous patients,
treatment effectiveness appeared to be greater for the synchronous T
group. In the desynchronous group there was a tendency towards
increased heart rate. The authors further subdivided the subjects into
two groups as treatment responders and treatment non-responders. The
treatment responders group consisted of twenty two (22) =subjects half
af whom were synchronous, the other half desynchronous. However, in the
treatment non-responders group which had a total of six éubjects, five
were desynchronous subjects while one was synchronous.

The research cited so far can be categorised in four different
groups in terms of their focal points in the Three Systems Theory:

A- Btudies that attempt to show that desynchrony and discordance
are real phenomena rather than an artifact of faulty measurement. {e.q.
Sartory et al., 1977; Grey et.al., 197%9; Craske and Craig, 1984).

B- Studies éiming to indicate that anxiety problems can be
managed most effectively if the selection of treatment method is made
o thé basis of the most problematic component of anxiety in a given
case (e.g. Ost et al., 1981, 1982 and 1984)

C- Studies investigating the relationship between the way in
which phobias are acquired (conditioning, vicarious learning or
transmission of information) and the loading of each of the three
components of anxiety (e.g. Ost and Hugdahl, 1981 and 1983).

D- Studigs examining the relationship between patterns of
synchrony and desynchrony and treatment outcome (e.g. Rarlow et al.,

1980; Vermilyea et al., 1984).
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Btudies in the first, second and fowth categories are supported
by euperimental data. Studies in the third category have received very

little, if any, support.

1.6.3. Criticism of the Three Bystems Theory

Although the results of several experiments (e.g. Sallis et al.,
1980) 1énd support to the original claims of Lang (1971) indicating
that cognitive, behavioral and physiological sytems are loosely
coupled, the Three Systems Model of anxiety and emotion was criticised
from different perspectives.

A~ The Froblem of Convergent Validity: In the procé;s ot
assessment of fear the basic question is whether particular dependent
measures are suitable indices of feaf (Kaloupek and Levis, 1983). In a
general sense different measures of a construct like anxiety need to
show relatively high correlation with other ways of measufing the same
construct in order to fulfil the requirements of convergent validity
(Cone, 1979). But the Three 8Systems Theory claims exactly the opposite,
(i.e. divergence'émong three components of anxiety), Himadi et al.
(1983) state "some authors .......thought that the triple response
measurement (TRM) produces nothing but confusion i.e. lack of
convergence, why bother" (p.313).

Lang, however, (19468 and 1971) warned that the response modes
will not necessarly correspond in expected ways. He called the
expectations of correspondence the indicant fallacy. He also argued
that the great variety of internal and external stimuli can
differentially effect responses and, therefore produce low
correspondence. He alsq added that assuming any single event could be
used in an exact substitutive Qay to index a psychulugical state could
lead to serious éroblems (Himadi et al., 19835). The Three Systems

Theory is built on the assumption that the three systems reveal
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different manifestations of the same pheromenon i.e. amtiety. Thus,
such critcisms can be dismissed on the grounds that the basic logic of
the theory encourages the phenomenon of 1ow correspondence among the
three systems. Construing the phenomencon of anxiety in terms of the
three relatively independent components is gaining strength in
psychology (Kuiper et al., 1%983).

Bml Hugdahl (1981}, Miller and Kozak {1982) have guestioned the
definition of fear and armxiety in the Three Syatems Theory. Hugdahl
asked which of two people can be said to be anxious if one shows an
increase in autonomic responsivity but lack of cognitive and behavioral
anxiety to a given stimulus, while the aiher reports cognitive anxiety
but shows no change either in behavior and physiological indices of
anviety to the same stimulus. From the Three Systems Model’s point of
view both are regarded as arxwious, regardless of the component through
which the amxiety is manifested. The differentiation of anxjety into
three components helps the clinical psychologists to decide on the
appropriate treatment methods (Rachman, 1978; st et al., 1981, 1982
and 1984). |

{— Cone (1979) posed a serious difficulty for the Three Systems
Theory that still awaits a satisfactory outcome . Cone (197%) stated
that "failure to find a relationship among the measures may be due tg
content differences, method differences or to content method
interaction differences ...it has been difficult to knuw whether lack
of correspondence between systems or contents was due to real
differences between them or to differences in the method used to assess
responding within them (pp.89-91).

As stated before,'tﬁe three different components
(cognitive/verbal, motoric/behavioral and physiological /eomatic) have

been measured by different methods. The cognitive component has been
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measured by different guestionnaires. The fear-thermoneter was the most
commonly employed scale {Hugdahl, 1981).

%he' Behavioral component has usually been measured by behavioral
avoidance tests. The nature of these tests differed as the behavior in
question changed. For example, in the case of claustrophobia {(Ost e{
al., 1982) the assescment of the behavioral component was made on the
basis D% patients” behavioral reactions when asked to enter a small
chamber. The measure was obtained on a 0-34 point scale where gach

nunber stood for a particular kind of behaviar.

Fefuse to enter

'e)
il

it

Went in

2

i}

Closed the door, and so on.

The most commonly used physioclogical indicator of anxiety is heart
rate. Ost et al. (1981, 1982 and 1984), Grey, Sartory and Rachman (1979
and 1981), Craske and Craig (1984), Vermilya et al. (1984) and
Mavissakalian and Michelson (1982) all used heart rate to measure the
level of physiclogical arousal when working within the Three Systeme
Theory pafadigm.w

Cone (1979) touches on an important point. The studies that
employ three different kind of measurement to assess the three
components of anxiety were bound to obtain low levels of correlation.
Cone (1979) indicated that the relationship between two behaviors that
underlie theiaame construct (e.g. anxiety), could vary depending upon
the‘methads used to measure them. The relationship between two
behaviowrs (e.g. I tremble and I do not look) which were related to the
same underlying construct {(heterosexual interpersonal anxiety) was
consistently highest whe? measured in the same way. For example, both
behaviors are measured by cbservations of an ééaasgﬁr. The next highest
relationship occcuwrs for the same behavior measured differently. For

instance, trembling is measured by directly asking the subject and



also by observing the subjects’ behavior. Lowest correlations are
obtained when different behaviors assescsed in different ways (e.g.
trembling is assesssed by asking the subject and the other behavior °1
do not look’ is measured by chservations of an assessor.

Cone’s criticism directly attacks the centre of the Three Systems
Model, namely the phemonenon of desynchrony. Desynchrony can be caused
by method differences or content differences or both. None of the
studies investigating desynchrony adequately dealt with this problem.
One study, however, by Lehrer and Woolfork (1982) employed self-report
assessment of anxiety in terms of cognitive, behavioral and somatic
modalities, which they subjected to a €;ctor analysis. They found that
salf-reports of cognitive, behavioral and somatic varieties could be
measured a5 orthogonal factors. In terms of Cone’s terminoclogy, they
used the same method of measurement {self-report) to assess the level
of anxiety in three different content areas (cognitive, behavioral and
somatic) and obtained orthogonal factors.

Gathering some kind of support for the relative independence of
the three system%, (i.e. the three content areas) with the employment
of the same aséessment method {(self-report), Lebhrer and Woolfork showed
that desynchrony and discordance could not be attributed to the method
differences in assessing the level of anxiety in the three different
systems. Thus, this low correlation among the three systems is less
likély to be due to methodological error. The use of questionnaires to
tap the level of anxiety in different content areas also helps to
clarify the ambiguity in the verbal/cognitive component. Cone (1979)
argued that to equate the cognitive system with a client®s verbal
statements could lead ta"methadological confusion. He stated that
"cognitive activ?ﬁy is not the only content area indexed by verbal

behavior, the referent may be some motor or physiological activity
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(1979, p.89). Fresentation of a brief example may help to clarify what
has been said on this issue.

Within the Three Systems Theory, subjects"verba1~5tatement5,
irrespective of the content of the statements, are accepted as the

assessmant of the cognitive amtiety. Concsider some verbal-statements.
I usually think of the black side of events.
I perspire
My heart beats faster

I avoid behaving freely

It iz quite unlikely that the above self reports will be related
to the asszessment of responses in the cognitive domain. Only the first
item is related to the cognitive compon;nt. Probabiy, the second and
third items will be higly related to physiological measures (such as
heart rate and respiration rate), while the relationship between item
four and a behavioral avoidance test may be expected to be guite high.

In a way the problem lies in the con%using of content areas with
measurement methods. Lebrer and Woolfolk (1982) used self report as a
method of assessment of anxiety in the three reponse channels
{cognitive, behavioral and somatic), whereas Lang (1971) treated
self-reports of anxiety as assessment of the cogritive component only.
In this way Lang referred to the self-reports of anxiety as a content
area (the cognitive component). The result of Lehrer and Woolfolk’s
(1982) study 'suppmrtad“the validity of shifting self-report from being
regarded as a content area to being regarded as a method of assessment.
Factor analysis showed that "three orthogonal factors (somatic,
cognitive and =social avoidance) can be extracted from a pool of
self~repprt items of somatic, cognitive and behavioral anxiety related
complaints" (p. 175, 1982);VA5 Lehrer and Woolfolk inaicated,
confirmation of the validity of this questionnaire requires the finding
of high correlations between direct measﬁfas of overt behavior and

physiological arousal and the corresponding components of the measwe.



However, low correlations do not directly rnegate the validity of the
questionnaire if the subject’s own perception of the behavioral and
physiological anxiety is accepted as the focus of attemtion
(Reigenzein, 1983). As long as physiological arcuszal does not reach,thg
threshold of the awareness of the person, it is not likely to be
considered as problematic. Therefore, focusing on the person’s
perception of his autoromic arousal for the assessment of amdiety and
selection of the appropriate treatment method rather than focusing on
objectively measured physiological arousal alone may be a more
pragmatic and realistic way of asseszing a patient”s anxiety.

Certainly, finding a high correlation between a subject’s own
per&eption of his physiclogical arousal and an objective measure would
support the validity of using the subject’s self-report measures.
Fortunately a pramising conclusion related to this issue can be drawn
from the study of Ost et al.(1982). In this study the treatment of
social phobia was approached from the Three Systems Theory’s point of
view. An ‘Autcn0m§c Ferception GQuestionnaire (A.F.0.) was used as one
of the self report assessments and heart-rate asﬂthe physiological
assessment of énxiety. Changes in the A. F. @, were parallel to the
changes in heart-rate. Thus, this study indicates that a person’s
perception of his own physiclogical changes are correlated with the
physiolmgical‘changas measured by an objective method (heart-rate).
‘Befoée considering anoéﬁer criticism, one more problem related to the
physiclogical /somatic component is worth noting.

Rlthough in maét instances the third component of the three
systems questionnaire is termed ‘physiological’, it has sometimes been
labelled as somatic (Kaloupek and Lewis, 1982;hLehr;r and Woolfolk,
1982). It is not the terminological differences that the present author
wishes to discuss but their relation to pﬁysiolagical assessment. In

most studies, heart-rate (H-R) was regarded as being representative of
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the physiclogical component of ansiety, rarely being employed with
galvanic skin resistance or respiration rate. However, employing one or
two physinioqical measures, such as heart-rate or respiration rate, may
create problems, because indices of physiclogical arousal rarely
coincide (Lang, 19713 Flutchik, 1970). The =omatic component of Lehrer
and Woolfolk’s (1982) questionnaire overcomes this problem. Because the
somatic component consists of sixteen (16) items which assess various
somatic symptoms in different parts of the body, the present author
regards it as measuwring the level of “somatization® of anniety.

A valid measwe of the physiological component should cover the
whole range of physiological indices in order that the degree to which
an individual somatizes his anxiety can be accurately assessed..
Adequate physiological measurement of amtiety should include all
possible indices, but such an approach would be quite costly in terms
of time and finance. This conclusion brings the topic back to the
advantages of employing a guestionnaire which aims to measwe three
different éomponents of anwiety. I will finish this discussinnlatating
once more that Lebrer and Woolfork’s results (i.e. moderate correlation
among the three components ranging from .47 to .66), gives a promising
indication for the usefulness of the guestionnaire method. It should
also be kept in mind that, as stated previously, the relationship is
consistently highest wheg two behaviors related to the same underlying
const;uct (e.g. anxiety) are measwed in the same way {e.g. by a
guestionnaire) (Cone, 197%9). Thus, obtaining moderate correlations
among the three systems under the condition where highest correlations
between two different behayior5~were expected, provides quite strong
grounds for both the conceptualization of anxieéy as compriging of
three relatively independent modalities and the apﬁlication of

questionnaires to assess andiety on these three components.
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D- The last criticism concerns the confusion about what is meant
by the cognitive component (Kozak and Miller, 198d; Cone, 1979
Hugdahl, 1981). &lthough all the above psychologists have criticised
the vagueness of the term "cognitive component" of anxiety, eaqh
focused on a different area. Cone and Hugdahl drew attention to the
fact that in spite of a general agreement over what is meant by
behavioral and physiclogical components, there exist large
discrepancies in the definition of the cognitive / verbal component.
Hugdahl®s (1981) criticism is the most significant one from the point
of view of the present study.

‘Lang (1971}, Lang, Rice and Sternbach (1972) included verbal
statements of the overall subjective feelings in the verbal /cognitive
cnmpnnént without specifying the source of statements (in Cone’s terms,
without specifying whether the referrent is physiological or behavioral
activity, 1979). Sartory et al. (1977), Grey et al. (1979), and Ost et
al. (1981, 1282 and 1934) used the vfoar-thermometer" {(which simply
asks subjects to report their feelings when confronted with a phobic
stimulus) to asses the subjects’ cognitive anxiety. The research which
employ fear—tﬁermmmeters, implicitly (perhaps explicitly) assume that
cognitions and feelings are controlled by the same system. Ohmen and
Ursin (1979 contrary to above assumption, changed the referrent of tﬁé
cognitive component from‘éubjective feeling to the awareness of the
irrat{onality of the behavior.

Hugdahl (1981) argued that due to the lack of a consistent
definition of the cognitive component it is difficult to compare/
different studies that intend t; measure the relationghip among
different components. He added that “"without such clarification the
cognitiye conponent -may mean at least threg differént things." (p.79).

a- First, the cognitive compnﬁent can be conceptualized as the

client’s perception of his autonomic arousal and labelling it as fear
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or amnviety. Such a view was apparent in the studies of Schachter
(19264), Sartory et al. (1977), and Grey et al. (1979 in which linear
relationships between self-report and heart-rate have been reported. In
such & conceptualization there is no room for desvnchrony and
discordance between cognitive and physiclogical components of anxiety
since a linear relationship has been predicted. Vermilyea et al.
(1784) and Himadi et al. (1983) have shown that desynchrony and
discordance among the three response systems are well established. Thus
it can be argued that conceptualization of the cognitiveuﬁomponent &5
a peréeption of autonomic arousal and labélling it as anxiety is not
supported by the empirical data.

b- énather alternative conceptualization of the cognitive
component is similar to those proposed by cognitive therapists (Ellis,
1962; Beck, 19763 Michenbaum, 1977} who arqued that the thinking style
of the phobic patient, ife. what he says to himself, and his faulty
cognitive structures, play an imporfant role in the preservation of
maladaptive newrotic behavior. In this respect the cognitive component
can be defined as habi{ual automatic negative self-statements. Such a
"cognitive" component {(automatic negative self-statemets) would be
impossible to measwe by the usual anriety. measures, for example, the
fear thermometer. The fear thermameter; as stated before, does not
refer to negative thoughts at all, it just asks how a person feels in
a given situation.

c- Hugdahl (1981) sugoests another way to define the cognitive
component: "subject’s anticipatory fear and énxiety in the form of”
worrying and brooding about the forthcoming fear provoking events. In
this content, the cognitive verbal co&punent denotes. negative thoughts
in advance of exposure, including fear of not being able to

instrumentally cope with the situation" (p.79). In this definition the

cognitive component is accepted as referring to negative thoughts
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rather than the perception m% physiclogical arousal or subjective
feeling. Hugdahl (1981) also afgued that a person might not experience
any anticipatory negative thoughts before an event, but nevertheless
cadld experience intense feelings of anxietv when confronted with an
anxiety arousing situation. On the basis of the two different
definitions (the cognitive component as negative thoughts or feelings
of anxiety), Hugdahl suggested further subdivision within the single
cognitive éompanent. He, however, missed the essential point by
proposing "further subdivisions within the coonitive component”. In
fact what he implied was: one individual®s response could be manifested
as anticipatory negative thoughts while another person could display
his anxiety by intense feeling states (perhaps with little or
relatively less negative thoughts). In a way he proposed a kind of
disti;ction between cognitions and feelings, which was much more
clearly stated by Zajonc (1980). Rather than suggesting a subdivision
between the cognitive component (negative thoughts and sudden
feelings), The present author suggests a fourth gompmnent* feeling or
aftfect. As indicated by kozak and Miller (1983), "there is not a
tripartite classification of responses inherent in the fear related

phenomena" (p.352).

1.6.4. Summary

The approach prnposea by the Three Systems Tﬁeary promises a
better understanding of the nature of anniety problems. Initial studies
(Ost et al., 1981 and 1982) suggest that matching the type of treatment
with each patient®s amnxiety profile may be very effective in
alleviating anxiety. Nevertheless,”certain issues within-the Three
Sysﬁems Theory await clarification to make this approach more

effective. At present, the definition of the cognitive component seems
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the most problematic area of the Three Systems Theory (Hollingworth,
1986).

These considerations bring the topic to the discussion of whether
the affective (subjective feeling) system szhould be included within the
cognitive system or whether it should be treated as a relatively

independent system. This issue will be explored in the next section.

2. FEELINGS AND COGNITIONS

In this section, the question of whether feelings can be separated
fram cognitions and treated as a relatively independent component will
be discusseé. The implications of such a separation in the treatment of
anxiety disorders will be explained within the framework of the Three
Systems Theory. |

In this study, the words *feeling® and "affect’ are used
interchangeably. It should be noted that the word “"feel" is generally
regarded as having a meaning thaf refers to all affective states, in
this paper, however, it will refer specifically to anxiety.

In the following pages a conceptualization of affect as a
relatively independent system will be examined from a cognitive, a
psychoanalytical and a physiological perspective. In addition,
contemporary approaches supporting the conceptualization of feeling as
a relatively independent system will be presented and possible
advantages of including feeling (affect) as a relatively independent
system in clinical psychology will be discuésed. Finally, the
application of the feeling—cognitian~dichotomy in the present research

will be outlined.
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2.1. THE CDGNITIVE FERSFECTIVE

2.1.1. Principles of Cognitive Therapy and Feeling

In philosophy, feeling and cognition have been distinguished as
two opposing faculties, (Flato, Kant and Hume). This tradition was
carried into psychology by Wundt (1907), Freud (1923) and Jung (1923).
Nevertheleszs with the dominance of the cognitive approach in psychology
in early 19605, the distinctiqn between feeling and cognition was
abondoned. The very basic assumption of Ellis (1962) is that feeling is
only post-cognitive. Kuiper and MacDonald (1983) state that "Implicit
in Ellie’s approach is the fundamental assumption that irrational
cagnitions are a basic cause of emotions” (p.298). Kuiper and
MacDonald q&uted from Beck who claimed that "irrational cognitions are
the primary cause of psychopathology" (1983, p.289). Kuiper and
McDonald (1983) identified two assumptions that underly almost all
forms of cognitive psychotherapy:

A- Emotional and pEychologicai disturbances are caused largely by
illogical or irrational thinking.

B~ The restructuwring of cognitions accessible to awareness
represents a therapeutic sclution.

Cognitive therapy largely restricts itself to a narrow sphere
where only illogical thinking styles which are accessible to the
consciousness are accepted as the sources of psychological problems.
Thereby problematic thinking styles are the target of cognitive
interventions. In cognitive therapy the individual’s way of

conceptualization and interpretation of a given condition is considered

to be the determinant of the person’s emotional state.

2.1.2. The Definition of Cognitions and Cognitive Therapy



fccording to Plutchik {1980) "cognitions should be considered as
synonymous with thinking and should include such functions as
perceiving, conceptualizing and remembering” (p.2868).

Arnold (1970) introducéd the term “appraisal® to explain how
cognitions caused the development of emoctions. This term refers to the
person’s evaluation of a given situation as good or bad. Stroangman
(1978) suggested that appraisals are cognitions that intervene between
environmental stimulation and physiological and behavioral responses.
He said that "Essentially appraisals were evaluations of the personal
warth of incoming stimulus” (p.10%). Peters (1970) defined appraisals
as the connections between emctions and clasees of cognitions. Arnold
{1970) claimed that appraisals are the crucial elements which lead to
the development of emotions. Peters stated that "They (emotions) differ
from each other because of the differences in what is appraised
... these differences in appraisals are largely constitutive of the
different emotions. By that I mean that at least logical necessary
condition for the uze of the word emotion is that some kind of
appraisal should be inveolved and that different emotions must be
involved in different appraisals. In other words, emotions are
basically forms of cognition” (p.188).

Lazarus, Averill and Opton (1970)1 proposed a definition of
emotion very similar to that of Feters. Tﬁey argue that "each emotional
reaction, regardless of its content, is a function of a particular kind
of cognition or appraisal” (p.218). Arnold (197¢), asserts that the
generation of emotions presupposes the evaluation of a stimulus
situation as good or bad. So cognitive appraisals are again considered
to be the sole factors in the appearancé of emotions. Thus two
principles of cognitive therapy e&erge. .
fi- A cognitive process (appraisal) is a prerequisite for the

emergence of emotions.



B- In dealing with psychological problems, the focus of attention
is directed to the faulty appraisals {cognitions), since the problem is
held to be generated by them.

So in the case of anxiety, cognitive therapy assumes that whenever
a person encounters a particular situation he panics, Thie is because
his erraneous coqnitive‘structures lead him to interpret\and evaluate
the condition as dangerous. The aim of the cognitive intervention is to
make the person aware of his own irrational cognitive structures and
replace them with healthier and more adaptive ones.

Certain pre-suppositions about human nature underlié the
agsumptions af cogniiive therapy. The human being is regarded as an
evaluating organism, searching his environment for cues about what he

needs and wants and evaluating each stimulus as to its personal

relevance and significance (Lazarus et al., 1970).

2.1.3. Cognitive Therapy and Human Mature

The picture of a human being &hat emerges is of a being who
cantrols and satisfies all of hfs internal needs by active scanning and
evaluating. Such a view of human nature is very similar to that of
computers. The analogy between computers and human beings led to the
development of guite novel and innovative theories of the functioning
of the human psyche (e.g. cognitive theories in general). Nevertheless,
investigators need to be cauticus when explaining hﬁman nature in terms
of computers and feedback loops. The limits of the resemblance between
the two should not be euceeded. Neisser (1943) arguing just the
opposite of what has been put forward by cégnitiye therapists,
supported the idea of “"cognitions being in the service of emotions". He
emphasized the point that although humans can be regarded as similar to

computers in certain respects, i.e. both are goal directed, both learn
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from experience and both can produce novel or creative output, four
major differences exist between the two.

A- Computers never get bored, but people do.

B~ Computers have a single motivation whereas people have many.

€~ Computers’ memories can be instantaneouslf grased but people
hive little control mverbwhat they will learn or forget.

D- Computers neither dream nor play.

Cognitive theorists are also aware of the problems of explaining
human psychic functioning in terms of information processing systems.
Some cognitive psychologists accept that apart from those“cagnitiuns
(or appraisals or belie% systems) there are other factors to be
considered. Arnold (1970} concludes that emotions could be
conceptualiged as camposed‘nf two elements: "one static, the
appraisal, which is a mere acceptance or refusal of the expected effect
of the situation on us; another dynamic, the impulse toward what is
appraised as good and away from anything appraised as bad" (p.176).
Accordingly, emotion becomes a felt tendency towards anvthing appraised
as good and away from anything aﬁpraised as bad. Arnold also stated
that her definition could help to explain how emotions are generated.
“Whatever ie perceived, remembered, imagined will be appraised: if it
ig appraised as desirable or harmful an action tendency is aroused"
(p.176). -

Furthermore, if the appraisal is intense i.e. the person evaluates
the condition or the object as very desirable, a person becomes aware
not only of the tendency toward the desirable object but also the fact
that this is an emotional tendency (Arnold,”1970), Within this apbroacﬁ
although a cognitive appraisal concgptualization of emotion has been
reformul ated by the introduction of one more eiement, i.e. a felt

tendency, the determining role in the development of an emotional state

still remains assigned to appraisals. Thevexplanation of the
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development of unrealistic appraisals was, and still is, one ot the
controversial aress within cognitive psychotherapy. Lazarus et al.
(1970) assumed that people have certain dicgpositions or tendencies to
respond selectively to stimuli and these dispositions may be the
product of psychogenetic, cultural and ontogenetic development,
praobably a mixture of tﬁe three. On the basis of these dispositions,
the individual cognitively filters the incoming information and the
resulting "appraisals " determines whether the situation is evaluated
as threathening, relevant or something else.

The first point that needs to be elucidated is the éerm "tendency"
or "diépusition". Un?ortunately this is an area where cognitive
psychology does not offer a comprebensive explanation, and leaves the
nature of ;he word "disposition” rather ambiguous. A similar problem
arises in Arnold’s theory of emotion. She refers to appraisals as

evaluations of situations. She also mentioned that some appraisals are

"intuitive" (1970).

2.1.4, Criticiasms

Strongman (1978) pointed out the contradicton between cognitive
therapists over the definition of appraisals as intuitive. He stated
that "if cmgnitioq is heavily involved (as suggested by cognitive
therapists), the implication is that man can control his emctions, How
can this be so, if appraisals are imnediate, intuitive and innate ?“
(1978, p.107). Attributing an intuitive property to some appraisals is
incompatible with the definition of the same concept as an information
processing system. Alsoc accepting some apﬁraisa} as intuitively’
determined opposes the concept of }he human being as an evaluating
organism delineated by cognitive therapists. ’

- Cognitive therapists® stress on the determining role of appraisals

in the development’of emotions has alego been criticiced by Costello
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(1976) and kenny (1963) on the grounds that conceptualizing emotions as
caused by appraisals implies that the ocbject of emotion must always be
its cause. But this is not true for all cases; sometimes the cause may
be inaccessible to awareness at that moment.

The other assumption of cognitive therapy, which regards the
restructuring of those problematic cognitions accessible to
consciousness as the therapeutic solution, has been criticised by Derry
and Kuiper (1981). kuiper and MacDonald (1983) claimed that although
cognitive schemata could play an integral role in the etiology and
maintanence of depression, it was not clear whether these schemata were
readily accessible tc‘consciousness. He argued further that cognitive
psychology has a broader definition of cognitions, which makes no
requirement for accessibility to awareness as a criterion for
acceptance as cognitions. Cognitive therapists {(e.g. Beck and Ellis)
restricted the definition of cognitions to include only those
accessible to awareness. Such rest(ictian could render cognitive
therapy ineffective due to the fact that cognitions inaccessible to
anwarengss may be immune to changé utilizing this therapeutic procedure.

Costello (1974) questions the usefulness of focusing therapy on
the cognitive level alone, He also criticises ancther assumption of
cognitive therapy, namely, thaf negative emctions are referred to as
disarganizing and useiess, and are caused by faulty belief structures.
Caztella thought that negative emotions serve a "signalling" function
and indicate that a "mismatch" exists between the demands of the
environment and the person’s behavioral repertoire. Kuiper and
MacDonald (1983), however, propose that negative emotions may have a
broader signalling function, in which irrational cognitions may not
always be the sowce of emotional disturbance. Psychalmgicél problemns
may be brought about by a guite rational realization by the client that

his present behavior repertoire is inadequate to cope with the demands
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of the environment. Thus, kuiper and MacDoald (1983) state that "i+ the
client’s irrational cognitive structures are not the major scurce of
disturbance, it may be futile to focus the therapy on altering these
cognitions" (p.308), As an alternative treatment approach to
psychological problems kKuiper and McDonald {1983) recommend an eclectic
therapy package that places the emphasis on the modification of faulty
cognitions or on the modification of inadequate behavior patterns or
even on the modification of the clients” environment, depending upon
the nature of the case.

Cognitive therapy assumes affect is post-cognitive. Feelings and
cognitions are assuméd to be isomorphic, with the governing function
being givgp to the cognitions. Within cognitive therapy there is no
place for feeling as a relatively independent system from thought.
Feeling as a relatively independent system is also overloocked by the
other psychological approaches. Scheff (1983) criticized the general
trend in psychology towards the cqnceptualization of “feeling®. He
remarked that "in médern psychology feelings are referred to as

epiphenomena, that means they can not be considered to be the cause"

(p.849).

2.2. THE FSYCHOANALYTIC ?ERSPECTIVE

2.2.1. Affect In Psychoanalytic Literature

Cantor and Gluckman (1983) after reviewing various definitions of
affect from a psychoanalytic approach, concluded that, although
variation among theories exists, certain common aspects can be
identified. Almost all psychoanalytical approaches to affect refer to
it as a subjective feeling tone or feeling quality which ks often but
not invariably accompanied by discernible physiological or wmotoric

reactions.
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The psychoanalytical perspective assigne importance to the aftfect
component. For example, in Affect and Mesmory Rapaport (1967) states
"..the field of affects and emotions, in  other words non-sensory and
non-intellectual processes, has been a generally isoclated field within
the sphere of psychology. The @xplanation of them has remained
unsatisfactory, and in the main has attempted to reduce them to
physiological-sensory or at best intellective processes . ...in
psychoanaltical theory, affects and emotions are not isclated terraing
no concept is more central to it than that of emotions, affect, drive."
{(p. 140},

While centrality of affect has clearly been illustrated by
several analysts (Drellich, 1981; Green, 1977), almost all agree that
psychoanalysis does not posses a Qnique theory of affect (Fapaport,
1983 Fanel, 19743 Basch, 1976). The differences between psychoanalysts
on the theory of affect reach such a point that agreement over the
definitions of affect, emaiion and feeling becomes unattainable (Cantor
and Gluckman, 1983).

Drellich (1981) for instance, says that "some authors use the
terms affect, feeling and emotion synonymously and interchangebly,
others make sharp distinctimns_betweén the inner subjective experience
and the expressive phenomena .... Rapapo;t {1947) supported the use of
the term for the cons;ious subjective feeling exwperience and the word
emotion for the objective physiological and motor discharge
manifestations" (p.17). Flutchik (1980) follows Rapaport’s
conceptualization of emctions as a complex_cha{n of reactions,
including inferred cognition, feeling and behavior. I will fallo; this
trend of thought in this paper. ~

Fsychoanalysis attributes a primary role to affects in the process

of therapy. Drellich (1981) remarked that “The patients® affects are

among the most important data which psychoanalysts monitor in the
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psychoanalytical process" (p.11). Rapaport (1933) also emphasized the
role of affects in analytical theory and he endorsed the views of
S.Freud, Fenichel and A. Freud that liberafion of drives from
repression was necessarily accompanied by an appearance of affects.
Therefore, therapy depends upon mastering the appearance of these
affects in a certain way. In Green’s (1977) paper the significance
attributed to the affects in the Freudian approach is indicated in the
following way, "...analytical treatment using the transference gives
affect an increasingly large part to play .... Nevertheless it remains
that affect keeps its place as the primary eystem in Freudian theory,
regulated by the pleasure and unpleasure principle whose possibilties
of transformation and evaluation offer less room for manceuver than the
representations (ideas). But on the other hand, because the aim of
psychoanalysis is to gain an access to the most fundemental systems of
psychic life, those which regulate the basic functioning of the psychic
apparatus, the place takeﬁ by affect in the evolution of the theory is
completely justified" (pp.139-14Q0).

In 1870, Freud referred to newrosie as caused by "strangulated
affect", defining affects as the libido or the psychic energy
(Sulloway, 1979). So when an affective discharge was not allowed its
expression by the process of repression: it accumulates or builds up.
This strangul ated af}ect tries to express itself (discharge) thiough
indirect ways such as dreams, slips of the tongue, and in extreme
cases, by neurotic symptoms. Freud introduced the technique of
abreaction which consists of helping theAglieﬁt to express his built up
tension, as the therapeutic cure (Sulloway, 1979). Freud realized tﬁét
benefits of abreaction are giute short lived - patients often relapsed

and symptoms recurred - . Freud then reformulated his therapeutic

précess and called it psychoanalysis. In addition to abreaction,
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peychoanalysis includes three further processes ~ transference,

interpretation and working through.

2.2.2. Affect In The Fsychoanalytic Frocess

The aim of psychoanalysis is to release repressed impulses stored
in the unconscious. To achieve this, the analytic atmosphere must
convince the patient that there is nothing to fear in letting
previously repressed impulses express themselves. The key features in
the analytical atmosphere are the permissive attitude of_ the therapist
and his encouragement of the patient to free expression of repressed
impulses {Alexander, 1963 . Within these conditions the infantile
cedipal relationships are recreated and the relationship between the
patient and important figures in his childhood are transferred to the
therapist. Alexander and French (1974) specified the transference as "a
kind of relationship which is obtained within the therapeutic
situation wherein the thefapist is indeed the representative of a
figure of importance from out of patients past" (p.73).

The most significant feature of transference is illustrated by
Kline (1984), who states that ".... what is normally repressed and
beyond the awareness of the pgtient is now literally in the open,
existing between the patient and the th;rapist. A1l deep emotion and
ambivalence of love ;nd hate can be worked through, the feelings

expressed and come to terms with. Thus transference is the core of the

therapy" (p.35).

resolution of the transference. In this new stage the aim is to
correct those emotions that were previously reprégsed. Alexander (19463)
writes of the corrective emotional experience "bhen the early

con?lictual relationship is repeated in the transference, the
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therapist’s attitude must reverse that of the intimidating parent. He
can be objective and understanding because he is not emctionally
involved, this permits the patient to eupress himself/herself asore
freely. The parental intimidation is corrected by the more tolerant and
sympathetic attitude of the therapist, who replaces the authoritarian
parents in the patient’s mind. As the patient realizes that his modest
self-assertion will not be punished, he Qill experiment more boldly., At
the same time he can express himself more freely towards persons in
authority in his present life. This increases the ego’s capacity to
deal with aggressive attitudes which amxiety had previously reprezsed"
{pp.286~-87). In short, the therapist emotionally responds to the
patient’s transference in a way that neutralizes negative consegunces
{affects) of the parental behavior {Alexander, 1963).

In transference and corrective emotional experince, the primary
role ascribed to affects is undoubtedly clear. Nevertheless,
psychoanalysis recognizes the role of intellectual processes. The
Intellectual insight’ of a patient into the nature of the origins of
his condition is referred to as one of the most important steps towards
the cure. Alexander (1963}, however, stresses that the "patient must
feel what he understands, otherwise he could Ee cured by a teutbook”
(p.288). Intellectual insight, as a priSEiple, is built in and
associated with emotional experiences, it helps the perpetuation of
emotional gains and improves the effects of emotional experiences.
Valenstein {1942) while he grants the fundemental significance to
emotional reliving for the achievement of in;ight and cure,
nevertheless appreciated the contribution of intellectual procésses to
this end. He states that "Fsychoanalysis can be described as an
experience in the broad sense, that is to say, both as a souwrce of
afféctive connotative knowledge (consequence of awareness through

emotional and experiencial acquaintanceship) and also of cognitive
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knowledge (&ansequent pf predominantly intellectual awareness) ...
Sometimes the emptional state or the affect leads the thought
representations, sometimes it is the ideas which leads the affect into
consciousness and into expreszsion. The important point is that there be

a ready association of one to the other" (pp.321-322).

