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S : ABSTRACT

In order to validate disputed diagnostic distinctions between

obsessive—compulsive disorder and phobia and secondarily, between agoraphobia
and other phobias, a retrospective study of information contained in the files
of ‘159 obsessive patients, eighty agoraﬁ?obics and 120 patients with other
I - I
£

. phobias was carried out. The groups "were operationally defined on the basis

of the main co int for wb;ch the patient sought treatment. 'Using documents

. contained in the files, the - groups were compared with respect to fifty—two

measures, each reflecting some%aspect of synptomatology (obsessive-compulsive

-,

fm4¥4~wfff~fsynptoms;fphobiasifanxiety;:depressionfzsocial~ad§ustnent§;:aa£u£al:history .

(sex ratio, marital status,fage of'onset, precipitating factors, course of
disorder delay in seeking help, mental disorder among relatives) or =
personality (premorbidqlersonality type, neuroticisn,'extraversion)l The
obsessivd patients difigggd from the phobic patients as a group on every

| dimension. The agoraphobics differed from,the patients with othef phobias on

 all dimensions except mental disorder among relatives and premorbid

personality type. Classification functions, computed by stepwise discriminant i

I3

- analysis, correctly assigned 88.9% of the 359 cases to the groups to which °

‘ _ o
phobic synptoastology and variables denoting type of main phobia were.  not used

‘in the discriminant analysis on the assumption that these measures would

'cornelate Pighly with the independent variable (i.e;, the reason for seeking
treatment). i 7

.they originally -belonged, even when measurEs of the intensity of obsessive and -

The implication of the results for future tefearch on aetiology agd
o L i

@,

response to treatment are discussed. S *

iii



Py

ACKNOWL?DGEHENTS'

F3

JE #

- The author wishes to thank Dr. Leslie Solyém for teaching me evefything I
know about obsession and phobia and for supplying me with the patient files

from which the data was obtained, Dr. Clark, withogf?whose encouragement and

e
&

advice the project wouid never have been undertéien or completed, Bill

¥

Glackman, who rid me of my phobia of computers, my Supervisory Commi. ttee,

“f

especially my Supervisor, Dr. James Harcia, whose sensible counsel ‘was ‘a match

for my obseaaive doubt, and my,ﬁife Amne, who ﬁas helped me make of the works

of my every day not a reproach but a song.

iv



TABLE OF CONTENTS

ADPYOVA]l toervovsoesssescesnsessssssssessssssssssacssoronssessssvensosssssssesil
ADBLTACE cossecssnnsacosossssssosssossssnssssssssncscsesssossscssncssssccssseeill
Acknowledgement8 ceeccsececessssescscessiossssscsssssssssssssensscsossscsnsoneslV
List of tablesS cececccccsonsscososssnsossvscssssesnssssnssssssssasssssnsnsesnsiX
List of figures .....,...................................{f.................xv
| A, ~INTRODUCTION T e I S |

Bo REVIEW OF ;HE LITERAIURE .l.0.0...o......l....D..oo....0..0...0.0000.0.016

[

In SynptoﬁatOlOgy ..}IinhI.l..-'0.....,.o..o.l.'l..fro;nooonon.-..oo.o.17

17

f;fff;f_ff;fﬁwAméfffbeQesaiva;cgmpnlaiyejgymptgms:1111;tfrt;,ttccc::;(titttccpppfll4,4--.
PhODi88 esescsscsssenssssossscssssceessssascsscssssvsssccsssssssasseel8
ADXI@tY sevcecnccrssesscossscccsssecsosssnsnscsssesesvsnsnsssecssosscll
DepressSion seseesessosscascnsscasscssssssssssssnsannsonsnsssesssnssell
Social agjustmgnt .............s....................................27

II- Natural HiBtory ....ll.b..l....‘f..........C...............O...;..'31

WHSéi'féfid'.;;;;;;.“‘.i...‘-...........................b...’.....'.‘gi

-

Marital Status .‘l...l'..0.....lll..ll.Q.Q...O0.0.“..I.O.I..000000032 .

Age Ofwonset III..0..ﬁ;.“f.ll.llll..ll..;.‘l..“..........t.....k@{33

Precilsitaﬁting factors 0...DOIl..l..to.p..c-o...l--o..lc.....tlc.....v34
i @ o
Cmrse{‘:‘!orf‘(, disorder ..'.............;‘:..‘...‘......,............'........37
3 ,u é\ i
Delay inzseekiﬁg help ..’...“...'...............--............-"...39

Mental iiiness among,ref%tives S SRS | .

III. Personality Variables O....I...'....'ll..‘...ID..‘III.'....I...I.Q47

Premorbid personality LYPE ceaescsccscscrsssccssescasscscsscsssncsscsi/

Neuroticism and Extraversion—-Introversion cecesescecsccsscossncesesedl

C. HETHOD ....l...l'l.l.].Il..."I.'.!..l.‘...Qll..IIIQ.l.....'...l.l.....ls7



r‘ i Vsubjeicts ; 7‘47.77;770 - . ; ;;. ; ‘;. ;7.7;7. .V; .77077.7.". . .; . ./;7;”. seee .7/;7. L BB R B B IR B IR BN BN ) .V' LA ] .58

II- rEPOeedu;e ------ -I-'I---I'O"..ll...‘...lj'l.c‘..ll'l....lotoo.cll.iosg

~

A—ssessmnt in.Btful‘lEﬂtB ..l....‘l.l.l-.-...i.........lll’..‘.'.........60

. .- - .
III. Statistj:cal Analysis’.l.C..'l...’ll.l..o.l.....l.l'.oo.lo”\o.n..ll0077

i

~ Univariate analysis, using .oniy available datd ccecececssce . RAPUUNGIN b

7 Eétimtion of missing values and analysis of pattern of miésing

ﬂ&ta l‘l...l.....!......l...l...l....l..'....V...........I{l....*gl‘

Stepwise dchrimiljlant énalysi‘s LI -7-7-oo--oq-o--9-;,-’.79oof)ft‘,’o’ooﬂoooo}cnss

U U I RN e L g JO U NN e e e

RESUL S“”;rou.‘;.'lool.0..%..'.00............oo...too.’olooocu.ooloo.o..ooo’:’gﬂz

l. variables not involved in hypotheses ........'."..............l....93 ,,

II. SynptomatOlOQ Qo..o.u.oooc....o...’u'of‘...u.u.o..0..ou.l..o‘.u.uu.uo‘9‘7‘:

Obsessive—compulsive symptoms ...........'....‘...........;........fﬁ:.97

Phobias .......99

ADXi@lY sescssscscesaasscscnsscasrssscssssscssscssossossnsssesaassnlll

Depression "".,.'“‘:i%""""«""'"'"""""'/'"""""'V’""“"114

Social ;dgysﬁgenc N (S ETe SRR S o
Y

III . Nat«lﬂ-.fa]r HiStOFym- FOF OB E T T OOTOEY O SN E O e

e e 'o’"o"'-’.”-"l' se e s s sessssses o 1 }.977

.on.l.oloo.olooul'l.loio.o..o.llg

Marital Status ® @ © 9 90050000 ORI ’4. .v......................‘..........119
. I3
7 f .
Age of onset .'.....';.......K........................‘..........120
Preci'pitating fa(:.tors ..v.’,...-......l......‘..-..............o--.....-.l?_?_

L

erse Of the disordei‘ l....llll...ll..l.ll...;..I.IIIIO....VIOO-000136’

‘Sex‘ ratiO f..loll.l'l'i.oolllol......

B

DEIEY in Seeki‘qghElp ...0.........OI..0.00.I..I.II..I..;.;00000000144

Hel'.lt&l diSQrder amng relatiws 'Otlll.ll.llllll..l.ll'......ll..l.‘..l»l‘l‘

iiv. Personality ..'l...'l...l...'.....Il,.l.lllll..‘..l...0000000;00000160

’

Premrbid personality- type o.........._'o.-llcoocnill--..oulll.oool.16o

Neuroticism and Extraversion~Introversion ... epscsessscscscecssecsseeslb2



“. V. Estimation of mig8ing values and analysis of pattern of missing- -

data l...l..l.lIlI....I..........l..I..........'.."I'..'...Il.l...165

VIo Stepwise discrinﬂ.nant analysis .ooo-ooooooo-oo----o.oo:-o--oooooncl70

L,fﬁ" : Discriminant analysis to discriminate obsessives from phobics,
- using all of the‘variables invoXved in the hypothesis tests ...170

: iscriminant analysis to discriminate among obsessive, agoraphobic
/}/D and other phobic patients, using all of the variables involved .
- in the hypothes8is tes8t8 .eessccvsssvssessssvsssossccssssssssecesl/d
[ . : . .
Discriminant analysis to discrimlinate obsessives from phobics,
- eliminating those variables which measure pnggssiveﬁpr phobic
BYMPLOMALOLOZY seseecscesccccseocseccerscnssesccnsasessennonsss188

Discriminant analysis to discriminate nmong obsessive, ngoraphobié T
- and other phobic patients, eliminating those variables which :
‘measure obsessive or phobic symptomatology «sceeseesccscsscesseld6

*71? “DISCUSSION OF RESULTS < oeiececvssosonsosossssoossoscsossasosscsscsascesell
1. Symptomatology ..‘.........f...;.....5.......,......:;...........3.210
Obsessive—compulsive symptoms .........'....'..............,..........210_

y - Phobias .........;......;,......................................;.5210

Anxiety oo.oo..ooo..ooo.%o-o,o.oou-o.o.ooo-o-o.;o’o-o..5000;0212

Depression ..........I....I.........................II.............213

_ S e n S

T oo T T T - - T Tt T , >

SOCial Adjustmnt ..o-o...I.o...ol...‘..o..lo..o.o-0000-000.00000-5214

II. Natural ?istory O’.l.-.....o.....o-o..o...-..n.no,ool....roon‘.‘..ono.izls hid

Sex ratiO ....n.‘...o-.....o..c«..............o....o.l..‘..orion.oo.. 5
Marital Status ‘..............................I.....II...I........ .216

A -

Age’Of ODBEt .....I.I.........l...ll...I..'....I.....~.l..>.....;00050216

Precipitating f_actors -ooooo.oooo-o:ooooooooooooooo-ororooo;ovn00-600;570217

erse Of disorder .....;.....ll.’o............oooooo..‘l.;ooo‘...oo.zlé-

;,Delay in seeking;help ,,.............; .............. orseceessgee 219

~ Mental disorder ameng relatives ..;.....;.........;....;.....s.....ZZO

III. Per’sonality vari&bles ..oau..-‘ooooo.o..o.‘o.onottooo:o0005007;.7000-222

Premrbid personality type D...».Q..;.....O.v..Q.....»...V.._..U'......DOZZZ

vii



’Neuroti‘ci sm-and -Extravers ion‘Int'ro;rersiOu Cescoeseescesasssssens e o-; -2%3

IV.V Stenwiaggdiscximinant analysis

F.

' Appendix F: Self-described main phobias of obsessive and phobic

- Appendix I:

GENERAL DISCUSSION ....................................................226
APPENDICES ............................................................233
Appendix A: Curriculum Vitae of Leslie Solyom .........................234
Appendix B: Definitions and examples of each of the four
obsessive-compulsive symptoms rated in the Psychiatric
Questionnaire sececsscrssccscssceseccsresncssccssssssesssocscssscsss2lb

’ Appendix CO Exawles Of 1nt8ke noteB [ AR NN RN N AN NE NE R NN NN ..--00000010249

Appendix D: Assegsment INBLIUMENLS cveeoeeoressncsscsccssntorsccsssscsses2d2
Appendix E: Analysis of variance tables,...............................2897

3 . 225

pgtients .I.......I......I............;III.....‘........I.........:370
Appendix H: Circumstances of exacerbation «(fececsscecesccocsoccscsescel8
"Other characteristics” of the premorbid personalities of

the patients,ll‘.........-.-.v..‘l-lcoooooOOI-0.0...O..-........o..... O

/

- *"'Li*" - n’f’*REFERE:NGE—NCLHU ......o.....l..o.-.o.-oc.o....-oo.........Otl..o...l...qoo

I.

REFERENCES .....I.....;........'..-..........I..I............l..l......000401

- ’ ’ . :;
2
»
_
S 2l )
viii ‘
™



-

;
L
:

Table 4

1. Non-essential symptoms and natural history characteristics of
obsessive-compulsive disorder and ‘agoraphobia as listed in

" DSM-III

(Anerican Psychological association, 1980, pp.226-227 234) .

-4 N
/

2. Percentage distn?bution of cases according to initial course

of illnessv:, o (o

patients before illness e e s o e s s & s s o o

Al

V3.‘ Incidence of obsessional personality tratts in obsessional

Page

'.11"

4. Maudsley Personality Inventory Scores of various groups . . -

5. Product-moment correlations () between symptom ratings

(Gelder & Marks, 1966) e o s o o % o s s o o »

6. Reliability of Psychiatric Ratings using the Psychiatric

Questionnaire LA * e o & o \\. e o o o

8. Reliability coefficients and rnormative data for

Anxiety Scale Questionnaire (Cattell, 1963) .

9. Reliability coefficients and normative data for
Personality Inventory (Eysenck, 1958) . . « . .

10. Reliability coefficients and normative data for

Obsessional Inventory,(Cooper, 1970) . . .« o &

_7.._Idteryals, in days, . betweenithe,aasessments by each_ pair R
Of psychiatrists L[] ’., L] ] ] ] ] . L[] L[] o 1] L O [

the Leyton

. 75

7W11.vVariab1es'used in univariate significance tests

hypothesized differences between groups . . . .

o 79

12. Occupations of obsessij?, agoraphobic and other
patients L] L] V‘ L] L] L] L] Al L] L] L] o e L]

ix

.094 :



» i__\
\

x,

- 13+ -Number of Candian—born ‘patients—in ~each of the three —
diagnostic ;,gl' ﬁ’a e » o o » e » » s » e & ® ° e » .fa » *e o e o @ . 95 ’\f’—/
s f ] :
14, Inpa;ient/outpafibnt status of obsessive, agoraphobic, and .
other pﬁ%bic Patients ¢ o o o o o s s s e s o e s e s e e s e s s s e o 95 -
: : : =
~ . . " -
15. Religious affiliations~of obsessiwe, agoraphobic and other > .
. phobic patients - - » L] .. & L] L] L] - L] L] L] - L] ’. L] L] L] L] L] L] L U*I (‘?”gfﬂ L]
. . ?;ﬁ
f 16. Gneﬁp means of obsessive and phobic patients on measures of ' .
.obsessive-compulsive symptom&tology I I I I e e o 98
17. Group means of obsesSive, agoraphobic and ocher ,
i phobic patients on measures of obsessive—compulsive
Symptomatology . o o o ¢ o o o 5 o o o 0 o o e o s s s s o s s s o » »100
18. FSS category of fear designated as main phobia by obsessive
and:j phobic patients . e 5 e o o ® o @ e e e e ob-o e =, 0 e o e * ® e e .102 . v
19. PQ category designatedvas ﬁainvphobia by obsessiwve and S )
phobic patients L] L L] L] - L L] L] L L] L] L 4 L L] L] ‘: ; L] - - L - L] L L] L L] L] .104 .
20..Group means of obsessive and phobic patients on measures of
: ) phobic intensity L] L] 7. L] L] L] L] L] e L] [ Dl M ) 7- ® L] - L I L] - . L] L] * .106 .
~ 21. FSS category of fear designated as main phobia by obsessive, o
agoraphobic, and other phobic patients . . .+ + 4 s ¢ s 4 e s o o o . o109
22, PQ category designated as main phobia by obsessive, .
.agoraphobic, and other phobic patients .« . « « ¢ ¢ s ¢ ¢ ¢ ¢« s ¢ « « o110
23. Group means. of obsessive, agoraphobic, and other phobic .
- patients on measures of phobic intensity . s e s e s s e s % s e o Wlll
24, Group means of obsessive and phobic patients on measures of
- a-nxiety L] L] L] L] L] - - - .- L] L] L] . L] - L] »,. L] L] L] * L L] L] L] L] L] L] L] L] L] 0115
A
25. Group means of obsessive, agoraphobic, and other phobic

patients on measures of anxiety . . S I A R

-

P

.116



4~m26tWGroupemeansﬂof7obsessives,fagoraphobies—andﬂothefgphebic ;
patients on measures of depressive symptomatology . .« .

30.

27. Percentage of each group reporting age of onset before

va(iousages.-.....-..-..'.....
. ‘o

28, Number of obsessive and phobic patients for. whom there was

no identifiable circumstance of onset ¢ « » « &

g

29 Number of obsessive and phobic patients the circumstances

Of onset applied ® e ®» ® o ® e e o ° & V s o o

7.

Percentage of cases in which precipitant was a factor and

rank order of rate of incidence of precipitants

among

obsessive and phobic patients « « ¢ & o o s 0 ¢ ¢ ¢ v o 4

. 0124 ‘

ooW121

37.

Number of obsessiwve, agorapliobic and other phobic patients

to whom each of the circumstances of onset applied . . .

Course'of disorder of obsessive and phobic patients . . . .

patients..\.......-.-‘--.---.-

patientr ® o ® o 9 ° o o o o e s * o o 0o o [

Circumstances of exacerbation of obsessive, agoraphobic and

other phobic patients . « « o ¢ o s 0o ¢ o o o &

Mental disorder in the fathers of the obsessive
patients L] . . s ® ® o . L] L ] L] . L] . L] L] ’o

Mental disorder in the mothers of the obsessive
patients .« ¢ ¢ ¢ ¢ 4 ¢ o s s ee = s s e s e .

s

'Circumstances of exacerbation of obsessive and phobic

and phobic

:'Course of disorder of obsessive, agoraphobic and other . phobic

‘and phobic

Ce 137

. 138

L ] .141

.. u142

. 2146

[ ] v147 ‘}/ﬁ‘:

Mental disorder among siblings of the obsessive

39.

ﬁphobic*patients R e e

Mental disordet among non—nuclear family of the

- S

o -

obsessive

- IS



- "and"’phobi’(:’pafféﬁt‘s”f e e e e e 8 e e Y e e e e e e e 5 s e

RS L i

40

41,

:‘K e 43‘ S

44,

Mental disorder in the fathers of the obsessive,

agoraphobic and other phobic patients . o« « oo o ¢ v v o oo

Mental disorder in the mothers of. the obsessivé,

Mental disorder among siblings of the obsessive,
agoraphobic and other phobic patients . « « « o o ¢ o ¢ o &

entaI‘disorder among non—nuclear family “of the obsessive,
agoraphobic and other phobic patients e o o o o o e s s s o s

Incldence of prémorbid personality_ type (as classifiéd in

oraphobic and other phobic patients . . . . . . e v e e e e

o« s w154

—Psychiatric Questiommaire) in the three patient groups . ',j .

. 45,

46.

48.

49.

MPI Neuroticism and Extraversion scores of obsessives,

agoraphobic and other phobic patients « « o ¢ ¢ o o o o o o o o

Probabli lities for F-values obtained in one—wayvanalySes of
variance of differences between estimated and known values of

ordinal and ratio variables P T T I R R

Sunmary table of steps in discriminant analysis of obsessive
and phobic groups using all varisbles e e o s e s s s s s s s

Classifigation functions for obsessivefand phobic groups"v
generated by discriminant analysis using all variables . . .

Classification of obsessive and phobic cases according to
classification functions generated by discriminant analysis
using all variables © s e e s s e s s s s s s s s s s e s e

-

Jack—-knifed classification OE obsessive and phobic cases

-8 e \.‘ .167

e e . W71

. o o 2175

" s o 0178

according to classification unctions generated by
discrimnant analysis using all-variables « « o « o o o o o &

s o o c178

Summary table of steps in discriminant analyeis of obsessive,
agoraphobic and other phobic groups using all variables . . .

i

e e e 0183



L. 52, -Classification- function

or obsessive —-agorgphobic-and cher*/”*fm*ﬂ”j””"rirrtr*
discriminant analysis using all ' : ’

e o o ‘. a .' - « s .» .]85

phobic groups generatedyl
variables . . . . . . .

B i 3 A
75§'.C1assification of obsessive, agora obic and cther phobic
i cases according to classification functions generated by
discriminant analysis using all variables N Q s o s s s s s s s o o187

54 Jack—knifed classification : obsessive agoraphobic and other -
phobic ¢ases according to classification functions generated - L o
W discrimnant analysis using all Variables e o. 2 » ®» o o » R 9187 ‘ “"'

-55 Summaryrtablerof'steps ‘in-discriminant analysis of obsessive ™~
and ghobic groups-using all variables except those which
measure obsessive or phobic Symptomatology . o s o s o s o s s o0 o 2192

- 56 CiaﬁSificaﬁiOnzﬁunettcﬂs:£0¥febsessiverandrphobte ~gTOUps = — Amﬂrﬂ;_;imi_;r
generated by discriminant analysis using all variables except v » :
those which measure obsessive or phobic symptomatology . . ¢ e e e e .194” o

57. Classification of obsessive and phobic cases according to
classification functions generated by discriminant analysis
using all variables except those which measure obsessive of o
" phobic SYMPLOMAtOLOZY « « © o o o o o o o o o o o o s o o o o s o o o s196

. 58. Jack—knffed classification of\obsessive and _phobic cases . ..
according to classification functions .generated by

_ discriminant analysis using all variables except those which )
measure obsessive or: phobic symptomatology .« « s o o o o o « o s » o 2197

5

59. Summary table of steps in discriminant analysis of obsessive,
agoraphobic and other phobic groups using all variables except Lo
those which measure obsessive or phobic symptomatology .« « « « « « . ,201

R

60. Classification functions for obsessive, agoraphobic an1 bther
‘phobic groups generated by discriminant analysis usinglall
-variables except those which meésure obsessive or phobic
SYymptomatology « o « ¢ o o o o |

s o e e & e ® 8 & 8 °* & & o o e o 0203

61. Classification of obsessive, agoraphobic and other phobic

——cases according to classification functions generated by

discriminant analysis using all variables except those which _
measure obsessive or phobic SyMptomatology « o o « = » s o o o o o o 2205 . .
i 4 =

xiii : s



54

© 62. Jack-knifed classification of obsessive, agoraphobic and other - . .

.- phobic cases according to classification functions generated.

~1ﬁ;mA‘ hy#diseriminantganalysisgusinggallgyariahlesggxcevt those

which measure obsessive or phobic Symptomatology . « ¢ o o ¢ o s . . 206

e
LY “
,‘ _ :
e »‘ ‘]
xiv *



Histogram of scores of obsessive and phobic patients on the
canonical variable generated by discriminant analysis using
all variables L) .v L] » L] . L] [ 2 - . L L .‘ . L] L ] .' L ] . L] R L] » .

-

Histogram,of scores of obsessive, agoraphobic and other

pliobic patients on tbe first two canonical variables
generated by discriminant analysis, using all variables . . .

Histogram of scores of obsessive and phobic patients on the
canonical variable generated by discriminant analysis using
all variables except those which measure obsessive or pbobic

Page

» s180

.189

.198

BymptomatOIOgy . o . ' * o s & 8 o o o L l‘ * o o s B e o -

"Bistogram of scores of obsessive, agoraphobic and other

phobic patients on the first two canonical variables
generated by discriminant analysis, using all variables
except those which measure obsessive- or phobic symptomatology

.207




o 8
| o

" A. INTRODUCWION '
Qlassificaqibn is recognized as the basis of all scientific

generalization and therefore is fundamental to the systematié study of any

-

phenomenon.

Though clﬁssifications vary according to the purpose they serve, the most

useful ones are those which carve nature at' the joints; -and -increase one's - - - -

predictive power. - ) s

In medicine. classification consists of arranging disorders into classes

[ o

possesgiﬁgrcomﬁonrat£riﬁﬁ£;;: ideaii;iéi;;;ééiﬁased o;Vthesg_attribﬁtes
(synpﬁoms and signs, aetiology,'course;rprognosis, response to treatment)
should coincide. Fev clagsificatioﬁs appf&ach this idepi, however, and
prqbabiy the nearest to the idezl that med;cipe has acéieved is in the 7
classification of the more clearCut exanthematous infections.

~ Typological ,di,é,sapsig,,le,r9,b§blz originated with Syndenham 300 years ago
bqﬁ it was not until 75 years égo (Kraepelin, 1906) that this conéept spread

to psychiatry. Prior to Kraepelin, attempts were made to classify mental

Vdiaprders according to cause' (e.g., Morel's Traité des Maladies Mentales,

published in,1860), and consisted of a seriés of more or less rigidly defined-
"disease entities”, each with an'aetiblogy and pathology (presumed but in only -
a few inspénces demonstrable), symptomatology, and course of its own. Our

ignorance about the aetiology of the majority of mental disorders doomed these

attempts to devise an aetiologicalAclassitication scheme in psychiatry, and

Kraeﬁelinisgmajor~contributionft04psychiatryéwasgthegintroductiongofgagmethodfmf“““‘f

‘for classifying mental disorders according to manifest symptomatology - a
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system of taxonomy the basis of which has survived to the present day, e.g.;

1 e

the third edition of the Amerfcan Psychiatric Assodiation's‘Diagnoétic and

statistical manual of mental disorders or DSM-III (American Psychiatric.

Assoclation, 1980). Although it is true that in this method, as in néture,.

there are no hardrand fast boundaries, and that a given symptom will appearvin

-

several symptom groups, “the agreement of a great number of cases”, as

Griesinger (1845) puts it, is the justification for the construction of an
, ; -

empirical division. If further, not simply a cross section of each case 1s

taken, but also a‘longitudinal section is obtained as well, so that the

evolution %of the disorder is taken into account in thersynptométoiogy, a ‘more

comprehensive foundation is obtained for classification. . -
The low reli;ﬁTiity of psychiatric diagnosis (Ash, 1949) has been used by.
the anti-psychiatrists, led in the United States by Thomas Szasz, to attack

the psychiatric classification of behavior on moral and logical grounds. The

-

moral argument against diagnosis is that the classification of human behavior
leads inevitably to abuse. Szasz (1966) refers to the psychiatric diagnosis Sl
as "a strategy of personal constraint":

...thg ‘psychiatric patient' is a person who fails, or refuses, to

assume a legitimate social role. This is not permitted in our

culture, nor, for that matter, in any other culture. ‘A person

unclassified is unpredictable and not understandable, and hence a

threat to the other members of society. This is why people who choose

‘this path to personal freedoﬁ pay dearly for it: although they -succeed

in breaking out of their particular cells, they do not remain long at g\‘\\
“¥iberty. They are immediately recaptured, first symbolically, by -

being classified as mentally ill; and, then physically, by being

brought to the psychiatrist, for processing into formal psychiatric ' o,
identities and for psychiatric detention (p.154).

a

This argument doeérnofgaﬁégiianffﬁéiﬁsef&iﬁess of the classification scheme

for the purposes of communication, prognosis, choice of treatment or research

but rather casts aspersions on some of the ‘uses to which the system is put.
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Although ciearly there ought always to be some examination of the scrnples

evoked by scientific endeavors -if not by the scientist then by his critics -

such a moral question 1s outside the realm of scientific 1nvestigation and

¥ -

therefore shall not be discussed further here.
The logical argument -against psychiatric diagnosis questions the premise
underlying classification in psychiatry: that there exist in nature abnormal

mental conditions or forms of behavior. AAs Szasz (1966)!put it: .

. : | s
what I question is-the logical basiS...... of the premise behind all
existing systems of psychiatric classification: that human behavior is
a natural event, and, like other such events, can and should be

classified (pp. 126- 127) ’ o -
Note that Szasz is noti%&;Brking the classiffcation of certain beﬁavior as

disease but rather the classifipation of human behavior as a natural event

- oo i v

that can be categorized. He does well to do so since the medical model as it

applies to modern psychiatry involves no'assunptions about the primacy of

.

biologdcal factors in the aetiology:oi’diﬁofder}*as illustrated by this quote

from three members of the DSM-III Task Force: '
‘We regard the medical model as a working hypothesis that there are
organismic dysfunctions which are relatively distinct with regard to-
clinical features, etiology and course. No assumption is made
regarding the primacy of biological over social or environmental
etiological factors. In addition, it is assumed that for many medical-
disorders a single sufficient and necessary cause is unlikely, and
that usually what is involved is a complex interaction of biological
‘and environmental events (Spitzer, Sheehy & Endicott, 1977, pp. 5-6).

S
-

Szasz's logical argument, unlike she moral one described earlier, represents
an empirical question and can be resolved, in theory at least, using the

eanons of science. 1If in fact categories of human behavior do exist in

] S S S
nature, 1t should be possible by careful observation and analysis, to discover

those categories. Wherewafsignificantiy‘targe*ﬁﬁﬁﬁe* of persons manifest the

same cluster of behaviors, which develop and evolve in a similar fashion, and

D ;‘

-

I—
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respond t°‘Fhé,3?me,kindS qfriﬁggrvgptigplﬁone could tentatively call that a

"syndrome " and crossvalidate the phenomenon using another sample of patients.‘

The systematic knowledge thus gained about the symptomatology, course,

and response to treatment peculiar to each of these syndromes serves a number

of purposes. It is first a means by which the profession communicates briefly '

and clearly within itself about clinically recognizable conditions for which

it has professional responsibility. for diagnosis, care or research. It

'prbvides information about the likely outcome of the psychiatric disorders

without treatment aﬁd, to the extent that the syndromes are differentiated

with respect to response to various treatments, classification has
implications for .choice of treatment. Finally, carving nature at the joints
in this fashion facilitates systegatic inquiry with regard to the aetiology of

the disorders since isolation of the dysfunction, however crudely, and

differentiation of the disorde} from other syndromes limits the spectrum of

behaviors for which an aetiological theory might be expected to account.

:Ifa on the other hand, no such categories of human behavior exist in

‘nature, any attempt to define them differentially,with respect to

synptomgtology,‘naipral history, aetiology and diagnosis will be

non-productive. T~

Some categories of mental disprdef have been shown to produce good
inter-rater reliability. Eighty-four percent of the time, for example, there
is agreement between two psychiatrists on the diagnosis of “psychosis”, "as

distinct from organic and chéracterological disorders (Schmidt and Fonda, .

s

1956), and the diagnosis of psychosis has been validated clinically in terms

of prqéﬁosis without treatugnt and response to intervention. In an inquiry by

Norris (1959), agreement on a diagnoéis of schizophrenia was reached in 68



" percent of cases _and of ,mnic:dep;egsiyefpsidmsiiin;&pﬂcem._w ith
arteriosclerotic psychosis excluded, ;g;eement was,reached as to‘a diagnosis
of organic psychosis in 80>pérceﬁt of cases. -Other categories, however, have
producgd far less consensus. The general category of neurosis is an examp le.
Iﬁ the American Psychiatric Association's second edition of its diagnostic
manual (DSM-II) the caiegory of neurosis subsumes eight disordefs (anxiety

-

state, hys;erical_reaction, phobia, obsession, depressive reactionm,

neurastheqéa; depersonalization, and hypochondria) that have in common only

the fact that "anxiety is the chief characteristic of thgfngp;pses" (American

Psychiatric Association, 1968, p€39);'aﬁd;'iﬁ"fécfffbnéfbff13&?3ﬁfbtypés;'¥'"v
hysterical neurosis, is occasionally accompapiéh»by hélluciﬁations*and‘other
'synptqms gncoﬁntered in psychoseé. It is not surp:ising>that.agfeeﬁentAin
respect of a diagnosié of neurosié was'only 46 percent in the Norfis (1959)’A
studf and only 250percent in a study‘by Hunt, Wit#son'& Huﬁt (;953). :It is

not Eurprising, too, that the recent revision (American Psychiatric

‘Association, 1980) of the eleven—year-old DSM-II does away with the category '

of "neurosis” altogether, subsuring the traditional neurotic subtypes
variously under the pategofies of Affective Disorders, Anxiety Disorders,
Somatoform Disorders and Dissociative Disorders.

. The poor'inter~rater reliability characteristic of some controversial

- e

" diagnostic distinctions can be accounted for in one of two ways: s

‘1. Szasz is right and there exist no such. categories of human behavior in

-~

o

nature. The disputed categories were “created” rather thangf&iscovered"

' bécausevwe carved human behavior into segments at‘poiq;é'whefe no joints

. .exist in nature. . A j,*/A/ ' g

4

2. There is8 a joint in the articulation of hunan‘ﬁéhavior (as it sxists in



,mnature),atﬂor,nearﬁthefdisputedaelassifieation4point4but4lsek;o£;¥444444¥f44444444——
systematic and careful observation and analysis of the controversial
-syndromes has resulted in a poor match between the syndromes as the;\exist

in pature (citerion—related validity) and, as a consequence, ‘in poor

- s

o .

diagnostic reliability.. f;,
The lack of an adequate empirical basis for many psychiatric diagnostic

categories is conceded by many psychiatrists. In a 1977 text on psychiatric -

diagndsis, the editors grant “that "......psychiatry has suffered more than its

companion healing arts from a lack of generally accepted theoretical

' “approaches or even commoniy'accepted empiricaI'practice which coulﬂ“haVE"';

o

provided the basis of a professional lingua franca" (Rakoff Stancer and -
éedward 1977, p.xi) ' ;‘7 L S v"

For any controversial diagnostic distinction, however, the issue as to
whether or:not the‘categories of behavior have any criterion—related validity

is clearly an empirical.question. The distinction between phobias and

obsessions is a case in point. Descriptions of the two kinds of behavi
first appeared more than 100 years ago, but there is still no agreement as to

whether they constitute different disorders. 'The Americans, whose approach to

psychiatric diagiosis reflects Freud's emphasis on personality dynamics, havit\w .

,7 always differenfiafed between the two disorders (American Psychiatric

Association, 1968, 1980). The approach to diagnosis in-the mainstream of
European psychiatry (including ‘the British " but excluding the French), on the

other hand, reflects Kraepelin s emphasis on observable phenomena, and

consistent with Kraepelin s original nosological scheme some European

psychiatrists to this day view the two symptoms as part of the same syndrome

3

(Scott, 1966, Curran and Partridge, 1969; Batchelor,‘1969)



A brief history of the two concepts in psyéhiétry and a feﬁ classic

descriptions of the two syndromes from historic texts will serve to outline

x

the nature of -the diépute and the reasons for it. 2
Full clinical description of phobic diso:@ers in their own rigﬁt began’
with Westphal's (1871) classic descr;ption-offlhree male patients who feared . \\\

going into streets and public piaces, like the agora (marketplace) of ancient
Greece, and he coined the term agoraphobia to describe thismcohdigggp. He

poinféakbuf Eh5f*fHé“}§6ﬁgﬁE“of"5'Yééféd'gifﬁatfdﬁ‘w5§ éé Hiétféééfﬁg*éégfﬁém
‘situation'itself, and noted the relief afforded by compghidnship, alcohbl, a

"vehicle or use af_a cane. The period of Westphal was a seminal one for

clinical psychiatry, and -excellent accounts of different psychiatrig syndromes
_began appearing,frgmﬂthié time onwards. Phobic disorders;,however,-were not

clearly distinguished from deiusional.fearg and many other disorders,

including.obséssive-compulsive neurosis, which Westphal (1878) also first

L - . . )

described-fully.

- -

~ Kraepelin (1906) included-in his7textbookﬂa~brief:ehapter~on~obsessionsfw~~~fwvffw

w

and phobias (which he called "irrepressible ideas™ and “irresistablevfears",
respectively) but, like Weatphal; he did not differentiate between the two. . :
In that chapter Kraepelin describes three patients, the first of whodisuffered_“

‘from a variety of fears including iilness phoE}g’%nd agoraphobia; the second
from horrific temptations - an obsessivejgﬁﬁbulsiVe symptéﬁ; The first was'a  °

Bl

thirty-one year old schoolmaster: -~
2he'patient is quite collegted, clear, and wéll ordered in his
statements. He says that one of his sisters suffers in .the same way

as himgself. He traces the beginning of his illness back to about
eleven years ago. Being a very clever lad, he became a schoolmaster, - .
and bad to do a great deal of mental work to qualify. Gradually he . -
began to fear that he had a serious disease, and was going to die of ' :
heart apoplexy. All of the-assurances and examinations of his doctor
could not convince him. For thif reason he suddenly left his

¢ : ,

* -



appointment and went home one day, seven years ago, being afraid that
- 44*4*f~W%ﬁfﬂﬁarfd~die—shOftinAAAfter thisghegeonsulted;every;possible—doetoryeggggggggggg
: and took.long holidays repeatedly, always recovering a little, but

‘invariably finding that his fears ‘returned speedily. These were

gradually reinforced by the fear of gatherings of people. He was also_

unable to cross large squares or go through wide streets by himself.

He avoided using the railway for fear of collisions and derailments,

and he would not travel in a boat lest e might ‘capsize. He was .

seized with apprehension on bridges and when skating, and at last. the’

apprehension of apprehension itgelf caused palpitations and oppression

on all sorts of occasions. :He did not improve after his marriage

three years ago. He was domesticated, good—natured, and manageable,
~only 'too soft'. On the way here, when he had finally made up his
. mind to place himself in our hands, -he trembled with deadly fear

&

(pp-270-27D). . | T

s i . ~

The second case Kraepelin presents is that of a thirty-five year old male

acrobat.

Asxhe (the patient) relates it, the apprehension comes on, with
K ’ ‘ violent oppression of the head, that he may, perhaps, blurt out
indiscreet remarks, particularly "lese majeste”, especially if he
finds himself in a large company of people, although it is altogether
contrary to his sentiments. -Sometimes the apprehension ‘becomes so .
great that he holds his pocket—handkerchief before his mouth so as not
to speak, but yet he has never said anything really punishable. T
During the last year he has, from preference, performed abroad, where ’
he had no fear of immediate arrest for an offence against the Enperor.'
Further, on closing,an envelope, he had that fear regularly that he
" - - - must- spit into it, -and- for- this reason left his,letters tofbeiclosed,ic” SN
by others (pp. 273-274). » Lot -

' o . <« -
Kraepelin argues that both patients-suffer from fears, the difference
between the two lying only‘in'tﬁefthingffeared: oo
The condition, therefore, differs ‘from that observed in our first
patient only in the fact that, in that case, the supposed danger
threatened from without, while here it is expected to arise from the
patient's own action (p.274)

-

European psychiatrists still group phobias and obsessions together but
. - . . . ’ i ——
instead of classifying obsession as a kind of phobia as Kraepelin did, the

European texts view phobia as a manifestation of an obsessional state. The "~

classification in Henderson and Gillespie 8 Textbook of Psychiattz (Batchelor,

PR

1969) is typical of that in use in Europe: -

Obsessional symptoms may take several forms - phobias; intrusive ideas

- + -



... or imges or rumination; impulses and compulsive acts.
' “A phobia is a recurrent intense, unreasonabierfearrassociatedf

ﬁ;& - with some situation or object or idea. The external focus of the fear
N varies according to the individual sufferer' s,history. The patient.
realizes that his fear is irrational, but he is dominated by it. If

he enters the fear—producing situation, anxiety, acute tension or ‘
-panic assail him. Various Greek and Lati“mes have been assigned.to

these phobias — agoraphobia — fear of open spaces, claustrophobia - '
fear of closed spaces and so on. - The phobia may be a fear of a

recurrence of an attack of anxiety with. pronounced somatic symptoms

which hds once previously occurred, for example, in a crowd *

(agoraphobia) or in a railway compartment or in a church

(claustrophobia). Or the phobia may be of dirt, or disease, or .

<= - ... animals, or _sharp instruments or many other things.“ The relationship

“with anxiety states is close, but the fear has the typical obsessional
quality (p.164). . o .