2.2.3. Affect and Cognition: Two Separate Systems

In cognitive therapy, affects (feeling) are treated as an
epiphenomenon (i.e. they cannot be considered to be causes) (Scheff,
1983) and as post-cognitive, therefore, a patient’s cognitive
structures have been targeted for intervention. In the psychoanalytical
approach, however, the emphasis is shifted from cognitive structures to
aftfects. Part of the reason for this contradiction can be found in the
differences of the models which originally informed the theorists of
each school. Fsychoanalytical theory was developed when such concepts
as energy, closed systems and hydréﬂlic models were popula} in physics
whereas information-processing feedback-loops, computers are the
models adopted by cngnifive theorists.

Fsychaanalysts emphasize the importance of affects but also accept
the role of cognitions in psychic processes. Cognitive theorists play
down emotions and emphasize cdgnitimns. But the important difference is
that psychodynamic theory advocates a relative indebendence of atfect :
from cognition., Freud (1913), Valenszstein (1%62), and Green (1977) for
example, endorse a parallelism between affective and cognitive
processes but, nevertheless, argue for their separateness. For instance
Freud in hia essay on the unconscious (1913) stafes that "the whole
difference arises fron the fact tha% ideas are cathexes ultimately of
memory traces whilet affect and emotion corresponds with process of
diecharge the final expression of which is perceived as feeling"

{(p.111), In New Introductory Lectures On Psychoanalysis (1932) Freud
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dis&usses the role represcion plays in anviety "It is the idea which is
subject to repression and which may be distorted to the point of being
unrecaognized, but its quota of affect is regularly transformed into
anxiety"” (p.l113).

Valenstein®s paper (1942) reflects the cleavage in a somewhat
different manner. He held the idea that "Affects and ideas stand in an
interesting relationship to one ancther developmentally. Affects being
closely related'to instinctual drives and tencsion levels close to the
primary process, and in this sense, more archaic than ideas. Ideas as
thought representatives are expression of secondary procesess and Ego
functioning” (p.322). Valenstein’s separation of affects from thought
in terms of primary and secondary processes stems from Freud®s ideas in
"the Froject”. Ostow (19461) when refering to the Froject states that
"...an affect, Freud says, intensifiec the idea to which it is
attached, inhibits thought and facilitates primary process, uninhibited
instinctual discharge. The Ego acts to inhibit futher release of affect
after a small amount has been released" {(p.83).

The primary procéas refers to the disposition towards the
imnediate discharge of psychic energy characterised by the high
mobility of instinctual impulses. Cathexes of mental energy (ideas) are
the materials that represent the aims of discharge. In early childhood,
the primary process dominates psychic life, pushing the representations
towards discharge. Such a process is ewperienced by the child as a wish
or a desire (Arlow and Brenner, 1974). The primary process, which is
regulated by the id, includes imagination and ideas accompanying
instinctual energy.

The secondary process the emergence of which is tied up to £he
deyelapment of the ego, is characterised by its ;bility to bound and
delay the instinctual energy. The ego which has the task of

zel f-preservation, evaluates and processes the incoming information and
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decides whether or not the conditions are appropriate for the
satisfaction (release) of the instinctual energy. So the secondary
process acts as the regulator of the desires and wishes generated in
the id. Mevertheless, the function of the ego is to satisfy those
dirives of the id, under the conditions where its discharge does not
possess any threat to the organism. Freud stressed that the function of
the ego was to serve the desires of the id as well as preserving a
harmonious interaction between the organism and the environment (1932).

2.2.4. Affect And Cognition: Two FProcesses Of Mental

Functioning

To reformulate what has been said above: affects and cognitions
can be considered at least partially separate on the basis of their
mode of functioning. Some theorists (e.qg. Valenstein, 1962) hold that
the operation of affect functions at the primary process level, while
cagnitions function at the level of secondary process. The point to
emphasize is that the absence or the presence of ideas are not the
discriminating factoré between the primary process (feeling or affect)
and the secondary process (cognitions). That is, in the primary process
both affects and ideas exist and the aim of the affect is to satisfy
its idea. The diffehentiatihg power is attributed to the level of
functioning and the guality of ideas. Ideas are just cathexes of the
psychic energy, they are brought about by this energy automaticélly,
and have no power of controlling the drives. The instinctual energy is
regulated by the pleasure principle, and its sole aim is to obtain
satisfaction by discharge.

In the secondary process thekinﬁtinctual energy is bound and
controlled by thought processes which have emerged through relationship
between the infant and the enviroment. In the secondery process the

determining function is assigned to the ideas (thought processes) in
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this level of functioning. The secondary process is charecterised by
the binding of instinctual energy bQ processing the information coming
from the enviroment. Acting as a control agent, the secondary process
regulates the release of the psychic energy. Therefore, it is more
appropriate to identify those ideas in the primary process as images or
phantasies related to the instinctual energy, and those ideas in the
csecondary procese as thoughts. Rapaport (1939) stated that "... Freud
contrasts the terms ideation and thinking. The implication is that
ideation pertains to drive-representations, thinking to reality
representation; these terms express the difference between the id and
the ego~organization of thought. ....The memory trace of the excitation
and that of the need satisfying object become associated and, when the
need again arises, the memory of the need-satisfying object emerges
with hallucinatory vividness. This memory image becomes the ideational
representation of the drive underlying the need. ... Ideation yields
its place in the course of develophant to the process of thought in
which all ideas related to the need satisfying object are so organized
as to enable a planfullsearch for the need satisfying object in
reality" (pp.324-323).

Arlow and Bremner (1974), suggest that the terms primary and
secondary processes do not indicate the quality of the level of
functioning. A healthy mental operation does not imply the domination
of a personality by the secondary process functioning i.e. binding of
affective discharge all together. A well adapted personality has both
processes functioning harmoniously. The predominance of either one may
be a precursor for the development of emotional.problems.

Valenstein (1962) asserted tﬁét affects, being more archaic than
cognitions, are closer to the primary process; and cognitions are the
consequence of the interaction between environment and organism and

therefore are nearer to secondary process functioning. In fact, such
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separation of affect from cognitions can be understood more clearly
when Arlow and Brenner®s (1974) conceptualization of secondary préceas
and Flutchik™s explanation of the development of cognitive processes
are considered jointly. Arlow and Brenner (1974), in describing the
natuwre of the secondary ﬁrmcess, stated that "...this quality of mental
functioning (the secondary process) ie a later acquicsition of the mind.
The secondary process results from the impact of reality and of the
environment upon the developing mental apparatus. It reflects the
effects of experiences of mastering frustration, of being rewarded by
important objects in the environment, and of socially determined moral
concepts” (p.86&).

Plutcgik {1980) explains the development of cognitions, from an
evolutionary perspective. He said "In the most basic sense, any
organism must predict on the basis of limited information whether there
is a danger in its environment or a food or & mate, depending on the
prediction made, the organism makés a decision to run, to attack, or to
play or to mate. From this peint of view the complex processes of
gsensory input, evaluation, symbolisation, comparison of memory states
and the like, those processes we call cognitive are in the service of
pmotions and biological needs” (p.295). Plutchik reiterates, however,
that cognition developed later for more accurate prediction of the
future so that the orgénism could function more effectively in his/her
life. Parallelism between the authars implies that cognitions and the
secondary process can be conceptualized as being)similar to each other.
Flutchik, in conceptualizing cognitions as in the service of emotions
seems to restate Freud®s (1932) claim: the Ego is in the service of the
Id. ‘ A .

The functions of the ego are similar to the functions of the

secondary process, nevertheless, the total domination of a personality

by the secondary process operations i.e. edxcessive inhibition of drive
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{affective) discharge, does not lead to a better functioning
persanality. What needs to be clarified is the nature of the secondary
process and the place of the super-ego in the interaction between the
primary and secondary processes. These two processes as defined by
Arlow and Brenner {(1974) refer roughly to the releasing and binding of
instinctual energy. The id then functions at the primary process and
the ego at the secondary process‘level. Then the super-ego, from the
dynamic view point, can be considered to reside in the secondary rather
than the primary process. It acts as an agent of smcietél rules within
one’s personality by inhibiting the impulses from the id.

There is a qualitative difference between the super-ego’s
inhibitioés and the ego’s delay of the id drives. The aim of the ego is
to satisfy the id"s drives under appropriate conditions so that the
satisfaction does not threaten the Drganisﬁ’s existence. The super-ego,
however, does not have such a self-preservation duty. Rather, its aim
iz to supress the id's impulses iﬁdefinitely. From this point of view
the domination of a personality by the secondary process (inhibitory
forces) is as detrimental as the domination by the primary process. f
healthy ego regulated by the reality principle is one that sustains a
harmonious interaction between the primary and the secondary processes,
In other words, a healty ego releases the instinctual impulses at
appropriate occasions but aleo witholds them when necessary, until a
convenient situation arises again. The conceptualization of a healthy
ego in terms of harmonious interaction of the primary and the secondary
processes rather than the domination of fhe primary process by the =
secondary procese have alsoc been proposed by Green (1986). He stated
that "..in opposition to what Freud thought, it is not so much a
question of the secondary process dominating the primary processes, but

rather that the analysand can make the most creative use of their
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as he does in everyday life." {(p.20), Thus, the aim of a healthy ego is
to satisfy as well as inhibit drive discharges that are represented by

atfects.

2.2.5. Conclusion

The approach adopted in this paper is that affect (feeling) and
cognition can be conceptualized as two relatively independent systems.
Information presented in the above sections indicated that affect is
closer to primary process functioning (i.e. discharge of drives) and
cognition is more similar to secondary process functioning (i.e.
binding and neutralization of atfective discharges). The separation of
affect +rd& cognition implies that the psychic structure of each person
can differ in terms of the level of influence of the affective and
cagnitive systems. #ar example, the affective (primary process) may
predominate in one person, while the cognitive (the secondary process)
may dominate in another. In the case of anxiety, the former may
experience the distress mainly in his affective domain, whereas the
latter may experience exactly the same phenomenon largely in his
cognitive domain and in terms of negative, anticipatory thoughts. Thus,
the same objective phencomenon (anxiety) fé perceived and expressed
differently. This conceptualization iz similar to Kendall®s (1984) who
regards affect and cognition as issues that can produce variability
amang people. He thought that some people were excessively cognitive
{(ruminative) whereas others were insufficiently cognitive (impulsive).
He said "it is, in my opinion, possible faf there to be individual h
differeﬁces in the degree to which gffect versus cognition contributes
to the development and/or maintenance of certain types of
maladjustments” (p.131). Those people whose psychic life is relatively
more dominated by the primary process are characterized by the

mechanism of displacement and condensation {(Arlow and Brenner, 1974).

|
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Valenstain (1262) discusses éf{ectualizatimn as a defense mechanism,
which is usually employed by hysterical characters who are prone to
powerful and relatively primitive affect responses. He also referred to
individuals with obsessive personality as having been characterised by
the containment of drive impulses and subsequently the isolation of
affect from the idea. He stated that "In psychoanalysis such
individuals intellectualize and isolate affect from their conscious
experience and communication to ward off insight through depriving the
analytical material of the quality of emotional authent}city" {p.317).
Either of the processes (the primary and the secondary) can be employed
to aveid insight ana the advance af the therapeutic procedure. Neither
one of tqem can be regarded as more healthy in terms of psychic "well
being” since the domination of a personality by either one of them may
result in psychological problems. Only the nature of the problem
varies. For example, if the primary prnceés is dominant there arises an
excess of affect and hysterical symptoms, if the secondary process is
dominant, it leads to the inhibition of affect and obsessiQe-CDmpulsive
symptoms.

Up to this point assumptions of cognitive and psychoanalytic
trea#ment approaches to emotional problems have been stated to indicate
that while in the main cognifive theraﬁy leaves no room for the
separation of feeliﬁg from cognition, such discrimination is possible
within psychoanalysis, However, to treat the topic evenly, it should be
noted that some authors (Basch, 19763 kKrystal, 1977 and échur, 1969)
within the psychoanalytic school defend“the Enseparability of affects
from ideas, but their opposition is directed more to the compiete .
separation of the two. But they at least acknowledge the variability of
the role of cognitive elements from emotion to emotion (échur, 1969).
It is important to note at this point that the separation of affect

from cognitions should not be taken to extreme. Their independence is
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relative, for it is a well recognized phenomenon that feelings and
cognitions are closely related, being effected by the same events and

continuously interacting through feedback mechanisms (Zajonc, 1980).

2.3. FHYSIOLOGICAL FERSPECTIVE

In the psychoanalytical literature physiological arousal was
regarded as common but not a necessary accompaniment of affects
(Rapaport, 1947). Rapaport claimed that "affect could manifest itself
in the psychological level or physiological level or in both levels,
Emotion is a process which may have a great variety of phenomenclogical
manifestations. One could then have to deal with the process emotion
in psychogamatic termg, maintaining that sometimes its physiological
manifestations may become more obvious to such an extent that they may
seem altogether absent” (p.il). Flutchik (1980), however, maintained
that emotional reactions do not depend on prior presence of a
physiological state of ardusal.

Schachter and Singer (1962) proposed that physimlmgicél arousal
and cognitive attribution are the necessary components of an emotional
experience. This is the cognitive arousal theory of emotion in which
affect is treated as post cognitive, in the sense that it occurs only
after physiological arousal aﬁd cognitive attribution of this arousal
has been completed. Lader and Tyrer (1973) point to an ambiguity of the
term "arousal". They remark that Schachter’s use of the word refers tg
a hightened activity of the the peripheral vegetative syéfem.
Moreover, in Schachter’s theory the perceived arousal has been
employed as the measure of physiological state. The perceived érouséi
refers to the perception of feed-back from the periphery, not the
peripheral physiological arocusal. For Schachter then aroﬁsal and its
feed-back becomes peychologicaly significant only to a level that jg

perceived by the individual (Mandler, 1973). So, those arousals which
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were unable to reach the threshold to be perceived by a person were not
taken into account in the theory. This assumption seems quite
reasonable, for as long as & person cannot perceive his own
physiclegical arcusal, such changes in his body will have no relevance
in the evaluation of a situation.

Reisenzein (1983) hypothesized that if physiological arousal, more
correctly its feed-back, is crucial for the emergence of emction, then
if either such feed-back is blocked or its intensity is reduced, the
level of the emctional experience will be reduced accord;ngly. To test
this assertion he exgmined two types of studies:

A- Studies of emotional experience in people with spinal cord
injuries. This type Df patients were selected because functional
transsection of the spinal cord eliminates propriocceptive, cutanecus
and visceral input from a substantial portion of the body. Studies by
Janas and Hakmiller (1975) and Hohmann {(19446) showed that patients®
level of subjective feeling {(sexual and agressive) declined in
intensity as the lesion became more marked. In Hohmann’s (19466) study
patients also reported higher levels of sentimentality after their
injuries. However, because of methodological shortcomings the results
of these studies were inconclusive. Several important variables were
left uncontrolled. Reisenzein stated that "considering the dramatic
life changes resultiéq from severe spinal-cord injuries, reports of
declined intensity of feeling could be the result of psychological
adaptation the patient has to make ... or of any number of causes other
than the injury itsel$" (1983, p.241).

E- Studies on the effects of adrenergic receptor blocking
substances in emotion. Beta-blockers feduce peripheral arousal
reactions, that act mainly on the cardiovascular system rédu:ing the
effect of sympathetic nerve activity (Weiner, 1980). Results of severa]

studies { Liu, Debus and Janke, 1978 and Tyrer, 1976) indicate that,
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with the administration of beta-blockers and the expected reduction of
peripheral arousal, there is no observed reduction in the‘level of
reported anxiéty. Feisezein, contradicting Schachter®s and Singer’s
azgertions, suggests that the perception of physiological arpusal is
not directly related to the intensity of the feeling. However, it is
difficult to arrive at a conclusion at this stage of the research
because numerous sources of autonomic feed-back were left unatfected by
beta-blocking agents. Nevertheless, it can be argued that if the link
between the perception of physiological arousal and the emotional
experience is as intimate as Schachter claims, the reduction of
cardiovascular feed-back obtained by beta-blockers would result in a
significant reduction in the level of emctional experience. This
conclusion was supported by investigations of Fahrenberg (1963) and
SBhield and 8tern (1979) which showed that cardiovascular feed-back
accounts for the most salient components of perceived arousal.

The upshot of this research is that subjective feeling (affect)
need not be equated with the perception of physiological arousal. The
discrepancy between bodily reaction and subjective emotional feeling is
the point where the Three Systems Theory and Schachter’s theory are in
conflict (Rachﬁan, 1978). Schachter and Singer (19462) have regarded the
physiclogical arcusal as the "necessary é;nditinn" for the formation of
anniety, wherepas the Three Systems fpproach offers grounds for the
experience of amiiety without marked physinlhqical accompaniments
(Rachman and Hodgson, 1974).

I feelings can be conceptualized as relatively indepedent frgm .

koth cognitions and physiclogical arousal, then a need to reconsider

the position of feelings in modern psychology seems to be @nevitable.
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2.4, AFFECTS AND COGNITIONS IN THE RECENT LITERATURE

The relative séparatian of affect (feeling) from cognitions is
not confined to psychoanalysis alone. Since the 1980s studies
emphasizing the importance of feelings have flourished (Flutchik, 1980
Lajonc, 1980, 1984; Izard, Zajonc and Kagan, 1984; Sheff, 1983).

Flutchik (1980) defined emotions as consisting of three related
but relatively independent components: cognition, feeling and behavior.
He proposed that although those three systems, (especially cognition
and feeling) are intimately related, some variations can occur among
them. He stated that "Even if the cognition is accurate, it is still
possible for the feeling aspect of the emctional chain to be blocﬁed,
modified or distorted. This is presumably what ego defenses such as
denial and repression do. However, even if the feéling is clearly
present, appropriate action may or may not occur. This is éimply
because environment orvinternal restraints prevent the action.
Emdtions may thus be conceptualized as sequential chains of events,
involving inferred cognition, feeling states and behavioral effects"
{(p.290).

His approach to emotions is from a psychoevolutionary
perspective; from which he arqgues for the primacy of emotions (I think
it would be more accwrate to say the primscy of affect) over
cognitions. He claims that the very first organism had to "emote"
~+iqht or flee-, and cognitions develope& later in order. to ensure
those primitive and eseentialy emotive activities had been executed in
the best interest of the organism.

The most comprebensive study on‘the sapératian of feelings from
cognitions is Zajonc’s (1980 and 1984). He argues (1980) "Pre;erences
Need No Inferences": Affects and cognitions aré separable and partially
iﬁdependent systems, while they usually work jointly. Nevertheless,

a?fect can be generated without prior cognitive process. He criticised
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contemporary psychology on the grounds that it regards feelings {or
affects) as post-cognitive, that is, elicited only after conziderable
processing of information has been completed. Zajonc, {1989) examining
mainly social psychological research conluded that "...affect and
cognition are under the control of separate and partially independent
systems that can influence each other in a variety of ways ..."
{(p.132). He goes on to say that even though both feeling and thought
involve energy and information, feeling has been described as mainly
energy, while a substantial weight has been given to information in the
composition of the latter. Referring to this issue, Zajonc (1980)
stated that "In the pure case, the analysis of feelings attends
primarily to enerqgy transformations, in contrast, the analysis of
thoughts focuses primarily on information trgnsformations" (p.154).
Zajonc’s debt to Freud can easily be detected. In the analytical
approach, affect is accepted as standing closer to the primary process
characterised by the continuous striving of the psychic enerqy for
discharge. 8imilarly, Zajonc defined feeling as predominantly energy
transformation. Intellectual processes are regarded as closer to the
secondary process, which have the role both of evaluating the
environment and processing the information in order to regulate the
discharge of the psychic energy. Furthermore, cognition is regarded as
consisting of mainly information transformation in Zajonc’s definition.
Zajonc (1984) argued that the point in separating feeling from
cognitions is not how much information the organism requires from the
environment in order to produce an emotional reaction, but how little
work it must perform on this information to pfoduce an emotional
reactién. He proposes that, for é mental phenomenon to be called a
cognition, it must involve operations of the sensory input in which

such input has been transformed into a form that may become



subjectively available. The transformation of the sensory input
implicitly presupposes active involvement from the organism.

Here it is useful to refer to the distinction between ideas and
thought. In the primary process the ideas are generated by the
instinctual energy, representing the goal of the discharge. Hence, the
ideas in the primary process are completely dependent on the
instinctual impulee. Furthermore, by being generated through psychic
energy alone, processes such as information processing or evaluation of
the environment do not operate. It may be said that these ideas |
manifest themselves in terms of & wish or a desire. By contrast, in the
secondary process thoughts are assumed to function via the processing
af inforfmation coming from the environment. The aim of the Eecondafy
process is to control and regulate the instinctual demands with the
help of mechanisms peculiar to the secondary process, that is, thought.
However, feeling and cognition - mentioned previously in terms of
instinctuadl energy and information processing - would best be regarded
as independent but interacting systems. Because each, cognition and
feeling, include bcfh energy and information only their relative weight
differs (Zajonc, 1980).

Zajonc supports his theoretical claim by reviewing the literature
for empirical research. His arguments can be presented as follows.

A- Affective reactions show phylngenetic and ontogenetic primacy
{Izard et al., 1984). Izard et al. (1984) after reviewing the empirical
studies pertinent to feeling-cognition controversy, concluded that
"ematinns and cognitiahs can be considered as separate but interactive
systems” (p.33).

B~ Separate neuroanctomical structures canvbe identified for
affect and cognition.

a~ Emotional reactions are likely to be under the control of ;

right brain hemisphere, whereas cognitive processes are predominantly
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the concern of the left hemisphere (Cacippo and Fetty, 1981; Schwarts,
Davitson and Maer, 1973).

b- Emotional features of speech are controlled by the right
hemiephere, whereas semantic and lexical aspects are controlled by the
left (Ross and Mesulam, 1979).

L~ Appraisal and affect are often uncorrelated and disjoint.

a~ Affective judgements of a person are characterised by a
primacy effect, whereas appraisal informations are influenced by a
recency effect (Anderson and Hubert, 1963:; FPasner and.Synder, 197%).

b- The weighting assigned to trait adjectives that
contribute to preferential judgements of hypothetical individuals are
uncorrelated with the recall of these adjectives (Dreben, Fiske and
Hastie, 1979).

c~ If cognitive appraisal is the necessary determinant of
affect, then changing the appraisals should result in a change in
affect. This is usuglly not so (Petty and Cacioppo, 1981).

Zajonc’s approach is more constructive than that of cognitive
therapists (e.g. Laiarus, 1982) who reject the possibility of
independence of affect from cognition. According to cognitive
therapists, appraisals are the preconditions for the emergence of
feelings. As Zajonc stated "Assuming that cognitive appraisal is always
a necessary precondition of emotion preempts research on the mattér"
(p.117). His idea was to leave the final word in the problem of
separating feeling from cognitions to empirical findings, rather than
to assumptions and definitions.

Wilson {1983) and Rachman (1981) have diséusged the implications
of referring to feelings as a reiatively independent companent within
clinical psychology. Rachman (1981) postulates an asymmetrical
relationship between the two, saying that, while it is easier to find

examples in which affective reactions were triggered and intensified
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by cognitive elements, the reverse does not hold. Once an affective
reaction has been formed, it i= quite difficult to alleviate it by
cognitive means. Thus, he concluded that "cognitive operations were
relatively ineffective means of reducing affective reactions but
potentially powerful means of inducing and increasing affective
reactions” (1981, p.282). Rachman also draws attention to the current
position of cognitive therapies by indicating that" ...attempts at
overcoming psychological problems by cognitive methods have fallen
short of hopes and espectations. The relative weakness of most forms of
rational psychotherapy can perhaps be traced to two assumptions that
have been challanged by Zajonc.

A - Most forms of rational paychotherapy have assumed that affect
is post—cognitive rather than pre-cognitive.

B - Rational psychotherapy is based on the implicit assumption
that cognition and affect operate within the same system" (p.283).

In general, it appears frn@ the foregoing that there are ample
grounds for attributing relative independence to the affective
{feeling) system. Affects can be considered as similar to a- the
primary process functioning, b- the concept of psychic energy and c-
the dynamic component of emotion. On the other hand, it seems
appropriate to refer to cognitions as being nearer to a- the secondary
process functioning, b- the concept of inférmation processing and o~
the static component of emotion.

Once the status of "feeling (or aftect)” is established as a
relatively independent system, an imporfant gquestion arises for
clinical psychology: Given the affective sysiem has the capacity of
relatively independent Functian{ng, what therapeutic methods
specifically modify the affective component?

in this paper amxiety is conceptualized as consisting qf four

components rather than three, feeling is given a position similar to
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those of the three systems (cognitive, behavioral and somatic). Hugdahl
{1981) pointed out the vagueness in the definition of the cognitive
component and suggested a further subdivision within the cognitive
component. The same problem was mentioned by Izard et al. (1984). Izard
et al. (1984) drew atfentian to the controversial natuwre of the
definition of the subjective-experiential component: "The central
guestion is whether the third component of emotion is basically a
feeling state, a special type of cognitive process {e.g. "hot
cognition”), or a combination of feeling and cagnition: We do not
consider it a trivial guestion. For those who consider the component as
consisting solely a feeling state, there is a large and relatively

unexplored territory of the emction-cognition relationship® (p.3).

2.5, THE IMFLICATIONS OF SEPARATING AFFECT FROM COGNITION
IN CLINICAL PSYCHDLDGY

Clinical psychology is curéently dominated by cognitive,
behavioral and physiological épproaches. The primary target of
cognitive therapy is to change a client’s faulty cognitive structures.
The assumption is that such change will improve affective problems.
Behavior therapists, on the other hand, focus on the maladaptive
behavior pattern. The aszsumption is that changing maladaptive behavior
patterns will directly improve the affective problem of the person. The
physiological approach attempts to induce affective improvement in
patients through the assistance of drugs. The Three Systems approach
embodies a combination of these three t;eatment methods. To include
affect as a separate system contradicts the underlying asessment and
treatment assumptions of these approaches since they regard affect as
an epiphenomenmn. In contrast to the Three Systems approach,

psychoanalysis focuses on affect, and attributes a primary role to

feeling in the aetiology of anxiety. Fsychodynamic approaches,
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therefore, do not attempt to modify affects by changing a patient’s
behavior or by modifying cognitive structures. Rather, the treatment
focuses on the affective relationship between the therapist and the
patient {e.g. tranference). The significance of the therapeutic
athmosphere in the précesé of psychoanalysis has always been stressed
as one of the most important elements determining the outcome of the
therapy (Valenstain, 1962).

If affect is incorporated into the Three Systems approach, it may
be possible to assess a patient™s anxiety in a more déiailed form. For
example, one person may experience andiety with numerous anticipatory
negative ideas, a certain level of subjective feeling and behavioral
avoidanéé and sama£ic symptoms. While another person may react to the
same situation with relatively few anticipatory negative ideations, but
guite high levels of subjective feeling of amxiety. In clinical
practice there are cases where after a certain period of therapy
patients state that although he)she knows that nothing aversive is
going to happen, he/she stillvexperiences an uneasy feeling. The
response of a cognitive therapist, usually, is to suggest that although
the patient reports no irrational or negative cognitions about the
situation, he/she still exhibits automatic thoughts that are outside
of his/her awareness.

For the same case, however, a psychoanalyst would assert that the
problem is mainly unconscious and the patient’s affective problem
should be dealt wifh first, but certainly not through intellectual
procesées alone. Hence, when subjective-feelings play a dominant role
in the manifestation of a\nxiety,,~ psychoanalytically oriented treatment
packages may be more effective.

In summary, I suggest that conceptualization of feeling (affect)
as a relatively independent system may improve assessment and treatment -

of amiiety disorders. The treatment methods for anxiety disorders could
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change depending on whether pgtienta are affectively oriénted or
cognitively oriented. Because, affectively oriented clients may be more
responsive to certain aspects of the treatment which may have
relatively less cuwrative property for cognitively oriented clients.
Since the ad#ent of cognitive psychology, cognitive (behavior)
therapy techniques have been routinely applied to each patient without
considering each patient’s personality structure and without paying
enough attention to affective component during the therapy. Thus,
instead of the Three Systems conceptualization, I p;mpmse a Four
Systems Approach, adding an affective (feeling) system as the fourth

component. I also suggest that psychoanalytic therapy is an appropriate

method of modifying the affective system.

2.6. APPLICATION TO THE FRESENT RESEARCH

To examine whether feelings and cognitions can be conceptualized
as interacting but relativelyiseparate systems in the manifestation of
anxiety, the following groups will be compared:

A - Male and female subjects.

B ~ Obsessive-compulsive patients and all other DSM-III anxiety

patients.

A- Male female differences

I suggest that females will experience anxiety relatively evenly
on cognitive and feeling components. Males, on the other hand, will
tend to experience amndiety more in theﬂcognitive domain and }elat;vely
less in the feeling when compared to the female sample. Such
differences are thought to appear due to relatively different

personality structures of male and female subjects as proposed by

Freud (1923) and Torgerson (1980).
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Faychoanalytic and social pﬁychmlégical investigations provide the
rationale for this claim. Psychoanalysts (e.g. Freud, 1913) clearly
state that the male personality structure is closer to the obsessive
type while females have personality disposition similar to hysterical
traits. Adams (1973) and Freud (1923) point out that
obsessive-compulsive disorders are mainly found in male patients, Abse
(1973), Arieti (1973), Torgerson {(1980) argued that hysterical
personality structure and hysterical problems are closely related to.
the female personality. Torgersen (1980) in a study ;o replicate the
factor structure demonstrated by Lazare et al. (1964 and 1970) on oral,
obsessive and hysterical personality syndromes, found that a hysterical
factor structure is poorly replicated in a male sample, but clearly
appeared in a female sample, He suggests that "perhaps it was true that
the hysterical personality was a typical female characteristic"
{p.1274).

Both, Dbsessive—compulsivé personality and obsessive compulsive
disorder are characterised by certain defense mechanisms such as
undoing, isolation and reaction formation (Salzman and Frank, 19313
Insel, 1982). In thiz study isolation is the focus of interest. This
defense mechanism denctes the separation of affect from the idea. A
person who employs this defense mechan;sm has been described as
"exerting severe control‘mver Bis emotions, thereby producing a
pseudoplacid unaffect, flattened emotional state "( Salzman and Frank,
1981, p.287). Lazare et al. (19464) in their study investigating the
validity of the psychoanalytic obsassi;e type include nine adject;ves
that are supposed to indicate the features of an obsessive personality.
One of these adjectives is "emotional constriction”, réferring to the
use of the isolation defense mechanism . They defined ematidnal

constriction in terms of a narrow range of affective reactiong

difficulty in warm outgoing contacty coid; abstract and emctionless,
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and avowed rationality. In sharp contrast to this obsessive type, a
hysterical personality structure is marked by high levels of
engtionality. Valenstein (1952) referred to affectualization as a
typical defense deploved by hysterical personalities. Lazare et al.
(1964) regard emotionality as one of the important denominators of a
hysterical persanélity structure. These people are characterised by: an
gasy excitabilityy an inconsistency in reactions; labile affectivity;
irrational emotional ocutbreaks; intenstiy of exwpression of feelings,
deficiency in emotional control; a lack of emotional inhibition and an
extravagance of emotional color. )

In the light of this, males can be considered to be closer to the
obsessive type personality structure, and will exhibit less
emmtibnality but higher levels of emotional constriction when compared
to females. In general the opposite is true for women. The female
personality is generally a hysterical type and is characterised by
higher emotionality and less emotional constriction.

Social psychologists exﬁlain the male-female differences in
emotional and intellectuallfunctioning in terms of the differences in
socialization. Spence and Helmrich (1978}, for instance, suggested that
through societal rules and pressures, females are forced to accept a
more feminine identity which results in a personality structure that is
characterised by emotionality and sensitivity. Males, on the other
hand, are required to take on a masculine identity which is more
competitive, more active, more independent and less emptional.

Lateralization studies (Buffery and Gray, 19723 Levy and Reid,
1976) indicated that females were lesé latEfalized than males. fﬁat
means that the left hemisphere, which organizes mainly cognitive

processes, is more dominant in males. Whereas in females lateralization

is less complete. These findings also suggest that maies, having
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greater lateralization, will exhibit more separation between their
feelinge and cognitions than females.

In terms of the feeling versus cognitive issue, females will
reveal amtiety in both cognitive and feeling components more or less
equally, while males will manifest higher differences between
cognitive and feeiing domains of anxwiety in the direction of the

rognitive component.

2- Obsessive-compulsive and all other DEM-III anxiety patients.

Secondly, the anxiety manifestation patterns ;f
obsessive-compulsives and remaining anxiety patients of DSM-III
thysterical) on the feeling and the cognitive components are planned to
be cohpared. First of all, I would like to clarify the meaning of the
term ‘“hysteric® as used here. In this study this term is viewed
completely from a psychoanalytical perspective.

The term ‘hysteric’® has been used in the past to refer to a
particular female psycholmgicél problem. Freud revolutionized the
meaning of this term by cléiming that the title of hysteric should be
used for both sexes. He used the term to refer to a particular
’personality structwe. Freud contrasted the hysterical personality with
the obsessive-compulsive. He suggested that these two types of
personality structures were dif*érent in terms nf types of defense
mechanisms employved and the stage of fixation at their psychosexual
development. He further suggested that the terms pbsessive and hysteric
could apply to both sexes. In general, however, male personality
structures are similar to the DbsessiQe type, whereas female
parsonality structures are similar to hysterical. Later on, the term
hysterfc in psychaanalysis has been applied to certain groupe of

patients who are suffering from either generalized anxiety and panic or
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various phobias. In this research the term hysteric will be applied to
all other DSM-III anxiety disorder patients apart from obsessives.

The logic behind the comparison of cbsessive compulsive patiente
with all other anxiety patients relates to two different areas of
psychology: psychoanalysis and neuropsychology. Individuals with
cbsessive-compulsive traits or disorders tend to separate the affect
from the thought and to present an emotionless personality structure.
By contrast, individuals with hysterical personality structures tend to
exhibit excessive affect in their interactions. i

Meuropsychological data pertinent to the present discussion come
from lateralization studies (Tucker, 19813 Gur and Gur, 1979). The
studies show that the two hemispheres have different involvements in
cngniéive and emotional operations. The left hemisphere is lateralized
for linguistic functioning and other tasks involving cognitive
operations while the right hemisphere is lateralized for emotional
functioning. Smokler and Sheryin {1979) report that subjects who have
hysterical personality styles have right hemisphericity, while those
who have cbsessive personality styles have left hemisphericity. The
authors suggest that the emotionality of hysterical personalities and
the ruminative and less affective nature of obsessive personalities can
be explained in terms of differenceé in their lateralization.

In the present study it is hypothesized that the difference
between the cognitive and feeling components of anxiety will be higher
in obsessive—compufsive patients than that in a group bf cther amtiety
patients. Furthermore, obsessive-compulsives are expected to reveal

this difference in the direction of the cognitive component.

2.6.1. Summary
In this study males and ohsessive compulsives are expected to show

greater difference between the cognitive and feeling components of
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anxiety than females and hysterics. The logic behind these assumptions
is as follows: Male and obsessive-compulsive personality structures are
emotionally constricted in comparison to females and hysterics for
various reasons. Males and obsessives cognitively apprehend anxiety,
but because of their emotional constriction, the manifestation of
anxiety in terms of feeling will be relatively low, and the discrepancy
between the two components will be larger. Females and hysterics,
however, after cognitively apprehending anxiety, will express its
corresponding affective charge. Furthermore, males and obsessives will
erperience anxiety more in the cognitive component in comparison with
females and hysterics. A reverse pattern will be observed in the
feeling component: females and hysterics will experience amviety more
inten;ely on thise compaonent than male and cbsessives.

The aim iz to examine whether cognitions and feelings could be
conceptualized as two interacting but relatively independent systems.
Cognitive therapy’s assumptinﬁs about feeling are that they are post
cognitive, that they appear only after cognitive appraisals, and that
they are completely dependént on cognitive structures. If these
assumptions are correct, then affect will always be determined by
cognitions, irrespectiQe of sex differences or personality structure o
type of anxiety disarder.‘This meaﬁé that, if one individual
experiences a higher level of anxiety on the cognitive component than
another, the firgt iﬁdividual should exhibit a higher level of amxiety
on the affective component as well. Suppose, however, that a higher
level of cognitive anxiety is not followed by a higher level of the
feeling component of anxiety.'lf this were the case then thé h
assumptions of cognitive therapy will have to be reevaluated.

Furthermore, Zajonc®s claim that affect and cognition are interacting

but relatively independent systems, will have been vindicated.
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3. DIAGNOSTIC STATISTICAL MANUAL - IID (DSM-III) AND ANXIETY

DISORDERS

J.1. AN OVERVIEW OF DSM-III

In this section, firset, a general overview of the DGM~III
classification on which the categorization of anxiety disorders are
bazed will be presented. Secondly, specific featwes of sach amniety

disorder relevant to the study will be discussed.

3.1.1. Important Features of DSM-II1

DEM-II1 or any other descriptive diagnostic nosology is, in a way,
a development from Kraepelin tradition. As Frances and Cooper (1981)

. state "If most contributions to psychoanalysis were made by Freud, a
parallel observation applies to descriptive psychiatry and kKraepelin'
(p.1198). According to their view, DSM-III, with its descriptive
emphasis, is more clase to kraepelian approach than DSH—I or Il. The
major reason for such a descriptive emphasis in DSM-III was the general
dissatisfaction over the categories of DBM-II.

Because explicit definitions and diagnostic criteria were not
provided in DS8M-I, DSM-II and International Classification of Dizeases
(ICD-9), clinicians had tﬁ decide on their own judgement in defining
the content and boundaries of the diagnostic categories. Such practice
raused guite unreliable diagnostic classifications. When DSM-III began
to be developed between the years of 1974-1980, the Task Force on
Momenclature and Statistics, the responsibie body for reviewing the
" drafts of DSM-III and guiding its development, placed a‘gre%t emphasis
on the problem of reliability of the diagnostic categories.

DEM-II1 came into effect in the United States in 1980, Some
important features of this new edition of DSM can be described as

follows.
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A- The Frocess of Development: Spitzer, Williams and Scodol (1980)
regard the developmental process of DSM-1II as of major importance.
Field trials and involvement of a great number of clinicians are two
elements to be identified as important in this period.

The Task Force believed that field trials on the drafts of DSM-III
should be performed in the development period to identify the probleam
areas in the classification systems and to offer solutions to
problematic categories. The predecessors of DSM-III, i.e. DSM-II and
ICD-9 were not field tested adequately (AFA, 1984).

B- Descriptive Approach: The system of classification adopfed by
the DEM-III designers was said to be descriptive, in other words, the
definitions of mental disorders generally consist of descriptions of
the clinical feétures of the disorders. 5o the method adopted by
DEM-T1I1 was atheoretical with regard to aetiology. Apart from some of
the m;ntal disorders, organic mental disorders (organic factors
necessary for the development of disorders have been identified) and
adjustment disorders (the distwbance is a reaction to psychological
stressar) where aeticlogy was.known, DSM~IIT exclude any implications
to aeticlogy. This approach was deliberately selected for two reasons.

a~ Descriptive criteria can be framed in'relatively clear

statements which achieve higher reliability (Frances and Cooper, 1981).

b~ Inclusion of an aétialogicaf'approach would be an obstacle for
the use of the manual by clinicians of different theoretical
orientations. So the aim of constructing a nonaetiological,
atheoretical and descriptive diagrnostic clasgification was not to
alienate potential users from various ﬁheo?etical arientations

(Eysenck, Wakefield and Friedman, 1983).

Felated to the issue of the descriptive approach of DEM-TII was

the inclusion of diagnostic criteria. Meither DSM~II nor ICD=9 had
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diagnostic criteria, both left the definition of the content and
bmundariés of the diagnostic categories te each clinician. These
criteria were included in DSM-III to increase the reliability of
diagnosis, since it had been demonstrated that the use of such criteria
improves diagnostic agreement among clinicians (Spitzer et al., 1980).

In fact, the aim of both the descriptive approach and the
diagnostic criteria were the same: to achieve better diagnostic
reliability. Hyler, Williams and Spitzer (1982), examining reliability
of DSM-III between two clinicians interviewing over 130 patients,
obtained a satisfactory level of correlation (.567).

C- Multiaxial Evaluation: Multiaxial evaluation provides for the
assessment of an individual along several variables (axes)
guasi-independent of each other.(Spitzer et al., 1980). With the use of
multigxial classification diverse patterns of patients” features could
be accommodated into the diagnostic process. In this way DGM-III tries
ta take into consideration the uniqueness of each individual patient.
DSM-III is made up of five axes each representing different classes of
Jinformation. The first two axes include the entire set of categories
(18 groups) relevant in making a diagnosis, though the firét three axes
constitute the offical diagnostic assessment.

D~ Definition of Mental Disorders

Critics of diagnostic classifications often raised the guestion of
the absence of a definition of méntgi disorders., To overcome this
definition the Tégk Force, after several unsuccessful attempts,
proposed an acceptable definition which.had some novel and important
implications. In DSM-III, a mental disorder has been defined as "a
clinically significant behavioral or psychélogical syndirone or pattern
that cccuwrs in an individual and that is typically associaied with
either a painful symptom (distress) or impairment in one or mdre

important areas of functioning (disability). In addition, there is an
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inference that there is a behavioral, psychological, or bioclogical
dysfunction, and that the distuwrbance is not only in the relationship
between an individual and society” (AFPA, 1984, p.b).

E~ Exclusion of The Category of Neurotic Disorders

One of the peculiarities of the third edition of DSM was its
exclusion of the category of neuwrotic disorders as a distinct category
from its classification system. The Task Force claimed that the term
newosis has been variously used in the clinical setting, sometimes
implying a total personality trait and on some other occazions
referring to specific symptomatic disorders (Frances and Cooper, 1981).
In other words, the concept of newotic disorder has two gquite
different impli;atimns and usages, one referring to a descriptive
pheromenon and the other to the process. While the descriptive
impligations of the term neurotic disorder are in line with the
atheoretical, nonaetioclogical approach adopted by DSM-II1, the term
newrotic process directly refers to a specific aetiological approach
involving a psychodynamic explanation of the phenomenon. DSM-II1
applied the descriptive usage indicating that neuroctic disorders refer
to a mental disorder "“in whjch the predominant disturbance is a symptom
or group of symptoms that is distressing to tﬁe individual, and is
recognized by him or her as an unacceptable and alieny reality testing
is grossly intact; behavior does not actively violate gross social
norms; the disturbance is relativelQienduring or recurrent without
treatment and is'not limited to a transitory reaction to stressors
there is demonstrable arganic aetiolog?" (AFA, 1984, pp.9-10). Thus,
the term "neurotic disorders’ has been used in DSM-III without any
implication of a special aetiological procéss. DEM-111 also avoided
having a discrete category of neurotic disorders such as was included
in DSM-II; instead ‘“neuroctic dicsorders appear in a bqld typevwithin

the classification to announce the new categories under which the
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formerly unified neuroses are now subsumed" (Frances and Cooper, 1981,
p.l201),

DSM-111 as outlined above has been studied extensively by
clinicians of different orientations. Some positive and negative.
approaches towards this new sytem of categorization of mental disorders

will be presented below.

3.1.2. Criticisms of DSM-III

Skinner {(1981) considered DBM-III as a scientific theory that
should be open to empirical falsification, and as a diagnostic system
that could be subjected to standards similar to those required for a
peychological test.

Cantar, Smith, French and Mezzief (1980} referred to psychiatric
diagnosis made with DSM-III as an example of prototype classification
whereas DSM-I1I classification was considered to be similar to classical
diagnosis.They indicated that prototype classification émnsists of
larger sets of correlated features rather than selected defining
features as in the classical diagnostic system. Frototype
classification mainly tries to overcome such problems as heterogeneity
of category membership, borderline cases and imperfect reliability
which cause problems in classical diagnostic system.

On the other hand, some clinicians adopted a rather sceptical and
critical attitude towards this new é;agnostic system « McReynolds
(1979), Gormezy ;1978) and Zubin (1977) criticised the Neo-kKraepelian,
descriptive, medical model of DSM—III.‘They referred to DSM-III as an
extension of a medical approach to Behaviaral distwrbances. In fact,
this was a point criticised by many pscyhologists.

Schacht and Nothan (1977) noted a pessible hegative impact of
DEM-III on psychologists. They think DBM-III1 increases the domain of

psychiatry while reducing that of mental health workers, as DSM—III
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considered mental discrders as é subset of medical disorders, and
required a statement about nonmental medical disorders on the anis-III
to complete diagnostic evaluation. They have warned psychologists about
possible misuse of DSM-1II, in which legislators and insurers could use
the adoption of DSM-III to reguire that mental disorders should first
be diagnosed by physicians who would then decide whether psychologists
might treat them..

Foltz (1980) indicated his worries over the use of DSM-III in that
DSM-III had extended the definition of mental illness into areas nat
included in the domain of psychiatry {(e.qg. malingering, gambling etc.).

One of the most important problems in DSM-III was the validity of
the diagnostic categories. This guestion of the level of validity in
discriminating among the categories of DSM-III was listed as one of the
areas_of ambiguity by its designers in the manual of DSM-I1I. The
problem of validity of the categories was also raised by many
clinicians (Eysenck et al., 1983). The popular scepticism was brought
about by the fact that, differentiation between DSM-III categories was
based on nothing else but a degree of consensus among members of the
Task Force. Referring to this problem, Eysenck et al. (1983) stated that
"consensus of opinions among psychiatrists ha& been of central
importance in determining whether any particular category was included
in DSM-III" (p.1469). Construction of the diagnostic categories on the
basis of agreement places the validiiy of this diagnostic system in a
highly questionagle position which can only be solved by the results of
future reseach carried out on actual déta. Nevertheless, this situation
has been acknowledged by the designers of the third edition of D&M,
"..for most of the categories the diagnostic criteria are based on
clinical judgement, have not been fuily validated by data about such

important correlates as clinical course, outcome, family history and



treatment response. Undoubtedly, with fwrther study the criteria for
many of the categories will be revised" (AFA, 1984, p.8).

Feychoanalytical clinicians also criticized DGM-I11 for
sacrificing validity in favouwr of reliability (Valliant, 1984). The
architects of DSM-III in reply indicated that reliability was a
prerequisite for validity (Klerman, 1984). Vaillant (1984) insisted
that "although reliability is a prerequisite of validity this did not
mean that the fastest route to validity is to start with madimum
reliability. It was easy to establish reliable categories that have no
relevance or validity. The strategy of science was to construct
hypotheses that seem to be good candidates for validity .... and theﬁ
to make theze hypotheses as reliable as possible wihthout relinguishing
their relevance" (p.549). Vaillant, in the same aréicle, suggesté that
the designers of DSM-1I1 performed a perfect job in implementing the
goals of the nomenclature, but were quite inefficient in defining those
goals. In this aspect he criticised DSM-III for excessive emphasis on
methodological issues (e.g. reliability), and negligence of theoretical
matters., Vaillant pointed to an error made several decades ago by
psychoanalytical clinicians who were only interested in thé mind and
its workings, and neglected.the sgcial and biological as well as
psychic determinants of mental behavior. He argued that "DSM-111 does
not correct their error, it repeats it. Dr. Spitzer a&& his group has
led us from the brainless psychiatry of the 1950s to the threat of
mindless psychiatry for the 1980s. We await the integration”
{pp.S30-551).

In spite of the criticisms listed aboye, it can be said that
DSM~11I has achieved some of its main objectives, specifically one,
higher reliability {(Hyler et al., 1982). Now; with the help nf higher
reliability, investigators have a common language, with which they can

conmunicate about their research and they can rely on its diagnosis. It



is obvious that DSM-III has many disadvantages (such as, too medically
ogriented, too descriptive, too much emphasis on reliability, ignores
validity etc.) but when compared with the other available diagnostic
systems, it appears to be the most widely accepted. In fact, when
examined, it becomes clear that DSM-III is accepted as the best among
all existing nosological esystems, although the critics suggest that it

could be further improved.
3.2, DSM-IIT1 ANXIETY DISORDERS

Having looked at DSM~III categorization in general,the focus of
attention will now be limited to the anxiety disorders. Anxiety is
regarded as an ubiquitous phenomenon. A survey of a large sample in
Virginia in the United States indicated that anxiety was the Sth most
common diagnosis in medical practice (Marsland, Wood and Mayo 1974).
Hoehn-Saric (1979) reported that using the Morbid Amxiety Inventory (a
scale which correlates highly with autonomic indices of anxiety) a
Britich survey classified 44% of the adult population az anxious. In
the same research 31% were classified as suffering from sub-clinical
anxiety and 5% from life long anxiety state.

DSM-111 divided the anxiety disorders into two main categories as
phobic and non-phobic anxiety disorders.

Phobic anxiepy disorders include four main types:
1- Agoraphobia
a~ with panic attacks
b~ without panic attacks
3~ Bocial phobia

4~ Simple phobia
And non-phobic anxiety {anxiety states) disorders consists of five

ezsential categories: -

1~ Panic Disorder (FD)

i
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2= Generalized anxiety disorders (GAD)
3= Obsessive-compulsive disorders
4- Post traumatic disorders

S~ Atypical amtiety disorders

Although most of above stated disorders have been recognized and
studied for many years, panic dizorders and post traumatic stress
disorders are the innovations of DEM-III (Cernv, Himadi and Barlow,
1984)., Cerny et al. also indicated that the new composition of the
classification of amnxiety disorders was an important attempt to apply
an empirical approach to the diagnosis of clinical problemz. The
findings of two people plaved a key role in the cons%ructian of anxiety
disorders in DBM-III, As clearly indicated by Spitzer and Williams -
(1983) the DSM-III classification of phobias was influenced by Marks’
diagnostic system (1970). Following Marks’ suggestions, agoraphobia was
divided into two categories; with or withbout panic attacks. The first
considerations for division of phobic anxiety into three general
categories as agoraphobia, social phobia and simple phobia can be found
in his 1970 paper.

klein (17264) was the second major influenée on the
conceptualization of anxiety disorders in DSM-III. His results,
sugaesting that imipramine could alleviate panic attacks, indicated
that persons with panic attacks differed from those people who were .
suffering from generalized anxiety. This finding led to the
difterentiation of panic disorder from generalized anriety disorder in
DEM~III. Refering to DSM-III amtiety disorders categorization
Freedman, Dornbush and Shapire wrote that 'different diagnostic and
specific differential treatment is nqw'emerqing in sharp contrast to
the previous tendency to lump together all aﬁxiety as a universal

symptom to be treated always in the same fashion" {p.44, 1981).



Recause a statistical approach has been adveocated in DSM-III,
classification of anxiety disorders in this diagnostic system permits
the generation of testable hypotheses through which validity of such
sub~categorizing can be tested (Leckman, Weisman and Merikangos, 1983).
If, for example, it can be shown that social phobia can be
differentiated from simple phobia in terms of different variablec
(e.q. age of onset, severity, manifestation of anxiety) the wvalidity
of separating social from simple phobia would be more strongly
justified, Pointing to the heterocgeneous nature of anxiety disorders,
Sheehan (1984) stated that "anxiety disorders were multidimensional in
nature that could manifest themselves in many diffe;ent parts of the
body" (p.141). In the following part of this section six different
categories of anniety disorders will be presented (post traumatic
stress dizorders and atypical anxiety disorders are not included in
this study due to the very low number of patients reported tﬁrouqhout
the literature) from the point of view of the Three Systems Theory of
anxiety. Fossible ways of discriminating each anviety disorder from
the others in terms of the thé way in which amxtiety is manifested will

alsno be discused.

3.2.1. Phobic Amxiety Disorders

In DSM-III (1980) the main features of phobic anxiety disorders
are been defined-as the presence of persistent and irrational fear of a
specific object, activity ot situation which brings about an
involuntary desire to avoid the dreéded object, activity or situation
{the phobic stimulus). The fear is recognized by the individual as
excessive and unreasonable in proportion to_the actual dangérousgess of
the object, activity or situation.

It has been pointed out by Emmelkamp (1982) that; although a

moderately high proportion of the adult population have various
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phobias, only a minor proportion of those who are affected zeek out
psychological or medical trestment. Agras, Silvester and Oliveau {(1969)
estimated the prevalance of phobias in general population at 77/1000.
However only 9 out of 1000 had consulted health authorities for
treatment of their phobias. Marks (1970) indicated that althouah
phobias were common in other psychiatric digorders, the freguency of
phobic disorders in clinical practice was about 3%. Ac stated before,
phobic arviety disorders were further divided into three
sub-categories.
3.2.1.1, Agoraphobia
The centrai features of this anxiety disorder are defined as a

marked fear of being alone, or being in public places where escCape may
be dikficult or help may not be easily obtainable, as in the case of an
unexpected anxiety attack. Agoraphobic patients tend to avoid numercus
situations including busy streets or stores, crowds, tunnels, bridges
or public transportation (APA, 1984). This is the commonest phobia for
which people seek out prnfesgional help, although other tvpes of fears
{(enake, rat etc.) are more‘pervasive in the general population (Agras
et al., 1949). Aqaraphgbia is one of ﬁhe most disabling types of
phobias (Marks, 1970). Marks indicated that 60% of all phobias =een at
the Maudsley were agoraphdbic. Agras et al. (1949) investigated the
preval ance of agcrapﬁobia and concluded that =six out of every 1000
individuals were agoraphobic. Using these figures Chambless and
Goldstein (1980) estimated the numbér ot agoraphobics in The United
States as being 1.25 million. It was reported (Buns and Thorpe, 1977
Chambless, 1982) that agoraphobia coQérs 30 to 80 % of all the ﬁﬁobic
population seeking some kind 9# professional help. Prevalance rates of
‘agaraphohia have been estimated at from .06 to .74 Z‘(Meyers,

Meissman, Tischler, Holzer, Leaf, Orvaschel, Antony, Hmyd; Burke,
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Kramer, and Staltzman, 19843 Uhlenhunth, Ralter, Melliger, Cisins and
Clinthorne, 1931).

In terms of sex ratio, agoraphobia is dominated by females. Marks®
research (1970) revealed that 73% of all agoraphobics in his study were
wamen. The domination of this phobic disorder by female patients was
also indicated in the DSM-III manual (1980).

Clear delineation of the symptoms of agoraphobia is difficult.
Marks (1970) claimed that the term "agoraphobia" did not clearly
réflect the nature of the problem. The difficulty arouse because the
patients with this disorder did not only avoid open spaces and going
into publlic places as the name implied, but alsoc av;ided other
conditions suchnas travelling or closed spaces. However, Marks (1970)
pointed that "fear of going out was probably the most freguent symptom
from’thch others developed" (p.380). Later, modifications towards a
clearer definiton of the problem have been offered. Most investigators
agreed that it is reaczonable to refer to agoraphobia as the fear of
fear (Golstein and Chambless, 19783 Mavissakalian, 198Z). That means,
the essential element in aqofaphohia involves a fear of one’s ouwn
physiclogical responses invvarinus situations rather than as Marks
suggested (1970), phobic avoidance and fear of multiple panic
situations (Cerny et al., 1984).

It is thought that these patients are mainly afraid of their own
somatic reactions and panics, therefore avoid situations where help is
not easily available. Most agoraphobics feel relatively relieved when
accompanied by a person whom they éan trust. Attacks of panics and
somatic symptoms of amdiety can be considered to be signiticant
characteristice of an agoraphobic syndrmme._ﬂarks (1970) had pointed
out . that agoraphobia could maqifest itself without any ingidence of

panic attacks.
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Following Marks’ csuggestion, DSM-I11 has divided this phobic
digorder into two categories as agoraphobia with panic attacks and
without panic attacks. But the validity of this two-fold representation
of agoraphobia have been guestioned by Cerny et al. (198;) o the
grounds that agorapbobia deveiops after experiencing a first panic
attack. DSM-I11 indicates that in order to make a diagnosis of
agoraphobia without panic attacks there should be no history of panic
attacks accompanied with the phobic avoidance. Barlow {19835) was able
to diagnose only one case of agoraphobia without panic out of 41
agoraphobics. In the reliability study of Anxiety Disorder Interview
Scale (ADIS) conducted by Di Mardo, O0'Brain, Barlow, Waddel and
Elanchard (1983; none of the 23 agoraphobic patients fulfilled DEM~III
criteria to be diagnosed as agoraphobic without panic, and all had
displayed panic attack(s). Goldstein and Chambless (1978) referred to
the fear of panic attacks of agoraphobics as the discriminating element
pf these patients from simple phobics., Foa, Steketee and Young (1984)
painted to the fact that "the incidence of panic attacks among
agoraphobic patients varied from one sample to another, and greatly
depended upon the criteria‘by which patients were selected” (p.433).
However,it is suqggested that as long as existing DSM-III criteria are
applied to the diagnosis of agoraphobia to identify the presence or
absence of panic attacks,.it spems almost inevitable that an extremely
low number of pétients will meet the criteria for agoraphobia without
panic attacks, DSM-I1I1 stipulates that even occurrence of only one
panic attack is enough to place cases into‘the categofy of agoraphobia
with panic attack. Since the onset of this problem has been considered
to be closely related to the occurrence of apparently Epanéaneods panic
attacks (Mendel, 1969), the condition natwrally leads to diagnosis of
almost all caszes of agoraphobia into the category o¥-"with panic

“attacks". For those cases of agoraphobia where no history of panic
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attacks are reported, it mavy he due to a patient being unable to
remember an early panic attack especially if the person haz been
sufferring from agoraphobia for long time.

In order to sub-divide phobic disorders further into three
separate categories the discriminating featuwres of these three
categories should be clearly defined. Several studies have been carried
out to test the validity of the three-fold separation of ghobic
disorders in DBM-III.

It has been generally agreed that agoraphobics usually have higher
levels of physiolagiéal arousal than patients with Pther phobias
(Snaith, 1948). On the other hand, kelly (1980) and Lader (1978) have
indicated that although increased autonomic arousal was found to be
chargcteristic of agoraphobics, the same factor was also characteristic
of obzessive-compuleive disorders and anxiety neurosis. In the study
conducted by Fisher and Wilson (1983) in spite of the physiological
finding that agoraphobics did not show significantly higher levels of
avtonomic arousal (heért~rate and skin -conductance) than
non—agoraphobics, somatic complaint ratings of agoraphobics were
sigﬁificantly higher than those of non-agoraphobics. This finding
supports the conceptualization of agoraphobia as the fear of fear.
Arrindel (1980) and Gardos (1981) revealed that in their study
agoraphobic patients repo}ted high—ﬁevels of somatic symptoms. The
above investiqafﬁmns suggest that a high level of somatic
symptomatology may be regarded as an important featwe of agoraphobia.

Although an agoraphobic syndrome may be differentiated from other
phobic disorders, it is difficult ta»différentiate agoraphabia from
anxiety states (Fisher and Wilson, 19835; Turner, MacCann, ﬁéidel, and
Mezzich, 1986). Hallam (1978)_claimed that agoraphobia should not be
classified with the phobic disorders, it was rather ; variable feature

‘of patients suffering from ansiety neuwrosis. He further suggested that
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Yagoraphobia merges imperceptively with amxiety states, affective
disorders and obsessive-compulsive pewrasis" (p.314). In 1972 Gurney,
Roth, Gardise, Kerr and Schapiro found, in a discriminant function
analysis, the presence of panic attacks and agoraphobia as a predictor
of a diagnosis of anxiety state. They also reported that a mild form
of agoraphobia was common in patients with anxiety state and
depression. The marked phobic avoidance present in agoraphobia
constituted the most important feature which‘separated this phobia from
the non-phobic anxiety states (Marks, 1970). S0 it can be aszerted that
though manifestation of agoraphobia resembles anxiety states, a higher
level of avoidapce behavior would be considered as the dicriminating
featwe of this phobic disorder +r6m anxiety states.

Snaith (1968) and Marks (1970) revealed that agoraphobic patients
exhibited high levels of diffuse anxiety in comparison with other types
af phobias. Fisher and Wilson (1983) have replicated the findings of
Marks and Snaith by showing that agoraphobics, when compared to
non—agoraphobics, had'significantly higher scorez in the Glabal
Severity Index (G81) which‘measures general andiety level,

In summary, agoraphobic patients can be said to have higher levels
of somatic complaints than patients with other types of phobias.
Agoraphobics also resemble patients with non-phobic anxiety (=uch as
generalized anxiety disorders or pa;ic disorders) but exhibit higher
hehavioral avaid;nce. In general agoraphobics are expected to exhibit

high levels of anxiety in all componeﬁts, especially on the somatic and

the behavioral.

3.2.1.2. Social Phobia
The first attempt of representing social phobia as a diétinct

phobic disorder came from Marks (1970) who differentiated social phaobia

from agoraphobia on the grounds that although agoraphobics alsoc have



fear of crowds, their fear is related to the apprehension about & mass
of people together, rather than about the individuals wha make up the
crowd. Fasnau (1984), following the diagnostic criteria provided by
DEM-11I, defined social phobia &= "a persistent irrational fear of, and
compelling desire to aveoid situations in which the patient may be
exposed to the scrutiny of others, there is also fear that the
individual will behave in a manner that will be humiliating or
embarrassing“’(p.lz).

Initially Marks (1970) reported that 84 of patients treated at a
gengral psychiatric treatment centre in Eurcope were_ social phobics. In
a guestionnaire survey by Byrant and Trower approximately 3 to 10 % of
first year British college students were found to have a typical social
phobic sydrome. Di Nardo et &l. (1983%) reported that 13.3 %2 (8 out of
31) patients diagnosed as anxiety disorders were social phobics. A
study conducted by Currant, Miller, Zwick, Manti and Stout (1980)
revealed that sccial phobia covered the complaints og approximately 7%
of psychiatric inpatiént populatibn. Leibowitz, Garman, Fyerand and
Klein (1983) reported that in their anxiety disorder clinic, social
phobia was the third most commoﬁ andiety disorder atter panic disgrder
and aqoraphobia.

Research indicates that the sex ratio of social phobia is almost
gqual with a slight dominance of maies. Marks (1970) indicated that
this tvpe of phégia could ococwr in men or women with egual freguency.
Amies and Gelder (1983) stated that‘iﬁ their zample of 87 social
phobics &0% were male. Late childhood and early adolescence was found
to be the most common age of onset (Cérnymet al., 1984).

In comparing social phobia with agoraphobia and animailphobia,
Marks stated that =social phobia had characteristics intermediate

between those of the latter two. Social phobics were {found ta have more

phabias (i.e. tend to avoid variety of situations) than animal phobics

«



(who reported very specific phobias), but fewer than agoraphobics. Also
in terms of overt antiety Marks placed social anxiety midway between
agaraphobia and animal phobia, indicating that agoraphobice had the
highest level of overt anxiety.

Resemblance between agoraphobia and social phobia in terms of the
manifestation of the problem has been reported by Marks (1970), Foa,
Steketee and Young (1984) and Arrindel (1980). Some other investigators
{(Goldstein and Chambless, 1980) raised doubés about the validity of
sacial phébia as a distinct syndrome. In contrast to these
psychologists various others (Liebowitz, 19835:; Amiens, 1983) indicated
that to separate social phobia from agoraphobia promised better
diagnosis and prognosis. Marks (1970) suggested the discriminating
elements between social phobia and agoraphobia as being sex ratio,
number of symptoms and level of overt anxiety. While agoraphobia was
dominated by female patients (78%), only half of social phobics were
women. Social phobics reported more scecific phaobias than those having
agorophobia, who displayed numerous other symptoms. Amies and Gelder
{1983) have conducted research with the aim of identifying factors that
help to discriminate social phobia from agoraphobia. They again found
thaé in social phobia the male ratic was higher than in agoraphobia
{percentage of males in spcial phobia 60% and in agoraphobia 14%).
Although Marks cbserved no differeﬁ&e in terms of age of onset betueen
the two phobic éonditions, Amiens and Gelder {(1983) reported that age
of onset of social phobia was Earlier'than that of agoraphobic
individuals (incidence of social phobia and agoraphobia reach their
peaks around the age of 10-19 ahd 20-24, ;espectively).

An impartant feature of social phobia that causes con;usiun with
agoraphobia is the preszence of panic attacks in both disaorders.

Although Barlow, Vermilyea, Hlanchard, Vermi?ea, DiMardo and Cerny

(1983) reported that most social phobics displayed panic attacks only



in social situations, they drew attention to the fact that 3 out of 19
(15.79 %) patients with social phobia exhibited unpredictable panic
attacks in non-phobic situations.

To investigate whether sccial phobia differs from agoraphobia with
panic attacks and panic disorders Leibowitz et al. (1983) set up a
study in which the reaction of patients, diagnosed as one of the three
anxiety disorders stated above, to lactate infusion was examined. As
judged by a psychiatric evaluator “blind” to patient diagnoses, it was
found that fouwr of nine (44%) agoraphobics dieplayed panic reaction to
lactate infusion, in contrast to one of fifteen (7%) social phobics.
Although thie finding supports the separation of the two disorders, it
iz too early to derive a clesr conclusion. Another attempt at
sepparating social phabia from agoraphobia focused on the ccocuwrence of
panic attacks (Leibowitz et al., 1985). It was thought that social
phobics were experiencing somatic symptoms when under scrutiny, whereas
in pani& disorder and agoraphobia, somatic reaction (panic) occurs
unpredictably. Furthermore, panic disorder and agoraphobic patients’

.
avoidant bghavior seems to be linked to situations where the patient
would be unable to get help if hes/she had a panic attack rather than
general fear of humiliation as in the case of social phobia.

The difference between social and simple phobias was also
investigated by Marks (1270) who 5£;ted that social phobia could be
placed midway between agoraphobis and animal (simple) phobia. Social
phobics were observed to complain of ﬁore fears and other symptoms than
do simple phobicsykhose problems are concentrated on é specific object
or situation. Simple phobics, in coqparisgn with social phgbicsh(where
the sex ratio was 1:1), had been found to be dominated by females

(95%) . General overt anxiety level of simple phobics was observed to be

the lowest in Marks® research whereas social phobics obtained the



secand highest score in this measure. foe of onset was later for social
phobice when compared to patients with simple phobias.

Golden (1981) reported that sprial amtiety and irrational belief
were closely related. In his study subjects who displaved irrational
beliefs indicated high levels of social anwiety when compared with
individuals who did not report such beliefs. Mandel and Shrauger’s
(1980) reported similar results in regard to non-assertiveness. Their
research illustrated the importance of cognitive factors in =social
anxiety. Mandel and Shrauger (19800 study was, however, inconclusive,
because they did not report any information with respect to the level
of irrational belief of other individuals who had different types of
anxiety disorders (agoraphobia, eimple phobia ect.).

On the basis of the information obtained from the above studies,
spcial phobics are expected to show anxiety profiles similar to
agoraphobics. However social phobics are exnpected to indicate their
highest levels of anxiety on the cognitive and behaQioral camponénts.

3.2.1.3. Simple Phabja

These type of phobias are conceptualized as a persistent,
irrational fear of and compelling desire to avoid an object or
situation other than (1) being alone‘in a public place away from home
{agoraphobia) or (2) being humiliated or embarrassed in certain sacial
situations (amcial phobia) {(Pasnau, 1984, p.12). The patient is aware
of the fact that his fear is unreasonable and excessive (DGM-I11,
1980 . Although simple phobias are quite common in the general
population, (Agras et al., (1969) repqrtedvthat approximately 184 of the
general population experienced this disorder), in clinicalmsamples the
number of cases is quite low. DiMardo et al. (1983) reported that 2 out
of 51 patients with DSM-III anxiety disorders were d;aqnosed as simple

phobias. Barlow (1983) reported that 6.8% of all cases seen at a phobia
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and anxiety disorders clinic were diagnosed as simple phobias. Marks
(1970) found the majority of animal phobics to be females (93%).

The introduction SG thig category in the clinical realm can be
attributed to the study of Marks (1970), however his categories were
somewhat different from those offered in DSM-III. After differentiating
two distinct phobic disorders (agoraphobia and social phobia) Marks
introduced a third distinct phobic disorder: animal phobia. When thecse
three phobias were put into a hierarchy in terms of severity of the
problem, animal phobics exhibited the least anxiety. Animal phobics
exhibited no tension or panic in the absence (both in vive and in
vitro) of the phobic object, they were the group of phobics that
resembled normal people mosts physiological measwes (e.g. galvanic
skin resistance, fore-arm blood flow) were parallel to the clinical
observations which indicated the absence of diffuse anxiety (Marks,
1970). In Marke®s study another characteristic of animai phobias
appeareds the specifity of symptoms. Although animal phobias start
usually in early childhood and persist for a long time, they usually
stay specific i. e. monosyptomatic, with little generalization.
Occasionally other symptoms devglop but they ére usually gquite few.
Marks thought that the monosymptomatic nature of animal phobias was the
main reason why these individuals usually have low scores on overt
anxiety measures. As long as they c;n avoid the phobic situation (which
is assumed to bé_quite specitic therefore usually relatively easy to
avoid) they can function as a normal ibdividua}. In some cases animal
phobics were reported to have more extensive symptoms, nevertheless, ié
was found that in these cases animal phob;a happened to be'associated
with another distwbance (e.g. agoréphabia, personality disturbance).

In his article Marks (1970) differentiated another grouﬁ calling
it miscellaneocus specific phobias. In fact, £h15 group was very similar

'tu animal phobias in many respects. This group of patients was also
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characterised by a low level of overt ansiety and as having
monosymptomatic phobias. The nature of these phobias varied from case
to case but in general remained fairly specific for a given case.
Examples of such situations include fear of heights, wind, darkness
etc. . Marks (1970) placed claustrophobia in this category, indicating
that despite the fact that agoraphobics also report fears of closed
places such as lifts and tubes, the reverse is not always found.
Fatients with claustrophobia tend to have relatively isplated fears. In
the end of the discussion on miscellaneous specific phobias, Marks
suggested that these two groups of phobias, animal and miscellaneéus,
might have been indistinguishable from one another apart from the sex
incidence and age of onset.