Psychoanalysts eschew diagnosis per se but distinguish_between phobias »—“ ’

and obsessive—compulaive reaction on “the basis of the psychodynami cs presuned

>

—

. to underlie each: : o ""; o :

In general the phobic reaction is characterized by anxiety that- haﬁﬁb
will come to the phobic individual from an external object or
situation, and the patient controls his anxiety by avoiding the
. objett. Furthermore, the important mechanisms in phobia formation are
,/9? . displagement, and the underlying conflicts are primarily oedipal in
’ ‘nature. This is, of course, in contrast to the obsessive—compulsive S .
. reaction, in which the patient fears that he will hugt others, his o .
“anxiety is’ controIled hy compulsive actg and by the hechanisms-of —— S
undoing and isolation, and the’underlying conflicts are predominantly
preoedipal in nature (Nemiah, 1967, p.925)."

The,approach_to‘psychiatric diagnosis in the United States has ‘until recently
reflected this Freudian emphasis on nersonality dynanics(‘ The Aherican -
_Psychiatric Association 's DSM—II (1968) definition of neurosis was clearly
psychological being based upon the psychoanalytic concept which regards a e
neurosis as a pathological way of dealing with anxiety. - The current trend in |

the United States, however, as reflected in the DSM—III is away from a

tonsideration of underlying dynami cs -and tqwards observable behavior. The

9

text of DSM-III systematically discusses each disorder with regard to _"Q’"
essential and associated features, in addition to, when known, usual age of

- onset, course,‘impairment, complications, predisposing factors, prevalence,
B R K - . * -
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sex ratio, familial pattern, and differential diagnosis. ;The American

distinction between phobia and Obsessive—comﬁnlsive disorder is maintained in
DSM—IEf?jbut the question arises whether this distinction, which hadrits roots'
in the psychodynamic basis of DSM-I and DSM-II, can be justified on the basis-v :
of observable differences. The lack of'clear?cut distinctions between |
obsessive—comnulsive disorder and agoraphobia with respect to other
synptomatology and natural history in the DSM-III descriptions of the

disorders is reflected in Table 1. L 4

-

The similarities of the syndromes, one to the other, are striking. o

fej:::ji::ieQEhabicipatientsfareipreoccnpiedtil ‘hesitate to use:;hefword1 obsessed,) with_miii,ii,
the feared object, they develop selective attention to anything resembling the ‘
feared object in their environnent. As Rangell (1952) noted, the phobic
patient becomes "married to the object. In order to avoid it his eyes seek ‘it
. out, he finds it in obscure places, he sees it with his peripheral vigion."”

Futhermore, obsessive—compulsive patients often have strong unreasonable fears

©

(1 hesifate"to’ﬁsewthe'wofd' “phobias™) - the fear of harming people or
babies, fears of swearing or making obscene gestures, fears of contamination
which lead to obsessive handwashing, etc. |

According to Marks (1978),

Obsessive—compulsive disorders are similar to phobic disorders in that
anxiety is a common accompaniment and there is often avoidance of ,
situations which evoke obsessive thoughts or compulsive rituals. They
differ from phobias in that the accompanying unpleasant emotion may .
not be anxiety but other forms of discomfort such as a semnse of
feeling dirty, contaminated or uncomfortable.. Another difference from
phobias ig that obsessive-compulsives frequently have a more elaborate
TN set of beliefs abou elr. thoughts and rituals. Finally,
: obsessive—compulsive discomfort is evoked not sc much by contact with

There have been attempts to distinguish between obsessives and phobics on

the basis of symptomatology, naf;ral history, premorbid personality and g o

10
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- Table 1-

N _,,,44gn:e§§44tig;4§ymptgmanand natural historv characteristics of
obsessive—compulsive disorder and agoraphobia as listed in DSM-III
(American Psychiatric  association, 1980, pp.226-227, 234)

Associated
features

7ng ‘atonset -

Obsessive—compulsive disorder - °

Depression and anxiety are
common. Frequently there is
phobic avoidance of situations
that involve the content of
the obsessions such as dirt or
contamination..

“Aithough the“ﬂisorder usually

begins in adolescence or early
adulthood, it may begin in
childhood.

———— ——Gourse——— - —Phe—course—is usually- ehrenife,'

Impairment

. Compliéatidns

Predisposing
factors

with waxing and waning of
symptoms.

Impairment is generally
moderate to severe. 'In some
cases compulsions may become
the major_ life activity._

Complications include Major
Depression and- the abuse of
alcohol and antianxiety
medications.

No information

- minor.

‘Agoraphobia

Depression; anxiety, rituals,
"checking”, compulsions,
or rumination is frequently
present. : .

Most frequently the onset is— — -

in the late teens or early

- 20's but it-can be much later

The severity-of the —
disturbance waxes and wanes,
and periods of complete
remission are possible. The
activities or situations that
the indi vidual dreads may
change from day to day.

During exacerbations of the
illness the individual may be
housebound. The avoidance of

being in elevators, may -
grossly interfere with social
and occupational functioning.

Some individuals attempt to
relieve their anxiety with
alcohol, barbituates, or
antianxiety medications even
to the extent of .becoming
physiologically dependent on’
theém. Major Depression is
another complication.

Separation Anxiety Disorder in
childhood and sudden object.

__certain situations, such as . = =

loss apparently predispose to
the development . of

P
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Agoraphobia.
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. Sex ratio '

. ‘ e e R S —en - B
The disorder is .equally cc§mmon The disorder is more - v
in- males- aﬂdwiemales'kﬁ‘éif ___frequent.ly diagnosed in women. -
- . ° % -
!
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‘response to treatment but mich of the evidence for differences is unconfirmed

iaﬁdabased on studies‘involving a smll number of patients.' In many cases

there have been contradictory findings and still other alleged differences are
the result of speculation or at best casual observation;- Beech (1974), who
edited what* was (ufitil Rachman and Hodgson's (1980) landmark publication) the
' definitive text on the,subject;of obsessional states, commented:
ltmis'.,.. perhaps'curious, in the light of lengthy and relatively
unrewarding investigations -of -obsessional disorder, how.very much our .. -~ .
formalized descriptions of the behavior of obsessionals has become
detached from reality. This may well be true of other kinds of
. ~psychological disturbances which have become embalmed by their
psychiatric labels, but the gulf between the phenomena to be observed
—.and the classical textbook . de&criptionslappﬁars to be wider for -
obsessionals than for any other group (p.3). T
A fairly recent generallpsychiatric text book by Redlich and Freedman
(1966) provides support for Beech' s contention. It contains numErous .
4 .
. statements which purport to be factual but which mi ght more reasonably be
called conjectural. For example there is no experimental evidence which could
Vlead one to join the authors in concluding that all obsessive symptoms are
regarded by the patient as strange, disturbing and incompatible with consclous
thought, feeling and striving. Another instance of confusion of hyPothesis
and fact stems from the authors' claim that all patients with obsessive
- symptoms show an obsessive character structure'(i.e., obstinate, orderly,
perfectionistic, overly punctual, meticulous, parsimonious, and frugal)

"It is conceivable, given the sad state of -our knowledge of obsessional

_states, as evidenced by Beech's comment above, that the distinction between

‘6bsessions"and‘phobtas“is*valid‘but‘thatrlackuofrsystematic"observation—and
Aanalysisghasgresultedginaa—£ailureuto~delineatemtheusyndromeslalonglmeaningiulll

dimensions. The question in any case, 1s clearly an empirical one.

< 2
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The null hypothesis %frthe present study_is that patients whose pfimary

cpmpldint is of a phobié;énd patienfs who seek E;eatment for an

obsessive—compulsive symptom do not differ with respect to other
symptomatology, natural historj of the disorders and premorbid personality.
Specifically, the groups .are compared on the following variables:

.- :
Symp tomatology ’

1. Obsessive—compulsive symptoms

2. Phoblas - =+, . S S S

3. “Anxiety

4. J'D"epression _ 7 B
‘5. Social adjustment . o | -

Natural histbry

1. Sex ratio

2. Marital Status

3. Age of omset

4. Prgc;P;;ating;faCFo;g 7 777' o ‘7i - %:,”'. o
5. ‘Course.of the disorder . ‘

6. Delay in seeking help

7. Mental disorder among relatives

i

.Personalitz

l. Premorbid personality type
2. Neuroticism and Introversion—Extraversion

The data used to measure each of these variablesrare described in detail

“in the "Method™ section (Table 11).

A gecondary hypothesis involves that subset of phobic patients whose main
. - ¢ - . )

_phobia is agoraphobia, defined by Solyom et al. as “fear of 1eavin§ home, of

14



being alone on ;hgiggreet, of'travelling hz car, bus ggﬁ;rain”rggo;ygglﬁfmfj;
McClufe; Heseltine, Ledwidge and Solyom, 1972, P:22).

Agoraphobia; which accounts for roughly 60% of all phobias seen at the

'_Mauaéley Hoépital in London (Marks, 1969), differs from other phobias in

several réspects. Most agbraphdbiés are women and severe cases have not only
B v . )

agorabhobia and other phobias, but also panic attacks, depression,

depersonalization, obsessions and other symptoms (Roth, Garside & Gurmey," :

1965). Snaith (1968) compared twenty-seven agoraphobic patients with

~7twenty—one patients suffering from discrete'bﬂdsiaé and found notable

differences in the intensity of the basic anxiety, thefremittingfcourse—oféthe;~~~

neurosis and the distribution of phobias.’ Factor analyses of the self-report

. LS
data of phobic patients have consistently yielded a distinct factor for

agoraphobia (Marks, 1967; Hallam & Hafner, 1978; Arrindell, 1980).
. This well-documented distinction between agoraphobia and oth;r phobias-

led the experimenter to compare the obsessive patients with agoraphobics

separately, as well as with the total group of phobic patients.

15



B. REVIEW OF THE LITERATURE

The. rewiew of the literature which follows suffers from the faét that
" some researcheﬁg and writers (Rzchman & Hodgson 1980; Marks, 1978) |
distinguish betwaen the two disorders while others (e.g., Kringlen, 1965;
bBatchelor,’1969) do nﬁt. Moreover, it is often unélear which diagnostic
r~concept the writer is ﬁsiﬁg. The published research on phokias &oes'ﬂof‘

suffer from this ambiguity but to the extent that some reports on

obsessive-compulsives include phobic patients, this review of the literature =

probably underestimates differences between the two disorders.

16



I. Symptomatology

Obsessive—con}pulsive symp toms
If phobia'is but one of several manifesﬁations of obgéssional disorder,

as Scott (1966), Batchélor»(l969) and Curran and Partridge (1969) suggest, one ..
would expect phobic patiénts to manifest many obsessive synptoméras weli!rr -
Orme (1965) and Berg, Butler and Hall (1976) provide some eﬁidence in support
of the view that phobic patienfs maniéest much obséssi&e»compﬁlsive R
symptomatology;' Orme administered two psychometric scales (measuring
‘obsessionality and emotional stebility) to a variety of psychiatric pa;ien&s.
As the 15 obsessional patients and the 15 phobic patients gave "almost
identical mean scores on both scai‘s”, accordiﬁg to the author, tﬁe results
Qere combined. In Eheir follow—up of 100 édolescent school-phobics,,Berg,
Butler and Hall (1976)>fbﬁn&7thétrﬁifhin the brief space of three ;eéfs; four
patients had deweloped obsessional disorders and anothgr 26 had‘“persistent'

neurotic synptdms including tﬁife of anxiety, depression'énd obsessions”

(p.82).. - ‘ |

Several sources, on the other hand, report that, among phobic patients, _ ya

-

agoraphobics alone manifest obsessive symptoms. According to Roth, Garside,

and Gurney (1965) and Marks (1969), agoraphobics often present, in add%yfon to..

a marked fear of goingAinto open spaces, panic attacks, fluctuating;ﬁild

depregssion, depersonalization, and obsessive thoughts and actionﬁ. Tﬁe

DSM-111 (Anefican Psychiatric Association, 1980) also lists 6§se381ve symp toms

as associated features of agoraphobia with or without panic attacks (300.21

17
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~and 300.22) but not of the other two phobia types, social phobia (300.23) and S

simple phobia (300.29). Under 'ASsdéiatéd"fEéfuféﬁ”“6f”§§§fﬁphbbta”it”13*;* -

. -
. -

stated that "...Depression, anxiety, rituals, minor 'checking' compulsions, or-

rumnation is frequently present” (p.226).

Phoblas o - | - ' - L

That fhobic avoidance is com@on in obsessive patients is conceded even by
those who maintain a“digtinction between the two,dis?xderé. Rad§ (1959), like
other psyéhoanalyéﬁé, separates the two syndromes onjthe basis of the.- 

psychodynamics presumed to underlie them. He observes that phobic avoidance

i

- is frequently seen in obsessive behaviofﬁgut iﬁéists that there is no

difficulty in telling the two disorders apart. “"We speak of phobia“, he

"writes, "when the clinical Ricfare is dominated by the avoidance mechanism but

E

other signs of obsessive behavior are absent. ' Analagous considerations apply

to the differential diagnosis between nonschizophrenic paranoid behavior and N

-

obseséive behavior™ (p.339). The DSM-III also distinguishes between phobic
disorders and obsessive—compﬁlsive disordef but under "Associated features™ of

R4
the latter it is noted: "Frequently there is phobic avoidance of situations

that involve the content of the obsessions, sﬁch as dirt or contamination”
(p.234). |

Pieces of supporting evidence fér the view thatQEFobias are n&t uncommon
.in obsessive patients can be assembléd from a humgér offinvéstigations of the™
natural history of obsessional disorders. Skoog (1959), for example, found
that his large sample ofm'anancastic”l patients was excessively fearfuland - .
five of Warren's (1960) 15-adoleseent~obsessional patients had “phobic - |

——

lAlthough the term “anancastic” is usflally used to describe the obsessive
personality, Skoog's use of the term refers to obsessive-compulei ve neurosis.
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symptoms at some time" (§182l). kringleni(lébil”nepgztgd thatogerSQ'pgr;entﬁ
of the 91 °bsg§819nal pafients inclﬁded in his series complained of phobic
symﬁtoms. Kringlen subdivided the obsessional patientg into four cétegories
and cong}udeq thét;one%third of the group MNad a mixture of obsessionél
thoughts, acts,‘and phobias while 19 percent had ”predominéntiy of solely
.phObias" (p.714). The;stability of the phobic symptoms is attested to byrtheA
fact that wheh‘theifollbw—up investigatidhrw;s ca:riéd‘zut, aﬁ'averagé of 16 .
years after admission to the hospital, no léss than 69'percent'of the -
. remaining 84 patients complained of phobic symptoms. These symptoms were in
fact the most commoﬁ complaint:at fbl1dwiup. Forty percent of Videbech's i:i,, G
(1975) 104 depressed obsessionals reported‘phobias. VOn the negative'side,
Wilner, Reich, Robins, Fishman and van Doren (1976) found asSociatedvphébias
in only 7 out of 150 severely obsessional patients.

Additional supporting evidence is found in the significantly high “
incidence of reported phobias-in the childhood of obsessional patients. Lo
(1967), for examplé; tgports:that 35 ééféehiibfwhiEWBQ;ogééééionéiApéfientsi7
had significant phobias during.childhood,‘and Videbech (1975) reported the
same for half of his 104 depresséd obsessional patients. Similarly, Ingram‘
Fl961b)ﬁreports'that 25 percent of his 89 obsessional patients had significant
phobias in childhood.

It has beenlsuggested, howeVer;ﬁthathithoﬁgh obsessive patients
frequently present with phobic symptoms, the phobias of obsessives différ in

two respects from those of patients whose primary complaint is phobia. In the

first place, the fears of obsessive patients have a-coﬁpélling,quality which

is absent in other phobias. While phobic patients have irrational fears, the

fears are only evoked by the fear-producing situation (being out of doors, -

Rd

v
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being near birds, etcetera), The obsessional similarly claims to fear certain .

éituétions but addiﬁionally'spendﬁ mich time scanning his environmént and
, _ : N } o
monitoring his own thoughts seeking the very fﬁi;:fes which are alarming to

‘him in his environment or thoughts. The obSéssi

féels compelled to check his clothing for its absence will- go on thinking of
e o ~ \ : - -
and looking for dirt in the cleanest possible situation, whereas the

“patient who fears dirt and

Bird—phobic patient will resfwzontent in an ordinarily bird—free house.

Secondly, the bhobiasrgffaisessive patients differ from those of ﬁhobic

patients in that typically the fear is not &f a given object or situation, but ..

rather of the rggults which are imagined to : ise from it. Thus the patient

‘who has an impulse to plunge a knife into his ifriend's or his own neck has an

uﬁdefstandable fear of knives and the patiént who must bathe and wash his
éiothes eve;ytime he is_”contaminated" understandably. goes to great lengths to
ravoid &irt. Marks (19785 refers to such secondary-fears as "obsessive
phobias” (therrating of "obsessive phobia” in the "description of present
illngés“ section of the PsychiatriérQuestionnaire—aisofrefers'to fear of'the'
imagined consequences arising from exposure to of contact with a given object
dr’situation). Because the fears of obsessives are, as a rule, cloéely bouﬁd
up with the patient's rituals, horrific temptationé,_pervasive doubt and
‘rumingtion%‘obsessiVe phobias often seem bizarre and aré not likely to'Be
found on the Wolpe-Laﬁg list of 72 common fears. The patient, for example,

who is troubled'by obscene thoughts whenever he looks at a naked statue

develops a phobia of miseums. Even where the content of an obsessiwe phobia

constitutes dhé ofiﬁhé”éléééiééi fears, the patient's fear can only be‘

- understood within the context of his obsessive thinking. Marks (1978)

describes a compulsive gambler, for example, who would not leave home



(agoraphobia) for fear that he would bet more and his wife would discover him.

N S

@

Anxiety-

The concept of anxiety is central to both theipsychodymanic and learning
theory'formhlations of the aetiology and maintenance of phobias and

obsessive—compulsive behavior. Mowrer's (1947) twocfactor theory of avoidance

learning assumes that phobic avoidance is reinforced by a reduction in the

t
|

anticipator&ﬁanxiety elicited (acquired through classical conditioning) by the - —-—-

feared object. Although clearly inadequate conceptually, most learning theory
explanations of compulsive behavior (Dollard & Miller, 1950 Taylor, 1963;
Walton and Mather, %964 ‘Carr, 1971) and obsessive thinking (Rachman, Hoa;;;;,r
& Marzillier,1970) assume that obsessive—compulsive behavior is instrumental
in reducing anxiety. Anxiety is also central to psychodynamic formmlations of
phooic avoidance and obsessive behavior. From the Freudiaanerspective,
phobic reactions and ohsessive behavior constitute defensive maneuvers which
serve as a means of obtaining relieflor”protectionmfrom,themintolerable
anxiety elicited by the conflict between hostile and sexual urges on thé one
’khand, and the threat of punishment, on the other. The primary’defensine —
strategy in the phobic reaction is displacement, substitution of the'original

‘object of fear by some other ooject, symbolic of the original object but
. .

easier to avoid. Isolation, the separation of the affective and ideational

components ofman;anxiety-prOVOking impulse, is the dominant mechanism in the

psychodynamic formulation of obsessive behavior. AIf isolation is completely

Successful the impulse and its associated affect are totally repressed and

the patient is consciously aware only of the affectless idea that iz related—

to it.
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Available dataron the relationship between obsessive symptoms and gnxiety

is contradictory. Several studies (Pollitt, 1957;'Wolpe, 1958; Walton &
Mather, 1964; Meyer, 19667 Carr, 1970, 1971) have concluded that coﬁphlsive s .

behaviors take place at high levels of anxiety and reduce this anxiety to a

i

tolerable level. Other researchers have observed that obsessive behévior,

-
-

contrary to what might be expected from either theory, increases rather than

decreases anxiety (Kanner, 1957; Walton, 1960; Hasiam,7196§; Reed, 1968;

Walker & Beech, 19693 Solyom, Zamanzadeh, Ledwidge & Kenny, 1971).  Similarly, =

Mellett (1974) noted that obsessional states did not appear to be defences

LY

against anxiet;-since anxiety was not produced (in his 20 experimental

patients) by unaggressive prevention of compulsive behavior nor was it
apparent when alleged deconditioning to anxiety asspciated with certain
situations was carried out.