In his study he did not report any information about sex-ratio of
miscellaneous phobias. In terms of age of onset, despite the fact that
miscellenous phobias exhibited greater variability, both animal and
miscellenous groups reached their peak prevalance rate around the
childhood ages of 3-&6 years. FRased on the common nature of the two
groups of phobias (monosymptomatic and relatively mild), DSM-III has
combined these phobias under the title of "simple phobic disorders”.
Literature about simple phobias is relatively rare. One of the reasons
for this can be related to the very small number of patients consulting

professionals with the problem of simple phobia. This assertion can be
related to Marés’ finding that simple {animal and miscellaneous)
phobias were the mildest form of alllthree.

Seif and Atkins (1979) tried to determine the most prominent
defensive styles of various types of phobias. In fact they were
investigating the controversy betuween one group of psychaanalysts
(Freud, 1925; Fenichel, 1945 who asserted that phobics usually had

hysterical characters and repression could be regarded as the central

- defense mechanism, and an opposing group (Blover, 19393 BSalzman, 1963)



who postulated that phobias resembled cbsessive phenomena relying
mainly on the defense mechanism called "isolation". In the view of
Sheif and Atkins (1979), the source of controversy stems from the
failure to recognize that different forms of phobias may be the
manifestations of different dynamics. In their study Seif and Atkins
(1979) divided phobias into two categories of animal and situational
phobias and attempted to differentiate these two groups in terms of
the type of defense mechanism employed. The central hypothesis examined
in the study claimed that animal phobics were esxpected to exhibit
areater use of obsessional defenses such as intellectualization aﬁd
isolatimn when compared with situational phobics (agoraphobics and
social phobics) who were assumed to display more hysterical defenses
with the predominance of repression and displacement. Although the
results they obtained confirmed their hypotheses, it is difficult to
derive any conclusion from this study in terms of the DBM-III anxiety
disorders classification for it was rnot clearly indicated what kinds
af patients were included in each group {(animal and situational). For
example no information was given about claustrophobic and acrophobic.
Although such phobias appear to be situational, a closer examination
reveals that they share common characteristics with animal phobias
(Marks, 1970).

It the above information is considered in terms of the Three
Systems fhear;; the following summary about the nature of simple
phobias can be presented.

The general overt amxiety scores of simple phobics are assumed to
be the lowest among all amdiety disoders classified in DSM-IIL.

In the anxiety profile of simple phobics, the cognitive component,
in comparison to other components of anxiety, is considered to be the
highest. The behavioral component of anxiéty iz expected to be very

low. Low behavioral scores of simple phobics are also predicted, given
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that the guestionnaires (the assessment scales will be explained in the
method chapter) employed in the present study are supposed to measwre
general or social avoidance and are, therefore, more relevant for
agoraphobics and social phobics. Simple phobic patients, due to the
mild nature of this anxiety disorder, are expected to show low somatic

anxiety as well.

3.2.2. Non-Fhobic Anxiety Disorders (Amnxiety States)

fs noted before, the amxiety disorders have been divided into two
categories of phobic and non-phobic {anxiety states). Non-phobic
anxiety disorders are thought to have quite & high level of prevalance
(Barlaw, Cohen, Waddel, Vermilyea, Klosko, Blanchard and DiNardo,
1784). It is estimated that this category covers 13% of all out patient
problems (Lader, 1978). In DSM-III, after taking into consideration the
findings of psychopharmacological research, (Klein and Fink, 1962) a
division of nan—ﬁhobic anxiety states into two categories of panic
disorders (FD) and generalized anxiety disorders (BAD) was introduced.
Obsessive-compulsive disorders are also included under the non-phobic
anxiety disorders category because of the important role played by

“anwiety in the formation of this problem (AFA, 198Q0).

I.2.2.1. Fanic Disorder (FD)

This anxietv disorder has been defihed in DSM-1I1 as the
occwrrance of recurrent unpredictable anxiety attacks which consist of
discrete and sudden onset of apprehensian'of fear and at lgast four of
tﬁe following twelve symptoms; dyspnea, palpitations, cﬁest pain or
discomfort, choking sensations, dizziness, feelings of unreality,

paresthesias, hot and cold flashes, sweating, faintness, trembling and
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fear of dying, going crazy, or doing something uncontrolled. Alsa,
panic attacks must not be precipitated by exposure to a circumscribed
phobic stimulus, they must occur at least three times within a three
week period, and finally, the panic should not be due to a physical
disorder or associated with agoraphobia.

The NIMH (Mational Institute of Mental Health) found a six-months
incidence aof FD in approximately 1% of the population (Myers et al.,
1984). Life-time incidence was reported to be around 1.5% (Robins,
Helzer, Weisman, Orcaschel, Gruenberg, Burke, and Reiger, 1984).
DiMardo et al., {(1983) reported that 8 out of 51 amsiety disorder
patients were diagnosed as panic disorders. Also an excess of females
among patients with panic disorders has been repdrted by Marks ana
Lader (1973). A study conducted by Crowe, Noves, Fauls and Slymen
(1987%) has confirmed the high ratio of women in PD; In fact, their
result which included a family study of patients diagnoszed as FD,
provided better representation of the sex-ratio in comparison with
other studies in which only the percentage of women in a sample of FD
was reported. Simply reporting the percentage of females in a sample
may reflect a sex preferencte to seek treatment. Family studies provide
a unique opportunity to eliminate the effect of a sex preference to
seek treatment in examining the sex ratio. Crowe et al., (1983) found
that women were more affected with this disorder, the sex ratio being
23 1. Thus they concluded that thg.predominance of women in this anxiety
problem cmu1d~be regarded as a gender characteristic of this disorder,
rather than a selection bias.

Ag stated at the beginning, thé initial impetus which promoted the
separation of FD from the GAD came from“psychopharmacnlogical studies
of Klein (1964) and Klein and Fink (19462) in which it was demonstrated
that the pharmacological treatmenf of padic attacks differ; from that

of GAD. Fanic attacks were best cpntrolled by antidepressants, such as



monoamine oxidase inhibitors éHﬁOIE) and tricyclic antidepressants
(TACe) (Grunhause, Gloger and Weisstub, 1981). Whereas minor
tranquilizers were effective in alleviating generalized anxiety
disorders (Raskin, Feeke, Dickman and Finsker, 1982). Although Barlow
and Beck {1984) raised doubts as to the gualitative differentiation of
FD and GAD, because of the presence of panic attacks in GAD,
psychopharmacological findings indicated that panic and anticipatory
anxiety responded differently to different medication. A number of
investigators (Rickel, 19813 Schuckit, 1981; Greenblatt and Shader,
1978) replicated Klein's (1964) finding that aminor tranquilizers
(benzodiazepines) were the most effective anxiolytic agents in the
treatment of GAD, however, they were not effective in the management of
panic disorders where somatic and autonomic manifestations of anxiety
were the predominating symptnms.'ﬂn the other hand, anti-depressants
and beta-blockers (propranclol) have been found to be effective in
reducing unpredictable panic attacks with high autonomic component.
Contrary to the effect of benrodiszepines, anti-depressants were not
effective in alleviating the cognitive (anticipatory) component of
anxiety. Furthermore, anxiolytics were not effective in reducing phobic
behavior (Freedman et al., 1981),

A number of studies have been conducted with the purpose of
identifying certain factors which could differentiate FD $rom GAD
{Raskin et al., 19823 Anderson, Noves and Crowe 19843 Hoehn-Saric,
1582, Barlow,_Cahen, Waddel, Vermilyea, Klosko, Blanchard and DiNardo,
1984; Crowe et al., 1983). In all these studies the factor that
appeared to discriminate PD from GAb most clearly was the high
intensity of somatic symptoms in the former. Hoehn-Saric (1982) failed
to find a difference between patients with PD and GAD in terms of their
childhood history. In their study FD patients were found to exhibit

more somatic symptoms and w{th higher frequency than were those of GAD.
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Reported somatic svmptoms were most notsbly related to the
cardiovascular system (Hpehn-Baric, 1982). Norton, Bryan, Haunchand and
Rhodes (1985) found more somatic symptoms and somatic anxiety in FD
patients in comparicon with GAD patients. Barlow et al., (1984)
revealed a similar finding by indicating that FD patients demonstrated
a stronger somatic amriety component than patients diagnosed as GRD on
both physiological assessment and questionnaire measwres of anxiety.
Finally Barlow et al. (1984) noted the severity of somatic symptoms in
FD as the primarY element differentiating this disorder from GAD.

- A high level of =somatic anxiety and different psychopharma-
cological treatment outcome support DSM-II1"s contention that FD may be
qualitatively different from GAD. Apart from these two differentiating
points FD and GAD can be separated along other lines. When FD patients
have been compared with GAD patients, those with FD have reported:

T A- More negative cognitions associated with social, psycholegical
and physiplogical disasters (Hibbert, 1984).

B~ Higher overt anxiety scores on standardised tests (STAI trait
form, Affect Balace Scale) (Hoehn-Baric, 1982).

L~ More grossly disturbed childhood environment (Raskin, 1982).

Torgersen (1983) noted that genetic factors may possibly be
involved in the aetiology qf FD. Crowe, Fauls and Slymen (1980) and
Crowe et al. (1983) also indicated that FD could be familial and most
likely genetic, Fatients with FD did not have an increased incidence of
GAD amongy family members but the incidence of FD was markedly higher.
The lifetime morbidity risk for definite and probable panic disorders
among the first degree relatives of bersons with panic disorder was
nearly 25%. Consistent with the separation of FD from GAD in DGM-III, a
study of Crowe e£ al. (1980) shnwgd'no clustering of GAD in families of
patients with FD. It was evenly distributéd between patients and

control families. In short, these studies contributed to the



gqualitative differentiation of the two disorders, as well as referring
to the possible involvement of genetic factors in FD.

The other point worth noting is related to the ambiguities in the
diagnosis of FD. As Cerny et al., (1984) pointed out, a high frequency
of additional diagnoses given to FD patients complicated the diagnostic
process. Data reported by Barlow et al., {(1983) demonstrated that 88%
of FD cases received an additional diagnosis. In mast cases of FD
simple and social phobiss were common, nevertheless, they were not
severe enough to merit a separate diagnosis. Fanic attacks were not
peculiar to FD patients, 834 of the patients in all other anxiety
disorders reported the experience of at least one panic attack wh;ch
was cued or uncued. Half of the patients with GA6 had experienced at
least one unpredictable panic, also 33% of social and simple phobic
patients indicated that they had unpredictable panic attacks. The
freguency criterion (at least 3 panic attacks in a 3 weeks period)
imposed by DSM-III for the diagnoses of & panic disorder was thought to
be very useful in discriminating patients with PD from the rest of
anxiety disorders (Cerny et al., 1984§ Norton, Bryan, Haunch and
Rhodes, 198%5).

When PD has been evaluated on the basis of the information
provided in the above pages, and taking the Three Systems fApproach into
consideration, the following summary on the FD can be presented.

The manifestation of anxiety, on the somatic component is
considered to be the most salient one for FD patients. Expression of
anxiety of FPD patients on the behavior component is expected to be low
dug to the absence of both, avoidanée responses and avoided places or
conditions. Due to the lack of informafion it is difficult to say how
FD patients will score on the cognitive component. The results of this

study are expected to clarify this point.



3.2.2.2., Generalized Anxiety Disorder (GAD)

GAD has been identified as a residual category of anxiety states
with continuous, persistent generalized anxiety which is manifested in
avtonomic hyperactivity, motor tension, apprehensive expectation,
vigilance and sc;nning (APA, 19803 Cerny et al., 1784). As noted in the
FD section, the study which provided the data for the division of
amtiety states into two categories as generalized anxiety and panic
andiety came frdm Klein and Fink (1962). -

Theze investigations demonstrated that patients with panic attacks
responded better when treated with tricyclic anti-depressants while
those without panic attacks showed significant improvement to
benzodiazepines. As a result of these findings, §gtient5 who do not
report panic attacks are now diagnosed as generalized anxiety
disorders.

) The prevalence of generalized anxiety disorders has been reported
to vary from 2.3 to 6.4% (Weissman, 1983). Anderson et al., (1984) have
reported the prevalence of generalized andiety disorders as 2.57% in the
families of patients with panic disorders. Di Nardo et al., (1983
indicated that the number éf patients diagnosed as GAD was & out of S5t
an#iety patients. Although the sex ratic of this anxiety disorder has
bheen estimated to be 1 to 1, Anderson et al., (1984) found that females
had a higher ratio. In their study 66.5% of GAD patients were females,
In this aspect GAD and FD were demonstrated to be very similar (70.8%
'of panic disorders patients were female).

In the diagnosis of GAD, occurence of panic attacks among patients
acts to reduce the relisbility and validity of this anxiety disorder.
fs Cerny et al., (1984) stated "..in the DSM-III patients are diagnosed
as GAD if they report both chronic“anxiety and panic attacks,“if the
panic attacks do not occuwr often enough to meet the panic freguency

criterion of panic disorders. This diagrostic process reflects both the



residual nature of GAD and the potentially mixed natuwre of this
anxiety state” {(p.310). Barlow (1983) and Di Mardo et al., (1983) have
demonstrated the diagnostic reliability (Kappa) of GAD as .3571 which
was below the reliability level of other anxiety disardEfs. Cetny et
al., (1984) have supgested that the finding of lower reliability of GAD
in comparison with other anxiety disorders could be attributed to
several factors. First of all, the number of subjects in these studies
was quite low. Secondly, 84% of patients diagnosed as agoraphobia with
panic attacks and 78.6 % of those diagnosed as panic disorders met
the diagnostic criteria for G&D. And also 50% of GAD cases reported
uncued panic attacks, but the freguency was not high enough to place
these patients in the panic disorders category. {hus the data presented
above indicate that the symptoms characteristic of GAD seem to be
frequently represented in other anxiety disorders and panic attacks
mcéur in GAD as well, but with low freguency.

fhe heterogeneous nature of the GAD category has been discuscsed by
Hoehn-Saric (19d31). In order to clarify the nature of this anxiety
disorder, he proposed a further sub-division of GAD as GAD with or
without panic attacks. In Bis study Hoehn—-Saric indicated that patients
with panic attacks reporfed bath more severe and (requent headaches,
palpitations, perepiration, hot flushes and respiratory symptoms than
did non-panic GAD patients., As Cerny et al., (1984) noted that such
findings should be viewed with caution because the group of anniety
patients with-panic attacks included cases of phobic,
obeessive-compulsive and transitoryldepression patients. While the
discussion of a further subdivision of GAD seems unwarranted at the
moment, GAD patients as diagnosed by DBM-III criteria have been shown,
by various psychologists (Hibbert,”1984 ahd Raskin, 1982), tohhave more

distinct features than patients diagnosed as panic disorders.



Ae noted in the previous discussion, the clear cut distinction
between the two disorders (GAD and FD)Y ig related to the somatic
component of anxiety. Barlow, Cohen, et al. (1984) reported GAD
patients‘having lower patterns of electromyogram (EMG) scoring and
heart rate during pre-treatment physiological assesment. The patients
also scored lower on a pre-treatment somatic anxiety gquestionnaire in
caonparison with FD patients. A study conducted by Anderson et al.,
(1984) revealed that subjects with FD report a greater number of
autonomic symptoms than patients with GAD. Hoehn-Saric (1981) has also
pointed to the higher level of physical symptoms found in PD when
compared with GAD. Higher scores of patients with FD on the somatic
aspect of anxiety seems highly likely because of ;he avtonomic symptoms
that clearly accompany panic attacks (Hoehn-Saric, 1981).

While PD patients score higher on the somatic component of anxiety
théhsame phenomenon was not observed on the cognitive component. In the
study conducted by Rarlow et al., (1984) a cognitive-somatic anxiety
questionnaire was administered to FD and GAD patients. FD patients’
scores on the somatic component of amdiety were giqnificantly %igher
than those of GAD. On the cognitive component just the opposite pattern
was observed, i.e. GAD pétienta scored higher than that of FD patients,
however, the difference was not found to be significant.

A study conducted by Hoehn-Saric (1982) demonstrated a similar
result to that reportea above. Hé concluded his study by stating that
his investigation confirmed previous findings indicating higher scores
for FD patients on somatic anxiety but not on psychic anviety when
compared with GAD patients. In his study Hoehn-Saric (1982) applied a
number of guestionnaires such as Hamilton Anxiety Scale, Global Rating:
of General Anxiety, State-Trait Anx&ety Inventary (STAI) and é?senck
Fersonality Inventory (EFD). On questionnaires measuring somatic

anxiety, FD patients scored significantly higher than patients
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diagnosed as GAD. On guestionnaires measuwring psychic (cognitive)
anxiety, although GAD patients seemed to score a little higher than FD
patients, the difference was not significant.

Anderson et al., (1984) reported that FD and GAD patients did not
differ in terms of STAl and EFI. Rarlow et al., {1983) suggested that
it could be useful to conceptualize GAD not as a residual category of
anxiety disorders, but rather, as a primary diagrnostic category whose
cardinal feature is based on the focus of apprehensive expectation. If
this dfagnastic SquEStiOB for GAD is accepted, patients should bhe
included in this disorder only if the apprehensive expectation is
focused on multiple life circumstances which are not related to the
anticipatory anniety of the phobic exposwe of a panic attack. In this
way GAD obtains the status of being a primary rather than a residual
diagnostic category.

(h The nature of GAD, when viewed from the Three Systems perspective,
can be summarized in the following way:

The overall anxiety levels of GAD patients are suqoested to he
relatively high. These type of patients are exwpected to eupress their
anstiety mainly on the cognitive component. The somatic component of
their amxiety is also thdught to he high due to the substantial
invaolvement of bodily symptoms in the diagnosis of this disorder. The
behavioral avoidance component of anxiety may be predicted to be
relatively low because’of the absence of an overt avoidarnce behavior.

3.2.2.3. Dbsessive—Compulsive‘Disorders

Obsessive—compulsive disorder is defined as recwrent persistent
ideas, thoughts, images or impulses that are experienced as
ego-synchtonic {involuntary). Senséless or repugnant comﬁulsi&ns are
said to be sterectyped repetitive behaviors that ére seemingly

purposeless, but are in fact emitted in order to péoduce or prevent



some future event or situations. The person usually recognizes the
meaninglezsness of his behaviﬂr, but continues to do so because the
behavior releases tension (APA, 19803 Cerny et al., 1984). This
category has been incorporated into the anxiety discorders because
whenever  individuals attempt to master their symptoms i.e. to resist
obsessions and compulsions, & very high level of anxiety is
experienced.

Obzessive-compuleive disorder is regarded as the least common of
all amdiety disorders. Myers et al., (1934) obtained a six months
prevalence rate of 1.3 to 24 in the general population. Udangui (1977)
in a group of 3400 cases with ages ranging betwgen S30-460, obtained a
prevalence rate of 0.32%.The incidence among out patients seen at a
clinic specializing in anxiety disorders was predicted to be 0.3 to
0.6% (Cerny et al., 1984). Leitenberg (19746) indicated that
approximately 1% of psychiatric in-patients and out-patients were
diagnosed as obsessive-compulsive. Nemiah (1973) estimated the rate of
obsessive-compuleive patients among newrotics at approximately S%.
Yayruka-Tobias and Neziroglu (1933) sugessted that the real ratio of
obsessive-compulsive patients in the general population could be
higher, because these ﬁatients tend to be selective and usually do not
consult professionals for help unless the problem becomes too intense
to cope with. Therefore present estim%tes may be misleading.

Regarding the se# ratio of this antiety disorder, the reported
numbers reflect conflicting theoretical approaches. Both DSM-III  and
Judd {1945) report the ratio to be 1 to 1. But conversly, figures
reported by Freud (1923), Adams (1973) and Hollingworth (1980) suggest
a dominance of males. ﬁdams‘(1973) reéorted that obsessive-compulsives
were predominantly male. He obtained 39 males to 10 feméles, 4:1 ratio,
In Hollingworth’s study (1980) the male to female ratioc aof

obsegsive-compulsive patients was 311, Initially Freud (1929)



indicated that obsessive illness had a greater frequency in males.
While the discussion on the sex ratio seems unclear at the present,
another point of disagreement closely related to ser ratio concerns the
question of the disctinction between obsessive-compulsive personality
and obsessive-compulsive disorder.

Yayruka-Tobias and Meziroglu (1983) noted that the distinction
between chsessive-compulsive personality and obsessive-compulsive
disorder has gained considerable support in the clinical realm. Sandler
and Hazari (19600, Foulds (19465), Kline (1947) and Cooper (1970)
investigated this issue. As reported by Insel (1984) 10 to 36&6% of
obsessive compulsive patients digplay no evidence of premorbid
obsessional traits. However, research indicating that
obsessive-compulsive personality and obsessive-compulsive disorder are
tpo different pointérin the same continuum has alsg been supported.
Half a century ago Masserman (1944), Benet {(1949) and Noyes (1949)
claimed that obsessive-compulsive neurosis appears when thoughts and
acts of a person with an obsessive-compulsive character become
disruptéd or deviant. Rapaport (1948) also suggested that the
breakdown of an obsessive-compulsive character was unavoidably followed
by the development of obsessive-compulsive neurosis. Kringlen (1965)
after comparing an obsessional adult group with a control neurctic
group, {(anxiety state, hysteria, depression) concluded that obzessives
had significantly mmré obsessive premorbidity than the control group.
As noted aba;e, controversy regarding the sex-ratio of
obsessive-compulsive disorder is closely related to the gquestion of
whether obsessive-personality traits are a preﬁondition {or at least
related) to obsessive-compulsive qisaéder. These two areas of dispute
are closely related to each other because Freudian theo;y suggests that
‘ohsessive-compulsive personality traits are characteristic of the male

personality (Freud, 192%5) and hysterical traits are characteristics of
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the female personality {Arieti, 197%5%). If Ggsegsive~c0mpu15ive
perescnality traits are related to the development of
obsessive-compulsive disorder, this may explain the high ratio of males
to females in this anxiety disorder. )

(beessive-compulsive disorder patients are assumed to have a
sterectyped personality structure which is reflected in the defense
machanism they utilize. While several defense mechanisms are important
in the development of this anxiety problem {undoing, intellectu-
alization, reaction-formation) (Magera, 1974), isolation of atfect from
the content (thought), will be specifically stressed in the present
study. As Freud (1909) stated "contrasted with hysteria, where
repression 1eads to amnesia, other defense mechanisms were said to be
more typical of obsessive-compulsive newosis. Although repression
takes place it is often incomplete” (pp.193-196). Obsessive-compulsive
patients resort to ancther way of handling their unwanted drives. Freud
emphasized the defense mechanism called, “isolation®, where an
important phenomenon is deprived of its affect rather than forgetting
{(repressing) the significant experience as in hysteria. White and
Gilliland (1974) defined this defense mechanism as follows "...the
unconsciously instituted, asutomatic, and involuntary separation of idea
of an unconscious impulse from its appropriate aftect, thus allowing
only the idea and not the asscociated affect to enter awareness."
(p.70). This process results in“the personality being aftfectless or
acting with‘Qery little affect. The constriction of affect in
pbsessive-compulsive patients has been reported by many investigators
{Turns, 1983; Goldstein, 1983; Yayruka-Tobias and Meziroglu, 1283).

The presence of other symptoms of%en acts as an obstacle for the
reliable diagnosis of this amxiety disorder. Cerny et éi. 11584)

reported that in a sample-of 111 patients diagnosed in the Albany

Fhobia and Arxiety Diszorders Clinic, obséssive—compulsive symptoms have
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been revealed by 324 of agoraphobics with panic, 14% of simple phobias,
16% of social phobias and 1774 of GAD. In the same study 83% of
ohsessive compulsive patients reported having panic attacks. However,
clinicians were able to diagnose obsessive-compulsive disorder quité
reliably (interrater raliability 0.82) (Barlow et al., 1985).

Taking the information presented above into account, the following
brief review of cbsesive-compulsive disorders from the Three Svtems
Theory can be presented.

Fatients in this category are expected to exhibit their anxiety
mainly on the cognitive component because of the primacy of cognitions
(negative thoughts) in the development of this problem.

The most important prediction regarding obsessive-compulsive
disorder is related to the difference between the feeling and cognitive
components afvanxiety in this disorder compared with other DEM-III
anxiety disorders. I+ psychoanalytic claims concerning the use of the
isclation defense mechanism are correct, it can be expected that
aniety scores on the cognitive component will be much higher than
scores on the feeling compmneﬁt. More importantly,»the difference
between the cognitive and feeling components of anxiety will be
significantly more mérked in obsessive-compulsives when compared with
other anxiety disorders. As noted previously, findings of studies
investigating the lateralization and personality styles vield support
to psychoanalytical claims. In ;act, the cognitive component is
expected tn‘ﬁe highest and feeling relatively low in
ohsessive-compulsives. In other anxiety dicgordere feeling and cognitive
components are predicted to be more less the same, or at least the
difference betwesen cognitive and feeling components will not be as
great as it is in obsessive-compulsives. The reason for high cognitive

and low feeling scores in-obsessive-compulsive patients, apart from the

analytic assumption that the isoclation defenze mechanism is playing a
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predominant role in this disorder by causing suppresion of affect and
leaving personalities of these types of patients relatively emotionless
in their experiences, may be explained by other approaches. For
instance, the lateralization studies indicate that the left hemisgphere,
which controls mainly cognitive operations, is more dominant in
obsessive-compulsives.

It can be concluded that, regardles of the sowce, e.g.
peychoanalytic, physioclogical etc., all arguments suggest the
dominance of cognitive structures in obsessive-compulsives. In other
wrds, obsessive-compulsives can be expected to score very high on the
cognitive component of anxiety. Due to the nature of this anxiety
digorder, obsessive compulsive patients are thought to score
substantially lower on the remaining, especially on the behavioral

avoidance, components of anxiety.

4. AIM OF THE RESEARCH

The aim of this study is mainly three-fold. The first aim is to
investigate whether it is possible to conceptualize feeling and
cognition as two interacting but relatively independent systems. The
second aim is, applying The Three Systems Theory, to identify the
predominant component of anxiet; in each of the DEM-1II anxiety
disorder cagégories and to examine the validity of the DBM-II1
classification of anxiety disorders. The third aim is to develop a new
guestionnaire to measure anxiety in terms of four components (feeling,
cognitive, behavior and somatic).

To investigate the relatiuhship between feeling (affect) and

cognition, human sex differences and differences between patients with

cbsessive-compulsive disorder and other DSEM-III anxiety disorder



sub~categories will be examined in terms of the manifestation of
‘females experience anxiety relatively evenly between cognitive and
feeling components, while males tend to experience anxiety more in the
cognitive domain and relatively lesg in the feeling domain when
campared with the female sample. Such differences can be attributed to
various sources: relatively different personality structures of male
and female subjects (Freud, 1909; Towrgerson, 1980), different
socialization processes of sedes {(Hoyenga and Hoyvenga, 1979) or to sex
differences in lateralization (Baeton, 1983). For the anxiety patients
the same hypothesis is put forward, indicating that in the case 6{
obsessive-compulsive disorder manifestation of anxiety is expected to
be relatively more in the‘cognitive component and less in the feeling
component in comparison to patients with other types of anxiety
disardere where the cognitive and feeling components of anxiety are
predicted to be at the similar level, This difference may be caused by
various factors: different personality structures or different
lateralization. |

Thus, the difference betwéen feeling and cognitive components in
males and obsessives is supposed to be higher (in the direction of the
caognitive component) than the difference betwesn these éomponents in
females and other types of amtiety disorder patients.

By show}ng that higher cognitive scores do not necessarily go
together with higher scores on the feeling component regardless of any
intervening variables, the purpose is to suggest that feeling and
cognition can be considered as relatiyely independent systems.

The second aim of this research is to identify the salient
component (s) of amiiety in each Eub—catégories of DEM-III anxiety
disorder classification from the Three Systems Model point of view. The

three response systems (cognitive, behavioral and somatic) are assumed
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to be separately influenced by different environmental conditions
{Horkoveo, 1976) and a particular therapeutic intervention 'is suggested
to attenuate a specific component of anxiety {(Schwartz, Davitson and
Goleman, 1978). Thus, identification of salient component(s) in each
antiety disorder can assist in choosing more effective treatment
methods for each anxiety disorder. Furthermore, an investigation of the
validity of DBM-II1 classification of anxiety disorders is another aim
in the present study. As stated by Spitrzer and William (1983)
diagnostic categories of DSM-III were determined by compromise between
clinicians rater than empirical findings. Therefore, as they havg
indicated, futuwre research will decide about the validity of these
categories. So, the aim of this reserach is to examine the differences
in the manifestation of anxiety among patients of various anxiety
disorders from the Three Systems Theory point of view. I+ the anxiety
is found to have different manifestations in different anxiety
disnrders, it will be further evidence for the validity of DEM-III for
differentiating the anxiety disorders in the manner it presents.

Apart from these two central aims the present study regards the
development of a new questionnaire, which can measure anxiety in terms
of four different components, as another purpose of this research. A
detailed explanation as to the natuwe of the questionnaire will he

presented in the method chapter.,



M E T H 0 D

In this part, first the process of the construction of a new self
report measure for the assessment of anxiety (the Fouwr Systems Anxiety
Questionnaire)bwill be introduced. Secondly the azsessmént measures
used in the study will be presented, then the three studies, first,
with university students, second, with anxiety patients and, third,
with only agoraphobic patients as subjects, will be ocutlined. |

S« DEVELOFMENT OF A NEW ANXIETY MEASURE
J.1. THE REABONS FOR DEVELOPING A NEW ANXIETY QUESTIONNAIRE

The need to develop a new anxiety guestionnaire stems from two
spurces. The first one is related to one of the purposes of this study,
namely, to investigate thé relationship between the feeling and the
cognitive components of anxiety. Since there is no anxiety
questionnaire‘that can be utilized for this end, it was necessary to
develop a new anxiety measure which distinguishes feeling and
cognitive components. Secondly,the two existing Likert type anxiety
questionnaires~ Three Systems Anxiety Ouestionnaire (TSAD) (Lehrer and
Woolfolk, 1982) and the Cognitive Somatic Anxiety Ouestionnaire (CS5AR)
(Schwartz, Davitson and Goleman, 1#78), which incorporate
multi-systems conceptualizations of anxiety {(Lang, 1971; Rachman and
Hodgson, 1974) have a numher of éhortcomings in terms of practical
usefulness and psychometric properties. Although CSAQ is reported to

have high levels of validity and reliability (Schwartz et al., 1978;



Delmonte and Ryan, 1983), the questionnaire, nevertheless, has an
important drawback arising from the small number of items included in
each of the somatic and the"cognitive components of anxiety. With the
inclusion of only seven items in each component, the level of variation
in the manifestation of anxiety across individuals is poorly reflected.
The low number of items is one of the factors which may reduce the
soundness of a given Likert scale (Maranell, 1974). As the number of
items increases, the scale satisfies the condition of interval
‘measurement (Baiiey, 1978) and reliability alsc improves (Kerlinger,
1973).

The TSAE has the defect of having an unequal number of items in
gach of the cognitive, the behavioral and the somatic components of
anniety. The inclusion of different numbers of items in each component
{16 items in the somatic, 11 inbthe behavioral and 9 in the cognitive)
makes it particularly difficult to compare the scores of each
camponent. Further calculations are required to permit comparison of
amtiety scores on each component within each individual and across
different individuals.

5.2. THE REASONS FOR DEVELOPING A THURSTONE TYFE SCALE

In order to develop the new questiornaire tb measure anxiety in
terms of four different components (feeling, cognitive, behavioral and
somatic), a design yielding a Thurstone scale was chosen. Thg reasaons
underlying the selection of this type of questiongaire can be given as
follows:

A- One of the important featuwres of the Thurstone scale, which
Likert or Guttman type questionnaires lack, is that it claims to

measure the psychological property under scrutiny in terms of an

interval scale (Railey, 1978; Blalock and Blalock, 1968). Bailey
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(1978) states that "Summated rating, Likert scaling and Guttman
scalogram analysis technigues all construct scales that are at most
ordinal rather than interval....There are at least two good reasons for
attempting to construct an interval scale: (a) the added information
available from the knowledge that the intervals between any two
adjacent points on the scale are equal and (b) the reguirement of many
statistical techniques for interval data. One technique designed to
construct an interval scale is the Thurstone method of equal appearing
intervals." (p7364)

B~ Thurstone scales permit differentiation between large numbers
of people regarding their attitudinal position (EBlack and Champion,
1974). The scores obtained in a Thurstone scale reveal a greater
variety of attitudingl positions in comparison with Likert scales.

C- Black and Champion (1974) see the employment of judges in the
development of a Thurstone scale as another advantage. They think that
the judges, who are usually professionals in the area to be measured,
perform a quite effective screening function by eliminéting ambiguous
items that yield little or no agreement.

D- The last reason for selecting a Thurstone type scale rather
than a Likert type has to do with the number of choices in each item.
In Likert scales each item is responded to by selecting one from
several choices, usually 4 6r 3 although the number can range from 3 to
9. It is a common observation that scales with items that allow 3 or
more choices encourage a response bias. That is , subjects teﬁd’tm
avoid the exfreme answers and select their choices from the middle of .
the range and disregard the meaning of the item. This prqblem does not
arise with Thurstone type scales for the items are responded to only

“either by agreement or disagreement.
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S.3. CONSTRUCTION OF THE SCALE

An item pool of 142 statements was formed to develop a Thurstone
type =cale. Some items were taken from various well known anxiety
scales and some were prepared by the investigator. To select the items
for inclusion in the questionnaire, an item selection process for the
development of a Thurstone scale has been employed to these 142
statements. In the first step of thie procedure a total of 23 judges
consisting of 21 clinical psychologists at an anxiety workshop in
Glasgow Southern General Hospital and 4 psychology pcsfgraduates at the
University of Stirling were employed to determine the items to be
included in the final version of the guestionnaire. Edwards (1937)
reports that reliable scale values can be obtained with small groups
of judges. Correlations as high as .99 were reported'(Edwards, 1957)
for scale values obtained independently from two groups with 13 judges
in each group. Black and Champion (1974) suggest that as few as 15
judges can be employed, but in general at least 25 judgés should be
included for a soundly constructed Thurcstone scale. As to the type of
judges they recommend the use of professional persons in social
sciences or students majoring }n social sciences, because these
individuals are considered to have more experience with social
measwement., Furthermore, they can use their knowledge and experience

to classify items better than a lay person.

S.3.1. Application Of 142 Items To The Judges
“The 142 items were presented to each judge with the instructions
to rate each item on an 11 point scale (Table-2) according to the level

" of anxiety being implied by each.

- 148 -



Low Anxiety Moderate Anxiety High Anxiety

5 b 7 8 9 10 11

D]
ES

1 2

Table-2 The eleven point scale on which the judges rated the

anxiety level of each item.

The 142 items were ordered in terms of the four components
(starting with the 41 items related to the feeling component, then 37
items in the cognitive, 36 in the behavior and finally 28 items
referring to the somatic component). At the top of each page the
numbers from 1 to 11 were printed evenly spaced in order to give the
impression that intervals between the 11 catagories (scale-pointe) were
equal. If an item was indicative of low levels of anxiety it waé rated
at the lower end of the scale (into either of 1st, Znd, 3rd or 4th
categories). If the item implied high levels of anxiety it was placed
somewhere in the higher end of the continuum (into eithér of 8th 9th
10th or 1ith categories). The judges wrote their ratings into the
brackets provided at the right side of each question. After obtaining

these ratings selection of -items proceeded in the following manner.

5.3.2. Evaluation And Selection O0f The Items

The selection of an item for the final questionnaire is contingent
on two parameters. One captures the level of anxiety attributed to each
item. This is called the scale value or the weight of the item. The
other'parabeter measures the ambiguity of the item and is called the
quartile deviation. ‘
Several methods are available to calculate these valges {(Edwards,

1957). In this study, an ogive for each of the 142 items was drawn by

taking the cumulative frequency of the allocation of each statement
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along the categories between 1 and 11. In this cgive the median value
(S50%) denctes to the weight of the item, and the.quartile deviation
(75% - 25%) indicates its ambiguity. The quartile deviation reters to a
measure of the variation of the distribution of the values attributed
to a statement by a group of judges. It contains the middle 30 % of the
judgements (Edwards, 1937).

To find these values three perpendicular lines were dropped from
each ogive to the base line at the values of cummulative freguency
{(proportion) equal to 2574, S0% and 75% respectively. The point where
the perpendicular line dropped from the S0%  value intersects the base
line gives the scale value {weight) of an item.’The difference between
the two points, where the other two perpendicular lines dropped from
the graph at the values of cummulative proportion equal to 254 and 75%,
intersects with the base line, gives the value of thé guartile
deviation. The purpose of the Thurstone scale is to include items with
different weights covering the range between 1 to 11, and also to
include those items that have low guartile deviations wﬁich indicates
that the judges are more or less agree about the level 6# anxiety
reflected in the item. The higher the quartile deviation the more
ambigious the item is and therefore should be droﬁped from the
aquestionnaire.

In this manner, 142 ogives were obtained. and scale values and
quartile deviations were calculated. Based on these criteria éixty
(60) items including 1S in each four components of anxiety were
selected for the final guestiornaire. In this selection pfdcess items
in each D%‘the fouwr components were evaluated separately., This added a
third selection criterion for the items. The third selection criterion
was that the means and standard deviations of the weights and guartile
deviaticons of items in each of the four components should be guite

similar. This eriables a person’s scores across different components of
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anxiety to be compared. Thus, on the basis of these criteria 60 items
for the final version of the guestionnaire were selected.

5.3.3. Evamination 0f The Fouwr Ansiety Components Of The

Scale.

Each component of anxiety has been separated by semantic
differences in the items. Those statemets which are assumed to be
related to the feeling component always included the word *feel® (e.qg.
A jittery feeling has become & part of my life). Statements in the
cognitive component were made up of the words ‘negative thoughts,
ideas or worry’ (e.g. I sometimes think of myself as an inefficient
person). Items in the behavioral component referred to the avoidance of
executing certain behaviors (the items were not specifically related to
any particular type of avoidance, rather covering range of everday
situations) (e.g. I avoid participating in discussions). Finally, the
items assessing the somatic component of amndiety included various
bodily sensations {(e.g. I often have a headache).

One point needs te be clarified here, the inclusion of "worrying’
in the cognitive component rather than feeling. The word ‘worry®' haz
both, cognitive and feeling connotations. In this study following
Fado®s (1969) classification, it was thought that inclusion of wdrrying
in the cognitive component would be appropriate. Rado considered
'worry® between feeling and cognition, because worrying implied
consideration and evaluation of the situation rather than a direct
affective reaction. Although it has affective implications, Qarrying
indicatés negative assumptions and ideations. Also inclusion of
worrying in the cognitive component could impréve assessment of the

d;fference between the cognitive and affective components of amxiety of
subjects. If worrying was not included in the study at all, the

differences betweeﬁ‘tognitive and feeling component of anxiety would be



reflected by the words of “feeling versus thinking® alone, subjects
could identify the two components very easily, and might give
intentionally or unitentionally distorted responses to the guestions.
The next step was to test if the guestionnaire was really made
up of four different components of amsiety. To examine this issue, the
selected &0 items, with 13 in each component, were presented in a
random order to 15 first year undergraduate students in the University
af Stirling with the instruction to assign each item to one of the four
categories (feeling, cognitive, behavioral and somatic). This was all
the information given to these subjects. They were totally blind to the
purpose of the application. Subjects did not know how many items were
in the each category and how each category had been defined. Subjects
just read the items and allocated them into one of the four categories.
This method of testing, which examines if the questionnaire is made up
of the number of components that it is élaiming to contain has been
called *the sorting technique® (similar analyzes have been reported by
Miller and Johnson-Laird, 1976). Mean of the incorrectly allocated
items has been found to be 3.7 out of 60 (9.54). In Dtﬁer viords 90.3%
of the items were correctly located into the categories in which they
were supposed to be. These v;lueé indicated a high degree of agreement
about the allocation of items into four different categories. Thérefore
it was concluded that the &0 items in the quegtiohnaire could be .
systematicaly differentiated, with the accuracy of 90.3% into the four
different components of anxiety which have been claimed to be‘assessed

by the questionnaire;

5.3.4. The Method O0f Scoring The Scale
Before finishing this section of the scale construction process,
an important point related to the scoring of Thurstone type scales

merits attention. In" a Thurstone scale, subjects’ scores are determined



by computing the mean or median value of the scale scores of the items
agreed as indicative of the construct in gquestion. (Edwards, 1957;
Blalock and Black, 1948) However, an important problem which is related
to the number of statements agreed with and the range of the scale
covered, have been noted by Guilford (1954). He indicated that thase
wha mark more statements tend to obtain average values closer to the
middle point. This is a regression phenomenon which mainly effects
individuals with extreme scale positions. In other words, when a

sub ject agrees with more statements, regardless of his real position in
the scale, his score approaches to middle scale values {(mean of all
scale values). To avoid this phenomenon Guilford (1934) recommended
constricting subjects choices to a certain number, in this way subjects
could concentrate on the statements which are nearest to their own
positions. Instead of solving the.regressian problem by implementing
limitations to the number of items subjects can choose, in the present
research another way of tackling this problem was considered. Basically
the subjects scores have been calculated by simply adding the scale

values (weights) of items with which they agreed.

b. ASSESSMENT SCALES USED IN THE STUDY
In this study four different guestionnaires have been employed to

measure the anxiety level of the subjects.

&.1. THE FOUR SYSTEMS ANXIETY GQUESTIONMAIRE (FSALH

A comprghensive account of this questionnairelhas already been
presentéd in the previous section. The above section can briefly be
summarizéd as follows: The FSAR has been develéped specifically for the
present study by the investigator. It consists of sixty (&60) Thurstoné
type (yes-no) items. This instrument aims to measure anxjety in terms

of four (feeling, cognitive, behavioral and somatic) relatively



independent componente. Each component of anniety has been measured by
the zame number of items (13 which have been developed so that mean
weights of each component were almost egual (5.50). Information about
the psychometric properties (reliability and validity levels) of the

questionnaire will be presented in the results section.

b.2. The THREE SYSTEMS AMXIETY QUESTICMNAIRE {(TSAG)

Developed by Lehrer and Woolfolk (1982). Supporting the
cunceptualizatién of anxiety as a multidimensional phenomenon, Lehrer
and Woolfolk undertook a study to find out whether self-reported
cognitive, behavioral and somatic varieties of anxiety could be
measuwred as orthogonal factors. Acsessments of anxiety by
questionnaires in terms of two-subsets, as somatic and psychic
(cognitive) have been reported in the literature (Hamilton, 1959).
However there was no reported reseach referring to the examination of
items that measure behavioral manifestation of anxiety. This was the
novelty introduced by Lehrer and w;olfolk (1982) in their study.

To beqgin with, drawing items from the MMPI, Speilberger’s STAI and
their own clinical experience, Lehrer and Woolfolk constructed a Likert
type scale in which each ite; was rated on a F-point, ranging from
"never’ to "almost always’.

Two studies were constructed, each with different versions of the
questionnaire. In each case three factors were extracted and submitted
to a varimax rotation. In the present study the second version of the
questiopnaire is employed, as it has been noted by Lehrer and Woolfolk
(1982) that the second form has been found to have a qreatér number of
items (35) in comparison with the number of items included in the first
form (30).

This second version was administered by Lehrer and Woolfolk (1982)

to & sample of 70 néﬁrotic clients of mental health practitioners, 289
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night school students at Rutgers University and 67 participants in a
stress workshop. For this version the reliability was .93 for the
cognitive {(worrying factof), .71 for the behavioral and .92 for the
somatic., Az a validation of the inventory derived from the second
study, 63 of the subjects in that study were administered the trait
form of State Trait Anxiety Inventory (STAI) (Speilberger, Gorsuch and
Lushere, 1970). Subjects scores on the STAI correlated highly with the
items that load greater than .30 on each of the three factors,
indicating that the three factors {(cognitive, behavioral and somatic)
are closely related to measwre of trait anxiety. The correlation of
STAI with the cognitive anxiety sub-scale was szomewhat higher than the
correlation with the other two sub-scales.

A 3b6-item inventory was then constructed consisting of those
items which loaded greater than .50 on one of the three rotated
factors in the second study. This scale was then administered along
with various other psychometric inventories to three sets of subjects.

{(see Table~3 below).

fuestionnaire N Somatic Bebavioral Cognitive

Trait Form of

57TAI &5 .79 .60 .86
Hamilton Anxiety
Inventory
General Anxiety 57 .51 .19 .24
Physiological =57 .53 .08 .16

Fsychic 57 .07 L 22 .24

IFAT Anxiety
Inven@ory . 140 .39 Y 51

Table-3: Showing correlations between the components of the

TSAE and other scales.



As a result Lehrer and Woolfork concluded that their data had
indicated three orthogonal factors from a pool of self report items of
éomatic, cognitive and beh;viaral anriety related complaints and these
factors correcsponded to the three hypothesized dimensions., Initial
examination of the guestionnaire (36-items) obtained out of a factor
anélysis in the second study suggested that this scale was a highly
reliable and valid measure of the three kinds of anxiety. However it is
suggested by the present author that the Lehrer and Woolfolk's scale

has a number of shortcomings as previocusly mentioned.

6.3. THE COGNITIVE SOMATIC ANXIETY QUESTIONNAIRE (CSAE)

The CSARQ has been developed by Schwartz, Davidson and Goleman in
1978. The idea which led to the development of this guestionnaire came
trom the Three Sytems Model ofvemotion (Lang, 1971; Rachman and
Hodgson, 1974). Schwartz et al. {(1978) taking into consideration the
multi-dimensional nature of anxiety, thought that two relétively
independent types of amiety, cognitive (psychicland somatic could
reliably be measured.

In the study designed foﬁ the development and validity testing of
cspae 77 subjecfs were included.rThe C8A0 was constructed by selecting
items from well known questiohnaires that three independent judges had
unanimously agreed to reflect cognitive or somatic anxiety. The
questionnaire was completed with 14 items , half of the items measuring
somatic anxiety and the other half cognitive anriety. The 77 subjects
participating in the study were instructed to rate the degree to which
they generally or typically experience these symptoms when andious, by
cireling a number from 1 to B with 1 representing “not at all’ and §
representing ’ve;y much sa', The sum of the circled }atings was

separately computed for cognitive and somatic items which appeared in

random order in the questionnaire.



To measure the validity of CSAB, correlations between this
gquestionnaire and the trait form of STAI (Speilberger et al., 1970
were calculated using the ;ame 77 subjects. Bignificant results were
found, r=0.467, r=0.40 (p < 0.001) for the cognitive and somatic anxiety
respectively. The correlation between the somatic and the cognitive
sub-scales of C5A0 was r=0.42 indicating a moderate level of
relationship.

In the study reported above, no information was given regarding
"the level of reliability of CB8AR. In 1983, Delmonte and Ryan undertook
another study to investigate the level of reliability of CSA0 and to
examine whether the discrimination of items as cognitive or somatic had
any statistical validity. Employing 100 subjects and a method of factor
analysis, they examined the validity of separation of items in CSAD
into two sub—éatequries as cognitive and somatic. Factor loadings for
the 14 items of CSAE strongly corresponded with the cognitive and
somatic items of C5AQ, especially with respect to the somafic items .
One item in the cognitive sub-scale did not reach the cut off point and
another. loaded with the somatic items. Overall the results lend suppaort
for the twofold separation of items in the questionnaire.

The reliability of the CS8AR as calculated by Cronbach’®s Alpha
(measure of internal reliability) was reported to be quite high 0.8
and .83 for somatic and cognitive componants respectively. In this
study {(Delmonte and Ryan, 1983), the correlation between the cognitive
and the somatic sub-scales was found to be higher (0.64) than that
reported in Schwartz et al:, (1978).

These reported studies suggest that CHAR can be considered as a
reliable and valid instrument in the measurement of anxiety in terms of
cognitive and somatic sub-scales. The reason why CSAR was selected to
be used in the presént research is related to the fact that both in the

development of CS5AR and in the present research the phenomenon of

- 1857 -



anxiety was conceptualized as multidimensional. It was thought that
application of CSARQ along with the the Four Systems Anxiety
fuestionnaire (FSAR) could.;upply useful information about the validity
of the newly developed guestionnaire (FSAR) and its components as well

as yielding some information about the nature and level of anxiety of

the patients.

4.4. STATE-TRAIT ANXIETY INVENTORY (STAI)

STAI developed by Speilberger, Goursh and Lushene (1970) is made
up of two separate self-report scales for measuring two different types
of anxiety, state anxiety (A-state) and trait anxiety (A-trait), both
of which consist of 20 4-point Likert type items.

The A-trait items ask people to describe how they generally feel.
The A-trait scale provides a means for measwring the ansiety proneness
of subjects. In other words A-trait refers to relatively stable
individual differences in amtiety proneness. The A-state séores
indicate how individuals feel at a particular moment in time.
Speilberger et al. (1970) conceptualized A-state as a transitory
emotional state and conditianathaﬁ is characterised by subjective,
consciously perceived feelings of tension and apprehension and
heightened automatic nervous syetem activity (1966).

The eplit-half reliabilites of the S5TAI A-state and A-trait sﬁales
using over 1300 college and high-school students have been calculated,
The results indicated that both of the scales have quite high levels of
reliability (between the ranges of .92-.83) Test re-test reliabilites
of the measure over ! how, 20 days and 104 days intervals employing
different number of subjects (197, 113 and 47 respectively) indicated
that although A-trait scores were quite reliable, ranging from .86 to
« 73, A-state scores were found to have very low levels of reliability,

ranging from .16 to .54, Nevertheless, low correlations of fi-state
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scores are anticipated, becavse by definition A-state refers to a
transient level of anxietylin a given situation.

Given these figures and the nature of the concepf of A-state
Speilberger et al., (1970) commented that measures of internal
consistency would be a more appropriate index of reliability of A-state
than test-retest correlation.

Concurrent validity of A-trait has been evaluated by calculating
the correlation between A-trait and IFAT (Cattell and Scheier, 1963,
the Taylor Manifest Anxniety Scale (1953) and the Zuckerman Affective
Checklist (1960). The results indicated that A-trait has a satisfactory
level of validity (ranging from .52 to .84).

Construct validity of the A-state scale has been calculated by
~administering this questonnaire to 977 university students. The .
students were given the A-state with the standard instructions first,
then they were asked to respond according to * how they think they
would feel just prior to the final examination in an imporiant course’,
The mean scores of the A-state scale was considerably higher in the
exam condition than the normal condition in for both sexes.

Overall psychametric evaluation of A-state and A-trait forms
indicate that both scales were reliable and valid instruments in the
measurement of anxiety.

6.5. SELF-DIAGNOSTIC FORM

This self-diagnostic farm was adapted from the DSM-III Decision
Tree for Anxiety Disorders and converted to a form applicable to
patients. The self-diagnostic form consists of brief descriptions of
each of the six DSM-III anxiety disorders included in the present
study. The patients were instructed to select two of the descriptions

which represented their problem best.
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The reason behind the application of the self-diagnostic form was
to obtain come information regarding the relationship between patients’
conceptualization of their own problems and clinicians” diagnoses of

the patients problem.

7. APPLICATION OF THE BCALES TO THE SURJECTS
Mainly two groups of subjects were included in the study; a-
university students, b-anxiety patients. In addition to these two
groups, a group of aqgoraphcbics were also included but only for the
examination of the sensitivity of the FBAG to pre and post treatment

changes in level of amxiety.

7.1. APPLICATION OF FSAE AND TSAR TO
UNIVERSITY STUDENTS

7.1.1. Subjects :

In the first study 218 first year undergraduate university
students were included as subjects, comprising 143 females and 71
males (4 subjects did not indicate their sex on the guestionnaires).
Mean age was, 20,3 for females,_and 21.8 for males.

7.1.2. Procedure:

The T3AE and FCAR were administered to first year Stirling
university students on three different occasions in academic sessions
1983 and 19B4. On each occasion, before the beginning of the practical
session, students were asked to complete the questionnaires (TSAE and
FCAR) and return them to the investigator at the end of each session.
Students were informed that participation was ‘totally voluntary. In the
first application 74 and in the second 80 students participated in the
study. The third and the last application took place in the education
department, &4 subjects participated, adding up the total number of

subjects to 218.
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7.2. AFFLICATION OF FSAE, TSAR, CSAR, STAI and

SELF-DIAGNOSTIC FORM TO ANXIETY PATIENTS

7.2.1. Subjects:

Fifty fouwr anxiety patients who were referred from GFs to
different clinical psychologists were included as subjects. Among the
subjects 18 were male and 36 were female. The age of males ranged
between 19 and 59 with a mean of 36.5 and of females ranged between 24
and 68 with a mean of 39.5.

7.2.2. Procedure:

Due to having no direct patient contact, the experimenter h?mself
could not participate in the process of distributing the guestionnaires
to the anxiety patients. The process of distributing and recollecting
the questionnaires was co-ordinated by K. Power. The present author
pkepared the instructions for the clinical psychologists, indicating
the use of DSM-III anxiety disorders diagnostic system in recruiting
and diagnosing the patients. Each patient’s voluntary consent was
obtained before completing the questionnaires and he/she was informed
of confidentiality. In ardet to avoid biases in the selection of
patients, the clinicians were required to ask all anxiety patients who
ware referred whether they would like to participate. The clinicians
were urged not to include patients following their own preferences,

Although the data about the patients came mainly from tﬁeir
self—répcrt;, information as to the nature of the patients’ amdiety
problems was cbtained by the clinicians® ratiﬁgs. For each patient the
clinicians were requested to complete the *therapist assesment sheets’
which aimed to obtain information regarding the type of diagnosis,
length of treatment (both psychological and medical), ahd severity of

the illness. The severity of the illness was assessed on a 7-point
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scale (1 indicating normal and 7 severe conditians). Those patients who
consented to participate in the study were asked to complete a booklet
of guesticnnaires consisting of FSAR, TS5AR, C5A0, hoth forms of STAI
together with a self-diagnostic form. Using these criteria over a
period of 1.5 year (from 1985 March to 1984 December) 54 anuiety

patients were recruited to the study.

7.3. APFLICATION OF FSAQ TO AGORAFHOEICS
BEFORE AMD AFTER BEHAVIORAL TREATMENT

7.3.1. Bubjects:

The subjects of this study were 14 agoraphobics., Only 2 of the
subjects were male. The ages of the subjects ranged between 20 and 72
with the mean age of 44, | |

7.3.2. Procedure

A study undertaken by K. Smith, as a part of his master thesis,
and supervised by K. Fower, provided the present author with the
opportunity to apply the FBAQ prior to and following a structured
treatment programme. The study conducted by kK. Smith aimed to assess
the effectiveness of a behavioral intervention technique developed by
Mathews, Gelder and Johnston (1981) in the treatment of agoraphobia.
The FSAQ was administered to patients with the aim of assessihg whether
the scale was able to reveal differences in the anxiety levels before
and after treatment. A brief description of K. Smith’s study is as
follows.

Pat;ents were taken difectly from GBFs® referrals. To select
patients appropriate for K. Smith’s study a semi-structured interview
was conducted. Patients who met DSM-11I criteria for the diagnosis of
agoraphobia (with or without panic attacks) were included into the
study. Following the initial interview, the patients'were seen for five

consecutive weekly appointments, they then missed a week and were then



seen again in the seventh week. They were not seen again until five
weeks later for the concluding appointment. Thus, the process of the
therapy lasted for twelve weeks. The FSAE together with other anxiety
guestionnaires and assessment measures, specifically designed for K.
Smith’s study, was administered to the agoraphobic patients at the
initial interview and at the last =session.

The content of the treatment was mainly behavioral (graded
exposwe) with some cognitive elements included. Each patient was
issued with a copy of Mathews et al.’s (1981) FProgrammed Fractice for

Agoraphobia: Clients Manual.

In summary, the subject groups of the present study are as
follows.

A- The sample of university students included 218 subjects. The
anxiety scales administered to this sample were F5A0 and TSAG.

B~ The anxiety disorders group included 54 patients, diagnosed
according to DSM-II1 amviety disorders criteria. The scales
administered to this group were FSAR, TSAR, CBAAQ, STAI and a
sel f~diagnostic form.

£~ The FSAD waz administered to the agoraphobics patients (N=14)
of K. Bmith’s study in order to examine the sensitivity of FGAR to the
pre and post treatment differences on the anxiety level of agoraphobic

patients.



RESULTS

In this section, demographic data of each category of anxietv
patients and comparison of the self-diagnostic form with clinicians’
diagnoses will briefly be presented. S5econdly, psyvchometric evaluation
of FSAE will be reported. Thirdly, test results pertinent to the issue
of separating affect fron cognition will be introduced, and ¥inélly,
psychometric examination of DSM-III anxiety disorders classification

will be given.

8. DEMOGRAFHIC EVALUATION OF ANXIETY FATIENTS

The number of male and female patients in each category of anxiety
disorders has been calculated (Table—~4). Means and standard deviations
of patients’ age, length of treatment (psychological and/or
ﬁharmachological) and severify of the problem have been calculated for
each sub-category of anxiety disorders (Table-5). Analysis of variance
teste have been performed between sub-categories of anxiety disorders
on each of the variables pfésented above. The results indicated no
significant difference between the six sub-categories of anniéty

disorders on the these three variables.,

9. COFMPARISON OF FATIENTS® SELF-DIAGNOSES WITH CLINICIANG®
DIAGNOSES |
IB thgg study, patients were placed into DSM-II] anxiety disorder
categories according to the cliniciansg’ prima;v diaqgnosie. However,
éatients’ self-diagnoses were also included in order to examine the
relationship between the diagnoses -of the patients and the clinicans.

In the self~diagnostic form, patients were presented with a description

- 164 -



AaGzE  BO-E Bk FD  GRD  QOB-CO Tolak

MALE 1 4 & 4 4 2 18

FEMALE 9 b ) 3 & & 24
TOTAL 10 10 9 7 10 8 54

TRBLE-4 Number of male and female anxietv patients in each

sub-cateqgory of DSM-II1 anxietv disorders.

AG=F S0 £

st - FD  GAD OR-CO  E-YALUES

AGE 43 33 47 40 37 32 2.37

(14)  (4.1) (14.2) (10.1) (13.1)(9.8)

LENGTH OF 5.2 a1 17.5 6.5 45.4 Q.5 1.13
TREATMENT (12.5) (68.7) (43, 1) (10.1) (13.7)(0.8)

CIN MOMTHS)

RATINGS OF 4.9 9.3 3.3 9.1 4.6 5.4 1.61
SEVERITY (.9 (0.73 (1) (0.4)  (1,2) (0.7)

TAHLE~Y Means and standard deviations of each sub-catedgory of
DEM-TI1 anxietv patients on aoe, length of treatment and severityi and
comparison (analvsis of variance) of anuiety categories on these three

variables.

KEY TO 1ARLES:

¢

AG-F= Agoraphobia Fh= Panic Disorders
SU-F= Social Fhobia GAD= Generalized Anriety Disorders
SM-b= Simple Fhobia OB-CO= Obsessive-Compulsive Dis.



of each DSM-I1I anxietv disorder sub-catenories and they were required
to tick the best suited twa. In the clinicians’ diagnoses and the

sub jects’ self~diagn05;5, two separate diagnoses - as primary
diagnosie and secondary diagnocsie - were allowed.

Table- 6 shows the freguencies of patients in DSM-III anxiety
disarders diagnosed by different methods.

Table-7 shaws the number of agreements and names of disagreed
categories between clinicians® primary diagnosis and patients’
self-diagnoses (primary and secondary). The results indicated that
patients’ primary self-diagnosie was more related to the cliniciang’
primary diagnosis than patients’ secondary self-diagnosis. Therefore,
in the remaining calculations only patients’ primary self-diagnosis was
included.

Furthermore, ratio of agreement and kappa (k) correlation
cosfficient between clinician’s primary diagnosis and patients’
self—diagnosi54was calculated (Table-8). The ratio of aareements
between various diagrostic methods were calculated by dividing the
number of times two diagnostic approaches allocated patients into the
same anxiety disorder category over the total number of cases.

"K's and ratios of agreement between patients’ self~diagnosis and
the clinicians® primary diagnosis have been computed for each
sub-category of anxiety disorders (see Table- 9). In each anxiety
sub-category, the total number of timee clinician’™s primary diagnosis
agreed with the diagnosis carried out by patients was divided by the
number of patients included in that category accarding to the
clinicians’ primary diaqnbsis. This gave the ratio (A) of agreements
hetween clinician’s primary diagnosis and different types of subjects’

self-diaanosis in each anxiety disorder.
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AG-F S0-F SM-F FD GAD OE-CO MIS TOTAL

CLINICIANS® FRIMARY

DIAGNOSIS 10 10 ? 7 10 8 - 54

CLINICIANS® SECOMDARY

DIAGNOSIS o 3 1 4 3 1 37 54
FATIENTS® SELF-
DIAGNOSIS (FRIMARY) 12 13 8 4 10 7 - 54

FATIENTS® SELF-

[}
ov]
[
]
£
0
o
-

DIAGNOSIS (SECONDARY) 4 12

TAELE-&6 Frequencies of each sub-category of DSM-II1 andiety

disorder patients across different diagnostic methods.

KEY TO TAELE:

- AG-F= Agoraphobia FD= Panic Disofder
S50~F= Social Fhobia GAD= Generalized Anxiety Disorder
-SM«P;‘Sjmple Fhobia UB-C0= Obsessive Compulsive Dis,
MIS= Miszing Cases .
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CLINICIANS’ PRIMARY DIAGNOSIS

N= 10 N=10 N=9
AGORAPHORIA SOCIAL-FHORIA SIMFLE-FHORIA

FATIENTS® 7 1 S0-F 9 1 AG-F 4 2 AG-F
SELF-DIAGN. 1 SM-F 2 GAD
(FRIMARY) 1 GAD 1 FD
FATIENTS® 1 4 S0-F 1 4 MIS 1 3 s0-p
SELF-DIAGN. 2 FD 2 AG-F 2 FD
{SECONDARY) 2 GAD 2 GAD 1 AG-P
1 SM-F 1 OB-CO 1 GAD
1 OE-CO
CLINICIANS® FRIMARY DIAGNOSIS
N=7 N=10 N=8
EANIC DISORD. Eabd OBSESSIVE-COMP.
NO OF NO OF NO OF

AGREE  DISAGREE AGREE DISAGREE AGREE  DISAGREE

FATIENTS® 3 2 GAD b 2 AG-P -7 1 SM-P

SELF~-DIAGN. 1 S0-F 2 80-P

(FRIMARY) 1 sM-P 1 &h-F

FATIENTS® Q 2 GAD 2 4 FD O 3 GARD

SELF-DIAGN. 2 MIS 1 &0-F 2 S0-F

(SECONDARY) 1 S0-F 1 GM-P 2 MIS
i SM-P 1 GAD 1 SM-F
1 OB-CO 1 0R-CO

TABLE-7 Number of agreements and disgareements between
clinicians’ primary diagnosis and patients’ celf-diagnoses (primary and

secondary) in each sub-cafegcry of DSM-TII anxfety disorders.

KEY TO TAELE:

AG-F= Aqoraphaobia FD= Panic Disorders

80-F= Social Fhobia GAD= Generalized Anxiety Disorders
S§M-F= Simple Fhobia OE-C0= Obsessive Compulsive Disorders
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PATIENTS?

CLINICIAMNS® ) 64 %
(FRIMARY) k = 0.58
DIAGNOSIS N = 54

TAELE-8 Fercentage of agreement and kappa (k) correlation
values between clinicians® primary diagnosis and patients”®

self-diagnosis (primary).

% OF AGREEMENT Q.70  0.90 .44 Q.43 .50 0.88

k=.35 k=.72 k=.38 k=.30 k=.61 k=.94

N= 10 N= 10 N= 9 N= 7 N= 10 = g

’ TAELE-? Fercentages (%) of patients’ self-diagnosis (primary)
which agrees with the diagnosis carried by clinicians (primary) for
each>5ub—category of DSM-II1 anxiety disorders‘and, kappa (k)
correlation coefficients between the diagnostic methods for each

sub-category of DSM-III anxiety discrders.

EEY 10 TARLE

AB-F= Agoraphobia FD= Fanic Disorders
S0-F= Social Fhobia GAD= Generalized Anxiety Disocrders
SM-F= Simple Phaobia OB-CO= QObsessive-Compulsive Dis.
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10. PSYCHOMETRIC EVALUATION FSAQ

As noted in the previous chapter FSAQ is a &60-item Thurstone scale
and aims to measure anxiety in fow different components. The process
of determining the weights and quartile deviétions of the 60 items
selected according to the ratings of 25 judges (clinical psychologists
and psychology postgraduates), has been outlined in the method chapter.
The weights, quartile deviations and number of items included in each
component of the guestionnaire are presented in Table-10Q.

Means and standard deviations of weights and gquartile deviations
of the items comprising each component of the guestionnaire have been

calculated and found to be very similar to each other (see Table-11).

10.1. RELIABILITY (INTERMAL CONSISTENCY)

Firet, including all subjects {(university students and anxiety
patients) the split-half (Alpha) reliability -and confidence intervals
(%93) of the reliability coefficiente- of the guestionnaire, as a whole
and for each of the four components separately, have been evaluated.
The confidence intervals were found with the use of statistical tables
(Neave, 1978), therefore the values reflect approximate rather than
exact boundaries. The resu;ts &ere found to be satisfactory (n= 272)
(r=0.92, 0.89<pi{0.94 {for total anxiety score, r= 0.82, 0.76{p< 0.8b;
r= 0,81, 0.71<pg0.89; r= 0.68, 0.39{p< 0.74\ and r=0,48

0.599p0. 74 for  feeling, coqnitivé, behavioral and somatic anxiety).
Secondly, reliabilities and confidence intervals of the scale were
calculated separatelv for two different subject groups (anxiety
patients and university studentg) (Table-12). Results iﬁdicated that

©

feeling and cognitive components of the scale were more reliable than

behavioral and comatic components.
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Sub~-Categories of The Four Systems Anxiety Buestionnaire

FEELING COGNITIVE EEHAVIOURAL SQMATIC

item’s item’s item's item’s
Mo Weight GD Mg Weight &D No Weight &D Ng Weight GD
2 8.6 2.0 10 8.1 1.8 4 3.6 2.8 1 6.6 1.7
7 4.4 2.4 3 8.5 1.9 S 9.0 1.0 I 7.9 1.7
8 7.8 1;8 5 7.8 1.3 16 7.4 2.5 & 6.7 1.7
12 1.0 t.0 17 4.5 2.5 21 t.1 0.9 9 8.5 2.0
14 2.8 1.8 19 4.4 2.4 25 7.0 2.4 1t 1.4 1.0
18 8.2 2.4 27 1.0 1.0 28 6.8 2.9 22 1.3 0.7
20 3.1 2.8 29 7.0 1.8 30 6.4 3.0 24 8.2 2.4
23 1.9 0.8 31 1.1 1.0 33 4.0 1.7 26 5.7 2.8
32 7.9 2.4 Z6 4.7 2.0 I8 .1 0.7 T4 . 1.0
35 5.2 1.9 40 8.1 1.7 45 t.1 0.8 37 . 2.8
39 3.7 2.2 42 8.5 2.0 46 6.8 2.6 41 1.2 1.6
44 6.9 2.1 47 1.0 1.0 52 7.7 2.1 43 8.2 2.4
S0 601 1.9 47 5.9 2.3 54 7.3 3.3 48 6.7 I
330 7.5 2.0 57 3.1 3.1 56 4.8 2.7 51 7.2 2.5
35 7.3 2.3 59 6.7 2.1 &0 6.4 2.2 38 4.3 2.4

TABLE -10 Showing items numbers {(in the questionnairel), weights and
quartile deviations (BD) in each component of FSAQ. Weights and

quartile deviationg were determined by the ratings of the judges.
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Anxiety Component Mean S. Dey
FEELING
Weight 5.49 2.51
@. Dev. 2.00 0.54
COGNITIVE
Weight 5.49 2.78
Q. Dev. 1.86 0.60
BEHAVIORAL
Weight 5.50 2.60
Q. Dev. 2.08 0.85
SOMATIC .
Weight 5.49 2.73
Q. Dev. 1.98 0.72
TABLE- 11 Means and standard deviations of weights and quartile

deviations of the items included in each component of FSAQ.

NO OF NO OF NO OF NO OF NO OF
ITEMS=15 ITEMS=15  ITEMS=15 ITEMS=15  IJEMS=60
FEELING COGNITIVE  BEHAYIOR SOMATIC  TOTAL SCALE
UNI. .73 .73 .94 .52 .85
STUDENTS .64¢p<.79 L 644p<, 79 .41{p<bl . 40<p<. 60 .794pL.84
N=218
ANXIETY
FATIENTS . 80 .84 .77 .66 .92
N=54 L6BEp<.B8  L71<p<.89  .614p<.B3  .47¢p<.79 .B4<p<.94
EROTH .82 . .81 .68 .68 .92
GROUPS . 765p«. 85 . 72<p<.83 LO7¢p .74 . 39<p<.74 .89<p<.94
N=272 - ‘

TARLE—- 12 Reliability (alpha) levels and confidence intervals of
_the reliability correlation coefficients of FSAR in different subject

groups (university students, anxiety patients and both).



10.2, CORRELATIONS BETWEEN DIFFERENT COMFOMENTS OF THE FS5AQ

Including all subjects of the study, correlations between four
camponents of FSAQ have been calculated and confidence intervals
presented (Table-1Z). Then the same computation was carried out in two
différent sub ject groups of the study (anxiety patiente and univeréity
students) separately (Tables 14-15). The results indicated that the
correlation between the cognitive and feeling components of FSAQ was
the highest in comparison with the correlations between other
components of‘the scale.