- ]
Most texts list non-specific anxiety (as opposed to phobic anxiety or

anxiety associated with obsessiwve symﬁéoms), as a fgature ofrboth disorders
(Scott, 1966; American Psychologicaliéssociation,wL986),although,thereﬁis,édmeﬁ,”,m,, B
disagreement. The Cecil-Loeb iéxtbook of Medicine (Beeson & McDermott, 1963),
for examplé, claims that agxiety per se is not a prominent feature of |
obsessional neurosis as it is automatically controlled by‘the repetitive
thoughts and acts. : ' 7 . T

Many phobic patients have, in addition to their fear in the phobic -

situation, continued anxiety in the absence of the phobic object - so-called

4
free-floating anxiety. This is particularly true of patients with severe

agoraphb%lgiéﬁ&ithiswbackground of ahkiety, sometimes reaching panic

proportions, may be more distressing to the agoraphobic patient than are the

phobias themselves. Indeed, the DSM-III lists agoraphobia with panicdand

b ' 22



agoraphobia without panic attacks as separate disorders.' This difference in -

‘the intensity of generalize? anxlety between agoraphobic patients and other

phobic patients is documented in a number of studies. rsnaith (1968)lusing the-

Anxiety ﬁating Scale devised by Hamilton (Roberts & Hamilton, 1958) showed

: that patients with agoraphobia as their primary symptom are more anxious than

* patients whose primary phobia is some other object or situation.

Physiological measures of anxiety also discriminate between agoraphobics and g
specific phobics. Agoraphohics,and patients with,social phobias are,more,_ciimnriiiijcii
anxious than animal phobics, using either GSR habituation rate and GSR

fluctuations (Lader & 4ﬁng, 1966) or forearm blood flow at rest (Kelly, 1966)

‘as indices. ) - T - T

3

In an uncontrolled study, Rosenberg (1967a)7measured generalized anxiety
.

in‘a group of 47 patients who had undergone treatment for obsessional

neurosis, using Cattell's Sixteen Personality Factor Questionnaire (Cattell,

1962) and the Taylor Manifest Anxiety Scale (Taylor, 1953). On the 16FPF .

second—order factor of anxiety, the male obsessives had a mean score of 8 3 ﬁ ' .
and the females obsessives a mezn score of 6.9, compared with the general.
American population mean sten of 5.5. Rosenberg‘does not indicate whether

this‘repreSents a significant difference. On the test measuring manifest
‘anxiety the obsessional neurotics did not differ from a normal sample. The -

’ . ) - T » . - . ] F' o
majority of Rosenberg's’ patients were no longer undergoing treatment, however,

g ' . ./’”\

and "mogt considered that they had made reasonably good social and work .

adjustment” (p.472). His results, therefore, probably underestimate the

anxiety leveiS*ofruntreatedrobsessiVEApatients

phobic’patients is that of Mellett (1974), who compared the incidence of

23



somatic symptoms ‘of ten assoclated with anxiety in 20 obsessional patients who

£

‘Ed not responded to conventional treatment with 20 patients matched for age
and sex and snffering from phobias of such things as enclosed spaces, open
spaces, s{fiii;iéisrcourse, birds, and spiders. The symptoms particdlarly
7sought were: headache, diiziness, blurring of vision, trembling, abnormal

sweating, breathlessness,vleft submammary pain, palpitations, indigestion,

. nausea, Ppoor appetite, diarrhea, frequency ofrmicturitiOn and distnrbancerof

'&.

menstruation. Somatic symptons often assqc ated with anxiety appeared in the

comp laints of only four of the obsessional atients; whereas 18 of the 20

,,nhobic patients complained of at least two of the ahoyeiphysical _symptoms and

nine of the phobic patients complained of three Or more.

Depression

The classical textbook descriptions of,gbsessive—compulsive neurosis are

unanimous in the prominence they give to depression as an assoclated feature

7Of*tHéMaT§6fdéf,'but”fhé”bbﬁffﬁdiétdf?ﬂayailéﬁle dafﬁmﬁﬁWthéfféléfibﬁéﬁipﬁ’”Zﬁ“"’ﬁm”

between obsession and depression only supports Beech's (1974) contention that.
".sssthe gulf between the phenomena to be obserﬁpd and the classical textbook

L
descriptions appears to be wider for obsessionals than for any other group”

(p.3).
According to Black (1974), "depression is probably the commonest major
condition associated with obsessional iliness - but then it is itself a common

condition” (p.46). Both Nemiah (1967)_and Batchelor (1969) point to the

-~

™~

difficulty of differentially diagnosing depfession with obsessional features

(about 20 percent of patients with depressive illness: have

obsessive—conpulsive symptoms, according to Nemiah) and an obsessional state .
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with secondary depression. Nemiah, in fact, sees the two disorders as two

ends of a single continuum. "As in the ‘case of the phobic reaction", he
writes, "pure‘depressive disease and the pure'obsessive—compulsive reactionib
represent two ends of a spectrum that spans an -intervening stretch of'eiinieai
states with mapy features shared in'conmon; (p.926). o N
There is in fact a theory (Beeeh & Perigault, 1974) that postulates the . %/‘
. : L .o

- primacy of mood disturbance in the causal link which culminates in the

V:obsessive thinking or compulsive behavior. According to this theory,

«eeesthe individual who isvsubject to massive, unsolicited mood
changes is prompted to explain these experiences and, in the absence -

" of any 'real' external cause, will create a fiction or pathological .~ =
idea (such as that concerning some source of contamination) and’ '
abnormalities of overt behavior (e.g., rituals or avoidarce behavior)

which are consistent with these ideas {(p. 115)

‘Other writers (Nemiah, 1967; Yaryura-Tobias & Neziroglu, 1981, Referénce NoteA o o
1) while acknowledging that depression is common in obsessives,'see the
depression as secondary in that it is the result of an inability to control’
the obsessions and compnlsions that have domdnated the patient 8 life. |
Yaryura-Tobias & Neziroglu (Referenee Note 1), in Support of‘their view of the
secondary role of depression point out that antidepressant agentsvreduceh
depression in obsessive patiente but do not ameliorate the
obs essive—comphlsg.ve symptoms. -

The data to support or-refnte the textbook relationship between

depression and obsession, what 1itt1e'there are, are contradictory. Evidence

in favor of the proposed causal relationship between depression and- obsession

<comes- fromeidebechf(49?5%—who~studied—%94—depressedgbstggananeastieggDanisb

om 23

percent to 66 percent of all cases, during depressive episodes. On the other .

hand, 55 percent of Rachman & Hodgsonfg (1980) series -of 83robsessional
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patients were seemingly free of depressive complaints at the onset of the

disorder. Indirect evidence of the correlative kind is equally contradictory.
‘ Kiloh and Garside (1963) found a significant correlation between the presence
of obsessional symptoms and reactive depression but Rosenperg (1968) found
'that depression was no more’ ‘common, in obsessive neurotics (N=144) than in
anxiety neurotics (Nh144) and the latter group attempted or committed suicide
significantly more often than did the obsessives. Similarly, Kringlen (1965)

found that, among his patients, four times as’ many nonobsessional neurotic

controls were subject to mood swings (20 controls to a mere 5 obsessionals).

Depression is said to be a common symptom in all phobicrpatientsi(§naitnl

1968; Nemiah, 1967), but it is a prominent feature only in agoraphobic

patients (Roth, Garside & Gurmey, l965). According to Marks (1969),

|
e

agoraphobics, unlike patients with social‘or specific phobias, complain of
"depressive mood, crying spells, feeling hopeless, irritability, increased-‘
anxiety and panic attacks, lack of interest in their york, difficulty in
falling asleep; mild retardation -and suicidal ideas-may occur but -severe -
retardation, nihilism and bisarre delusions are not a feature” (p.139). This
idifference'is reflected in the 1980 revision of the American Psychiatric
Association's Diagnostic and‘Statistical Manual (Anerican Psychiatric
Assoéiation, 1980) which lists five different phobic diagnostic categories:

(the 1968 version had only one phobia category, phobic neurosis): agoraphobia

with panic attacks, agoraphobia without panic attacks, social phobia, simple

phobia and unspecified phobia, but lists depression as an associated feature

of agoraphobia only. B
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- Social adjustment

Obsessive-cdmpulsive disorders caq be "malignant™ or "benign”, according

to Rachman and Hodgson (1980). 1In someAinstaﬁces'virtually all of the

- X .

. \ : "o o
person's waking time is devoted to rumination and .carrying out compulsive

rituals. Rachman & Hodgson refer to such people as "full-time obsessionals”.

"At its.mdst'malignant, they write, "the damage and suffering caused by fhe
disorder are equal to or -exceed that produced’byAanQ other/péychqlogical
disofde;; (p.57). - o

At the other extreme, some patients; the'"part-timers“, succeed in making

W&ipggdﬁetiqg'agd,égg;gggigg life for themselves, in spite of their obsegsioﬂaLW :

disorders. Lewis (1965) has pointed out that "the social efficiéﬁcy of an
obsessional maybhave little discernible relation to the characteristic
symptoms of his neurosis™ (p.300). He.quotes the obsessionAI problems of
Buny an and Luther as illuétrations of “how energy and achievement can be
compatible with ﬁeréistentrsevere obéegsions",(p.302). |
Two studies ‘(Kringlen, 1965; Rachman & Hodgson, 1980) have documented the - -

extent to which an obsessional disorder can interfere with the pérson's |

. . <
capacity for social, occupational, and sexual‘édjustment, but the patients in
‘both studies were by no means represehtativé.of‘allkobsessives. kringlgn's 91
pafients wére‘all iﬁpatients at a Norwegian universi;y psychiafric hbspit#IfVﬁ"

and all 83 patients in Rachman and Hodgson's series had had previous

psychological andapSychiatfic assistance at other institutionms. Alfhoughrthé

degree to wﬁich the synptoms can pervade and dEiniEQEe virtually every aspect

of the patiént's life.
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9 Kringlen asSessed the social and‘occupational adjustnent of his patients
13 to 20 years after the time of their first admission to hospital;
Thirty-three of his 91 patients had been admitted to. hospital for psychiatric ’
treatment during the follow—up period and 34 of the 9l patients were worse or
unchanged at the time of fOIIOqup. Only 19 were‘nuCh impnoveda Only 23 of )
the 38 males and 32.of the 52 females were married. The marital adjustment of
these 55 couples was “extremely bad” in 7 cases and "bad” in andther 18. Only
28 percent had never had reduced wdrhing capacity\on accdunt oi their illnesS};

while 65 percent were impaired to some degree and 7 percent were severely

impaired at some time during the follow-up period. Nearly 40 percent of the i

patients/- 13 males and 20 females ~ were living rather isolatedly without any
normal contact'with friends; less than 20 percent could be sa&d to have an
apparently normal social life.
',kachman andhﬁddgscn paintian equally bleak picture of the social : .

justment of their patients. Of the series of 83 patients on whom they have
detailed information; 37 exhibited an obsessional life style (s8o.called
“full—tine" obsessionals). . Only 6 of the 83 had successfully ‘managed to
contain their problem, and the remaining 40 patients displayed moderately
distorted life styles. As a group they/were significantly less snccessful in
establishing or maintaining satisfactory personal relationShips'and7a ‘ v
disproportionately high'number were single, separated or divorced. ‘According
te Rachman and Hodgson,

Although many of them were highly intelligent and even gifted people,
their productivity was low because of . the damaging effects of their
disorder. Most of them had required extensive professional help, and
many were entirely unable to support themselves financially. In a
significant majority of cases, their freedom of travel was impaired,
and some of them were almost immobilized. A significant minority were.
obliged to avoid entire sections of the city in which they lived, or

entire regions of the country. In the most extreme cases, the
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immobilization was so severe that they were obliged to spend a large
part of each day sitting in one comparatively safe spot (p.61).

The degree of social maladjustmgnt in phobig patieﬁtS'ig'variﬁbIé Eﬁd‘
depends upon the naturai charactériéﬁics of the ﬁhbbic object o:'siiuétion;
At one end of the spectrum, specific phobias of rare easily avoided stimuli,
such asISnakes, resglt in little impairment. Social phobia, although rarely | : ‘f
iﬁcapacitating:in itself, cCan inhibit the advancement of persons whose
occupations require that they socialize edsily and speak publicly. At the

: , ) . g , .
other en of the spectrum, severe agoraphobih,'By definition, is

incapacitating. Durfng exacerbations of the &isorder, the individual may be

liferally housebound and nonfuncfional outside of the home.
Summary of Review of the Literature: Symptomatology

1. Obsessive-compulsive symptoms

Among phobic patients, agoraphobics alone manifest obsessive symptoms.

2. Phobias .
i
Although obseesive patients frequently present with phobic synptoms, the

-

phobias of obsessives, because they are as a rule closely bound up with the
patient's obsessive preoccupation, would not be expected to be similar in

content to the fears typical of phobic patients.

3. Anxiety

The evidence bearing on the questienge£~whetherwanxietyﬁhrarprominent— S —
feature of ob&essiYEfcnmpquiye disorder or nhathex,;he”anxiety of obsesgives . .

is automatically controlled by repetitive thoughts and acts is contradictory.
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Many phobics, particularly agnraphobics, experience, in addition to anxiety in
the phobic situation, free—floating anxiety. The only direct comparison-of--
anxiety in the two disorders revealed that phobic patients complained of a

s

wider range of somatic symptoms associated with anxiety than did obsessives.

4, ﬁepression

Although'it is unclear whether depression among obsessives is a cause or
an effect of the disorder, there is agreement in the literature that
depression is a prominent feature of obsessienal,states. Although depression
is said to be a common symptom in all phobic patients, it is a prominent’

feature only in agoraphobic patients.

5. Social adjustment f

t

Although some obsessive-compulsives(e.g.,Bunyan and Luther) can be very
socially efficient despite their symptoms, the maladjustment of social -
‘ functioning in most obsessives is profound and pervasive. The degree'of
social maladjustment in phobic patients is variable; with; at onelend of the
spectrum, little impairment in patients who fear specific, easily avoided
stimli and, at the other end of the continuum, semere impairment in the

housebound agoraphobic.
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II. Natural History o .

‘ “The'naturaluhistory of a condition ié, simply,.éﬁ account of its
development in tiﬁe, from beginning to end” (Black, 1974, p.19). The term is
used here in its broadest sense, to include, for example, characteristics of

)

the patient's relatives.

Ingram's (196la) view that foﬁ the available evidence there is novreason
"to suppose that womén are mofé diéposed to-pbsessional disorders than men” is
confirmed by a tabulation by Black (1974) of eleven studies (Pollitt, 1957;
Register—General, 1953; Rudin, 1953; Muller, 1953; Blacker and Gore, 1955;
Ingram, 1961b; Greer and Cawley, .1966; Lo, 1967; Kringleﬁ, 1965; Ray, 1964;
Noreik, 1970) which éhows a total of 651 mén and 685 women, a ratio of 49:51. .
Among phobic patients females predominate. The repor;g@igyoporiééﬁ oﬁﬂ
females among agoraphobics ranges from 63% to 1002 - 63% in the Snaith (1968)
series; 81% in the Klein (1964) series; 89% in Tucké¥'s (1956), Marks &
Gelder's (1965, 1966) studiés; and‘the 1963 study of Warburton (cited in
ﬁarks, 1969); and 100X in the Bignold (1960) series. Among animal phobics the
preponderance of women is even greater than in agoraphobia - only one man was
noted in a series of twenty-three p#tients»from the Maudsley Hospital (Marks,

1969) — although animal phobias are common in both males and females under the

age of ten (Rutter, Tizard & Whitmore, 1968). The female preponderance among
social phobics is smaller than in agoraphobia or animal phobia (60% according - .
to Marks &\Gelder, 1966) and social phobias are among the commomest phobias to

be found ngst men. No explanation for this is obvious.
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Marital Status

According to Black (1974), the few papers reporting the prevaleﬁce‘of
marriage in obsessional patienté agree that a large propértioprof these
patienté remain unmarried, ovef 50% in some surveys (Rudin,.l953; Blécke; &
VGore, 1955; /ngram, l96ib; Kringlen, 1965; Okasha% Kémel & Haésan, 1968).
Ingram (1961b) reﬁorted significantly moré’single obsessional patientsa(SIZ)r

, ) , , . .
than anxiety neurotics (27%) and Blacker & Gore (1955) found that more -

- . . b
obsessional me% were single, compared to other neurotic males.: Both these

papers note apsubstantially,highercproportion of pﬁmarrieq obsessiohai men,
68% and 53% resbectiveiy, than Vomen.'rTheré is also one-report‘(ﬁare;”Price &
Slater, 1972) that both malé and feﬁale obsessioﬁai patients, when Fhey do :
marry, tend to ﬁarry'é£ an‘o1der age than do 6ther~types of patienté, a fact
that couldféxplain the relatively high’propoitions of unmarried obsessionals
in the surveys cited above. ‘

é“th‘?il’, in the preface to his translation of Stekel's "Compulsion and
doubt™ tl§49);.suggests thatvmanf obsessives remain unmarried‘ﬁecause fhey
"cfave freedom and independeﬁce" and therefore avoid "“the 'compuision' of
matrimony” (p.17). Mofg parsimonious is Ingram's (1961b) interpretation of = -

>

the finding: that it reflects the sbcial incapacity caused by severe
obsessional illness.
Among phgbic patients, only those with social phobias, not éurprisingly,

tend to stay single; half of the 25 social phobics of Marks and GelgCi (1966)

were not married, but the mean age of this group was only 26. 0Of the 24
animal phobics presented at the Maudsley in the last dee&de~0ﬂ1Y*29%“Wef¢*'i

never married and an additional 15X were divorced or separated at the time

13

N
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they sought treatment.

In a series of 47 phobic patients,; of whom all but -

four were agoraphobic, Solyom, Beck, Solyom & Hugel (1974) report that 68%

were married.

Age_g{ onset

_Defining the onset of a disorder is an arbitrary process.

Even assuming

that patients can usually date the first symptom fairly accurately, this 1s

not necessarily tantamourft to the onset of the disorder per se and in

obsessional and phobic conditions, precursory phenomena tend to blur the

picture (Skooé, 1965).

In the Psychiatric Questiornnaire (one of ‘the assessmement insttnmentei

used in thevpresent study and described in the method section) a ﬂistinction

is made’ between the age at which the first 6bsessive or phobic symptom was

experienced and the age of omnset of an unremitting train of obsessional or

i

-

phobic symptoms for which the patient ultimat

é&y sought professional help.

» Both ages are recorded in the Psychiatric Queetigui:ire but for the purposes

of this study the onset of the disorder is defined as the age at which the -

symptomatology became continuous.

Published accounts of the natural history of obsessional states agree

‘ that the age of onset for obsessions is late adolescence and early adulthood.