A clarification of the higher correlation between feeling and
cognitive components, in comparison with the reliability levels of
these two compénents, is appropriate. Although it seems on the Table-13
that the correlation between these two components (r=0.83) ics higher
than the reliability level (internal consistency) of the feeling
component (r= 0.82) the figures are misleading, because the former
correlation (between feeling and cognitive components of FSAR) includes
1% items in each component whereas in the latter (reliability of
feaeling component) reflects the correlation between 7 items. The
application of Spearman Brown formula indicated that had the iten
number been increased to 15, tAe reliability of the feeling component

would have been much higher (r= 0.89).

10,3, VALIDITY

In the assesement of the validity level of the guestionnaire two

different methods were used.

10.3.1. Concurrent VYalidity
Correlations between FSAR and TSAO including all subjects and on

each different subject groups (university students and anxiety

patients) were calculated (Table-14). The results indicated acceptable
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FEELING COGNITIVE EEHAVIORAL sSaMATIC
FEELING 1.00 .83 .74 .68
.81<{p<.88 LASpL.79 L SpL.72
COGNITIVE 1.00 . 68 .61
LSPpl.72 -32¢p<. 48
BEHAVIORAL 1.00 . 60
L S0<pL. &7
SOMATIC 1,00
TABLE~13 Correlations (confidence intervals - <p< - of

correlations) between the comporients of FSAB including all subjects

(university students and anxiety patients).
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FEELING

FEEL.ING 1.00

COGNITIVE

© BEHAVIORAL

SOMATIC

COGNITIVE

.77
.70¢p¢ .81

1.00

BREHAVIORAL

.60
.504p<. 69

1.00

SOMATIC

.44

L33¢pe.53

.45
.34¢p<. 54

.40
.38¢p<. 51

1.00

TABLE-14 Correlations ( and confidence intervals - <p{ - of

correlations) between components of FSAR in a sample of university

students.
N=54
FEELING COGNITIVE EEHAYIORAL SOMATIC
FEELING 1.00 .75 7S .53
L604pe . 84 L 604p<, 84 44<ps.77
COGNITIVE 1.00 .55 .39
L324pdT1 145pn, 60
BEHAVIORAL -4
L 3ldpe . 69
SOMATIC 1,00
TABRLE~15 Correlations (and confidence intervals - <pl - of the

carrelations) between components of FSAR in anxiety patients.



FOUR SYSTEMS ANXIETY QUESTIONMAIRE

INCLUDING EOTH
SURJECT GROUFS (UNIVERSITY STUDENTS AND ANXIETY FATIENTS)

MN=272

THREE-SYSTEMS
ANXIETY QUES. -

Cognitive .75 .82 .63 62 .81
Behavior .70 .64 .78 . o4 .74
Somatic .67 .61 .60 .78 .74
Total score .80 .78 .76 .71 .87

UNIVERSITY STUDENTS ONLY
N=218

THREE~SYSTEMS
AMNXIETY QUES.

Cognitive .48 .77 .55 . S0 .78
Behaviar .52 Bv] 65 « A0 63
Somatic 45 iy .39 64 .59
Tatal score 65 .71 .64 .97 .79

ANXIETY FATIENTS ONLY

=54

THREE~SYSTEMS

ANXIETY QUES. :
Cognitive .71 .81 .95 .56 .79
Behavior LTS .36 .83 .44 .78
Samatic .56 .3g .52 .74 .64

Total score .80 .66 AR . b5 .85

TABLE- 16 Correlations between FSAQ aﬁd Three Systemsfnxiety

questionnaire in three different subject groups.
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level of validity . As seen in Table-16, correlations between
corréspondinq components of amxiety in the two scales are higher than
correlations between dif¥erent components of anxiety.
Significance~testing showed that, when both éubject groups are
included, coarrelations between corresponding components of FSAR and
154G, except the behavior component, were significantly higher than the
correlations between non-corresponding components of the two anxiety
guestionnaires. Also correlations between FSAE and other anniety
questionnaires, Cognitive-Somatic Anxiety Scale (CS5AR) and State-Trait
Adtiety Inventory (8TAD), in amxiety patients are calculated (Table-~
17). The level of validity is found to be satisfactory. FSAGR was found
to be more correlated with trait form of STAI than the state from. The
highest correlation between FS5AQ and CSAR was between the cagnitive

camponents of both scales.

10.3.2, Criterion Validity

FSAE scores of the university students and the anxiety patients
were compared. First of all, means and standard deviations of the Four
Svstems [uestionnaire (FSQQ)scores of anxiety patients and university
students were calculated (Tabié—le). On the basis of this information,
anxiety profiles of both groups were obtained (Figuwe-1). Analysis of
variance have been performed between each qruuﬁ’s anxiety scores
assessed by FSAR (Table-19). The two groups were found be significantly
different on the anxiety profiles. T-tests between university students
and amxiety patients scores were performed (Table-18). The results of
these tests indicated that FGAQ is well ablg to discriminate anxious
- people from non-anxiouws {(criterion validity). Total anxietv scores of
the university students as measured by the FSAQ, were found to be
signrificantly léwer than that of the anxiety patients (£t=9.9 df=2464

p<0,001, two-tail). Furthermore, amnxiety scores of the university



ANXIETY PATIENTS

N=54

COGNITIVE-SOMATIC

ANXIETY QUES.
Cognitive
Somatic

Total score

STATE-TRAIT
ANXIETY INV.

Anxiety-State
Anxiety-Trait

TABLE~17 Correlations between FSAL

(Cognitive-Somatic anxiety gquestionnaire

FOUR

SYSTEMS AMYIETY QUESTIONNAIRE

Inventory) anxiety questionmnaires.
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UNIVERSITY STUDENTS ANXIETY PATIENTS
MEAN S.DEV. MEAN  S.DEV T-VALUE

TOTAL FSAQ
SCORES 20.21 11.77 456,10 18.08 9.88 &xx
FEELING 17.23 14,02 48.49 21.93 12.82 xx«
COGNITIVE 23.98 18.22 53.91 23.60 8.68 %k«
BEHAVIOR 20.08 13,05 40.29 22.16 6.37 kxx
SOMATIC 18.89 11.98 41.09 18.12 8.54 X¥x

df=266
1xx p< 0,001

TAELE- 18 Comparison (t-test) of university students with

anxiety patients on FSAQ scores.

VARIAELES COMFARED bE MEAN SQUARE E JAIL-PROB
GROUFS 1 120181.69 171.98  0.000 ¥iX
ERROR 270 693.80
c 3 2997.83 24.53  0.000 ¥k&
GROUPS X C o3 ' 1269.2 12,02 0.000 XXX
ERROR B1O 122,23

Xx¥F<0,.001

TARLE- 19 Results of analysis of variance comparing university

students with anxiety patients on FSAQ scores.

KEY 10 TAELE
GROUPS= Univeristy students - anxiety patients.

C= Components of FSAQ.



ANXIETY SCORES

v UNI. STUDENTS
x PATIENTS

6.,
SS.
94
434
10.
33,
30
25
20

15

10

1 1 { 1

FEELING COGNITIVE EEHAVIOR SOMATIC

COMPONENTS OF ANXIETY

FIGURE- 1 Anxiety profiles of university students and

patients acssessed by FSA0.
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students in each four component of anxiety have been found to be
significantly lower than those of anxiety patients, (p<0.001 two-tail

in all tests) (cee Table~18).

10.4. FRE AND FOST TREATHENT ASSESSHENT OF AGORAFHOBICS
BY FSAQ

The FS5AR was administered to an agoraphobic group (N=14) before
and atter treatment. The purpose of this application was to examine
whether FS5AE was able to assess the changes on the andiety levels of
these patients following psychological treatment. With this purpose,
FSAR was included into another study in which various other amniety
scales were applied as well. Means and standard deviations of FSAR
scores of patients before and after treatment were calculated
{Table-20, Figure-2). Analysis of variance was carried out ( Table-21),
The results showed that the anxiety profile of the patientes were
significantly reduced after the trea#ment (FiguréwZ). Furthermore,
t-tests were performed (Table-20). Apart from the cognitive component,
all other components of FSAQ and the total anxiety level were
significantlyv reduced after tha“treatment. On the cognitive component
although pre-post treatment difference was obvious, it just failed to
achieve significance. Fossible reasons for this latter finding was the
relatively low pre-treatment scores of agaraphobics on the cognitive
component. (X=35.2) and inclusion of a rather small number of patiénts :
(3 patients -were not included in the statistical analveis due to
missing values). Overall, findings indiceated tpat FSAQ was well able to

detect before-after treatment changes in the anxiety profiles of

agoraphobics.



TOTAL FSAQ

SCORES
FEELING
COGNITIVE
BEHAVIOR
SOMATIC
df=10

1% p<.001

kx  pd.01
X p<.0S

FRE-TREATHMENT

MEAN

41.44
43.16
35.22

48.92

38.46

5.DEVY.

15.30

18.63

13.81

14.74

FOST-TREATMENT

23.89

21.91

23.49

19.64

]
[
o
o

24.49

20.96

15.40

T-YALUE

4.80 xx

4,75 %«

IS5 kX

3.36 %

TARLE 20" Comparison (paired T-test) of agoraphobic patients’ FSAQ

scores before and after treatment.

VARIARLES COMFARED

GROUFS

ERROR

c

ERROR

GROUFS X C

ERROR

KXKp <O, 001

¥p<0.05

oE

MEAN SQUARE
18061.94
742.79
192.73
144,02

274.90

69. 10

3.949

TAIL-PROE.,

0.014 %

. TARLE- 2{(omparison (analysis of variance) of agoraphobic

patients’ FSAR =corecs before and after treaﬁmet.

KEY TO TARLE:
GROUFS= Hefore treatment - after treatment

C= Components of FSAU
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v PRE-TREATMENT
x POST-TREATMENT

6@.

S5

94

43.

40

33

ANXIETY SCORES

30.
25 ]

20 *_________*\_-‘~_\‘ﬁ*’*—_—_—_—*

15,

10

T v T -

FEELING COGNITIVE BEHAVIORAL SOMATIC

COMPONENTS OF ANXIETY

FIGURE-Z Anxiety profiles of agoraphobic patients before and after

treatment, assessed by FSAQ.
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11. ANYIETY FROFILES OF UNIVERSITY STUDENTS AND AMXIETY
FATIENTS ASSESSED RBY FSAQ ‘

An overall analy;is of variance was carried out to compare two
different subject groups {(university students and anxiety patients) and
different sexes on the scares of FSA0. The results indicated (Tables-272
and 23) (Figure-3) that FG5AQ total amxiety scores of the subject groups
were significantly different. However, total anxiety scores of male and
female subjects did not differ significantly.

When the scores on the dif#érent camponent of FSAQ was taken into
consideration, the interaction of these scores with sex and with groups
was significant (Table-23). The results suggest that dividing anxiety
inta fow different components could reveal more about the nature of
anxietyv. The results show that females score higher on all components
of FSAQ except on the cognitive component. On this component males
scored higher than females (Table- 22).

In the following section, though similar analysis will be applied,
the interest will be focused on the relaticnéhip between feeling and

tognitive components across sexes and different categories of anwiety

disorder.

12. COMFARISON OF ANXIETY SCORES ON FEELING AMD COGNITIVE

4o

COMFONENTS OF FSAR

12.1 SEX DIFFERENCES

Three analysis of variance tests were performed to investigate the
effect of the feeling and cognitive scores on sex differences in both

sub ject groups.

The means and standard deviations of feeling and cognitive scoreg
22).

of sexes in each subject group were precsented before (Table-2

Analyesis of variance to examine the scores on feelino and cognitive
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COMFONENTS OF ESAQ TOTAL

16.8 25.7 20.0 17.3 19.9
MALE (15.0) (18.5) | (11.9) (10.4) (11.3)
UNIVERSITY ‘
STUDENTS
17.7 23.1 20.0 19.5 - 20.4
FEMALE (14.9) (18.4) (13.5) (12.7) (12.1)

46.8 S6.1 36.4 36.2 44.8
MALE (22,3) (21.7) (23.1) (15.73) (16.%)
ANXIETY
FATIENTS ’
49.3 52.8 41.1 43.5 46.7
FEMALE (22.0) (24.7) (22.6) (19. 1) {18.9)

TABLE-22 Means and standard deviations of male and female

subjects® FSAR scores in two different (university students and anxiety

patients) groups.



VARIABLES COMPARED DE MEAN SGUARE  F TAIL-FROB,

GROUFPS 1 97764.01 135,00 Q.000 %¥x
SEX 1 323.13 0.43 0.503
GROUFS X SEX 1 282.467 0.39 Q.53
ERROR 252 731.26

c 3 3344.,07 30,48 G, 000 k¥k
"C X GROUFS 3 1353.89 11.64 0.000 X¥x
C X SEX 3 338.67 3.34 a.018 X

C X GROUFS X SEX Z 77.0% 0.65 0.575
ERROR 7586 11628

XX po. 001

¥ £L0.05

TARELE- 22 Comparison {(analysis of variance) of groups and sex on
FSAR comporent:s.

KEY TO TABLE:
GROUFS= University students - anxietv patients

SEX= Male - female

= Anxiety scores on four components of FSAD
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ANXIETY SCORES

v UNI.ST MALE
* UNI.ST FEMALE
a PATIENTS MALE

60_ + PATIENTS FEMALE

S5
20
454

40

35,
30

23

20

15,

1@ - T T { |
FEELIMG COGNITIVE EEHAVIOR SOMATIC

COMPONENTS OF ANXIETY

FIGURE- 3 Anxiety profiles of males and females in twa

different subject groups (university students and anxiety patient

measured by FSAG.
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components of FSAE across two different subject groups (university
studente and anxiety patients) and different sexes was performed. The
findings suggest that sex differences have a significant effect on
feeling and cognitive scores (Table- 24, Figure-4). Secondly, analysis
of variance between sexes, for university students alone, on the
feeling and cognitive anxiety scores was applied (Table-24, Figure-4),.
The results indicate that scores on the feeling and cognitive
components of FSAO are significantly influenced by =sex differences in
the university studengs aroup. Thirdly, with regard to amiety patients
onily, analvsis of variance between sexes on the scores of feeling and
cognitive components was carried out. The results indicate that FSAQ
feeling and cognitive anxiety component scores are not significantly
influenced by sex differences (Table-24, Fiquré—4). As seeﬁ in
Figure-4, the absolute difference between male and female scores on
feeling and cognitive components of FSAR is greater in the anxiety
patients than in the university students. Nevertheiess, feeling and
caognitive components of FSAR were found to be significantly affected by
sex differences in the university students, but not in the anxiety
patients. A possible reason for having non-significant results in the
arviety patients may be related to the relatively low numher of
subbjects (M=18 +for males, M=36 for females) in this group.

Overall, the results indicate that the feeling and cﬁqnition
scores were eignificantly affected by sex differences in general. In
order to exaning sex differences further t-tests were applied in two

different subiject groups.

12.1.2. University Students
Faired t-tests between the feeling and the coanitive components of
FSAR for each sex were carried out. The results indicated that the

difference between coonitive and feerling companents of FGHAR was
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INCLUDING EOTH SURJECT GROUFS (UNIVERSITY STUDENTS AND ANXIETY
FATIENTS)

VARIAELES COMFARED - DF  MEAN SOUARE  F TAIL-FROE,
GROUFS i 70341,50 123.23 0.000 kXX
SEX 1 27.97 Q.05 0.825
GROUPS X SEX i 3.13 0.01 0.941
ERROR 251 270.80

FC i 3429.17 42.77 0.000 ¥xx
FC X GROUPS i 8.57 0.11 0.744

FC X SEX i 385.86 4,81 0.029 x
FC X GROUFS X SEX 1 20.18 0.38 0.540
ERROR 251 80.18

UNIVERESITY STUDENTS ONLY

SEX 1 59.95 0.13 0.723
ERROR 200 476.07

FC 1 4640,29 £9.10 0,000 ¥xX
FC X SEX 1 265.29 3.99 0.048 ¥
ERROR 200 67.15

ANXIETY PATIENTS ONLY

SEX 1 3.92 Q.00 0.948
ERROR 92 924.1%9

FC i 980,05 7.94 0.008 XX
FC X SEX 1 200.10 1.54 0,220

¥ p<0.001
Xk pco,01
¥ pd0,05

TAELE- 24 Comparison {(analysis of variance) of FSAG feeling and
cognitive anxiety =scores, first, between sexes and conditions,

secondly, between sexes in each condition.

KEY T0 TABLE
GROUFS= University students - anxiety patients
SEX= Male - female

FC= Feeling and cogntive components of FSAQR
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V UNI.ST MALE
* UNI .ST FEMALE
A PATIENTS MALE

65 + PATIENTS FEMALE

60 ]
S5
S0
45

40

ANXIETY SCORES

354

30

25

20

15 - ,

FEELIMG COGNITIVE

COMPONENTS OF ANXIETY

FIGURE- 4 Feeling and cognitive scores of male and female

-subjects of both groups (university students and anxiety patients)

measwred by FSAOQ.
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significant for both cases (L=35.7% df=49, t=5.43 df=13¥, n <0.001,
two-tail. for male and female subjects). Then t-teste between male and
female university students’ scores on feecling and cognitive components
of FSAR were performed. The results were found to be non-sionificant
(t=0.43 d$=206 for feeling, t= 0.82 d=203 for coognitive comoonents,
two-tail).

The mean differences between coanitive and feelina components of

both zexes were ralculated (X=B6.9 Sd=12.7, ¥=5%.4 5d=10.% for male and

“female subjects respectivelv). & ditference of means t-test was carried
out betwean male and female university students on the differences
between cognition and feeling components of FSAR. The discrepancy
between cognitive and feeling components of FSAQ in males was

v— [ -4

gigniticantlv hioher than that in females (t= 1.99, df= 200 p<0.05,

two-tail). "

12.1.2, #Anxiety Patients

Similar statistical anmalyses have been carried out for male and
female anniety patients scores on FSAQ;

Faired t-tests between feeling and cognitive components scores of
each sex were evaluated. It was found that the difference between the
feeling and the cognitive comporents of male anxiety patients was
significant (t=2.36, df=17, p <0.03, two-tail) whereas the same
difference was observed to he ron-significant for female patients
(t=1.32, df=3I8). Becondly, t-tests between male and female arviety
p&tiengs scores on feeling and coanitive components of FEAR were
rarried out. The resulte indicated no significant difference between
sexes on these components (t=0.37 df= 42 for feeling, t=0.48 dféﬁz for
cognitive components, twa-tail),

Difterence scores between the cognitive and the feeling components

of FSAQ for male and female anziety patients were computed. The mean
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difference was found to be ¥=9.3 85D=16.6 #or males and X=3.3 G&D=5.9
for feﬁales. The differences between male and femzle anxiety patients
on the feeling and the cognitive components of FSAQ are presented in
the Fiquré~ 4. A ditferences of mean t-test between male and female
anxiety patients in terms of their difference scores was perfomed. The
result was found to be non-significant (t= 1,24 df=52). Figure- 3
shows the discrepancy between the cognitive and the feeling compnente,

assesed by FBAQ, of male and female subjects belonging to both groups;

university students and anxiety patients.

12.2. ORSESSIVE-COMFULSIVE DISORDERS AND THE REST OF DSM-III
ANXIETY DISORDERS

Means and standard deviations of the scores on the feeling and the
cognitive components of FSAQ were.calculated far each sub-category of
DEM-ITI anxiety disorders (Table-25).

fgain, an analysis of variance between six sub-categories of
anniety disorder patients on feeling and cognitive scores was applied
(Table-26). The results showed that the differeces between the six
sub-cateqories of anxiéty disorder on feeling and cognitive components
were significant.

Faired t-tests between the coanitive and the feeling éompanents of
each sub~category of anxietv disorder havembeen performed. Apart from
patients in the ohsessive-compulsive disorder category, no signiticant
differences between the cognitivé and the feeling compuonents of FEAR in
the other sub-aroups of andiety disorder were chserved. In the case of
UbgessiVEMCGmpulsive disorders the diffefence betweeﬁ the coanitive and
the feeling components was significant (p {0.0i, two-tail) (Table-25),

The difterence scores between coanitive and feeling compornents of

FOAU for each amniety disorder were calculated, means and standard



DIFFERENCE SCORE

(cognitive-feeling)

University Student:

Anxiety Patients

MALE FEMALE ~MALE FEMALE

FIGURE-S The difference between males and females
on the cognitive and the feeling components of amtiety in
both subjyect groups (universityv students and anxiety patients)

-aczessed by FSAQ.
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FEELING COGNITIVE DF T-VALUE

HMEAN 5.DEV. MEAN S.DEY.
AGORAFHOEIA = 51.9  20.5 47.3 24.5 9 1.80
SOCIAL FHOEIA &7.1  12.1 67.8 12.4 9 0,15
SIMFLE FHOEIA 33.1  20.5 36.9 20,3 8 0. 61
FANIC DIS. 37.4 27.8 39.9 34.7 6 0.55
BENERALIZED
ANXIETY DIS. 5S54.6 20.3 59.8 17.7 3 1.93
OESESSIVE- -
COMP. DIS. 0.3 13.1 68.6 11.7 7 b.BAKKN
X¥% p<0.001

TABLE-25 Means, standard deviations and paired t-test results of
each sub-category of anxiety”disorder patients® scores on feeling and

cognitive components of FSAQ.
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VARIAELES COMFARED MEAN SCUARE DF. F TAIL~-PROE,

GROUFS 2622.06 S 3.60 0,007 %%

ERRGR 728.16 48

FC 962.53 1 11.00 0.002 4%

FC X GROUFS 2760.42 ] 6.31 0.000 kXX
ERROR 4201,00 48

Xxx p<o,001

¥¥ p0.01

TABLE-24. Comparison (analysis of variance) of sub-categories of

anyxiety disorders on FSAG feeling and cognitive scores.

KET TQ TARLE

GROUFS= Six sub-categories of anxiety disorders

FC= Feeling and cognitive compoents of FSAQR



deviations of the differece scores of each anxiety disorder were
presented (Table-27 and Figure- 6).

In terms of the relationship between cognitive and feeling
(affect) components, pbsessive-compulsive patients were conceptualized
to be different from other anxiety disorders, in the introduction
chapter. Therefore, t-tests between the obsessive-compulsive disorder
patients and the patients belonqging to each of the remaining the
anxietyv disorderse on the difference scofes of cognitive and feeling
components were performed. The t~tést (two—téil) results indicated that
the difference scores of cognitive and feeling components of FS5AR of
obzessive-compulsive patients were significantly greater than those of
the patients in each of the remaining sub-categories of DSM-III anxiety
disorder {(Table-28).

The six anxiety disorder categories were grouped into two, the
first group including only cobsessive-compulsive ﬁatients, and the
second qroup including all other anwiety disorders. Méans and standard
deviations of the scores of patients in each group on feeling and
cognitive components of FSAR were calculated. (Table-29, Fiqure-7). An
analysis of variance between obsessive-compulsive patients and the
remainder of anxiety patients on feeling and coonitive component of
FB8AO was carried out. The results indicated that feeling and cognitive
scores were different across the two groups (Table-30). To evaluate
this point further t-tests were employéd.

Faired t-tests between feeling and cognitive scores of patients in
each catégory were performed. Frevicusly, the rvesult of paired t-test
had shown that the difference between feeling and cognitive scores of
obsessive-compuleive patients was significant (t=4.84 df=8, pd 0.001,
two-tail). However, the same difference is found to be non-significant
tor the group which included the remainder of arxiety patients (t=0,73,

df=44). T-tests between these two groups on the feeling and cognitive
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MEAN 5. DEVIATION

AGORAFPHORI A -3.7 8.2
SOCIAL PHORIA 0.7 16.1
SIMFLE FHORIA .8 18.9
FANIC DIS. 2.6 12.6
GENERALIZED '
ANXIETY DIS. 5.2 8.5
OBRSESSIVE

COMP. DIS. 28. 3 11.7

TABLE- 27 Means and standard deviations of the differences
between FSAQ cognitive and feeling scores of each sub-category of

anxiety disorders.
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DIFFERENCE SCORE

e-feeling)

{coanitiv

30 -

1-Agoraphobia
2-Social Fhobia
3-Simple Fhobia
4-Panic Disorder
S~Generalized Anxiety
Disorder

6-0Obsessive-Compul sive
Disorder

FIGURE-6 The difference between the cognitive and the
feeling components of anxiety in each of the anxiety disorderc

assessed by FSAQ.
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AGORAPHORTA
SOCIAL FHORIA
SIMFLE FHOBIA
FANIC DIS.

GEMERALIZED
ANXIETY DIS.

XXX p<o, 001

$1p<0. 01

16

T-YALUE

2-TAlL FROE.
0,000 S
0,001 %X
Q.006 %X

©.001 %%

Q.000 XXx

TARBLE- 28 T~tests results between obsessive-compulsive disorder

patients and patients in others categories of anxiety disorder on the

difference btetween cognitive and feeling scores of FSAQ.
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FEELING COGNITIVE C-F DIFF.

MEAM S.DEVY. MEAM S.DEY  MEAN S5.DEVY.

OBSESSIVE

COMPULSIVE DIS. 40.2 13.0 68.6 22.9 28.4 11.7

REMAINING AMXIETY

FATIENTS 49.9 22.9 S1.4 24.3 1.5 13.4
TARLE-29 Means and standard deviations of obsessive compuleive

patients and remaining anxiety patients scores on feeling, cognitive

and the difference between cognitive and feeling components of FSAQ.
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v REMAINING ANXIETY PATIENTS
% 0BSESSIVZ-COMPULSIVES

98
54

aiva

ANATETY SCORES

46

42

]
) Y :

FEELING COGNITIVE

COMPONENTS OF ANXIETY

FIGURE- 7 The scores of obsessive-compulsives and the
: reméining anxiety patients on the cognitive and the {feeling

comporients of anxiety measured by FS5A0.
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VARIAELES COMFARED MEAN SQUARE DF FE TAIL-PROE.
GROUFS 197.27 ’1 0.21 Q.4645
ERROR 920.48 o2

FC J026.26 i 35.04 0.000% %%
FC X GROUP 2459.92 1 28.60 Q. 000%%k%
ERFOR 86.37 852

¥¥% p<0.001

TABLE-30 Comparison (analysis of variance) of
oheessive-compulsives with remaining anxiety patients on the FSAG
feeling and cognitive components scores.

-~

KET IO TABLE

GROUPS= Obsessive compulsives -~ remaining anxiety disorders

FC= Feeling and cognitive components of FSAQ
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scores of F5A0 were performed. On the feeling and cognitive components
of FSAQ, the differences between the scores of the obsessive-compulsive
group and the group of remaining anxiety patients were found to be
non-significant (t=1.6%9, df=32 for feelinq; t=1.96, df=52 for
cognitive). Regarding the difference between cognitive and feeling
scores of FSABD, however, the obsessive-compulsive group (X=28.4,
sd=11.7) was found to be significantly higher than the aroup of
remaining anxiety disorder patients ( X=1.4, 8D=13.3) (t=G.35, df=82,

peO.00t, two-tail).

13. EVALUATION OF DSM-III ANXIETY DISORDERS CLASSIFICATION
WITHIN THREE SYSTEMS THEODRY FRAMEWORK

In this section, scores of patients on FSAG and TSAR anxiety
profiles and the most salient component of each sub-category of anxiety
disorder will be investigated. Anxiety disorders will then be compared
with each cther to examine the differences and similarities between
them regarding the manifestation of anxiety components. However, first
of all, a general analysis of variance including different components
of anxiety in each amxiety questionnaire in all of the six anxiety

-

sub-cateqories will be perforaed.

13,1, GENERAL EVALUATIOM OF ANXIETY DISCRDER SUB-CATEGORIES

In this analysis of variance, six anxiety disorder sub-categories
have been compared on each of the scales included in the study, 1.e.
FSAE, TSR0, CSA0 and both formes of STAL. Firstl}, means and standard
deviations of scores of each of the six sub-categories of andiety
disufder on all guesticnnaires have been célculated (Table-31). Amxiety
profiles of each sub-category of andiety patients on F5A0 and T5A8 have
been obtained (Figures-8 and 9), and the analysis of variance was

applied. The results (Table-32) indicated that in terms of overall



SCALES ANXIETY SCALES AB-F S0-F SM-F  DP  GAD  OB-CO

FEELING 1.2 47.1 33.2  37.4 54.6 40.3

(20.3) (12.1) (20.5) (27.8) (20.3) (13.1)

COGNITIVE 47.3 67.8 37.0 40.0 59.8 68.6

' (24.4) (12.4) (20.3) (43.7) (17.7) (11.7)

FSAR BEHAVIOR 53.9 8.8 28.6 27.5 36.2 24.4
' (20.3) (15.0) (16.5) (22.1) (22.6) (16.3)

SOMATIC 2.6 39.95 31.9 32.1 52.9  32.0
(15.6) (16.9) (16.1) (16.2) (18.3) (13.8)

TOTAL 51.4 an.o 32.6  34.3 50.8 43,3

CAMXIETY (18.4) (8.7) 32.7) (2.9 (17.8) (9.2)
COGNITIVE 44.4 60,1 45,6 47.3F 56.1 S2.2
(25.8) (10.7) (19.3) (19.0) (15.5) (19.2)

EEHAVIDR G920 71.5 6.9  33.3 44.6 33.2
' (27.0) (20.9) (19.5) (13.4) (24.4) (16.4)

TSAR SOMATIC 44.5 39.1 39.2 32.5 44.0 3l.4
(23.7) (17.8) (23.6) (14.4) (18.8) (16.9)

TOTAL S0.4 56.9 3.7 37.7 48.2 40.8

ANXIETY (20.6) (13.2) (16.7) (14.3) (18.7) (16.2)

COGNITIVE 19.2 24.8 21.7 15.3 23.7 25.9
(b.b) (4.9) (7.6) (9.4) (6.8) (6.5}

CSAG SOMATIC 17.4 21.7 18.6 19.8  20.5 15.6
' (7.4) (5.8) (7.7) (7.9) (7.4) (6.3)

TOTAL 7.0 46.5 40.4 35.5 44.2 41.5
ANXIETY (9.1) (8.9 (14.8) (11.0y (131 12.7)

STATE ~ al.9 60,0 31.0 45,7 .2 593.4
(12.1) (8.3 (15.0) (9.3 (2Z.4) (13.8)

STAI TRAIT 52.4 61,3 42,7 42.8 47.6 36.7

(11.7) (6.4)  (19.8) (20.8) (20.5) {(6.9)

TABLE- X1 Means and standard deviations of each sub—category of
anxiety patients assessed by the Four Systems Anxiety GQuestionnaire
(FSAR), Three Systems Anxiety Ouesticnnaire (T5AD), Cognitive-Somatic
Anxiety Guestionnaire (CSAM) and State-Trait Anxiety Inventory (STAI).

KEY TO TABLE

AG-F= Agoraphobia FD= FPanic disorders
50-F= Gocial phobia GAD= Generalized anxiety disorders
SM-F= Simple phobia DBE-CO= Obsessive-compulsive disorders
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ANXIETY SCORES

- 45

75,

694

63.

571

o014

39

334

27 ]

21

15

v AGORAPHOBIA
x SOCIALPHOBIA
A STMPLEPHOBIA
+ PANIC DIS.

0 GAD

X 0BS-COMP

- 4 T 1 !

. FEELING COGNITIVE BEHAVIOR SOMATIC

COMPONENTS OF ANXIETY

FIGURE-8 Armxiety profiles of each sub-category of DSM-II

anxiety disorders assessed by FSAQ.
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ANXIETY SCORES

v AGORAPHOBIA
» SOCIALPHOBIA
A SIMPLEPHOBIA
+ PANIC DIS.

a GAD S

X 0BS-COrP

514
43

38_

334
27

21,

15 : ‘ . .

COGNITIVE REHAVIOR SOMATIC

COMPONENTS OF ANXIETY

FIGURE-9 Anxiety prafiles of each sub-category of DSM-II

anxiety disorders assessed by TSA(.
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VARIABLES COMFARED DE MEAN SOUARE E TAIL-FROE,

FSAQ
GROUFPS 5 3842.96 3.68 0,006 ¥¥%
ERROR 43 1044.54
FC ’ 3 2565.82 19.30 0.000 $%X
FC X GROUFS 15 738.59 5.56 0.000 ¥X¥
ERFOR 144 132.94

TSAD
GROUFPS 5 1307.34 1.45 0.222
ERROR - 48 899.53
TC 2 2458.77 16.20 0.000 XXX
TC X GRUOFS 10 694,36 4.57 0.000 Xk
ERROR 9% . 151.77

CSAR
GROUFS 5 84.34 1.21 0.318
ERROR 43 69.59
cs 1 210,07 b.91 0.011 %
CS X GROUFS 5 83. 66 2.75 0.029
ERROR 48 30.41

STAI- STATE -
GROUFS 5 937,40 4,27 0,003 K%
ERROR 43 219,49

STAI-TRAIT :

GROUPS 5 506,672 2.12 0.078
ERROR 48 238.76

KKE pe0.001
¥x p<o,01
¥ p<0.05 -

TARLE- 32 Analysis of variance comparison of six sub-categories

of anxiety disorder in each anviety questionnaire.

KEY TO TABLE

GROUFS= Six sub-categories of DSM-ITI anxiety disorders
FC= Four components of FSAD

TC= Three components of TSAR

CS= Cognitiive and csomatic components of CSAD
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anxiety, significant differences amona the six anxiety categories on
FSAQ andlstate form of STAI existed. In terms of the interaction
between'components of amiiety and different categories of anxiety
disorders, FBAU, TSAR and C5A0 showed significant differences. The
results indicate that comparison of sub-categories of amiety disorder
in terms of components of anxiety reveals the differences more clearly.
The nature of anxiety in DSM-III anxiety disorder sub-categories was
investigatéd further. The manifestation of anriety, first, in each
sub—hategury, second, across different sub-categories have been

examined.

13.2. COMPARISON OF DIFFERENT COMPONENTS OF ANXIETY IN
EACH ANXIETY DISORDER SUB-CATEGORY

The anxiety profiles of each sub-aqroup of anxiety disorders are
obtained by the scores on FSAQ and TS5A0 (Figures—- 8 and 9). The figqures
also indicated that profiles of the same groups of patients obtained by
two different guestionnaires (FSAE and TSAG) were similar. One-way
analysis of variance was applied to each sub-category of anxiety
disorders scores on FS5AG a;d TS5AR (Table-33). {he results showed that
differences between variocus components of anxiety nf social phobic, GAD
and obsessive~compulsive patients were siqﬁificant on both
gquestionnaires. The results of panic disorder patients were significant
only on TS5A0 but not on FSAD. Analysis of variance resqlts af
agoraphobics and simple phobics were not significant on either of the
scales. The results can be summarized as followe:

Agoraphobia @ Mo significant differences among the components of
anxiety were observed in either of the zcales. The behavioral tomponent

appeared to be the most salient component of this anxiety disorder~in

both scales (FSAQ adMD Tsaw .