On average, the first symptoms of obsessional illness appeaf‘in the early
twenties. According to Black (1974),

Lo (1967) found the mean age of onset to be 23.1 years and Ingram
(1961b), 24.7 years (compared with 32.3 years for hysteria and 32.2
years for anxiety states); the mean age in Pollitt's (1957) series was
a 1little earlier, with virtually no difference between men (20.2

skewed: the highest incidence of first symptoms occurs between the -
ages of 10 and 15 years, by which time the i1llness has started in
nearly a third of cases; by age 25, over half of the patients have
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stptomSIAﬁdgby 30 nearly three-quarters (pp. 37-38, based on data
from Rudin; 1953; Pollitt, 1960; Ingram, 1961b; Ray, 19643 Kringlen,'
1965 Skoog, f965 Lo, . 1967 and Noreik, 1970)

_Less than 5 percent of the patients report an onset after therageﬁof 40,
according to-Rachmn and Hodgson (1980). |

~ Agoraphobia usoaily begins in young adult life ,between 18 and 35‘years ofr
aée and is rare in childhood (Rutter, Tigard-& Whitmore, {968).~ The mean age
of onset 'was 24 in the Maudsley Hospital series and 28 in the “"Open Door" (;
British club for agoraphobics) sample (Marks, 1969). Social phobias start
mostly after puberty, between the agee of 15 and 30, with:a mean onset age of
19 years. The distributidh‘for onset»age of social phobia is not dissimilar |
from that of agoraphobia, very few social phobias etart after-the age of 30
(Marks & Gelder, 1966) and no cases were gound in a large survey of children
aged 10 and 11 (Rutter, Tizard & Whitmore, 1968). The greéat majority'§£~~
animal'phobias; which cohstitpte only 3% of all phobias treated (Marks, 1969),
start before the age of 7 and very few begin'after puberty though such cases |
do occur, for example, after dog bites (Freidman, 196§). No data on the age

. v Y . 4 :

:

of onset of other specific phobias are available. - e

-

Precipitating factors

The i&entification of precipitating factors depends on the particular

criteria used. Black (1974) states, ) pp'_ T L )

Taking definite evidence of adverse change in the physical state or
environment -6f the patient within six weeks of onset of key illness as
their yardsti?k Greer and Cawley (1966) reported precipitating ‘
factors in 30°“percent of 23 patients with obsessive-compulsive
reactions, compared with 55- percent of 162 patients with other
neurotic illnesses. Defined as events considered significant within
six months of omset, Lo (1967) noted precipitants in 56 percent of 88
patients, while Ingram (1961b), extending this periodfto a year, found
them in 69 percent of 89 cases. The incidence in Ingram's controls

46 percent. Rudin (1953) considered precipitating factors to be
si ficant in 58 percent of 130 cases, Pollitt (1957) in 66 percent
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of 141 cases, and Kringlen (1965) in 59 percent of 91 cases (pp.
38-39). , 7 - R

[

The types of precipitating factors most commonly described in - . __

obsessive—compulsive patients are sexual and marital difficulties, pregnancy

= ’n
P

and delivesy, and illness or death of a near relative, but there is little
agreenent on the absolute or relative importance of these. ﬁAccording to Black
- (1974),

Muller (1953) and Pollitt (1957) agree that sexual and marital
difficulties are most frequent and the preponderance of sexual factors
in Pollitt's obsessionals - 30 percent of all precipitating factors in
this group - was significadtly greater than that in his controls - 3
percent. Ingram (1961b), however, found the incidence of sexual or
marital precipitants in his obsessional and control patients to be
little different - 19 percent and 23 percent, respectively. Pregnancy
"and delivery, on the other hand, were the most frequent in Ingram's

' controls; the incidence was particularly gh in the 19 married women,
9 of whose obsessional illnesses were precipitated by these factors.
Nevertheless, in Pollitt's patients, pregnancy and delivery were only
modestly represented, in 11 percent of obsessionals and 10 percent of
controls, and were also found to be unimportant factors by Lo (1967)
and Balslev—Olesen & Geert-Jgrgensen (1959). Muller (1953) and
Pollitt (1957) noted that illness or death of a near relative often
seemed to provoke the onset of obsessional illness. Pollitt found
these to account for 15 percent of all precipitating factors in the

- obsessional patients, compared with 2 percent in controls. Ingram
(1961b) observed a similar incidence, 18 percent, but in his study
this was matched by 25 percent of controls. The most frequent
precipitants in Lo's (1967) series were frustrations and overwork;
these constituted 32 percent of all precipitating factors and might be
thought to represent the particular cultural and socio—economic
stresses to which many Chinese in Hong Kong are exposed. (p. 39)

™~ study, occurring in 24 percent of his C88§ and 10 percent of the ~—— - —

Figures given about the frequency of precipitating factors at the onset'
of agoraphobia range from 10%¥ (Freidman, 1950) to 83% (Rothy1959), which
reflects.disparate interpretations about what should be regarded as a
precipitant. 'Nevertheless, a substantial number ofvagoraphobias clearly start

after a major change in the patient 8 life situation, e.g., serious illness in

&

the patient or relative, acute danger or discomfort, leaving home,

bereavement, engagement, marriage, pregnancy, miscarriage, childbirth, or
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with almost any other condition, agoraphobics often regard some trivial event

as the trigger to their disorder, even though such events might previously

have'occurred'without undue ﬁishap“ (p.128). He discounts the significance of

these identified precipitants: -
Since a-multitude,of events can precede agoraphobia it is likely
either that such precipitants act as non-specific stressors in a
patient already liable to the disorder for some reason, or that the
disdrder was already present but hidden until the stressor elicited or--

exacerbated it (p.128). .
Solyom, Beck, Solyom & Hugel (1974) agree wjegr;arks' view of the role of

precipitants in agoraphobia: ' R - - . . R

It is obvious from the list of precipitating factors that there is no
direct relationship between the precipitating factor and the content
of the phobia. A patient might become agoraphobic after a sudden fire
in the house or after witnessing the death of a friend. There is,
however, some correspondence between the precipitating event and the
content of the specific phobias, as when a bee sting leads to an
insect phobia (p.73). : .

Most social phobias, according to Marks (1969), develop slowly over a number

phobias, as meﬁtioned earlier, usually begin in childhood. Adults whé suffer
from animal phobias usually canndt remember any brecipitating event because
the origins of such phobias are usually lost in the midst of early childhood
memories but a few can be dated to specific incidents. Marks (1969) describes
the interesting case éf a bird phobia which began after a child posing for a

photograph in Trafalgar Square took fright as'arbird alighted on her shoulder

 of months or years, with no clear history of any .precipitating cause. Animal

™and she couldn't ypverflthghggsultant photograph preserved the record of the

origin of her phobias!:



Course of disorder ff, , - - s 'i;i”
T o - 77777 - - ) VAti" T ( o ‘k.‘v B

According to &lack (1974), “Four types of initial course of obsessional -

states were recognized by Ingram (1961b). constant with progressive T

%
worsening, constant and static, fluctuating but never coqpletely synptom;free;

and phasic, with one or more remlssions” (p. 40). These categories, which

-

Solyom incorporated in his Psychiatrie’Questionnaire, were also used by Ray

PR

(1964) and Lo (1967). As can'Be seen in Table 2 below, the distribution in--

by 3 -

these English (Ingram), Indian (Ray) and Chinese (Lo) samples is strikingly ' ~

\

“gimilar. In from 38 to 46 percent of the cases the course‘was fluctuating or .

phasic. Kringlen (1965) used slightlg different categories,but,obtained,;iii;,iiiiiQ

similar’ findings. In an‘unusually long follow-up - a mean of 30‘years after"
onset —gKringlen found that 31 percent of his series of 91 patients were
ufichanged throughout the follow—upiperiod; a further 27 percent showed no
change for some years, then gradually improved; while another 6 percent made a
continuous improvement; 28 percent ran a fluctuating course, with orbwithout
periods of complete remission;WandLS‘percent’showéa”confinuédfwofséﬁingif*ﬁ"””"
| According to harks,(1969) the course of agoraphobia differs‘from that of
other phobias in that "if (it) persists longer than a year, (the course is) \
fluctuating with partial remissions‘and relapses for years” tp:llO), the

course of animal phobias and of miscellaneous specific phobias he'describes as. b
;continuous“fa the course of soclial phobia as “fairly continuous".~ Snaith's‘
(196‘; data su;\bgt‘uarks characterization of the course of phobias. Snaith
conpared the course\of the disorder of 27 agoraphobic patients and of 21

patients whose primary fear was focussed on some other object or situation.

VSnaith dichotomized course into either "continuous” or "remitting" (defined as

"a complet&~remission of all symptoms”, p.686) and reported that whereas'only oz

37



!
i S
, ! 7 Table 2
- 3 .

Percentage distribution of obsessional cases according to initial course of

& illness (from Black, 1974)
: i ~J ¢ : o
Type of Course Ingram . "Ray ' - Lo
; . * (1961b) - (1964). , (1967)
o o . N=89 | - N=42  N=88
- 1 = i . » - . . .
. ‘ Worsening 39 : 33
{ ; Conmstant 5 54 : -6l ' - 58
S i - StaC¥c - 15 S 28 :
B | " Fluctuating 33 - 2% | 31
Phasic : 13 . 14 ' 11

one of the 21 (5%) patients with other phobias had a remitting course, 10 of

the 27 (37%) agoraphobic patients had experiencedione or more complete
remissions. Soljon, Beck, Solyom & Hugel (1974) reported.that 23 of their
series of 47 (49%) agoraphobic patients had temporary remissions.

There has been much ‘discussion in the 1iterature about the causes of

these variationsrin the pattern and severity of symptoms. According to Black

(1974), ;j

Improvement may occiur (in obsessives) when tension is reduced or when
the patient -has to deal with new external difficulties (Pollitt,
1957). The beneficial effects of religion were pointed out by Muller
(1953);...(and by) Ray (1964), who found in a study carried out in
India that in patients with strong religiocus tendencies, dramatic
improvment followed pilgrimages involving the performance of some
expiatory rites. The disappearance or reduction of symptoms during a
patient's war service has been noted by Janet (1903, 1925),...an
improvement attributed by Lewis (1936) to the routine and 1ack of
respensibility (p. 42)

Black also notes that "Aggravation of symptoms may follow increased

responsibility, fatigue, recurrence of situations originally precipitating the

disorder, and any circumstances which increase tension (Pollitt,1969)” p. 42.



Pollitt's list of circumstances that exacerbate obsessional states is not at

all incompatible with the Beech and Perigault (1974) theory that postulates a

causal link between depressive mood‘and obsessivefcompulsive behavior.

Increased responsibility, tension and fatiguevcouldvresult in an exacerbation_
of obsessional states as Pollitt suggests hy causing a deterioration'in mood’
which, in turn, leads to obsessive thinking and compulsive behavior.
Alternatively, the mood disturbance may be secondary to the exacerhation in
Sobsessive synptomatology, as suggested by Nemiah (1967) and Yaryura-Tobias &
Neziroglu (1981 Reference Note 1)

With respect to remissions in the agoraphobic syndrome, Solyom, Beck,

Solyom & Hugel (1974) state.

P In many cases it was not possible to identifyx the causes of these
remissions; in some it seemed that more favorable economic conditions
such as moving from an unfamiliar to a familiar situation and other
changes for the better were instrumental in bringing ,about a gradual
lessening in the intensity of phoblas (p.72).

e /

Not all changes that lead to remission are changes "for the better",‘however;
'Kral,(1952),reported,remissionroﬁuphobicrsymptoms~among~patients~in~~"~'~*"" G
concentration camps.

%

Delay in seeking help

Black (1974) claims that, "...patients suffering from obsessional states -
tend to be more secretive than other neurotic patients and to postpone seeking
medical help until later™ (pp.21-22). Other writers (Rachman and Hodgson,

1980: Nemiah, 1967) acc0unt for the delay by the fact that since people with

PR - S

obsessive—compulsive synptoms are frequently able to work and earn a living

desplte marked limitations in their social life, their disorder may never be:

known except to their closest associates. Whatever the reason for the delay,
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the evidence for it is strong.. Pollitt (1957) found that 31% of obsessive

pati its sought help within a year but almost a quarter delayed ten years and
the mean delay was 7.5 years. Similarly; Lo (1967) found that 38% were seen
ﬁithin one year, although only one in twenty of his ser:ﬁes of patients waited
ten years. |

In Marks' (1969) series of patients.the average age of onset for

agoraphobia was 24 years and the average age at which professional help was

3
{

sought wasb'32 year's, a;‘cfélay of 8 years — almost identical to‘Poliitt"s'

ave'rage delay of 7.5 years for 'ob‘seesives.' Similarly, persons seeking help at
Maudsley for social phobias (Marks, 1969) delayed 8 years (age of onset = 19
'years; treatment age = 27 years). Animal phobics at Maudsley delayed even
longer - an average of ‘26yearsr (age of onset' = 4 years; treatment age = 30
years). This latter finding is proléabiy vmore a fu i tion of the signifiegntly
earlier age of onset of animal phobias- than to a deilay in seeking treatnent
per/.se. Most children aged two through four go thr}ough a bhaée when they are
. abit afraid”of anj.,mals,,.,' The great majority of chi*ldren rapidly -lose -this-
fear, however, and by the time they reach puberty, . -very few zchildren have any
fears of animals left at~all. A tiny minority do retain their fears into

adult life and "adults who complain of fears of animals usually say that their
fears began in childhood before the age of six or 'as for back as I can R
vremember"' (Mark_s, 19.78,7 p.120). Another poss»ible reason for tlie long delay
‘in seeking treatment for animal phobias, compared to :.the delay 1‘5 the case of

, P
agoraphobia or social phobia, ie that animals are easier to avoid than open

space (agoraphobia) or people (social phobia) and therefore the animal phobic

is less incapacitated and may elect to postpone theatment until convenient.
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{ Although the evidence cited above would seem to indicate that the

: ogsessives delay seeking help about as long as do agoraphobics and social
pﬁobics,_there are a number of dangers in comparing this variable across
studies. - PolIitt'si(1957) data is now 24 years old and one would have to-
assume that improvement of services and education in the interim has probsbly
reduced the 7.5 year mean waiting period before the affected persbn comes to
the attention of the health services. In addition the delay in seeking
treatment is a,functionrof how onset of illness is defined. 1If one defines
onset as the date of the first symptom, the delay in seeking treatment will be

onger than if one defines onset as the beginning of the unremitting train of

synptoms for which the patient ultimately sought help.

Mental illness among relatives

. Several authors (Lewis, 1936; Brown, 1942; Rudin, 1953; Mnller. 1953
Kringlen, 1965) refer to the raised incidence of personality disorders and
neurotic conditions among‘first degree relatives of obsessional neurotics,r;
according to Black (1974), but results of the only two controlled studies
(Brown, l§42; Gréer & Cawley, 1966) provide no support'for the assertion that |
the relatives of obsessives are more likely to be mentally ill than the
relatives of other neurotic patients. |

Black (1974) reports that Rosenberg (1967b), “investigating 547 first

degree relatives of 144 inpatient cases of obsessional neurosis,...found thst

phobias, depression and schizophrenia” (p. 26). Brown (1942) reported that

10X of the parents and siblings of his group of 20 obsessional patients

suffered from neurotic conditions, another 4% from psychoses and 26% from what
‘ , , -
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he refers to as “"anxious personality” — for a total of 40% of the parents and
B "‘\ : - - e B - - . ,,,,7, -

v

siblings.‘

Brown (1942) compared mental illness in the relatives of his obsessive

patiehts with mental ilineSs in 63Acases of anxiety stafé, 21 cases ofﬁ
hysteria and 31 médiéal inpatient controls. According to Black (1974), "The o
incidence-of all m;ntﬁl disordets waé no‘gréater in the relativésvof
 obsessionals (40%) thanviﬂ the relatives of.anxiety state patientéﬁ(45%) an&
’tﬁe overqll incidence of neurosis Qas'smaller;in-the reiativés}of obsessionals

(10%)" (p. 26). Similarly, Greer and Cawley (1966), who compared the

incidence of all mental disorder (not otherwise differentiated) in the parents

and siblings of obsessionals (53%) wifh the incidence in anxiety state
| patieqﬁs (43%) and hysteria patients (25%), foyngd no. significant difference ..
‘émong the three;groubs. |

According to Black (1974); “The.evidenCe for an increased incidence of

obsessional neurosis in the families of obsessional neurotics would seem to be

somewhat stronger but the significance- of the observations is-difficult to -

a9

assess in the absence of agreed operational definitions and of control data”
(p. 28). Although neither Lewis (1936) nor Kringlen (1965) ”'ported anyvcaseé
of obsessional neurosis per 'se in the relatives of their patients,l Rosenberg

(1967b) reported 0.4 percent, Brown (1942) reportéd 7.5 percent among parents
and 7.1 percent among'Siblings and Rudin (1953) found 4.6 percent and 2.3
percent, respectively. As Black (1974) points out, "If the prevalence rate of

obsessional neurosis in the general population is acéeptéd ag 0.05 peréent o

lLewis found that 37 percent of the parents and 21 percent of the siblings
had obsessional traits and it is possible that the obsessional trait figures
mght include a certain number of obsessional neurosis cases if judged by
different criteria. Similarly, Kringlen reported that 10 percent of his
patients' ‘parents were "obsessive™ but his use of the term "obsessive™ makes
it difficuit to know whether this refers to personality or neurosis.

&
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(Rudin, 1953; Woodruff & Pitts, 1964), clearly the incidence of this condition

in first degpgéirgla51vg3,reported by Brown (194?),'Rudin (L953) and even-
Rosenberg.(i9675) mst be regaft‘ as:sﬁbstaﬁtiaily raisedf (p. 28).

The incidence of psych;atrié disorder reéoxtgd in the:famiiy of
agoraphobic patients ranges fﬁom<21% to 45.4% (H;rﬁer:& Roth, 1962;'Robe;ts,
- 1964; Roth, 1959; Sol&om, Beck, Solyom & Hugel, 1»9»74"'); _The only available
control is the series of Harper_andrRofh (1962) wﬁo féundaghe 1#c1den¢e of
neurosis in the families of agoraphobics ("phobia—deperédﬁalization éyndrome“)
of 33% was significantly higher than‘in a contrdl gfoub of ﬁempo;al‘lobe
épilebtics. In the Maudsley series qf animpal ﬁhobics (Ha;ks, 1969) only 15%
had first Aegree relatives with the Zéme phobia as‘;he_patieni; 1Oz'haa
parents with psychoéis, and 20% thoughf their mothers were "nervpus”. Among

social phobics (Marks & Gelder, 1966), only 9% of cases had a first degree
- " L 4

relative with the same phobia as themselves, and none had relatives with a

different phobia. NQpe had close relatives who had had psychiatric treatment.

Summary of Review of the Litergtufe: Natural History

1. Sex ratio ¥
Obsesgive—compulsive disorder is equally common in males and females but

a;ong phobic patients females predominaté. The pfopoftibn of females among

J:

phobics varies from phobia to phobia. Among social phobigi?females account

for about 60% of the cases; the reported proportibn of females among

agdraphobics ranges from 631 to 100%; among gnimal'phobics.the femsle

proportion has been estimated to be 96%.
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2. Méritai status

A large proportion of obsessive-compulsive patients remain unmarried -
. over 50% in some gurveys. Among phobic patients, only those with social -

phobias tend to stay stngle;

3. Age of onset - -
The me an 5§e-of onset of obsessive-compulsiw disorder has been variously -
estimated to be ZO.Z: 23.1 and 24.7 years. The only available éstimates of

the mean age of onset of agoraphobia are 24 and 28 years. The age of onset of

N &

other phshias is reported to be youngerﬁthan for obsessive3~br agoraphobics - - L
19 years fdi\focial'phobics and less than 7 years for animal phobics.

/

4. Precipitating factors

Alﬁhough he identification of precipitating factors depends on ﬁhe
particular cfiieria used, one or more precipitating circumstances'can be
identified at ﬁhe,time of onset of the méjority (about 602'bf'cases when the
six months'preceding oﬁset'is takeﬁ as the critical peridd) of cases of
obsessive compulsive disorder. The types of precipitatiné circumstaﬁces most
-commonly»déscribed iﬁ‘zbsessive-compulsive ﬁatiéﬁts are sexual and marital |
difficulties, pregnancy and delivery, and illness or deafh of a pear relative;>
but thefe is little agreemeﬁt on the relative‘importance of these. A ) |
-substantial number of agoraphébias also clearly start éfter a major cﬁange‘in

the patient's life situation. Social phobias, on the other hand, develop

slsaly with no clear history of any prec;pitating cause and adults who suffer

from animalfphdbi;s uéuéliy cannot’reﬁémber anj’precipitating event because

the origins Of\such phobias are usually lost in the midst of eariy childhood
/\/ ) [y
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5. Course - : : . | ’

| The course of most obsessive-compulsive disorders is either‘constantly
worsening (362) or fluctuating (29%). The course of agqraphobia differs from
that of other phobias, according to Marks (1969), in that, if itrpersists
longer than a year, the course is “"fluctuating with partial remissions and
relapses for years”; the course of animal phobias andrmiscelaneous sbecific

fears he describes as "continuous” and the course of social phobia as "fairly

continuous”. : -

6. Delay in seeking help -

Although there are a number of dangersrin comparing delay in seeking help
across studies,-the available evidence would seem to indicate that obsessives,
7 agoraphbﬁics and social ﬁhobics all delay approximately eight years before
seeking help;‘ Animal phobics put off’taerapY’fbr:their fears an average o£"26”"

years.

7. Mental illness among relatives

The available data do not_permit comparisons with respect to incidence‘of
mental illness among the relatives of the three_groups of patients in the
present study, f&t the literature indicates that the 1nc1dence of mental
illness in the relatives of obsessives is not significantly greater than the
incidence in the relatives of anxiety statefand hysgteria patie;ts. The

1ncidence of psychiatric disorder reported in the family of agoraphobic

patients ranges from 21X to 45X - figures not unlike those for
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obsessive-compulsive disorder, in absolute terms. Amongisocial phobics and
animal phobics the incidence of mental illness in’ relatives is markedly less ) .

than in the other two disorders. ‘ §e,




&

"III. Personality variables

"~ Premorbid personality type
Studiesiof the premorbid personality features of - obsessive-compulsive.
neurotics reveal that the majérity of those ;ho develop an ébsessional iliness
h#ve shown pre&iously persbnélit& traits which are conventionally described as
constituting‘the obseésional personality,»(also.referred to as thebanancastic
or aﬁal'pérsonality) although the connections are by no means necessary or
éufficient. |
Janet'(i903) was one of the earliest writers to describe the obsessive
personality and his description has been expaﬁded upon by Freud (1908), Lewis
(1938), Mayer-Gross, Slater and Roth (1960) axhldrvalidated by the 4
factor-anglytié studies of Eérr, Rubinsfein and Jenkins (1953), Sandler angkrééi’.l
Hazari (1960), and Cooper and Kelleher (1973). ‘sandler and Hazari analyzed '
. the responses of 100 ﬁétients (50 males, 50 fémdles) to the Tavistock '
Seif—Aséessment Inyentory (Sandler,rl954). They extracté&d from the data tﬁe "
patients; sélf-ratings on a set'of‘40 items relaﬁing to obsessive—-compulsive
. character trgits and symptoms and shbjected fheﬁ to a centroid factor
analysis. ‘Two orthogonal factors emerged, which were then rotated through 45

degrees. The two factors thus identified correspond well to the obsessional

character traits apd qpsessive—éomguls}ygineq;q@;grsynptomglrggggribediby

earlier writers. Sandler and Hazari describe these factors as follows:
Factor A (obsessional character traits): Picture of an exceedingly

systematic, methodical and thorough person, who likes a well-ordered
‘mode of life, is consistent, punctual, and meticulous in his use of
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words. - He dislikes half-doné tasks, and finds-interruptions irksome. -
He pays much attention to detail and has a strong aversion to dirt.

Factor B (obsessional symptoms): Person whose daily life is disturbed = __

through the intrusion of unwanted thoughts and impulses into his
conscious experience. ' Thus he is compelled to do things 'which his

reason tells him are unnecessary, to perform certain rituals as part

of his .everyday behaviour, to memorize trivia, and to struggle with .
persistent 'bad' thoughts. He tends to worry over his past actions,

to brood over ideas, and finds himself getting behind with® things. He
has difficulty in making up his mind, and he has 1nner resistance to
commencing work (pp.119-129). - . : , A .

According’to Slade (1974), whether a single tf#iLAfacfor aﬁ& é*singlé symptbm
factor émerge from such factor analysés; or a number of both,,is{brobably/a
function of the range of behavior studied. | o .
Psychoanalytic theory regards the relationshi ‘between ;bseséi;nal
premorbid persoﬁality and obsessional.neurosis as a Decessary one. In i913;'“
Freud noted a distindtion between obséssivé-é;mpulsive' éurosis and
obsessional (anal) char#cﬁer. He sﬁ;ted that in the néuroéié_thefe is a
failureﬁin-the defense mechanism of représsionraﬁd repressed matériai emerges
;r thréétens fo emerge into consciocusness.  In the formatioﬁ of the charaéter
trai;s,'the,repression is more successful, attaiﬁing ixévaim by reaction
formation and Qublimation;rwih hig'éﬁsa&wonwcﬁéféétéi!gﬁdiahairéféziéigﬁ, he
deScribed the traits of,o;derlinesg, paréimogx, agd obétiﬂacy ;s’éon;tituting
the cardinal triad of the anal’charactér (Freud, 1908). 'In ’
obsessive—compulsive neurosis the successful repressipn reép&nsiblé for the
anal character breaks down and there is an idea, image or afféct that intrudes

into the patient's consciousness or an impulse to perform an act which the '

patient cannot resist. In this view, reflected in the psychiatric tef%books
- Y
/

KE

forty years later (Bennet, 1949; M§sserygp; 1946; Noyes,—1949),7§hg7§{§§g£ggggﬁfgi

between obsessional personality and obsessional illness is one of degree, with

the distinction between obsessional traits and symptoms based on whether or

not the characteristics are egosyntonic; traits are a source of pride and
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symptoms produce aniiety and tension. Some writers Qhé do not)endorsevthe
Freudian aetiological'assunptions (e.g., Marks, 1978) agree Qith theiénal§;;;:
however, that obsessional personality an& obsessional 3eurosis differ
quantitatively rather than qualitatively.

This widely held vieﬁ of the close teiéﬁionshib Eetween;obsessional
pe:spnality and obsessive—compuisiéé'neurosis réceives some support from
empirical studies but research has shown that the relationship is neither
neéessary nor sufficient. Very many normal people who never becomg i1l

'*exhibit excessive cleanliness, orderliness, pedantry and uncertainty.

Moreover, should the person with an obseqsional character suffer a breakdown

1

there is no é&idéncg to suggest that he will necessarily; or even frequently,
become an obsessional neurotic (Hayer-Gross, Slater, and Roth, 1960).
According to Batchelor (1§69), if the possessor of these traits is subjected
td sfress and breaks down, he is m;:é liable to develbp a depressibnior a
‘psychosomatic syndrome than an obsessional neurosis. Furthermore, some of
those who develop an ob;essiohal~neurosis~have~not~hadrobsessionalwpersbnélityrkw
traits. . Several guthors have tried to assess Fhe extént of obsessional traits
in obsessidnal patients before the onset 6f ;heir illness. Their findings

(from Black, 1974) afe sunmarized.below (Table 3). Kringlen's (1965) study is -
the only one that included da;a’on non-obéeésional Fontrols. Fifty-three
percent ofAﬁis nén-obsessional control patients showed moderate to marked

obsessional traits. This figure is significantly lower than the incidence in

Kringlen's obsessional patients — 72 percent.

PP

A most thorough éiiﬁié;lrétﬁdj of themsfémdfbid personality of obsessives

was conducted'b;VSEOdg (1959). He investigated 251 cases and classiffed them

into five personality types — the asthenic (obsessional), hysteroid, syntonic- .
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- Table 3

Incidence of obsessional personality traits in obsessional patients  before
illness .
Author Marked Moderate Moderate None Total no.
to marked ' of
: » . : . ‘patients:
A r & - 4 B 4 Z _
Lo (1967) 47 : 88
Ingram (1961a) 31 53 84 16 77
(31+53)
Kringlen (1965) 17 55 72 -~ 28 89
(17+455) :
Rudin (1953) 72 28 109
Balslev-0Olesen. & ) Co e
' Geert-Jgrgensen (1959) 64 36 61
Rosenberg (1967a) 53 47
Pollitt (1960) 34 115
Mean percentages 31 54 71 29

(cfclothymic), psycho-infantile (immature), and schizothymic (schizoid) types.

Skoog found that whereas the obsessional and the immature personality types

were more frequent among obsessives than non-obsessives, the hysteroid and

- .schizoid attitudés were relatively under-represented.

He considered that the

personality structure shaped the clinical picture, resulting in not one but

several clinical presentations of obsessional neurosis.

-

that "pure’

Futhermore;Ahe showed

‘ personality types were uncommon, and that qualities of different

‘types frequently occuired together in the same patient.

In an early atEemptgtogdistinguishrbetween“differentrtypes”of‘premurbtd‘*'

personalities in obsessive-compulsive neurotics, Lewis (1936) postulated two -

types of obsessional personality —

50
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o;her vacillating, uncertain of himself, submissive™ (p.328). 1In 1961 Ingram

attempted to recruit support for this but was only partly,éuccessful. Only 30

of the 77 patients he examined could be described as falling into one or other

of the two categories proposed by Lewis, of which twice as many were of the

submissiVe»Eype as were of the obstinate, morose type (Ingram, 1961a).

{  In sharp contrast to the plethora of research on the obsessional

» A -
personality, ‘1little is known about the premorbid personality of phobic

patientﬁ&r The premorbid personality of agoraphobics has been variously
described as “soft”, passive, anxious, shy, depehdent (Terhune, 1949; Tucker,

1956; Roberts, 1964; Roth, 1959). The Rg;ggnalit;gs of animal phobics in the

‘Mauds ley sefies (Marks, 1969)lwere described as anxious, dependent or shy in

35% of the cases and as sociable in 35%. According to Marks & Gelder (1966)

half of their social phobics were fearful, timid, or over-shy during their

childhobd. After puberty 45Z of these patients were relatiwve social isolates,

while 26% were social peréonalitiea; ' . .
-y :

B R " S B

- Neuroticism and Extraversion—-Introversion

An ;lterpative to the conventional psychiatric apprbach/;o the relation-
between personality and obsessive—compuléive disorder is to be found in the
generar?perqonalit; theory advanced by Eysenck (1947, 1957, 1967);

In the Eysenckian system there are three major dimensions of personality
- Neuroticism (N), Psychoticism, and Extraversion-introversion (E). Eysenck

(f967) has put forward a'thedri regarding the biological basis of the N and E

factors. Briéfiy, ﬁégéuggests that individual’differences in

extraversion-introversion reflect variations in the nature of the ascending

reticular activating system of the brain, while emotionality-stability:
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(neuroticism) is related to characferistics of the visceral brain (i.e.,

hippocampal stfuctd}es, amygdala, cingulum, septum and hypothalamus).
The reticular activating system is believed to be responsible for
non—-specific arousal in the cerebral cortex inlrésponse to external

stimulation. Eysenck postulates that this state}bf arousal is higher in

introverts than extraverts given identical conditions of external stinnlation..'

This differential in arousal is held responsible for all of the experimentally
B - T ~ , N ° ° °

7

observed differences between extraverts and introverts, for example the
relative speed with which introverts acquire conditionéd'reflexes;compared

with extraverts. The difference in,conditionability ig in turn held -

responsible for the different types of abnormal behaviour to which introverts
and extraveﬁts are relatively prone: emotional introverts show dysthymicl
symptoms such as obsessions and phobias because of their over—ready

conditioning to normally neutral stimuli, while the hystérical"aﬁd

psychopathic behavior typic_al of emotional extraverts results from a failure

,,7,of~the,conditioning:which constitutes,the;normalfsocializatiqhWprocessfinﬁme—f

childhood.

The prediction that introverts are more likely to develop”bbéessionsfand

phobias can be confirmed only by demonétrating, in a longitudinal study, that

5

W /
introverted children are more likely to develop obsessions and phobias than

their extraverted peers. Without such a study one cannot assume that elevated

lEysenck reférS'to people with high scores on both introversion and
neuroticism as dysthymic. This concept, formerly referred to as
psychasthenia, incorporates most of the neurotic disorders,-including anxiety

states, reactive depression, phobias and obsessiwe-compulsive disorder. 1In

i’Eysem:k's, (1957) words, "additionmal to the dimension of neuroticism, and-
orthogonal to it, we have another dimension, that of :
extraversion—introversion, which finds its prototype in the neurotic
population, in the hysteric-psychopathic (extraverted) and the
anxious-obsessional (introverted) type of personality” (p.88).

p
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neuroticism and introversion scores in obseSsivgsrand phobics reflect CausalA'

factors; the development of obsessions and phobias is an emotionally

disturbing and probably an introverting experieqeé}iénﬂiﬁherefore the'high'

scores on neuroticism and extraversion in these batients may reflect effects
as well as causes. Since no such evidence is available, one must consider the

weaker test of the hypothesis, namely, that the relatiomship should hold for

concurrent measures of the two dimensions in the two types of patients. There

. H

is good?é&idencertorsubﬁort-this hypofhésis.'

The evidence relating obsessionality to theée~two generél pgrsonality
__parameters comeé,froggxwgisources,,namg;xfgg;;g;ggiggalgagdfgnqup;diﬁiexéncer R
studies. A nupber of independent studiés have produced significant positive
correlations b;tweén obseséionality measures and a measure of neuroticism or
emotional stability (Orme, 1965;,Fo££es, 1969; Coope?, 1970; Kendell &

DiScipio, 1970) while a number of independent studies have found significant

negative cofrela;ions between obsessionality measures and a measure of

““extraversion (Foulds, v1'9'65'; ‘Barrett, "cilbéai-’ﬁe’eah’a'i.” & White, 1966; Kline,

1967; Forbes, 1969; Kendell & DiScipio,>1970); In some casés'the magnitﬁde of
A e

the correlations is so great as to account almost entirély for the variance

L

measured by the specific éﬁzessionality iﬁvéntories. ﬂ ’ )
The second source of evidence relating obsessionality to neuroticism and
extraversion-introversion comes from group—difference studies. Obsessional

patients have high N and low E scores relative to the normal group. The mean

Neuroticism scores of Eysenck & Eysenck's (1964) sample of 23 obsessional

patients and Rosenberg's:(l967a)'sample of 47 obsessional patients, 31.9 and

31.6 respectively, were sighificantly higher than the mean Neuroticism score
. ’ { )

(19.6) of Eysenck and Eysenck's (1964) normal sample (N = 1931). Likewise,

- s . . . -
- o~
k3
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the Extraversion scores in both samples, 19.5 and 19.9 respectively, were

significantly lower than the mean Extraversion score (26.3) of Eysenck &
Eysenck's normal sample.

Marks (1969), using data that are a composite of the results of Gelder &

Wolff (1967) and Lader (196@), reported that the Neuroticism scores of animal
phobics do not differ from those of normals. Agoraphobics and social phobics
have N scores that are significantly higher than those o£ animal phobics but
significantly lower ‘than those of anxiety state patients. None:of these

. groups of phobics, according to Marks, have Extraversion scores that differ

~ from the normal SaleEchEjél%,@IE,@QIG extraverted than:annietz 5F§t§4
patients (Table 4).

Although no direct comparison of phobic and obsessiue patients with
respect to neuroticism and extraversion is available 2 the data. presented here
ovide indirect support for the thesis that phobic patients differ from
obsessive pati?pts on these dimensions and‘that the label, dysthymic, should
not be applied to both groups*of’patients;'“Whereaswasenck &*Ejsenck‘s~(i964)
data on anxietf states (N = 32,3, E = 20.7) and obsessionals (N=31.9, E =
19;5) consistent with his unifying dysthymiauconcept, fails to discriminate
tne groups on these dimensions, the data summarized by Marks (1967) indicate

that agoraphobics, social phobics;and animal phobics all had lower scores on

2Although the neurotic groups (including those patients with diagnoses of

anxiety state, reactive depression, phobia, and obsessive—compulsive disorder)

that constitute Eysenck's dysthymic group were originally combined because all
of these patients scored high (relative to normals) on both the Introversion
and the Neuroticism scales, the means of each of the constituent groups on

these dimensions were not published separately. Eysenck (Note 2) states that
the means of the different dysthymic groups were not published separately for

a variety of reasoms: usually the differences on N and E among the constituent

groups were not significant; there were usually age differences among the
groups which complicated the picture as both E and N decline with age;
diagnoses are unreliable; there were very few phobics in the mixed groups that
he and his colleagues studied.
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Table 4

v

Mauds ley Personality Inventory
Scores of various groups

: Anxiety - Agora- = Social = Animal Normals
states - phobias phobias phobias: )
Neuroticism - 37%% . 30 29 21% 20
- Extraversion o 14%% 19 ° .19 : 24 25
: - ) : ? :
\ . % differs significantlyrfrom other psychiabric groups

E *k diffefs significantly from all groups

.

,fNeuroticism and higher scores onfExtraversion than did anxiety state patients.
Deduction from éhe Eysenck & Eysenck (1964) and Marks (1967) findings leads to
the prediction that the obsessives as a.group are more neurotic and less

z

extraverted than phobic patients. ‘ Z:;

VSummary of Review of the Literature. Personality Variablesrr

-

l. Premorbid personality

Studies of the premorbid personality features of obsessive—comnulsive
neurotics reveal that the majority of those who oeyelop an obsessional illness
have previously shown peraonality traits which are conventionally described as
constituting the obsessional personality althongh the relationship is by no

{
means necessary or sufficient; Little is known about the premorbid

‘personality of phobié*patientn.‘ 7 ~

2.'Neuroticism and Extraversion—introversion
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Deductions from the findings of Eysenck & Ezseﬁc&ﬁ&}ﬁ@ﬁlfqggﬁMarks (1967)

leads to the prediction that obsessives as a group are more neurotic and less

extraverted than phobic patients.
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I. Subjects
#
-y f*‘\
All 359 subjects in this retrospective study were, ‘at the time of
'assessment, patients of Leslie Solyom, a psychiatrist who at pPresent is
Director of the Bebaviour'Therapy-Unit at the Shaughnessy Hospital in
Vancouver, British Columbia, and Clinical Professor of Psychiatry at the

University of British Columbia (The curriculum vitae of Leslie Solyom can be :

found in Appendix é). The data,were collected duringwthe_sixteenfyear periodrm
from 1965 to 1980. One hundred fifty-nine of the patients presented with' |
obsessive—compu1s1ve>symptoms, i.e., rituals, rumination, horrific
temptations, and/or pervasive doubt (see Appendix B for definitions and’
examples of each of these symptoms),vas the main complaint;fin the other two
hundred patients one or more phobias‘%ere the main symptqms leading the person
tonseek treatnent;j'ﬁighty”of thebZOO'phohic'patients,ﬁere'diagnosedfag4
agoraphobic. Althouéh all of the‘patients vere referred to Solyom’by other
physicians who had already diagnosed the patients as elther obsessive or
phobic, the final diagnosis rested with Solyom. °

* Most of the patients (280)‘were assessed and treated at the Royal
Victoria Hospital in Montreal where Solyom practiced from 1960 to 1971 and |

from 1973 to 1978. Forty three of the patients were assessed and treated at

the Ottawa General Hogpital where Solyom was employed as a staff psychiatrist

for a two—year period (1971-73) and another 35,patiepts were seen within the

context of Solyom 8 Vancouver practice at the Shaughnessy hospital during 1979

and 1980. The locale of assessment of one patient in the study cannot be

ascertained from the documents available in the patient's clinical file.
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II. Procedure

~

Psychiatrists and, to a lésserlexfenf, generél practitioners in the’r
community, aware of Solyom's interest in phobias.and'bbSessiona% s;atéé;
referréﬁiéo Hiﬁ‘patients who ;omplainedlof eithér irrational fears or
'obsessive—compuisive'symptomé. Upon receipt of a feferral; Sol&om'saw the
patient and conducted a brief clinical interview to confirm that the fears or
obsessive s?mp;ops fgyryhich the patient wag.refgrred-indeed represented the
clieﬁt's frimary patholégy and were not secondary to some other major disorder
(e;g., social phobias due to paranoid staté).v Jﬁdging from notes he made
during these intake interviews (available in ‘about half the files), the
interview focussed on (i) elabération‘of the patieét‘s complaint, (ii)
circumstaéces of onset, (iii) bagkgfoqhd information (e.g., living
,arféngeﬁentg, other family members) and (iv) prior psychological treatment.
Two of Solyom's intake notes (one on a phobic patient, Mr. K.R., and one on an
obséésive patient, Mr. I.Z.);'are fepfoduced in Appendix C by way of éxample.:

Having confirmed that thé irrational fear or obsessive symptoms for which
the patient was referred constituted the primary diagnosis and that the |
patient was therefore an gppfép}iate candidate fdr treatment of therphobia or
oﬁsession, Solyom then contacted the referring physician to accépt the

referral. 1In Montreal, the patient at this point was usually placed on a

waiting list, sometimes for seweral weeks, since the rate of referrals to the.