- MY



VARIABLES COMFARED

AGORAFPHOEIA
FSAQ
ERROR
TSAQ
ERROR

SOCIAL FHOEIA
FSAL

ERROR

TSAQ

ERROR

— N
RN

[ 8]

-
WM~

SIMFLE FHORIA -

FSAR
ERROR
TSAR
ERROR

FANIC DISORDE
FS5AQ

ERROR

TSAQ

ERROR

GEMERALIZED A
FSAR
ERROR
TSAB
ERROR

P}

27

-2

18

R

NX. DIS.

4

-3 *3
0 ko~

QBSESSIVE~- COMP. DIS.

FSAR
ERROR
T5A0
ERROR

$E¥ p<0.001

X% pc0.01
X pa0.05
TAELE-

on the scores

— —

MEAN SOUARE

g1.74
109.76
186.95
305,01

1684.12
168.76
2713.16
171.45

106,03
162.01
229.47
181.42

214,16
143.68
481.93

68.49

1036.30
100,29
461.90

73.86

2987.83
116.24
1761.00

33 hnalysis of variance

E

0.75

0.61

1.4%

7.04

10,33

Q. 000

0. Q00

0.584

€. 309

0.25

0. 001

0. 000

0.023

Q. 000

Q. 000

comparing components of

of FSAR and TSAB in each anxiety sub-categories.
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Bocial Fhobia @ In both scales (FSAQ and TSAR) significant
differences among th? components were found. In F5AQ the feeling and
cognitive compponents were the highest. In the TSAQ, however, the
behavioral component was the highest.

Simple Fhobia: Results of analysis of variance on FSAO and TSAD
showad no significant difference between the components of anxiety. The
cognitive component was found to be the most salient comporent of

anxiety. Their scores on the behavior component were comparatively low.

Fanic Disorder: Only analysis of variance results of TSAQ
indicated a sianificant difference. Their highest score was on the
cognitive component.

Beneralized Anxiety Disorders: Analysis of variances in both
scales (FSAR and TEAM) indicated significant difference among
components of anxiety. This group of patients” highest anxiety score
was on the cognitive component of amnxiety in both scales (FSAQ and
TSAED .«

Obsesszive-Compulsives: The results of analysis of variance on both
scales were significant. Thie group of patients revealed the most
erratic anxiety scores acrose different components of anxiety in both
scales., Thevy scored very high on the cognitive component and very low
on the others on FSAQ and THEAD.

13.3 COMPARIGON OF DIFFERENT COMFPONENTS OF ANXIETY

EETWEEN  SUR-CATEGORIES (OF ANXIETY DISORDER

To examine the differences between the six anniety sub-categories
in terms of components of anxiety, one-wav of analysis of variance
between the six categories on each component of anxiety scales was
applied. The results (Table- 34) indicated that all components of FS5A0,

and behavior component of T568Q and state form of STAI were
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VARIABLES COMFARED DF MEAN SQUARE F TAIL-PROE.

FSAQ

FEELING S 7075.04 3.83 0.005 XX
ERROR 52 449,78

COGNITIVE S 1678.00 .74 0. 004 XX
ERROR a2 966.65

BEHAVIOR S 1779.468 5.02 0.001 %X
ERROR 92 491.31

SOMATIC S 907.21 3.33 0.012 ¥%
ERROR 92 333.93

TOTAL SCORE S 236.91 3I.57 Q.008 XX
ERROR 52 262.09

TSAG

COGNITIVE S 237.80 Q.76 0.581
ERROR S0 304,07

BEHAVIOR S 1926.39 4,34 0,003 k¥
ERROR S0 591.51

SOMATIC S 319.31 1.01 ¢.419
ERROR S0 314,15

TOTAL SCORE S 416.89 1.47 0.217
ERROR S0 296. 16

CSAR

COGNITIVE 9 73.19 1.64 Q. 167
ERROR a1 47,31

SOMATIC S 39.65 .94 0.43%9
ERROR o1 41,40

TOTAL SCORE 5 120,72 0.90 0.48
ERROR ol 132.57

STAI

STATE 9 605.01 3.77 0.0086 XX
ERROR =0 204.92

TRAIT ] 200,43 1.90 0. 113
ERROR S0 114.87

ki po0.00d

X% p<0.01

¥ p0.03

TABLE- 34 Analysis of variance coéparison of si¥ sub-categories
of anxiety disorder patients on each component of anxiety

questionnaires. - -



significantly different across sin anuiety categories. The results have
shown significant differences across sub-categories of amiety disorder
on the different components of anxiety scales. Nevertheless, the
behavior component of amiety differentiated sub categories of anniety
most significantly and consistently {(on FSAQ and TSAR).

Social phobics, apart from the somatic component, scored highest
amang all anxiety disorders (Figures 8 and 9). This was mainly due to
the nature of items included in the guestionnaire (specifically in FSAQ
and TSAR). Behavior and cognitive components of TSAG and the cognitive
camponent of FSAL were related to anxiety in social situations. On the
somatic component, agoraphobics scored highest and they were followed
by GAD patients.

In the comparison 0? anxiety sub-categories, one important peoint
is the difference between agoraphobia and generalized anxiety disorder
patients. Although their total anviety scores were very close to each
pther, agoraphobics scored higher on the behavior component but low on
the cognitive component. On the other hand, the pattern was just the
opposite for GAD patients, i.e. the cognitive scores were higher than
the behavior scores. fhis ;ituation indicates the usefulness of
comparing different anxiety discrders in terms of components of anxiety
rather than their overall anwiety scores.

Following DSM-1I1 classificaton, the six sub-categories of anxiety
disorder were re-categorised into two main aroups of phubic anxigty
disorders and ron-phobic anxiety disorders (anniety states). Means and
standard deviations of each of the two aroups on all‘anxietv stales
were calculated (Table-33) and anxietv profiles were presented
(Figures—10Q and 11). T-tests between these two main groups on fhe
components ?f anxiety (Table-X5) were carried out. The results of

t-tests (two-tail) indicated that these two major groups (phobic



FHORIC

ANXIETY DISORDERS ANXIETY STATES T-VALUES

FSAR
FEELING 51.3 22.3 45.2 21.4 1.03
COGNITIVE 31.2 23.9 57.1 24.2 0.91
REHAVIORAL 47.7 21.9 31.5 19.9 2.88 %%
SOMATIC 41.8 17.9 40,3 18.7 0.31
TOTAL SCORE 48.0 17.7 43,7 18.6 .83
TSAR
COGNITIVE 52.3 i8.1 54.2 17.6 0,39
EEHAVIOR 94.1 26.2 37.8 19.5 2.54 %
SOMATIC 44,0 18.6 36.7 17.4 1.45
TOTAL SCORE 50.8 17.1 42.9 16.7 1.67
€£sAn -
COGNITIVE 21.9 6.6 22.9 7.7 0.5
SOMATIC 19.9 6.1 18.7 7.5 0.63
TOTAL SCORE 42.1 10,9 41.1 12.4 0. 31
STAI- STATE 49.9 14.1 47.1 14.7 Q.20
STAI-TRAIT 54.4 11.4 53.7 10,0 Q.29

¥% p<0.01
X p<0.0S

TABLE-33 Comparison (t-test) of the two main groups of anxiety

disorders by all anxietv s=cales included in the study.
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antiety disorders and anxiety states) were significantly different on
the behavior coﬁponent of the scales (F5A/0 and TSAG) alone.

Very high behavioral avoidance scores (as measured by FSAQ and
TSAB) of agoraphobics and social phobics in comparison to the rest of
anxiety disorders were cbvious {(Figures—-8 and 9). Low scares of simple
phobic patients on the behavior components of these anxiety scales were
caused by the structure of items in FSAR and TSAQ and the discrete
nature of simple phobias. The results gbtained up this point indicated
that though variation among anxiety sub-categories in the manifestation
of anxiety exists it is most significant on the behavioral component of
anxiety. On this component, as assesed by FSAR and TSAR, phobic
disorder patients scored significantly higher than the anxiety states,

eventhough simple phobics tended to score low.

14. Summary

A= There were no differences among sub-categories of anxiety
disorder in terms of age, length of therapy or severity of praoblem.

B~ Fatients’ self-diagnoses (primary) were moderately correlated
with the clinicians® diagnoses.

C- Reliability and validity levels of the anxiety gquestionnaire
(FSAR) developed in this study were zatisfactory.

D- Feeling and Cognition

a~ Overall sex differences were found to influence the

interaction between feeling and coonitive components of anxiety
asgessed bv FEAE. Such differences were sianificant in the aroup of
university students but not in the anxiety patients. The absolute
difference between males and females on the feeling and the cognitive
components was higher in the anxietv patients than that in the

university students. This difference did not reach the level of
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gignificance in the amiety patients, probably owing to the low number
of subjects in this.éroup.

b~ The interaction between the feeling and the cognitive
components of anxiety was significant across two groups of anxiety
disorders (l-ocbsessive-compulsives, 2-Rest of anxiety patients).

E- Each anxiety disorder’s manifestation of anxiety across
various components was different in a way reflecting the clinical
understanding of each anxiety disorder. For example, agoraphobics
showed more evenly distributed profiles indicating high levels of
anxiety on each component but a specifically high level of anxiety on
the behavioral and somatic components in comparison with other anxiety
sub~categories. Obsessive-compulsive patients, on the other hand,
revealed very high levels of anniety on the cognitive component only
and showed low levels of anxiety on the other components. An unexpected
finding was low scores of FD patients, specifically on the somatic
components of the scales.

F- When anxiety disorders were compared among themselves in terms
of the manifestation of anxiety, social phobice showed the higest level
of anxiety on every component except the somatic. On the somatic
component aguraphobicé together with GAD patients revealed the highest
ariety. Ub;ess1ve~cumpul§1ve patients showed very high on the
cagnitive component and conciderably low on the remaining components of
anxiety. Simple phobics, as expected, and panic disorders patients,
suprisingly, were the categories with the least levels of arxiety.

G~ The behavior component appeared to te the component of anxiety
which most clearly differentiated phobic discorders from anxiety states.

In a way this result supported the classification of andiety dizorders

inta two majur categories, in terms of presence or absence of avoidance

behavior, as indicated bhv DSHM-111.
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DISCUBSSION

In this section the order of the discussion will follow that of

results presented in the previous chapter.

15. DEMOGRAFHIC FACTORS

An important point was the severity level of different anxiety
disorder patients as assessed by the clinicians. The results indicated
that all six anxiety disorder groups had similar severity ratings. I+
the severity ratings of the anxiety disorders had been different, it
would have been difficult to interpret the cbserved differences between
the anxiety disorders, because of the confounding effect of anxiety
severity across the various sub-groups. Having found na significant
difference amongst the six anxiety disorders on the severity level, we
can be more confident that the observed differences are due to the

nature of anxiety in each anxiety disorder.

16. COMPARISON OF PATIENTS® SELF-DIAGNOSIS WITH CLINICIANS?

DIAGNOSES

In this research a self-diagnastic method and the cli?icians’
diagnoses were campared? In the self-diagnostic form six brief
statements describing each of the DSM-III anxiety disorder
sub-categories were presented. The clients were required to tick two
items that best represented their problem. In the present study the aim
of applying the self-diagnostic form was to obtain some idea of the
patients” conception of their problem, and how closely it was related
to the clinicians’® view.

The results showed that when anxiety patients are given the

opportunity to select the diagnoses best suited to their problems,

- 218 -



their choices are similar to the clinicians® diagnoses. In the present
study correlations {kappa) between anxiety patients® primary
celf-diagnosis and the clinicians® primary diagnoses ranged from 0.38
(for GAD) to .92 (for obsessive-compulsives) for different categories
of anxiety disorders (Table-%). These figures indicate that patients’

self diagnoses were moderately related to clinicians”® diagnosis.
17. FPSYCHOMETRIC EVALUATION OF FSAQ

17.1. RELIABILITY

First of all, the FSAQ which was developed in this study has been
praved to be psychometrically satisfactory. Studies on the
internai—cmnsistency (split-half reliability) indicate that each of the
four parts of the guestionnaire and the scale as & whole is reliable,
In this study the split-half reliability of the quesfimnnaire has been
calculated. The reasons underlying the selection of this type of
reliability were related to the easy application and widespread
acceptance of this type of reliability (Black and Champion, 1976). As
presented in the results section, the figures that were obtained

indicated that the F5AR has a satisfactory level of reliability.

17.2 VALIDITY
FBAGL also proved to have satisfactory validity. The validity of
the‘quesfionnaire was evaluated using two different approaches,

concurrent and criterion related validity: -

17.2.1. Concurrent Validity
To assess-the level of concurrent validity of the FGAQ the
correlations between this anxiety scale and the T5AQ, CSAE and STAI

were calculated (Tables-16 and 17). Total anxiety levels as measured by
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the FSAG and TSAR were found to be highly correlated (r=.83).
Furthermore, the corresponding components of ansiety between the two
guestionnaires had higher correlations with each other than the
correlations between non-corresponding components (see Table-16). The
finding of high correlations between the same components of amiiety in
two different types of anxiety guestionnaires indicate that different
components of anxiety (as supposedly measured by the FB8AR) have
satisfactory levels of validity. It is important to bear in mind that
the two anziety questionnaires (FSAQ and TSAQ) were developed through
different techniques. The TSAR is a Likert—type'scale and the three
components of anxiety that it claims to measure have been developed
through a factor—analytical study. The FSAQ, on thé other hand, is a
Thurstone-type scale and the verification of the four components was
obtained through a sorting techigue. Obtaining high correlations
between the two anxiety scales on the same anxiety coﬁponents may
indicate the actual validity of dividing anxiety into at least three
relatively independent components.

Correlations between the FS5AD and CSAR indicate a moderately
strong relationship between the two scales. The highest correlation,
however, was obtained between the cognitive component of both scales
(r=.73).

The correlation results between the FSAQ and both formsbof 5TAT
suggests that the type of amxiety assessed by the FSAR was an anxiety
trait tybe as opposed to an anxiety state. This conclusion holds true
not only for the level of anxiety assessed by each of the four
components but alsc the total score of the FSAQ (Table-17). When the
high correlation between FSAQ and TSAR is taken into consideration, the

-stirong relatidhﬁhip between the trait form of STAI and F5AQ becomes

more meaningful. Mackay and Liddel - (1988) reported that amdiety
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assescsed by TS5AE was highly related to the trait-type measured by STAI.

Overall, examination of the concurrent validity of the FS5AR
indicates that the guestionnaire has a satisfactory level of validity,
and that the FSAR assessment of anxiety is similar to the trait anxiety

measured by STAI.

17.2.2. Criterion Validity

The other type of validity, criterion related, also indicates that
the FSAR is capable of differentiating an anxiocus population from a
non—anxious population. Anova results indicate that the differences
between anxious subjects (anxiety patients) and non-anxious sﬁbjects
(university students) on total anxiety scores of FSAR and on each of

the fowr components of the FSAR were significant.

17.3. ASSESSMENT OF FRE-FOST TREATMENT ANXIETY LEVELS OF
ABORAFHDRIC FATIENTS BY FSAQ

FSAR was applied to-agoraphobic patients in another study, to
examine whether it was able to assess the differences in the amiety
levels of patients before and after behavioral treatment. The results
showed that patients’® scores after the treatment were significantly
lower than before the treatment. The only exception to this was the
score on the cognitive component of FS5AQ. Although after treament
scores a? the patients on th@s camponent were clearly lower than their
scores before the treatment (X=35.2 before and X=24.3 after) the
difference did not reach the level of significance. One possible reason
for obtaining a non-significant result on this component was the

inclusion of & low number of subjects.



17.4. COMCLUSION

The reliability and validity evaluations indicate that the scale
ig psychometrically sound. One reservation can be made regarding the
lack of items with very high scale values (weight). Items that occupied
the higher end of the scale values had weights around 8.5. The scale
included na item having a scale value of more than 9. This lack of
items with very high scales values (10 or 11) can be thought to reduce
the variance in subjects’ scores. However, evaluation of FSAR indicated
that the scale was well able to discriminate an anrious subject group
from a non-anyious subject group. Therefore, this shortcoming is
considered to have no important effect in the assessment of subjects by
Fsaa. |

In the light of the present findings, it can confidently be stated
that the FSAQ appears quite satisfactory in terms of validity and
reliability levels, Furthermore, FSAQ was observed to be sensitive to
the changes in the anxiety levels aof agoraphobic patients befaore and
after treatment, though the number of patients was low. The scale,
therefore, can be considered .ag a useful instrument in the assessment

of anxiety.

18. FEELING (AFFECT) AND COGNITION

As noted by the present author and by others (Zajonc, 1980, 1934,
Lewis, 1983) the relationship between cognitions and feelings is oné of
thehunregolved issues in psychology, specifically in clinical
psychology. One viewpoint (Zajoné, 1984) tﬁat has recently gained
increased acceptance, indicates that the interaction between feeling
and cognition is not as one directional and simple as cognitive
therapists advocate. Cognitive therapists have claiméd that affective
responses (feelings) are directly determined by cognitions, thus,

affect is regarded as an epiphenomenon i.e., affect develops only after
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cognitive processes have operated. As such, affect is regarded as of
secondary importance and a causal role is attributed to cagnitions.
Therapists who adhere to the cognitive camp claim that the way in which
a perspn thinks about a given event determines his/her feelings related
to that event (Beck, 197&). Cognitive therapists think of the
relationship between feelings and cognitions as unidimensional. They
think that increases in negative ideation will directly lead to
increased levels of feeling in general. Although such a claim has a
substantive validity (Beck and Emery, 1979), it may be an
pver-simplification of the cognition-affect interaction. As presented
in the introduction chapter, other psychologists (Zajonc, 19843
Flutchik, 1980) have indicated that feeling can influence cognitions.
Some psychologists suggest that the interaction is not as one sided as
cognitive therapists believe (Rachman, 1981), while others claim that
perhaps 4t is affect which distorts cognitions rather than vice versa
as suggested by cognitive psychologiéts {Lewis, 1983).

The purpose of this research was to investigate whether or not
affect and cognition oﬁérate relatively independently of each other.

The author of this study concurs with those psycholagiéts who
oppose the rather one sided conceptualization of cognitive therapists,
that changes in cognitions are not necessarily and immediately followed
by changes in feelings. Some other elements, such as personality
traitgq gender,'defense mechanisms employed nr.hemisphefic dominance
m;y play a part iﬁ this process. If the assumptién of cognitive
thefapists is correct i. e. if feelings ;re directly influenced by
cognitions, then high scores on the cognitive component of anxiety
should be followed by high scores on the feeling component of anxiety.
Conversely, idw scores on the cognitive cumpoﬁent éf anxiety should be

followed by low scores on the feeling component. These factors will



operate regardless of any intervening variables, such as, the influence
of sex differences on personality structure.

In this study male students scored higher on the cognitive
component while females scored higher on the feeling component.
Furthermore, the difference between the cognitive and the feeling
conponents of amtiety of male cubjects was higher than that of female
subjects. The findings indicate that males cognitively experience
anxiety in terms of negative expectations and ideations, and report
mich less anxiety in the feeling domain. Females, on the other hand,
cognitively ewperience anxiety at a lower level than males, and by
comparison with male subjects score higher in the feeling component of
anxiety. Similar findings were obtained in the comparison bof
obsessive-compulsive patients with the rest of the anxiety disorder
patients. The difference between the cognitive and feeling components
of amtiety was higher in the obsessive-compulsive patients than in the
remainder of the anwiety patients. Comparison of the manifestation of
anxiety in cbsessive-compulsive patients and the rest of anxiety
disorder patients on th; feeling and cognitive components of FSAR

/
produced similar results to the comparison of female and maie sCores on (
these components. Obsessive patients scored>very high on the cognitive
component of FSAR, in fact, their mean score on the cognitive component
was the highest of all the anxiety sub-categories. However, they scored
much lowsr on the feeling component, thus exhiﬁiting a significant
difference between the scores on these tuwo components'of amtiety. Ry
confrast, the anxiety scores, as measured:by FShB, of the remainder of
anxiety disorder patients on the feeling and cognitive comporients were
not significantly different. These findings suggest that it is not
quite appropr;éte to postulate a simple and straightforward

relationship between affect (feeling) and cognitions in general, and

affective and cognitive components of anxiety in particular. These
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results also provide shppart for the conceptualization of affective and
cognitive processes as interacting but relétively independent.

If the claims of cognitive therapiets are valid, male subjects
and obsessive-compulsives who scored high on the cognitive component of
anxiety should also have scored high on the feeling component assuming
that people’s feelinds are determined directly by their thoughts and
assumptiona; The reverse could be expected for females and remaining
anxiety patients, since their overall score in the cognitive component
is lower than the males’ and cobsessive-compulsives® scores, and they
should therefore score lower in the feeling component of anxiety.
However, as noted above, the results of this study indicate that the
relationship between cognition and feeling was not so straightforward,
Thus, the overall findings of this }esearch have provided credence to
the conceptualization of affect and cognition in terms of two
interacting systems, as originally put forward by Zajonc (1980).

The findings of the present study related to the interaction of
affect and cognition in obsessive-compulsive patients have supported
the claims of Freud. Thé reéﬁlts indicate that obsessive-compulsives
can be distinguished from other anxiety disorders in terms n? ecessive
use of the isolation detfense mechanism. The aominance of the isclation
defense mechanism manifests itself in a great difference between the
cognitive and feeling components of FSAQ in thgse patients.

A short review of the literature indicates that from an
evolutionary point of view, affects can be cunsidered.as taking
precedence over cognitions (Flutchik, 1980). Buch a view assumes that
in a new born baby no & priori cognitive structures exist apart %ram
the inborn structures which receive and process incoming stimuli. The
cagnitive stfuéfures, such as thinking, judging etc. develop later
through the interaction between the infant and the external -

environment. The main ingredients of this interaction are the sensation
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af pleasure and unpleésure (Fenichel, 1945; Sutherland, 1963). A baby
does not initially know that his/her mothér is good. This idea develops
in his/her mind because the presence of his/ber mother brings pleasure
by satisfying the needs of the baby. Humans do not stagnape in this
phase of development where feelings of pleasure and unpleasure play the
determining role in all of their mental processes. Later, with the
development of intellectual structuwres (especially of thought) the
relationship between cognitions and feelings becomes more complicated.
Cognitions begin to exert an influence over feelings (affect) acting
as an inhibitory agent. To what extent cognitions exert an influnce
over affective states is difficult to determine. All that can be stated
is that such relationships are difficult to conceptualize as one sided
and simple, because their very nature is largely based on each
individual’s personality structure which are determined by the unigue
way of gratification of his/her instinctual needs via interaction with
his/her environment.

The relationship between affect and cognition can be investigated
from a newopsychological péint as well, Lateralization studies already
pffer some explanation. Buffery and Gray (1972) have claimea that
females show reduced cerebral lateralization of function in comparison
with males; that means, the left hemisphere which organizes mainly
cognitive processess, is less dominant in females. This point may be
considered as aﬁother expl%nation of males showing higher discrepancy
between feeling and cognitive components 9# FSAQ thanlfemales. However,
the data supporting such a claim are equivocal and the issue is
accepted as inconclusive at present (Beaton, 198%).

In this.fesearch the application of FSAQ to male and female
students and p;tients has found, antrary to the cognitive therapists’
assumptions, that the high levels of anxiety expressed in the cognitive

component are not directly followed by high levels of anxiety éxpressed

— 226 ~



on the feeling campon;nt. Theretfore, some intervening variables betwesen
the feeling and cognitive components could be considered to be playing
an important role. In the present study sex—differences (because of
their implications for different types of personality structures in
psychoanalytic theory) have been employed as a factor influencing the
relationship between cognitions and feelings. The results indicate that
al though tﬁe overall anxiety levels of males and females were almost
identical, females scored higher on the feeling component of anxiety
while male scores were higher on the cognitive component of anxiety.
Furthermore, the difference between the cognitive and feeling
components of anxiety of male subjects was found to be significantly
greater than that of female subjects, indicating that the relationship
between the feeling and cognitive components has been influenced by
gender differences. The finding of significant differences between male
and female subjects (university students and patients) and between
cbsessive-compulsives and the rest of DSM-III anxiety disorder
patients, not on the over-all anxiety scores but on the feeling and
cognitive components, indigétes the significance of assessing the

feeling and cognitive components of arniety separately.

18.1. EXPLANATION OF THE DIFFERENCE ERETWEEN FEELING AND
COGNITION

The difference between scores on the feeling and cognitive
components of anxiety of males and females may be reléted to
personality structure. Males are thought to be similar to
obsessive-compulsive types who are characterised by an over empﬁasis of
cognitive (iétellectual) processes and suppression of affect due to
the utilizatiéh of the igolation defense mecﬁanism. Therefore, maleg
are expected to exhibit a greater difference between the cognitive and

affective components of anxiety. On the other hand, the femalé
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personality structurewis conceptualized as being similar to that of
hysterics, being characterised by an aover emphasis of affect.
Consequently, females in comparison to males, are expected to indicate
less difference between cognitive and affective components of anxniety.

The finding of a significant difference between male and female
scores on the difference between cognitive and affective components in
the expectéd direction provides more support for the affiliation of
male personality with obsessive-compulsive and female with hysterical
as originally put forward by Freud (1924). The comparison of the
manifestation of antiety in obsessive-compulsive patients and the other
anxiety disorder patients on the feeling and cognitive components of
FSAQ produced similar results to the comparison of male and female
scores on these components. Obsessive patients scored very high on the
cognitive component of FSAR, in fact, their mean score on the cognitive
component was the highest of all the anxiety sub-categories. However,
their scores were quite low in the feeling component, thus exhibiting a
significant difference between the scores on these two components of
anxiety. By contrast, anxie;y scores, as measured by FSAL, gf the .
remainder of andiety disorder patients on the feeling and cognit?ve
components were not significantly different.

It is difficult to explain these results solely in terms of the
socialization process, since the male-female ratio was similar for both
diagnostic groups (2 males and & females in obsessive-compulsives and
16 males and 30 females'in remainder of anxiety patients). As noted
previously Gur and Gur (197%5) indicated that obsessive-compulsive
people usually have left brain dominance, as opposed to people with
hysterical t{ends who indicate a right brain dominance. In the light of
this finding, it may be suggested that obseszive-compulsive patients
who have lett brain dominance, express their anxiety more in the

cognitive domain. Counteracting this assumption, lateralization



findings (Hoyenga and Hoverga, 1979) related to sex-differences
indicate that males are more lateralized than females. So, it follows
that females are likely to show little discrepancy between cognitive
and feeling components. Males on the other hand, being more
lateralized, will tend to exhibit a larger difference between the
cognitive and feeling components. Because the majority of patients in
the obsecssive-compulsive category were female (6 out of 8) the
difference between the cognitive and feeling components of amxiety
would have been expected to be minimal in the patients of this
category. However, the present results indicated that the difference
between the feeling and cognitive components of the FSAG of cbsessive
patients was significantly larger than the difference between the same
components of the FSAE in the rest of anxiety disorders patients. This
finding indicates that sex differences alone may not account for the
differences between cognitive and feeling components of FSAQ.
Otherwise, a predominantly female cbsessive-compulsive group would not
exhibit such a large discrepancy between the feeling and cognitive
components ovaSAQ.

In the light of thé information presen@ed above, the euplanation
of the difference between the cognitive and feeling components of the
FSAR for both subjects groups (males-females, ohsessive-compulsive and
rest of anxiety patients) in terms of personality structuwes and

variations in the socialization process seems more plausible.

18.2. THE LIMITATIONS OF THE FRESENT STUDY

A~ bex differences on the feeling and cognitive components of FSAQ
were compared ?n tuwa different subject groups, university students and
anxiety patients. Neither of these groups is necessarily
representative of the normal male and female population, but rather

skewed in natuwe. Therefore results obtained may not be a proper



retlection of male and female differences on the feeling and cognitive
components of FSAL. The reason for selection of university students and
amiety patients was related to easy access to these groups, and also
it was assumed that types of the subject groups would not influence
male female differences on the feeling and cognitive components of
FBAR. However, application of FSAQ to subjects who better reflect
"normal” population is necessary for the verification of the results
obtained in the present study.

B~ The application of a guestionnaire to measure the different
response channels (affective and cognitive) can be criticized on the
grounds that the guestionnaire itself operates on a single response
channel e.i. verbal-cognitive. The use of a gquestionnaire can be seen
as obtaining information about cognitive and affective processes
through a verbal-cognitive filter. Meverthless, such an argument need
not necessarily weaken the basis of this research, it may, in fact,
increase the validity of the present findings. If the affective and
cognitive systems are fcundpto be relatively independent under
circumstances where both affective and cognitive information passes
through a verbal-cognitive filter, then the independence of the two
systems may be even more obvious than the findings of this research
indicate.

C~ Another problem in the present study relates to the possible
limitations of information obtained by questioﬁnaire._Questionnaires
are.a subjpctive method.of measuring psychological constructs, relvying
solely on the self-reports of subjects. Therefore, the level of_
accuracy of the information provided can easily be manipulated by the
subjects themselves. This implies that the lower scores of male
subjects in the emotionality componen£ may be due to their active
avoidance of the items measuring levels of feeling in the experience of

anxiety.” This may be because emotionality is often regarded as

- PT0 -



incompatible with accepted masculinity. Low scores in the affective
component of the anxiety guestionnaire may thus not reflect the true
personality structure of males but, instead, may indicate that male
subjects are reluctant to reveal their emotionality. This is a drawback
related to self-report information gathering technigues. To enswe that
the sex differences found in this study are the true reflections of the
differences between males and females, less obvious ways of seasuring
the same concepts could be employed, such as the use of projective
technigues. These techniques leave little room for the subject to
distort the information about himeelf. Fortunately, the application of
projective techniques and dream analysis hag alsd indicated fhat the
temale personality structure, in comparison to the male, is more
emotionally dominated (Lewis, 1981).

In short, in spite of some shorthcomings of the‘study, the results
indicate that some grounds can be found to suggest feeling and
cognition as interacting but relatively independent systems. The
findings also suggest that some variables can influence the
relationship between affect and cognition. In the present research
{male vs female and ohsessive-compulsives vs remaining anxiety
disorders) personality factors have been found to have an important
effect on this relationship. However, their influence can be explainad
by various perspectives e.g. defense mechanisms, socalization,

lateralization.

18.3. COMCLUSION

Firet of all, it should be noted that the view adopted by the
present author does not aim to degrade the importance of cognitions at
the expeﬁse of emphasgizing affect. Nor is the aim to suggest that
feeling and cognition are two totally independent systems.‘ﬁswcan

clearly be seen in Table - I3 the correlation between the feeling and
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cognitive components of the FS5RB is highest in comparison to the
correlation betwsen the other components of the same questionnaire. In
the present study it has been argued that feesling (affect) is not an
epiphenomenan. Contrary to the cognitive therapists® claim which places
feeling under the control of cognitions, the author suggests that
feeling and cognition should be conceptualized as partially interacting
but partially independent systems. Furthermore, the relationship
between feeling and cognition is thought to be influenced by various
intervening variables. In this study, individual perconality traits and
the type of defense mechaniems employed have been considered to be
impartant variables influencing the relationship between cognition and
affect. After the conceptualization of feeling and cognition .as two
relatively independent systems, it is possible to suggest that certain
individuals may be more affectively oriented whereas others may be
cognitively oriented.

The investigation of the relationship between the affective and
cognitive components of anxiety has some implications for the treatment
methods used to alleviate anxiety problems. If the cognitive
therapists’ claim that ;he ;eelings of people are directly and always
influenced by their cognitive structures needs to be reconéidered and
the role of intervening variables needs to Be recognized, then it would
be better not to apply routine cognitive therapy techniques to every
tase. FRather, it may prove to be more effective to adaopt an eclectic
and flexible approach, to take the peculiar relationship between the
affect and cognition of each individual into account énd thus to design
an intervention strategy accordingly. As noted previously, some people
are more affectively oriented, others more cognitively. For thoée
people whase‘experiences are dominated by their affective Eystem; more
direct ways of“dealing with the problematic affect may be the choice of

treatment. In psychoanalytical therapy, affect is given the determining



role in the manifestation of anxiety problems as in  any psychological
problem. Re—experienc{ng the original problem in the therapy has been
conceptualized as an important therapeutic step (Alexander, 1963).
Thus, depending upan gach individual’s perszonality makeup, the
therapist may plan his/her intervention strategy, whether cognitive
structures would be the main treatment targets or whether the case
requires a mixture of analytical-cognitive intervention strategies. In
this way féeling (affect) can be incorporated into the Three Bystems
approach as a fouwth component.

The results of this study support the idea of conceptualizing
feeling as a relatively independent’system. It follows that the therapy
method suitable to patients who manifest their anxiety more evenly on
both of the components may be different from those applied to patients
who experience their amdiety mainly on the cognitive or feeling
component. Thus, the assessment of affective and cognitive experiences
of anxiety can be useful for the selection of effective treatment
technigues for different individuals.

19. EVALUATION OF DSM~II£‘ANXIETY DISORDERS WITHIN THE
FRAMEWORE OF THREE SYSTEMS THEORY
The other aim of this study was to iﬁvestigate the manifestation
of anxiety from the Three Systems Theory point of view, both within
gach amxiety disorder and across the different anxiety disorder
sub-categories as delineated by DSM-III,
19.1. COMPARISON OF THE COMFONENTS OF ANXIETY WITHIN EACH
ANXIETY DISORDER SUB-CATEGORIES

Regearcﬁ on the Three Systems Theory started in 1974 and

intencified du;ing the early 1989. The main interest lay both in the

individual response patterns and their effect on the outcomes of
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different psychotherapy methods, and in the importance of synchrony and
desynchrony for treat;ent outcome. Mo research to date has investigated
anxiety.respunse profiles. Referring to the lack of investigation in
this area, Michelson (1984) stated that "esxamination of individual
differences, response profiles and treatment consounance may decrease

4

heretofore unexplained treatment outcome variance in comparative
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fill this gap in the anxiety research.

The results showed that apart from agoraphobia and simple phobia,
differences between the different components of anxiety in each of the
six sub-groups of amwiety disorder were significant. The
nonsignificant differences across components of anxiety in agoraphobics
were expected since agoraphobics were thought to score high on each
andiety component (Harlow, 1985).

FPatients diagnoseq as gocial phobics scored very high on the
fealing ahd cognitive compgﬁents of F5iB. in the TSAR, however, the
behavioral component was the highest. The reason for having highest
antiety scores on the cognitive and feeling components of FSAG but on
the behavior component of TSAE was probably related to the nature of
items in the scales (FSAE and TSAR) . The behavior campaneﬁt of T5A0 was
reported to assess avoidance in specifically social situations, while
the behavioral componen{ of FBAL measures general avuﬁdance in éveryday
life.

Simple phobics scored the lowest amiety scores among all siy
sub~categories of anxiety disorders, especially on. FSAQ. As expected,
their scores on the behavior component were éonsiderably low on both

scales (FSAR and TSAR), because both of the anxiety scales measure



behavioral avoidance in general or in social situations. Simple
phobics, having & ciréﬁmscribed avoidance behavior which is object or
situation specific, were bound to score low on the behavior component
of both scales. ’

Fanic disorder patients together with simple phobics exhibited the
lowest levels of anxiety on both scales (FSAQ and TSAR)Y. Their low
scores specifically on the somatic components of FSAQ and TSAD were
unexpected. The anxiety profile of panic disorder patients reflected
ambiguity regarding the nature of this anxiety disorder in the
literature (Turner, Williams, Beidel and Mezzich, 19B6). This issue
will be elaborated in the following pages.

Generalized anriety disorder patients scored high on all
components apart from the behavioral. Their low scores on the behavior
component was apparent especially on FSAB.

Obsessive~-compulsive patients showed the most drastic changes
across components of anxiety, scoring very high on thelcognitive
companent and low on the remaining ones. The most interesting finding
related to the manifestation of anxiety of this category of patients
was the relationship between their cognitive and feeling scores. As
noted elsewhere in the fhesis they exhibit a very high discrepancy
between these two components of anxiety.

The overall findings indicated that each anxiety disorder, as
defined by DSM-III, had a different anxiety profile peculiar to the
natwe of the disorder.

The obtained anxiéty profiles for each disorder give an idea of
the type of anxiety treatment best suited for that anxiety disorder. On
the basis of these findings it can be claimed that for agoraphobics who
score relatively high on each component of anxiety-a more comprehensive
treatment package which includes behavioral, cognitive, analytical and

pharmacological approaches may be more appropriate, whereas for
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obsessive-compuleive patients who manifest their anxiety mainly on the
cognitive component a mainly cognitive approach may be more effective,
For social phobics, cognitive behavior modification mav be the best
suited treatment since their andiety reaches its peak on the cognitive
and behavior components. For GAD patients, who score high on the
cognitive and somatic components, cognitive therapy supplemented with
relaxation training and pharmacological treatment may be more suitable.
However, in order to substantiate the finding of different anxiety
profiles for different anniety disorders obtained in the present
research, further studies with more subjects are needed. Moreover,
comparative studies investigating the effect of different therapeutic
approaches on different anxiety disorders are also necesaary[ In this
way, the effect of different therapy methods on alleviating the

different components of anxiety can easily be observed.

19.2. COMFARISON OF THE COMFONENTS OF ANXIETY BETWEEN
ANXIETY DISORDER SUE~CATEGORIES

One of the main innava?ians introduced by DSM-III is firstly, the
separation of anxiety disorders into the two main categories of phobic
amiiety disorders and nén—phmbic anxiety disorders (aniiety states),
and secondly, a further breakdown of each of the two main éategori@s
into three sub-categories. The logic behind the division of anxiet;
disorders into two main categories came from the fact that certain
sub—cafégories of anmiety disorders showed clear avoidance behavior,
whereas in the other suﬁ—categories there was no clear avoldance
behavior but either episodic or chronic anxiety states.

The resqlts of the present research support the idea of dividing
the anxiety disorders into two main categories. Behavioral aveidance
was found to be the only discriminatihg factor among the six anxiety

diaorders; Agoraphobia and social phobia patients scored very high on
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the behavioral compone?ts of the both scales (FSAQ and T5AQ). GAD,
panic disorder and obsessive-compulsive patients, on the other hand,
scored considerably low on this component of anxiety. Furthermore the
behavioral scores appeared to be the only significant difference
between phobic anxiety disorders and anxiety states. Simple phobics, as
indicated before, were also found to have low scores on this component.
But these low scores were in fact expected, given the very
circumscribed nature of the phobic avoidance and the nature of
behavioral anxiety (general avoidance in everday situation) assessed by
the questionnaire.

In the present research social phobic patients exhibited the
highest level of anxiety among all the six disorders on overall anxiety
and on the cognitive and behavioral components of amiety on both of
the scales (FSAR and TSAR). Agoraphobic patients showed the highest
level of anxiety on the somatic component, and they were followed by
GAD patients. Obsessive-compulsive patiente, as expected, showed very
high levels of anxiety on the cognitive component but less on the other
components. Frofiles of-simple phobics and panic disorders were similar
to each other. Both groups had the lowest scores of the six anQiety
disarders. Simple phobigs scored slightly lower than the panic disorder
patients. The low scores of simple phobics were consistent with the
results of other studies reported in the literature (Harks,‘1970). an
the other hand, the low scores of panic disorder patients contradicts
the finaings of other research (Cameron, Tyer, Nesse and Cuwrtis, 1986;
Barlow, Blanchard, James, Vermilya, Vermilya and DiNarda, 1984). These
investigators found anxiety levels of panic disorders rather high in
comparison with other sﬁb-qrnups of anxiety disprders. They alsa found
that the somatic component of anxiety in panic disorder was one of the

highest in all the anxiety disorders.



Contrary to the findings of the studies cited above, in the
present research panic disorder patients were found to exhibit very low
levels of ansiety on every component, having the second lowest level of
anxiety after simple phobics. One chvious reason for this finding may
be the limited number of patients. However, the number of patients in
all six sub-groups of anxiety disorders were approximately the same,
gnd the anxiety profiles of other anniety sub-categories were similar
to the results of the studies reported in the literature on the related
issues.

Another possible reason for having different results on the panic
disorders in comparison with the studies in the literature may be
related to the diagnostic criteria for this disoraer in DSM~fII.
Froblems concerning the definition of panic and the diagnosis of panic
disorder have been pointed to by several investigators (Cerny, Himadi
et al., 1934). The same difficulty'was mentioned in Eelation to the
diagnosis of agoraphobia with or without panic attacks. Without
defining exactly what "panic attack" means, the tygé of anxiety
patients included in this sub-category may vary from study to study.

Na clear agreement regarding the level of anxiety exhibited by
panic disorder patients exists in the literatwe at thé precent.
Turner, McCann, Beidel and Mezzich (1984) applying STAI found that
panic disarders had the laowest level of anxiety among the anniety
states categories. On the other hand, Cameron, Thyer et al. (1984)
rébortéd panic disarder patients together with agoraphobia as having
the highest symptom severity.

It seems that the level of andiety in panic disorders may vary in
different studies because of the different assessment instruments used,
and a rather‘loose definition of panic attacks. On the symptom severity
rating (Cameron, Thyer et al., 1984) panic disorders had the highest

rating, therefore it can be suggested that they should have scored high
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on the somatic component of anxiety. However, their scores on the
somatic component of anxiety were very low in hoth of the
questionnaires (FGAE and TS5AM) .

Findings of low amtiety scores for panic disorders may be related
to the discrete nature of the problem. Both panic disorders and simple
phobias have one similar feature, namely the discrete natwe of the
anxiety. Regardless of how severe the anxiety may be at a specific
point in time, it is not continuous, that is, the problem does not
cover all the daily activities of the afflicted person. Such patients
are usually incapacitated during the panic attack, but function
moder-ately well at other times. If they have constant worries placing
them under GAD, or if they exhibit avoidance of cértain abjec£5 o
situations due to their panic attacks, then placing them under an
appropriate phobic condition would be a more accurate diagnosis. Since
these patients are diagnosed as suffering from panic‘disorder they
should not show any particular behavioral avoidance ﬁmr they should
have a general apprehensiveness. If general apprehensiveness is
accepted as a part of panic-disorder, it would be almost impossible to
discriminate panic disorder from GAD, as half of the GAD patients are
reported to exhibit uncued panic attacks (Cerny, Himadi et al., 1984).
The only discriminating factor between panic disorder and GAD would
then be the fregquency of the panic attacks. This situation chld render
the difference between the two disorders meanihgless. Theretore, the
iﬁtlusion of general apprehensivess into panic disorder category seemss
quite pr&hlematic. Thus, if we accept panlc dizorders as having a
discontinuous nature, it would not be suprising to see them exhibiting
low andiety scores on guestionnaires (FSAB and TSAR) measuring trait
asbects of anxiety. All these contradictory findings about the level of
anxiety and confusion about the definition of the term *panic’ itself

indicate that this anxiety disorder is not well defined in DBM-III.
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Turner, Williams, Beidel and Mezzich, (1986) suggested that rather than
having a separate classification for panic disorders it could be merged
with the category of agoraphobia with panic attacks. They claimed that

panic disorder could be viewed &5 a pre-agoraphobic stage.

19.3 FLACE OF AGORAFHOEIA AMONG THE TWO MAIN CATEGORIES
DBF ANXTIETY DISORDERS

The other area of interest in the present study was the
investigation of the relationship between agoraphobia vis a vis phobic
and anxiety states. The idea that agoraphobia is more similar to andiet
states than to phobic anxiety disorders was introduced by Hallam
(1978), and supporped by the results of Turner, McCann et al. (1984).
In this recent study by Turner, McCann et al. (1986) a variety of
questionnaires (e.g. STAI, Beck Depression Inventory) were administered
to different sub-categories of anxiety patients. The scores of
agoraphobic patients on these scales were more similar to the scores of
anxiety states patients than to phobic disorder patients (this category
included social phobicéxand-simple phobics). On the basis of this
finding Turner, McCann et.al, suggested that the placement of
agoraphobia in the anxiety states category would more accurately
reflect the true nature of the disorder.

However, the above study has important methodological and
clinical shortcomings. When Turner, McCann et al. (1986$ combined
simple phobics and social phobics to make up a phobic category, they
did not take into account the varying numbers of patients in each
category. In their study I2 simple phobics and 12 social phobics were
included. The resulting phobic category predominantly reflected the
features of éimple phaobics. In effect they compare& agoraphobics with a
phobic anxiety grouping which preﬁominantly carried the features of

simple phobics.
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On the other hand, several studies (Solyom, Ledwidge and Sclyom,
1986; fAmiens, Gelder and Show, 1983 and Camercn, Thyer, Nesse and
Curtis, 1936) have found that in terms of the level of anxiety assessed
by various guestionnaires and symptom severity, social phobics are
quite similar to agoraphobics, and rather distinct from simple phobics.
Thus, to lump simple and social phobics into the same category where
simple phobics predominate distorts the relationship between social
phobics and agoraphobics. The above criticisms, one methodological
(predominance of simple phobics in tHe phobic category) and the other
clinical (assuming social phobics being similar to simple phobics),
clearly illustrate the shortcomings of Turner and McCann et al’s study
(1984) .

The findings of the present study support the results of Cameron,
Thyer et al. (1986), Solyom, Ledwidge et al. (1?86).’§0cial phobics
appear to be more similar to agoraphobics than to simple phobics in
terms of the anxiety profiles (Figures-8 and 9). The anxiety profiles
of simple phobics, as obtained by the FSAQ and TSAR, are similar to the
profiles of anniety states patients (due to low scores on the
behavioral component of anxiety). Agoraphobics together with social
phobics indicate very high levels of phobic avoidance. Furthermore, the
cther agoraphobic group which was assescsed before and after behavioral
intervention exhibited an anxiety profile very similar to that of first
agaraphobic group. Both agoraphobic groups obtéined their highest'
séores on the behavioral component of amtiety and scored relatively
lawer on the cognitive component. These iindings suggest that placing
agoraphobia in the phobic rather than the anxiety states category is a
better reflection of the nature of the anniety of agoraphobics. As
noted before; high behavioral avoidance was the oniy component that
spparated social phobics and agafaphobics from anxiety states. The

reason for the low scores of simple phobics on the behavioral component
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was the specific nature of thelr avoidance behavior and the assessment
of general avoidance by the guestionnaires (FSA0 and TSR . It can be
concluded that the separation of amxiety disorders in DSM-I1II, in terms
of the pre=zence or absen;e of avoidance behavior is supported by the
findings of this research.

One final note relates to the advantages of applying anxiety
scales with different components in the comparison of anxiety
disorders., Classical anxiety scales usually give scores about the two
levels of anxiety (e.g. S5TAI measures Etat; and trait aspects of
amiety, the Hamilton Anxiety Scale assesses psychic and somatic
anxiety). Scales adopting the Three Systems view~paint mEASUr e anxiety

in terms of different components. In this way they reveal the nature of
anxiety in each category of anxiet? disorders. Although the overall
level of amdiety can be similar among several disorders, the anxiety
profiles can be significantly different. For example, the overall
anxiety levels of GAD and agoraphobics ;s measured by the FBAE and THAQ
were almost identical. Ferhaps this was the reason why certain
peychologists regard agéraphobics as similar to GAD (Hallam, &978).
However, when the nature of anxiety in theze anniety disorders was
investigated from the perspective of Three Systems Theory, very clear
differences appeared. GAD patients obtained high scores on the
cognitive, and low scores on the behavioral component of anxiety. The
opposite patterh was cbserved for agaraphabicslwha mani%ested the;f
anxiety mainly on fhe behavioral component. These results indicate thé
app%upriateness of placing agoraphobics i;ta the phobic category and

also support the DSM-III division of anxiety disorders.

19.4. LIMITATIONS OF THE STUDY
A- One of the important shortcomings of the study was having a low

number of patients in each category of anxiety disorders. The number of
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patients in the anxiety categories varied between 7 and 19. This
situation obviously reduces the validity of the generalization that we
can make about the anxiety profiles af wsach amiiety sub-classification
that was obtained from the present study.

B~ The other problem is related to patients’ medication. Most of
the anxiety patients were on anti-anxiety drugs. The effect of
medication on the amdiety profiles of the patients was not controlled
in the study. The main reason for this praoblem was the tendency for GFs
to prescribe anxiclytics tp patients prior to referral to clinical
psychology services where patients were recruited. The cessation of
medication for the patients was, therefore, totally outwith the present
author’s responsibility and control. However, since the patients were
all referrals from GPs to clinical‘psychalogists following non-response
to medication, it is assumed that the effect of medication on the
anxiety problems of the patiente was minimal. Otherwise the patients
would not have been referred to clinical psychologists.

C- There was no control over selection of patients for this stady
on two different IEVEIS;

I- GF referrals to clinical psychologists: Mot all énxiety

patients that GFs cee are referred to clinical psychology services.
' Those patients whose anxiety problems are alleviated by anti-anxiety
drugs, or who are managed by their respectlve GFs wzthaut uee of
medlcatlon. or whase GFs preferentially refer to psychiatric servxﬁes,
are not reffered to clinical psychology szervices. Patients included in
therpresent study were those referred fro@ GFs to clinical psychology
services, then selected by these psychologists according to DSM-III
amiety disorders classification,

Anxiet? profiles of patients managed without referral to clinical
psychology servi&es may be differ;nt than those ariety patients whg

are referred to clinical psychology services. Unfortunately, control of
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patients selection in this respect was out wifh the responsibility of
the present author.

11- Selection of patients by clinical psychologists was not
controlled. All clinicians participating in the study were issued
DEM-I11 anxiety disorders classification and they were requested to
follow DSM-III criteria for the selection of each patient. How well
each clinicél psychologist complied with DSM-III clagsification was not
controlled. It was assumed that each clinician followed the given
instructions adequately.

D- Another criticism of the study can be the lack of inter-rater
reliability for severity of patients® anxiety problems. A very severe
case for one clinician may be regarded as moderately severe by another
clinician. Therefore, when clinicians mark severity of their patients
problems they may have applied their own subjective definition of
severity, which makes severity ratings of patients difficult to
compare.

All clinicians included in the study were assumed to have similar
definitions of severity: Whether this was a justifyable assumption or

not can only be understood by asking certain number of clinicians to

rate same anxiety patients in terms of sevefity of the problem.

19.5 CONCLUSION

The results of this study have indicated that the assessment of
anxiety within the framework of the Three Systems Thedry offers a
betﬁer wnderstanding for the nature of angiety. Various anxiety
sub~-categories were found to differ in terms of the most salient
component of anxiety. Social phobics and agoraphobics scored very high
on the behavio;al avoidance component. These two clinical groups also

differed hetween themselves. Agoraphobics indicated high levels of

anwiety on all components of anxiety; social phobics, however, scored



very high on the cmgni%ive and behavior components but low on the
somatic éomponent. Anxiety states patients, on the other hand, showed
their anxiety mainly on the cognitive camQDHEﬁt but scored very low on
the behavioral component. Thus, the results of the present study showed
that the anxiety prafiles of each anwiety sub-category differed.

Obtaining different andiety profiles for different anxiety
patients suégest that the most effective treatment packages for
different ariety disorders may vary. Matching the focus of the
intervention method with the most problematic component of amniety in a
given anxiety disorder may increase treatment effectivenoss,

The results'also supported the validity of the DSM-III anxiety
disorders classification. The differences hetween the anviety profiles
of different anxiety disorders were in accordance with DSM-III
classification. First, phobic amiety disorders and anxiety states were
found to differ on the behaviaor component of anxiety. Furthermore, the
anxiety profiles of agoraphobics indicated that placing agoraphobia in
the phobic anxiety diszorders category rather than anxiety states would
better reflect the nature 0; this anxiety disorder, as the most salient
component of anxiety in agoraphobics was on the behavioral éompunent in

both scales (FSAQ and T5A0) .

20. BUGGESTIONS FOR FURTHER RESEARCH
A~ In this research the relationship between affect and cognition
was found to be influenced by variaus facpars {zey differences and
obsessive-compul sive personality structure). This finding implies in
the first place that affect and cognition ran be conceptualized'as
interacting égt relatively independent systems. This conceptualization
of the interac;ion apens up a new area of investigation where variables

influencing the affect-cognition relationship could be identified.



'These variables cmuldvge related to other branches of psychology, eg.
neuwropsychology or information-processing.

If it can be found that affectively oriented individuals are more
attentive to different properties of stimuli, information or
interpersonal communication than cognitively oriented individuals,
treatment processes tailored according to the type of orientation of
individuals‘may be more effective in alleviating anxiety. For example,
it can be investigated whether affectively oriented individuals will

’
be more effected by non-verbal components of the treatment i.e.
gestures of the therapist, manner of therapist’s talk, tone of voice,
the quality of rapport between themselves and the therapist. On the
other hand, cognitively'oriented individuals may be more sensitive to
the content and theoretical richness of the therapy. The identification
of such variables may facilitate the modification of affective and
cognitive components of anxiety.

B~ The relationship between different components of anuxiety and
different modes of measwement should be investigated. The question of
the correlation between, €o; example, the behavior score of a patient
an the FSAQ and on a behavioral avoidance test must be clarified. If a
strong relationship is established between‘the avert measurement of
behavioral and physiological components of anxiety and the scores on
the corresponding components of the FSAR, the validity of the FSAQ‘will
be substantiated. Finding a high correlation would also mean that, due
to Fhe simplicity and easy application, tpis questionﬁaire could he
preferred to the assessment of behavioral and physiological components
of anxiety by behavioral avoidance tests and physiological measdrement.
s noted befére, there is an other advantage of using questionnaires in
comparison wit% different methnds‘for assessments of each response

channel. When applying guestionnaires, one can at least be sure that
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the differences betweéﬁ various components of amtiety a;e not caused by
differences in the assessment techniques themselves.

C- Once the validity of the guestionnaire has been sustained, the
next step would be to replicate the findings of different anxiety
profiles of DSM-III anxiety disorders obtained in this research. This
is necessary because this study only attempts to delineate the anxiety
response profiles of amtiety disorder patients. For the agoraphobic
group however, the anxiety profiles obtained in two different samples
of agoraphobic patients showed remarkable similarities. In both samples
of agoraphobics the highest anxiety score was on the behavioral
companent, and the lowest was on the cognitive component. Replication
of the anxiety profiles of other sub-categories of anxiety disorders
will enhance the findings of the present research.

In a study investigating the anxiety profiles of diftferent
sub-groups of anniety disorder, control of the subjects in terms of
medication would clarify the points that the present study left
ambiguous. The comparison of anxiety patients as on versus off
medication within each sub-group of anxiety disorders could provide
more valid anxiety profiles,

D- The next step would be the application of different treatment
methods for each anxiety disorder to compare the effect of these
treatments on different components of anuiety. Different therapeutic
methods eg. cognitive, behavioral, peychoanalytic and pharmacological
approaches could be appiied to fowr different groups of agoraphobics to
investigate the effect of different treatment packages on the éifferent
components of anxiety. In this way we could chserve which compo%ent ot
anxiety is most affected by which treatment method. The results of
such studies may reveal some ideas about the relative efficacy of
different treatment approaches in alleviating different companents of

anxiety. For example, the results may indicate that certain approaches
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may drastically reduce one specific component of amviiety, without

effectively alleviating anxiety on the other components, while other

approaches may moderately reduce all components of anxiety,
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AFPENDTI X -1

CLINICIANS® ASSESSMENT SHEETS



CASE NO:
sHEET-1

FATIENT's AGE : SEX

Length of Time on All Fsychotherapy and medication :

Flease note your own clinical assessment of each patient in

terms of primary and secondary diagnosis .

Flease use DSM-I1I cgriteria for diagnosis of each case .

_——n = R

Frimary Diagriosis:

Secondary Diagriosis:



SHEET~2

Please Check ( X ) one.

SEVERITY of FROBLEM:
Considering your total clinical experience with this
particular population, how disturbed is the patient at this time?
1- ) Normal -not at all disturbed ,absence of symptoms.
2- ¢ )
Z- () Mild symptoms definately present, but no significant

impairment of function.

4- ( )
S- ( ) Moderate~ a definite degree of impairment.
6= ()

7—- ( ) Severe- or incapacitating condition.

Thant: you for help.



APPENDTI X - II

SELF DIAGNOSTIC FORM



-~ Please chose two of the statements below as indicators of your
problem. Specify your order of choice by putting 1 beside the statment
that best describes your problem and by putting 2 beside the statement that

second best describes your problem.

A —~ The occurance of my anxiety is related to leaving - - home

and being alone in crowded public places.
B~ My anxiety is related to being in sccjal situations

C - My anxiety is related to certain objects or heights or closed
places.

D - I have recurring panic attacks not related to any specific

situation or object.

E -~ I have recurring disturbing thoughts and compulsive repetitive

behaviours.

F — My anxiety is very general not related to certain objects or
situations, showing itself in terms of general apprehensiveness

and uneasiness.



APPENDTIX - III

FOUR SYSTEMS ANXIETY QUESTIONMNAIRE



AGE:
SEX:

This questionnaire contains sixty (60) items concerning difficulties
that most people experience from time to time. Read each item carefully,
IF YOU HAVE experienced any of the thoughts, feelings, physical symptoms
or behaviours in the manner indicated by any of the items, then put an

X into the bracket under the column headed YES. IF YOU HAVE NOT put an

X in the bracket under the column headed NO. Please make sure that

none of the items are omitted.

There are no right or wrong answers, this is not a measure of
intelligence or ability. Do not spend too much time over any question

we are interested in your first reaction, not a deeply considered

response.

Thank you for participation.



Yes

NO
( ) 1 -
( ) 2 -
( ) 3 -
( ) 4 -
( ) 5 -
( ) 6 -
( ) 7 -
( ) 8-
( ) 9 -
( ) 10~
( ) 11-
( ) 12-
( ) 13-
( ) 14
( ) 15—
( ) 16-
() 17-
( ) 18-
( ) 19-
( ) 20-
( ) 21-
() 22

A )  23-
( ) 24-
( ) 25-
¢ 26-

I blush easily

I often feel so helpless, and desperate that life
becomes a source of suffering for me.

Poor sleep is one of my biggest problems.

I often avoid talking to people in a train or a bus.

I tend to avoid going out

I often have a headache

I often experience the feeling of embarrasment

A jittery feeling has become part of my life

I often have dizzy attacks

I sometimes cannot think of anything except for my worries
I seldom experience chest pains

I seldom feel on edge

I cannot concentrate on a task because of disruption by
uncontrolled thoughts. '

I rarely feel joyful.

I have persistent disturbing thoughts
I definitely avoid going to any kind of place again, where
I previously had a difficult time (for example, a social
gathering or a street etc).

I sometimes think of myself as an inefficient person

My feelings dominate my personality scmuch that I have no
control over them

I worry a lot when 1 think of possible disapproval of me
from others

I often experience the feeling of excitement

I rarely try to steer clear of challenging jobs .

I rarely have disturbed sleep

I someﬁimes feel upset |

My muscles are quite tense throughout the day

When at home I usually try not to stay alone %t night.

I sometimes get easily tired even when not working hard



|—<
m
%]

NO
( ) 27- 1 rarely worry about unimportant events.
( ) 28- I seldom laugh freely

( ) 29— I usually worry that I will not be able to cope with
difficulties inmy life

( ) 30- I tend to avoid talking to someone who is above me such
as my boss

( ) 31- I rarely find myself lost in worrying

( ) 32~ Whereiiér I go, or whatever I do, I always have a
feeling of discomfort

( ) 33-1 sometimes avoid participating in discussions even though
I know the topic well

( ) 34— My hands rarely shake

( ) 35- I sometimes feel extremely self-conscious

( ) 36- I am worried that others may misunderstand me

( ) 37- I occasionally experience a tingling sensation around my
body

( ) 38- I rarely try to keep away from social gatherings

( ) 39- I sometimes feel happy but it easily fades away

( ) 40- Even if everything is going well, my mind is occupied

by imaginery upsetting ideas

( ) 41~ I seldom have palpitations

( ) 42—~ Icannot think clearly about anything betause disrupting
thoughts keep occurring in my mind, )

( ) 43~ There seems to be a lump in my throat ﬁuch of the time

( ) 44— I cannot feel relaxed, even though I am not in a hurry

( ) 45- I seldom avoid speaking at social occasions

( ) 46~ Even if it is necessary, I sometimes avoid asking other

people questions

( ) 47~ 1 very rarely imagine myself being unpopular with my
friends

( ) 48- I have diarrhoea once a month or more

( ) 49~ I often find myself th&nking about possible embarrassing
situations ’

( ) 50- I usually feel quite insecure in my life

( ) . 51- I have a tight sensation at my neck



YES MO

( ) ( ) 52- I usually avoid getting involved in social acitivity

( ) ( ) 53~ My uneasy feelings flare-up at any moment

( ) ( ) 54- I usually try to avoid walking in crowded streets

( ) ( )~ 55- 1 always feel irritabie

( ) { ) 56- I hardly ever tell jokes

( ) ( ) 57- 1 am concerned about how others view me

( ) ( ) 58- I sometimes have stomach problems

( ) )  59- Half.of my thoughts are related to some kinds of
worries

( ) ( ) 60~ I try to avoid standing up to other people even if

they have taken advantage of me.



AFFPENDTIX-1IV

THREE SYSTEMS ANXIETY QUESTIONNIRE



Some statements  that indicate certain problems related to thoughts,
behaviours, physiological symptoms and experienced by most of people
presented below. Read each statement then circle the appropriate

number under each statement to indicate your response.

Before beginning to give your response to the items, please read

the two examples below that show how to respond to this questionnaire.

EXAMPLE 1

I avoid going to the cinema

never almost always

1 2 3 4 5 6 7 ® . 9

This answer indicates that the respondent strongly avoids going to the

cinema.
EXAMPLE 2
My liver disturbs

never almost always

) 2 3 4 5 6 7 8 9

This answer shows that the respondent does not have such problems.

Thank you for your assistance.



1 - My stomach hurts

never almost always

1 2 3 4 S 6 7 8 9

2 - I pass by school friends, or people i know but have not seen for

a long time unless they speak to me first

never almost always

1 2 3 4 5 6 7 8 9

3 - I think about possible misfortunes to my loved ones

almost never

1 2 3 4 5 6 7 8 9

almost always

never
1 2 3 4 5 6 7 8 9

5 -_ I cannot get some thoughts out of my mind

never almost always
1 2 3 4 5 6 7 8 9

6 -~ My neck feels tight

never almost always
1 2 3 4 5 6 7 8 9

7 - My limbs tremble

never almost always
1 2 3 4 5 6 7 8 9

8 - My arms or legs feels tight

never ’ almost always
1 2 3 4 5 6 7 8 9

9 - My heart pounds

never . almost always
1 2 3 4 5 6 7 8 9

10 - I am concerned that others might not think well of me -
never almost always

1 2 3 4 5 6 7 8 9




11 - I have difficulty in swallowing
never almost always

1 2 3 4 5 6 7 8 9

12 - I cannot get some pictures of images out of my mind
never almost always

1 2 3 4 5 6 7 8 9

13 - I experience chest pains

never almost always
1 2 3 4 5 6 7 8 9

14 - I have an uneasy feeling

never almost always
1 2 3 4 5 6 7 8 9

15 - I breath rapidly

never almost always
1 2 3 4 5 6 7 8 9

16 - I experience tingling sensation somewhere in my body

never almost always
1 2 3 4 5 6 7 8 9

17 -~ My arms and legs feel weak

never almost always
1 2 3 4 " 5 6 7 8 9

18 - I have to be careful not to let my real feelings show

almost always

never
1 2 3 4 5 6 7 8 9
19 - I picture some future misfortunes
never ' » almost always
1 2 3 -4 5 6 7 - 8 9
20 -~ I cannot concentrate at a task or job without irrelevant thoughts
intruding
-never . almost always

1 2 -. 3 a 5 6 7 8 9




I avoid talking to people in authority (my boss, policeman)

21 -

never almost always

1 2 3 4 5 6 7 8 9

22 - I avoid going into a room by myself where people are already
gathered and talking

never almost always

1 2 3 4 5 6 7 8 9

23 - I experience muscular aches and pains

never . almost always

1 2 3 4 5 6 7 8 9

24 - 1 prefer to aviod making specific plans for self improvement

never almost always

1 2 3 4 5 6 7 8 9

25 - I try to avoid social gatherings _

never almost always

1 2 3 4 5 6 7 8 9

26 -~ I feel dizzy

never almost always

1 2 3 4 5 6 7 8 9

27 - I try to avoid challenging jobs

never almost always

1 2 3 4 5 6 7 8 9

28 -~ I avoid new or unfamiliar situations

never almpst always

1 2 3 4 5 6 7 8 9

29 - I feel numbness in my face, limbs or tongue

never almost always

1 2 3 4 5 6 7 8 .9

30 - I dwell on mistakes that I have made

never ‘ almost always

2 3 1 5 6 7 8 9




31 - My throat gets dry

never almost always

1 2 3 -4 5 6 7 8 9

32 - I try to avoid starting conversations
never almost always

1 2 3 4 5 6 7 8 9

33 - I imagine myself appearing foolish with a person whose opinion
is important

never almost always

1 2 3 4 5 6 7 8 9

never almost always

1 2 3 4 5 6 7 8 9

35 - I find myself staying home rather than involving myself in
activities outside

never almost always

1 2 3 4 5 6 7 8 9

36 - I keep busy to avoid uncomfortable thoughts

never almost always

1 2 3 4 5 6 7 8 9




APFPENDTIX-V

COGNITIVE SOMATIC ANXIETY GUESTIONNAIRE



Please rate the degree to which you generally or typically experience
this symptom when you are feeling anxious by circling a number from 1

through 5 with 1 representing "not at all" and 5 representing "very much so".



10

11

12

13

14

I cannot keep anxiety provoking thoughts out of my mind

not at all very much so

1 2 3 v: y 5
I become immobilized

not at all : very much so

1 2 3 4 5

I imagine terrifying scenes

not at all ve
0 5 3 4 ry much so5

- My heart beats faster

not at all e
1 > 3 a very much 505

I worry too much over something that doesn't really matter

not at all ver ch
1 2 3 a Y much sog

I feel jittery in my body

not at all very much so
1 2 3 4 5

Some unimportant thoughts run through my mind and bothers me

not at all very much
1 2 3 a y much so

I nervously pace

not at all very much so
1 2 3 4

I find it difficult to concentrate because of unconctrolled thoughts

not at all very much so
1 2 3 4 5

I feel like I am-losing out on things because I cannot make up my

mind.

not at all very much
1 2 3 a Y SO g

I perspire

not at all ‘ very much so
1 2 3 4

I get diarrhoea

.not at all very much so

1 2 3 4

I cannot keep anxiety provoking pictures out of my mind

not at all very much so
1 2 3 4

I feel tense in my stomach

not at all . very much so
1 - 2 3




APFENDIX - VI

STATE-TRAIT ANXIETY INVENTORY



SELF-EVALUATION QUESTIONNAIRE

Developed by C. D). Spiclberger, R. L. Gorsuch and R. Lushene

STAI FORM X-1

VE ‘ e it et DATE

ECTIONS: A number of statements which people have
| to describe themselves are given below. Read cach state-
t and then blacken in the appropriate circle to the right of
statement to indicate how you feel right now, that is, at
moment. There are no right or wrong answers. Do not
d too much time on any one statement but give the answer
W seems to deseribe your present feelings best,

[ am regretful

....................................................................................................

[ feel at case

......................................................................................................

[ fcel upset

........................................................................................................

I am presently worrying over possible misfortunes

......................................

[ feel rested

.....................................................................................................

..............................................................................................
..........................................................................................
....................................................................................................

......................................................................................................

....................................................................

[ HCCl JOYIUL oo e et ep ettt

[ feel pleasant

20

....................................................................................................
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- PAGE



NAME _. . __.

SELF-EVALUATION QUESTIONNAIRE
STAlI FORM X-2

T e ee____ DATE

I)ll(l'l("l'l().\'!ﬁ':‘ A number of statements which people have
used o deseribe themselves are given helow. Read each state- -
ment and then blacken in the appropriate cirele to the right of g
t!w statement to indicate how you generally fecl. T.hcrc are no ‘.'01
right or wrong answers. Do not spend too much time on any _,
one statement but give the answer which seems to describe o
how you generally feel, g
21, THeCl PleaSANE ...ttt et ee 0}
22, 1 tire Quickly e et e e e e e e, O]
23, Tfeel ke Orying ..o oot o e e e 0]
24. 1 wish I could be as happy as others seemtobe ..o ®
25. I am losing out on things hecause I can’t make up my mind soon enough.... ®
26. Tfeel rested ........ovrereiecieeeceieicrineiicece ettt ererereneeen o)
27. T am ““calm, cool, and collected” .................ccoommemmis o o
28. I fecl that difficulties are piling up so that I cannot overcome them .......... 0]
29. I worry too much over something that really doesn’t matter ..................... O]
30. Tam happy ...cccovveecevevecceeeeceee s bttt ..................... ®
31. I am inclined to take things hard ..........cocoooooreeeeeeeeeeeeeeeeeeoe ®
32, T1ack BEH-CONAACNICE .........ooee S e e eer s eee s ®
I3, THECI SCOURC ..ottt ettt s een s ees s eeenee e o}
34, I try to avoid facing a crisis or aimculty ............................. ®
35. Tfeclblue ..o e, 0]
36. Tam content ......... .o o e e ®
37. Some unimportant thought runs through my mind and bothers me NN O}
38. I take disubpointmonts 8o keenly that I can’t put themoutof my mind ... ®
39. T am a steady Person .................coecovmrerrencivneenconrsninnnss et ®
40. I get in a state of tension or turmoil as I think bver my recent concerns and
interests OSSOSO TSSO NOO RO 0}

SAKILINOS

® @ ©

®

® @ © @ B3 ©®

e

® © ® © ® © ©® ©

X3iLd0

© 9 @

e © o © o o o ¥

©)

C)

\i.,\

CJ

© ©

SAVYMTY ISONTY

® © v ® ® ©

® & ©® ¥

® ©

®

®