. serviéé, as éirulq,_exceeded thémE;pacity of the treatment facility. Only
when the treatment laboratory could accomodate the patient was the assessment’

packagé,’desé?ibed in detail below, administered and treatment initiated. In

i
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no case was group assignment of any patient in this series reversed on the
basis of initial administration of the assessment package or on the basis of
any subsequent assessment.

3

One hundred seventy of the 359 patients (most of them subjects in

>

‘\. .
clinical studies) were administered the assessment package again (in the .case

a
-~

of the Psychiatric Questionnéire, only the section in which stétomé are rated .
was repeated) at tﬁe time of treatment tefmination. S

The phobic subjects (N=42) in the desensitization—aversion relief
treatment comparison (Solyom, Heseltine? McClurE, Ledwidge;’& Kénny, l97la),*ﬁ
were assegsed on a third o;casion, atiphe mid—éoint of theif t;eatﬁent”ngrsgtr

During-the first six years of data collection (1965—1970) the;author was
\e;ployed by Solyom as a behavior therapist and research assistant. In these ‘T .‘
Lapacities'he assisted‘inrthe collection and énalyéis of the data usediin'the
preéent study,'administered béhaviqr therapy to many of the patients, and
collaborated with Sblyom in the preparation qf‘eight beﬁévipr therapy outcome
studies -involving phobieror—obsessive~patientsf(Solyom,—Garza—Perez;~Ledwidge, ‘Q . -
& Solyom, 1972; Sdlyom; Heseltine, McClure, Ledwidge, & Kenhy, 1971a, 1971b,
1972; Solyom, Heseltine, McClure, Solyom, Ledwiage; & Steinbérg, 19?3; Solydm,“
Kenny, & Ledwidgé, 1969; Solyom, McClure, Heseltine;‘Ledwidge; & Solygm, 1972;

Solyom, Zamanzadeh, Le&widge, & Kenny, 1971).

Assessment instruments .

«

I 4

With an ejW Eaﬁpossible retf;spective research such as the present study,

a Psychiatric Questionnaire, in the form of a semi-structured interview, was

administered by Solyom to all patients accepted for treatment, prior to their

©
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 first treatment session. 'In the case of some experimental patiénts, the

section of the Psychiatric Questionnaire in'which the patient's psychiatrié
symp t oms are rated wasrcompleted,by a second psychiatrist as well. At the.
time of this structuggd interview the patients were asked to complete a number

of questionnaires>(self—ratings of symptoms and pf social adjustment) and

persoﬁality inventories. The content of the Psychiatric Questionnaire and the

self-rating questionnaires, as well as the choice of personality inventories'

l ﬁo be used were dictated by issues raised in published research on the

'symptomatoldgy, aetiology, and treatment of phobias and obsessiongy.fSolyOm,

g

_treatmént of these

who has published extensively on the aetiology and

L . -

disorderé, developed the data package.

»

The following data were collected on all phobic and obsessive patients at

each of the assessment points (thoserforms not published elsewhere or

r

otherwise copyriéhfed, i.e., Psychiatric Questionnaire, Self—fating of

Symbtoms, Self-rating of Social Adjustment and General Information Sheet, are

‘reproduced;in Appgndix*D):

T

1. Psychiatric Questionnaire

— . s
.

2

This questionnaire was administered inrthe?farm'bf'a semi ~structured
inferview’by Solyom (and ifh some cases by a second psychiatrist as well). The

content areas of the questionnaire include déscription and ratings of phobic

—and—eb&éssive~symptomsjufaéiﬁgs fgetheégelinical~£eatufesg{depress1cn,

anxig;y*uhy3Lgrical43igns,4hjpnchnhd1iasis,4parannia);_ageggfgbnsetgand
circumstances of onset, codfse of the disorder, family background, significant

events in childhood, premorbid personmality, séxual1history, description of the
c .

. ‘ >
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marriage (if applicable), employment history, general interests and hobbies,

participation in group activities, teligious involﬁement, prior illness

\

(somatic, psychological, and psychosomatic), prior treatment and its’outcome}
The Psychiatric Questionﬁéire'forAphobic éatien;é differgd from thét used with
obsessive‘pétientsi(a copy of which can be found rn.zppendix D), only to the
extent that‘thé‘ratiﬁgs of obsessivé symptoms on.the phobic version of the
questionhairerare g?oupédwwith~th¢ ratings—of depreséion and anxiety in- the- - -

section, "Other clinical features".

In the "Bescription of present illness“'section 6f'22i/pﬁychiatric

Questionnaire, the psychiatrist rates'various symptdms o a!fivé—point scale

(0 to 4, with a rating of zero indicating absence of disability and a rating
of four indicating incapacitation) on the basis of the patient's answers to

detailed questiomns about specific symptoms. The patient's phobias in each of

a

four areas (agoraphob}a, social phobia, specific phobia and obsessive phobia),

and each obsessive—éoﬁpulsive symptom, (i.e., obsessive rumipgp;onligitua;gi

horrific temptation and per;ading ddubt), were rated separafely bﬁt, for the -
purposes of this study, the r;tings‘of depressioﬁvand anxiety were calcui%ted
by summing the ratings of éacﬁ symp tom of anxiety 6rrdepreééion and dividing
the total by fhe.numbef of symptoms rated. To cﬁiculate the psyéhiatric
fating 6f anxiety, for egamﬁle,’the psychiatrist's rétings,of (a) “feelings of
anxiety", (b)‘ftension“, (c) "physicg} manifeStazibﬁéf, and (d) "ppor
concentration” were totaled and divided by ﬁoﬁr.
The*Psychiatric*Questionnaire*wFSAExpanded‘on‘severai“otcaéfbnS‘OVEr*théf*
,mmmwmeW&mmw&mﬁi

and horrific temptations were added. Cases assessed before that time are

missing values for these two variables. To make ratings of angiety and
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dépressionipn'al;ﬁpgt;gnts comparable, only those symptoms oﬁ'the final

version“(reproduced in Appendix D) that are common to all previous versions of

-
&

the Psychiatric Questionnaire, were used in the calcﬁlation of symptom
ratings. [In calc&latiﬁg tﬁe'mean rating for depression, the ratingé ofr"lack
of -appetite"”, "insomnié", "suicidal ruminations”, "loss of interest”, ;nd
"guilt" were averaged, but theﬁrat;ngs of "sad mood”, "fatigue” and "diurnalA
flﬁctuation“ were not included in the éalculatigg as the latter symptoms were
- not included7in earliéfrversionélof the fofm.‘ For the.same”réaéon, o
"irritability™, which is rated as a symptom of anxiety in the fina; version of
the Psychi§£rie‘Questiénnaire,—ﬁas not used in the—caieu%ationméfra—méanffhb
rating for anxiety in thg present study. | | A
‘The initial versions of these symptom rating'scales weré obtainea én ;

request from two British‘psychiatrists; M.G. Gelder and I.M. Marks, who |
developed‘and-tested the scales. GelderrandrMérks (1966) measured thé
reliability of these scales by calcu}ating the productfmoment,correlations‘
" between the ratings of the patient's therapist and those of a second

psychiatrist, as well aé the correlations\betﬁéén these rating‘ nd the
‘patient's ownrfatings of the same symptoms, also on a five—po{i:éscale, uéiﬁg
the same symptbm self—ratiﬁgfquestionnaire.that wé have used in the %resent,
study. Their findings are éﬁﬁmérized‘in Table 5. ‘In comment%ﬁg on tﬁese
corfelatioﬁs Gelder and'Marks'conclude;'“In general the reliability of ratings

is of the order ﬁsually obtained in this kind oflclinicalvstudy" (Gelder &

Marks, 1966, p.311). In defense of their emphasis on»clinicél ratings,

Gelder, Marks, and Wolff (1967) state, “Emphasis was on clinical rating, which

although less. reliable thén certain psychometric methods are more relevant to

the changes in these patients” (p.56).
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Main phobia
Other phobia
Anﬁiety.
'DepreSSion

_ Obsessions

Product-moment correlations (r)

o

Toe

Table 5

-

between symptom ratings
(Gelder -& Marks, 1966)°

Therapist
and

Agssessor
(N=58)

1 0.82

0.80

0s67

—

0.59

0.77

,Therapist

~and
Patient
(N=58) .

0.74

0.69
0.56
045

0.60

Assessor
and
Patient
(N=58)

0.81

e ,,O,,l],&l L e

Estimates of the reliability of the psychiatric ratings in our gatagare-

based on the ratings of the symptoms of 52 phobic patients who were assessed

i

by two of four Royal Victoria Hospital psychiatrists, L. Solyom, G. Heseltine;

~ D. McClure, and H. Gelber, who were involved in a project that ultimately led

‘fto the publication of four papers (Solyom, Heseltine, McClure, Ledwidge, &

Kenny, 1971a, 1971b, and 1972;

Solyom, McClure, Heseltine, Ledwidge, & Solyom,v,

1972)5 These ratihgs were made before treatment, after 12 hours of therapy,

-and at the time of treatment termination.

Twenty-one patients were assessed

by Solyom and Helestine; ten by Solyom and Gelder; ten by Solyom'and McClure;

seven by Heseltine and Gelber; and four by Heseltine and McClure.

were rated. by three psychiatrists.

The reiiabtitty“coefficientS‘Werercaicuiatedrusingrpre—treatmentgratipgs

enlyégexeept~ie~three4eases4in—whieh}ubeeauseAo£;thehunaxailabilityiofia

No patients

second assessor, the pre—treatment rating were made by only one psychiatrist.

In these cases, post—treatment ratings were used in the calculatioms.
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‘Reliability ratings were calculated for the psychlatrists' ratings of min

phobia, obsessive symptoms, depression, and anxiety. Alt] lety. Although hysteria,

ﬁypochondriaéis,'and paranoia were also rated in the Psychiatric
i -~ o o e o
Questionnaire, reliability coefficients were not calculated fo; th§se sinqé‘

itheserareas of synptbmatology are hot involved.in therhypotheses of the
present study. The reliability coefficient used is that of Ebel (1951):

Vo=V, ' B

b~ Ve
vp + (k-l)ve

T11 =

whereffilri reliability of ratings for a single rater ' . , o

= variance. for persons. , : -

Vp

.variance for error

‘number of raters

A summary of the reliability coefficiehts thus.calculated appears in Table 6.

-1 . - ’ . -
These are probably conservative estimates of the inter-rater

feliabilities_since the patients were typically not seen by the raters on the:
same day and day<to—day fluctuations in the symptomatdlogy (especiaily
'depressive mood and}level of background anxiety) of acute patients can be very :

dramatic. The mean intervals, in days, bétween the two agseﬁngnts for each

~

pair of raters appear’in Table 7.
' : e

Some of the~discrepancies betwéen pairs of ratings, therefore, are-_

undoubtedly due to changes in the patients between assessments, although this T

,tisftreated—a8—3g£rerigiﬁ4theganalysisgoigvarianeeAeﬁhthegratingsfandgthus

__artificially depresses the value of the reljiability coefficient.
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-

Reliability of Peychiatric Ratings
l—.l.l-lbo a

using the Psychia‘tric Questionnaire -

Main phobia Obsessive Depression Anxiety

S symptoms
Solyom & .
Heseltine . , - ' '

(N=21) 0.41 0.49 . 0.73

* Solyom & , |
.. Gelber , ) \ .
 (%10) 4 0.53  0.53 lsx%w.  0.86

0.57

Solyom & -
McClure ; o .
(N=10) | - 0.90 . 0.22 0.15 0.47
““"Helestine & ' = S e T =
Gelber , T : .
(N=7) 0.25 - - - 0.577 0.75 - 0.60
Heseltine & » . L : , ' . N
McClure S : "
(N=4) L 0.57 . o 0.77 . 0.95 0.44
Weighted = [ L
means - i - 0.52 . . 0,48 . i 0.66 0.57
’ V “‘\.'__ﬁ: ’ -
3 ’/ \ 1 ks
- < §
3 -
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- C o Table 7 o e

—— - . Intervals, in days, bétween tle assessments '
‘ by each pair of psychlatrists

Mean ' " Standard Range.
A deviation
Solyom & e
Heseltine . 7 -
(N=21) ¢ N 8.2 7.6 - ' 0~26-—-
Solyom &
Gelber : .
(N-].O) o 3.8 7 4.3 7 o 0-12
Solyom & ’ B o
McClure 3 : : -
(N=10) 9.8 ' 19.3 - 0-63
Heseltine &
. -~ Gelber o - . T e
(N=7) _ 6.5 : 4.6 - 2-15
Heseltine &
McClure

(W=b) 11.3 2.5 10-15

The trivial coefficients obtained for the ratings of “Obsessive synptoms

and Depressign by Solyom and HcClnre are, in part due to the fact that the

variances for patients (vp) of these two sets of ratings are much smller

than thernariances for patiehts of “"Obsessive syuptoms"and ”Depression“ ‘/

ratings ofrthe other fdur’rater-pairst- Perusal of the individual ratings on

these ten’Solyon—HbClnre patients indicates that this low variance for ud

patients is due to the fact that neither psychiatrist rated any’ of the ten

patients as having a clinically significant anount of either synptom, neithe;
—— ,,,,,S,ol;moLHcchrrelatedjny_patiemu&_(:uild:)_cnj)jseasimisﬂpitgms - ,

and only one patient is rated by Solyom as higher than 1.0 (2.0 or “Moderate”)

on 'Depression'. When‘no patient in a set displays a clinically significant'

amount of a symptom the ‘ratings "are likely to correlate poorly since ratings

>
-
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of 0.2 and 0. 6 for example, are clinically equivalent, i.e., both are

trivial, but if one patient is: rated 0.2 on a symptom by Rater 1 and 0.6 on
the same symptom by Rater 2 and a second patient is rated 0.6 on that symptom
* by Rater 1 and 0.2 by Rater 2, the result is a negative correlation although

clinically the raters agree. -~

Closer scrutiny of the data used in the calculation of the reliability

coefficients reveals that Solyom consistently rates "Main phqbia higher than

his three colleagues and his mean rating of Anxiety,‘across[patientskismggi, )

21%Z, and 50% lower than the mean rating of “"Anxiety” by Heseltine, Gelber, and

thlure, respectively. These systematigfdiscrepancies c0uld have been
minimized with rater training.' Gelder and Marks, unlike Solyhm, supplied

. their "second medical assessors" with the questions to be used in ratiné N
symptoms. Althoughrthese,rater—trait intejéctions and the delay between

assessments, described earlier, tend to underestimate the reliability of the

instryﬁhnt, they are not a source of error in the statistical analyses of the

""" since'onlyisolyom'sWratings’are'used'in"the'study;"andwtheW***
hypotheéis‘tgsts involve the difference hetween Solyom's ratings of a symptom
on one set of patients (phobics) and Solyom's ratings of the same synptom on
another set of patients (obsessives). Thus variance in the ratings that are
interaction error”) or his tendency to rate everyone higher or lower, across
traits, compared to other raters (the so—called "leniency error”) do not

affect the reliability of the findings of the present study

due to Solyom's overvaluing (or undervaluing) of a certain trait ("raterstrait

T35 0¢

Ty
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2. Self-rating of Symptoms

o N :
At the time that the Psychiatric Qséstionnaire was administered the
patient was pfesented with a self—assessneﬁt\sszage. The self-assessment
procedure was explained to the patient and he was asked to complete and return

the forms to his thefapist.' One of the forms in tQS package was a booklet on

which the patient was asked to rate his symptoms on a\ 0-4 scale by choosing

N N e

the one of five statements that best describes how he hdd;Beéh feéiiﬁgMQith

respect to each symptom during the previous week, Y-S A

»

~Do-you suffer from the following: sweating, ,t,x:gmb,,lfi,ggi‘pft: .

palpitations, uneasiness, apprehension or anxiety for no adequate
reason?- If so, how severe zre these? (Do not inc¢fude your phobias
here - they are on separate sheets). .
Very severe, hardly ever absent
Severe, and frequently present
‘Moderately severe and often present
Mild symptoms which occur occasionally
I do n?t suffer from these symptoms

[

These self-assessment forms, like the psychiatric symptom rating fé{gi%

" were adapted froﬂ"Geldér'éﬁa’HErkﬁ'(I966)}‘?0h’béth’fiVE‘ﬁbiﬁt’SCéIéSmthé’fiVev";’

points roughly correspond to absent (0), mild (1), moderate (2), severe (3),
" and extremely severe (4).

Symptoms rated by the patient were his main phobia (the person explaining
the assessment package to the patient instructed him to specify his worst fear

in the blank on page 2 of the form), general anxiety (pages 3 and 4),

depression (page 5), depersonalization (page 6), obsessive symptoms (pages 8

to 11) and change of habits (pages 12 and 13).
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3. Self-rating of Social Adjustment

-

The self-assessment package that the patient was asked»tdicomplete also
included a booklet in which she was asked to rate, on a five-point scale, the
extent to which her synptoms interfered with her adjustment ar work (either

outside of the home or as a housewife), adjustment with regard to 1efeure

activities (including holidays), sexual adJustment, social adjustment within

the family, social adJustment with people outside of her immediate famii§;rand

her expressed self—satisfaction.

4

This rating scale, like the psychiatric rating of symptoms and ;ﬁe . -
patient's rating of Wis own symptoms, were adapted»from those of Gelder and
Marks (1966). The social adjustment ratings used b&,éelder and Marks‘were, in
turn, a modified version of Miles, Barrabee and Finesinger's (1951) ratings of
social adjustment- Gelder and Marks altered the wording of the Miles,

Barrabee and Finesinger ratings slightly to make definitions as relevant‘as

4

...possible to their -patients’ —di—_f—fijm—ltj_—esr, e e e

¥

4. TIPAT Anxiety Scale Questionnaire
Included in the patient's self-assessment package was a copy of the .

Anxiety Scale Questionnaire fromrthe Institute for Personality and Ability

Testing. Cattell's (1963) measure of anxiety consists of 40 questions
Jai_,d,aang;fiyeianxiety:measuring,componentsgeégpersenality~a84£9iiows+44~—44’44

defective integratiou‘(S items), lack of ego strength (6 items),

suspiciousness (4 items), guilt proneness (12 items ), and frustrative tension

(10 items). The 40 questions can also be divided into those which ‘manifestly

1
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refer to anxiety, the score from which may be called overt, synptomatic,'

conscious anxiety (the last 20 items of the test), and into the more covert

‘hidden—purpose probes (the first 20 items). Cattell (1963) has also developed

normalized sten equivalents for total raw scores obtained by adult men and

_adult women and various clinical groups. Reliability -coefficients and

normative data for the IPAT Anxiety Scale Questionnaire are documented in

Table 8.

5. Wolpe-Lang Fear Survey Schedule (FSS-III)

} This is a patient self-rating, on a five-point scale ("not at all™ [O0],
"a little" [1l], "a fair amount” [2], "much™ [3], and "very much™ [4]) of the

amount of fear elicited by 72 common phobic stimuli. The 72 anxiety-evoking

/ stimuli are classified into six.fear'clusters: death and tissue damage (18

items), social (17 items) other classical phobias (16 items), animal (9

(Wolpe & Lang, 1964) is a revision and extension of two earlier inventorieg of

anxiety stimliy” Lang & Lazovik's (1963) FSS-I and Geer's (1965) FSS—IL.

6. Maudsley Personality Inventory

This 48—question inventory, developed by Eysenck (1958), ytelds scores on

items), miscellaneous (8 items) and noise (4 items). The Wolpe-Lang FSS-1I11I

-

’two orthogonal dimensions of personality, neuroticism or emo ionality and

extraversion. Neuroticism according to Eysenck (1959) refers to "... the

general emotional lability of a person, his Emotional overresponsiveness, and

-~
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Table 8

- o . _

Reliability coefficients and normative data for the IPAT Anxiety Scale

Questionnaire (Gattellr -1963) - R

'Reliahilitz.

e 1. Test—retest :
One-week interval = 0.93 (87 male and female adults)

Two—week interval = 0.87 (277 Japane‘e university students)

2. Homogeneity .
Split-half = 0.91 (120 in mixed sample of normals and hospitalized
" neurotics)

Kuder-Rfchardson = 0.83 (200 college studentd)

Normative data (sten scores)

Normal = 5.5 (N=935) - ,, e

o '“Kniiéfiusﬁgfehifgffifﬂif7fji
Depressive reaction = 7.7 (N=55) : :
Neurosis = 7.6 (N=427) : o ' . .
Obsessive -Compulsive = 6.8 (N=15) ’ L o ’
Psychosis = 5.8 (N=479)
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his liability to neurotic breakdown under stress“r(p.3). Ektraversion, as

opposed to introversion, refers to: the ;ﬁté&iﬂé;rﬁﬁinhibited,rsocial

L o - . -
proclivities of a person. Reliability coefficients and normative data for the

Maudsley Personality Inventory are documented in Table 9.

&*

7. Leyton Obsessional Inventory ‘Cooper, 1970) ~--

This inventory consists of 69 itéms, 46 of which relate to symptoms of

AN

’

obsessive—compulsive neurosis (yielding a Syﬁptoﬁdtology‘acore) and 23 of
| which fﬁﬁdIVé'GbSEESive*perSUna}ity'traits*(yieidtnguat¥raitﬁscore%7~wAsfwell—nsfai~fff

as providipg a wider coverage than previous inventories, e;gl, fhe

Sandlef—Haiar; (Sandler, 1954) and thé Hyéteroid Obsessive Questionnaire

(Cafﬁé’& Hawkins, 1963), the Leytén Obsessional Inventory has the ad&antage of

two intensity scales (Resistance and Interference) designed to measure the

degree to which the patient resists indulging in obsessive activities and the

. extent to which the obsessive symptoms interfere with other activities.
Reiiabilify coefficients and normative data’fbr the Leyton Obsessional>
Inventory are documente& in Table 10. O

| Tbe'Leyton Obsessional Invento;f was not published until 1970 and was

‘only added to the data packagé,a few years ago. Consequently a completed,LOI

'is available for only a minority of the patients (32.9%) in this study.

L4
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. Dysthymics (Hospital patients)  38.18 =

Table 9

Reliability coéffi;ients”and normetive data for tﬁéwﬁhudéiéigfé;ésﬁéiity

___Inventory (Eysenck, 1358)

Reliability

1. Split-half & Kuder-Richardson "~ 0.85-0.90

2. _Test—retest ) ' 0.83

/d\ . Al
f
v 57
Neufoticism - Extraversion
0.75-0.85
. 0.81 .
\ : i ,

Normative data

Neuroticism

Mean S.D.

" Normals (English) ‘ ©19.89 11.02

Normals (American students) - 20,91 - 10.69

Prisoners (Recidivists) 30.35 10.73
Hysterics {(Hospital patients) - 30.82 11.84
Psychosomatics (Hospital, , , ,

patients) . ‘ 35.69 -~ 10.89
Psychopaths (Hospital patients) 35.55 . -10.91

R

24.91

28 .53

24.09
24.91

25.38
30.77

Ve

Exﬁréversionf
Mean S.D.vﬁ

9.71-
8.28

9.11
9.26

9.33
9 .51

0.84 - 17.86 ~ 10.02. -

74




Table 10 ‘
: ) N e c e ot
Reliability coefficients and normative data for the Leyton Obsessional
 Inventory (Cooper, 1970) - ‘

"Symptom Trait (\\
Test-retest :
religbility . ‘ 0.7 -~ 0,91 : ’ -
.~ Normative data - Symptom - Trait o Resistance Interference

L]

Hean S.D- Mean S'D'o Mean SODo Mean SOD."

Obsessional patients

(N=17) - - 33,3 7.7 11.0 . 3.2 36.0 11.2 36.7 18.4
Houseproud housewiwes . .. - : - I
L (IPZS) . i 19.7 - 8;7 7.6 3-5 16-1 11-8 10.7 12.4
Normal women C '
(N=60) v 11.4 6.7 5.1 3.5 7.3 6.1 3.8 4.3
T Normalmen (WD) 8 5.6 5.0 3.8 4.4 3.9 3.6 3.8
Husbands of housep'roﬁd
housewl ves _
(N=19) 7 - 12.5 6.3 6.9 3.6 5.9 3.0 4.1 3.2
, A .
~
oy
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8.' General Information Sheet

-

_The seventh and final form included in the patient's self -assessment

package was a single—page questionnaire in which the patient was asked to

provide information about date’andiplace éf”birth, ﬁarital status, children,
schooling, religion, siblings, and death of parents. This form was included ~

in the prb—treatnent assessment package on;y,fsince it contains only

“"tombstone” information which is not subject to change during the course of ..

treatment.




e

- .

III. Statistical Analysis - ' .

All-of the scores and the coded non-numeric information in the 15
questionnaires adﬁinisterei to éach’patient (eight qﬁestionnaires pridr to

treatment and all but the General Information Sheet readminfstered at the time

of treatment termination) were transferred to coding .sheets, key punchedf~apd :

stored in h.cbmputér'filéﬁ' Although many of these 136 variables are mot
involved in the hypothesis tests of this study, all data in the files were-

variables were created by transformations of the original variables. Moét of P ]
these new variables wefe dichotomous variables created from those nominal
variables which assumeq more than two values in the o;iginél coding. This was
necessary_becauée multivariate a;élyses can only utilizg'nominal variébles,)n

dichotomous form. The data matrix thus produced consists of 80,416 values \\wf/f

- (224 variables x 359 patients). - oo o o o e e e

Univariate analysis, using only available data

“

LT 4

The hypothesis of the present study is that patients whose primary
complaint is of a phobia and patients who seek treatment for an
obsessive—compulsive symptom differ which respect to other symptomatology

(other obsessive—compulsive'symptpmé; other phobias, anxiety, depression and

" social adjustment), natural history of the disorder (WW

'sggkégéﬁgg;pwéndzﬁéhtal disorder among relatives) and personality<va;iableé

"stafﬁs, Bge 6f onset, precipitating ‘factors e of disorder, delay in
. YQM'ﬁ‘ ’ -
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(premorbid personality pe, neuroticism and extraversion).

A secondary hypothesis involves that subset of phobic patients whose main ¢

phobia is agoraphobia. Specifically,rit is further hypothesiZed that
agoraphobic patients differ from otner phobic patients (and obsessive
patients) with respect to the same variables.-)- .

To test “the primary hypothesis, the 159 obsessive and the 200 phobic ’
patients,uere compared on 52 measures, culled from the eight gnestionnairesr.
administered to the patients - each measure reflecting some aspect of the

symptomatology, natural history and personality variables listed above. A

'fomplete list of the measures used initﬁesewngi:;riate significance tests of
hypothesized differences between groups can be found in Table 11. ga’test-the
secondary hypothesis, the phobic group was subdivided into agoraphobic i
patients and patients with other phobias and significance tests of differences
among the groups with respect to all 52 dependent variables were repeated on -

the three groups.

All univariate tests of significance among groups utilized whatever
values of the variable in question are available in the original data matrix;
no estimated values werefused., A computer program for’one-way analysis of

variance, ONEWAY (Nie, 1975), was used to test group differences with respect

to variables in which the level of measurement was ordinal'or better. Only,

1Although a review of the outcome literature (Black, 1974; Cooper, Gélder &
Matks, 1965; Meyer, Levy & Schmurer, 1974) and his own experience in
behavioral treatment of the two kinds of patients has convinced the

f*-4experilentef4thatgtheAdifferentis14responsegofgthegtwogdisordefs—to—tfeatment,

especially treatment based on the reciprocal inhibition or extinction of

)disorders, the data available in the retrospective study of this group of 359 .
patients do not- permit the comparison of the groups with respect to response
to treatment because there were too many different tredtments (28) o
administered to the 170 cases on whom at least some post treatment data are’

available,'to nake neaningful comparisons.
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o Table 11

. horrific temptations

Patient 's rating of

Analysis;nf SRS

Variables used in univariate significance tests of hypothesized differences
between groups ‘ -
Hypothesis topic Variable used in analydbs Significance Qnestionnaire
Vlk test containing
v variable
Symptomatology
1. Psychiatrist's rating of Analysis of PQ
Obsessive—compulsive 7 ruminations ~ ~ _  variance
- symptoms‘y - . T P
o - Psychiatrist", s rating ‘of Analysis of ~PQ T T UTTT
rituals variance
Psychiatrist's rating of Analysis of PQ
horrific temptations variance
Psychiatrist's rating of Analysis of PQ
"pervading doubt variance )
Patient's rating of Analysis of SRS -
ruminations variance '
Patient's rating of - Analysis of SRS
- rituals variance -
Patient 's rating of Analysis of © SRS
- - variance _

.social phobia

b

variance

. pervading doubt variance »
Obsessional Analysis of ' LOI
Symptomatology score variance
‘i Score on measure of- Analysis of. LOI-
resistance to obsessiwve” variance
symptoms
Score on measure of Analysis of LOI - i
interference from variance -
obsessive symptoms
77777777 . i B &
. 2. Phobias Psychiatrist's rating of Analysis of PQ
. agoraphobia variance
Psychiatrist's rating of Analysis of PQ ‘
.



. ] - o ~ 7 - . . - .

Psychiatrist 8 rating of Analysis of -PQ o

R §p§giiiclph9bia - ¥§Ijanpp . ‘

Psychfatrist's rating of Analysis of . PQ
obs sive phobia variance

Psychiatrist P rating of Analysis of .PQ

. main phobia variance
~Category of main phobia  Chi square SRS
. using FSS categories i )
— . 7 : . Category of main phcbia Chirsquare ,iSRS
- ' ' Ca using PQ categories '
Y SR e e OV VUV OO S f‘( _
Patiént s rating of main Analysis of SRS ™.
. _ ' / phobia® variance
Total phobia score =« Analysis of  FSS

- e s ———— varfance

Mean score on phobias of Analysis of FSS

_;”/,f/ , death and tissue damage variance

/ ' Mean score on social Analysis of  FSS
7 ' ’ _ phobias - '~ variance = -
' Mean score oh other ‘Analysis of FSS

‘classical phobias ' . variance °

Mean score on

.. Analysis ofl, ,,,,,,,, FSS . e

o miscellaneous pncbias variance v -
. S . Mean score ;on animal B 'CAnalysis'of FSS.
* S - phobias variance
S : . Mean score on noise Analysis of FSS
. phobias : variance N
Score on phobias of Analysis of FSS
“contamination” and variance

“"hurting others™

3. Anxiety . Psychiatrist's rating of Analysis of PQV
‘anxiety variance

te

RS

Self-rating of "nerves" Likna}yai&:off‘hstS,r

. . : variance ' , i
) ~ \4 : ‘Self-rating of anxiety Analysis of SRS.
symptoms’ ) variance

L
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Anxiety sten score

Anélzéis of

4.

Depression

5. Social adjustment

Overt anxiety score

&

Covert anxiety score

ASQ
‘'variance ,
Analysis of - ASQ
variance
Analysis of = ASQ
variance -
PQ v

Psychiatrist's rating of Analysis of

depression-

Patient's rating of

depression

Patient's rating of

variance

’Analypis of

Analysis of. = SRS
- variance =

81

‘social gdjustment variance -
~—f47¥~+rw—Natuzaifhi&tdzyfﬂ4~7mwf—* e == ==
1. Sex ratio Sex Chi square GIS
2. Marital status- Married (yes/nb) Chirsquare GIS
3. Age of omset Age of onset. of disordér Analysis of PQ.
variance
4. Precipitating - Circumstances of onset Chi square PQ
factors (15 categories)
5. Course of disorder Course (5 categories) - Chi square __PQ
6. Delay in seeking Agé'when‘patient first Analysis of PQ
help ° - . sought help minus Age of variance
onset of illness ‘
7. Mental disorder . Mental disorder in mother Chi square PQ
"among relatives (6 categories of illmes)
Mental disorder in father Chi square PQ
(6 categories of illness)
~ - ' : L 3
> . Mental disorder among Chi square PQ 5
- 8iblings™ (6 categories of
s illness)
i . Mentaivdisorder among Chi square PQ .
_ T non-nuclear family (6 .
= s categories of illness)



‘Persohalitz B (\j ‘ o RN

I. Premorbid "Submissive, shy” Chi square PQ
personality type (ves/no)
"Parsimonious, obstinate, Chi square PQ
orderly” (yes/mo)
“Agg}essiVE, morose " Chi square  PQ
(yes/no) ’ .
Obsessional trait score Anélysis of LOIL ‘
- . variance '
2. Neutoticism and ~ ~Neuroticism score~ ~ ~~ Analysis of ,,} 1 e
Extraversion variance _
- Extraversion score Analysis of ~ MPI
- . varlance :
PQ = Psychiatric Questionnaire
SRS = Self-Rating of Symptoms ;
LOI = Leyton Obsessional Inventory -
FSS = Fear Survey Schedule i}
ASQ = Anxiety Scale Questionnaire .7

SRSA= Self-Rating of Social Adjustment
GIS = General Information Sheet
MPI = Maudsley Personality Inventory
. e
Pl

- T T “v'é:;#! T T 7’ ""'7”’i7'7” - ”'}7 T 7”’7f;' T T
‘ P {_: 4%_
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-

variables that involve the patient's age at the timewof certain events in his

-

or her life (ratio variables) are better than ordinal in termsrof level of
measurement; all other‘variables are'ordinal or nominal. - The use of aéalysis
of variance with ordinal data, dictated by the practical consideration that no
‘computer—programmed analysesiforaerdinal data are available, can. be justified g
on the grounds that violations of the assumptions underlying the F test have

little impact on the power of the test. THEOretically, the ratio of mean

squares in the analysis of variance will be distributed as F if and only if
e

the data conformé;o the assumptions underlying the test, viz., that the errors

ﬁassaciatechith‘EL:iw)ms,ﬁiJeLng&g,}&paﬂ:&oLtheScaneLthatcaantbe 7
accountéd for ‘by -group membership) are (a)_independently distributed, (b).

- normally distributed, and (c) have the same variances,in each of the treatment
populations. In practice, however, the technique is veryfrobust.c Even
extreme departures from normality have little impact'on Type I or Type 198
errors, and although heterogeneity of variance leads to a slight elevation of

‘ -

 the power function it is rarely "by more than SZ (Myers, 1979)

. )
s Where the overall F among the three groups (for the comparisons involv:tng.,,m_.\__Q

all three groups) was significantrat the .05 level, the Tukey varocedure‘
(Wine, 1964) was used to compare the means of the three groups, -two at a time.
> The Tukey B (one of the optional 'a posteriori contrasts in the ONEWAY
program) uses the average of,Tukey 's Honestly Significant Difference range’
value and that/pf,the(Student;Newman—Keuls procedure as:the“range value for

S

testing differences at each step.

= - 7

Differences between groups with respect to categorical variables were

#

analyzed with a computerized chi-square program, SPSS CROSSTABS (Nie, 1975).



_Estimation of missing values and analysis of pattern of missing data

s

B . .
N . 7 -
- . s LT -

e

< Many of the entries in this data matrix are either misging data codes or .
codes- that carry some'nonfnunerical_information>about that patient with

respect to thatrvariable. The code "99" with respect to the variable “"Age 4

'.when patient first married",'for,example; indicates that the patienr has never

married.

" 'Somé of the missing data in the present study simply Tepresent the price

of doing clinical research with very sick patients (e.g., post—treatnent’data

m1581ng because the patient unilatera{}y discontinued treatment against

,fOI, tﬁe,purpﬂses;&fwthis, ,retrospec;:ive ,study-m”Many, -of -the forms--used were ——-- SR ——

medical advice without completing the ;%%tftreatﬁEnt~assessuent). Other data ::
are missing because of the casual data collection prdcedure (e.g+., one test or

another not available at the time that the patient was seen). Most of the *\\\\

missing data, however, can be accounted for by the fact that the data, =~ | \

‘collectad over_theiaixteen;year period from 1965 to 1980, were not collected

changed or replaced during the data collection period and in some: experimentadl -

studies conducted during that period data collection was deliberately

restricted to only certain tests, During the prdcessmcf data encoding theh':

foilowing reasons for the missing data manifested themselves:

1. During the data cpllection period (1965-1980) some. of the forms used were
replaced or changed. .The Minnesota Multiphasic Personality Inventory and

" the IPAT 16 Personality Factor test were replaced by ‘the Maudsley

» Peradnai1£§iinventorj around 1970. The files of all patienté'seen before

" that time are missing Neuroticism and Extraversion scores (from the MPI).

The Psychiatric Questionnaire was expanded'oﬁ~several occasions. In 1969,

~



A} / ) -
A,

for example, ‘it was expanded to include ratings of rituals and horrific

temptations. Patients seen before that time hgve no psychiatric ratihgs

of these two obsessive-compulsive symptoms; ' -~
2. In sbmejexpefimenfal stud;es;‘déta collection was restricted, by design, \t
to only certain tests. 1In a controlled cbmpariSOn of several treatients
v??" - for fggr'of flying (Solyom, Shugar, Bryntwick, & Soly om, 1973); for

examp%g,‘oﬁly the Fear Survey,Schedule, the Maudsley Personality- -. - ) B

Inventory, the Anxiéty Scale Questionaire, and the General Information - -
Sheet here,administered.

3.7 One test or anpther was not available at the time that the patient was

-,séen. Some forms were not available at all in French. 4

4, The patient wasqsometimES'seen‘only'by a psychoiogist, after Solyom'é
brief initial #nterview, and therefofi a/Psychiaffic Questionaire was
never completed. ‘

5. A form was ony partially completez or filled oﬁf,siéppilylby the

I -psychiatrist_or the,pafien£LW7_,””,;”7”mﬁww I
6;7 Occasionally a patient would'refuse to fillvout tests or would be unable
to do so.
7. Some post-treatment déta are missing because the patiept refused treatﬁent
§r unil;terélly discontinued treatment againét medical adv;ce, without
- completing the post-treatment assessment packége. ’

A patient was included in the%étudy if his or her file contained at least

one completed pre-treatment quectionnaire. No patient was excluded from any

7 éﬁél&%ig’aﬁﬁthe basis of the amount of data missing from his or her clinical_ -

file. The percentage of cases missing each of the questionnaires is as

follows: » - -

85



)nominal variables in dichotomous form.

Pre-treatment (N=359)

Psychiatric Questionnaire - 23.9%

——— . ~Self-~Rating of Symptoms - ; 24-50%
Rating of Social Adjustment . 29.2%

Anxiety Scale Questionnaire 10.9%

Fear Survey Schedule : . : ; 11.4%

. Maudsley Personality Inventory * - 42 .64

Leyton Obsessional Inventory = 67.1%

General Information Sheet . -/ . 3.6%

Post-treatment (N-170)

Psychiatric Questionnaire B o 8.8% - N
~ Self-Rating of Symptoms T 15.8%-
" Rating of Social Adjustment = S . 21.2%
_ Anxiety Scale Questionnaire . = o A5.9%
Fear Survey Schedule . 17.12
Maudsley Personality Inventory o 45.3% .
Leyton Obsessional Inventory 62.9%

_Note that the peicentages of missing pogt—treatmgg;799g§Eigpn§i§ggrare i .
based only on théé subset (N=170) of the total group of patients (most of them
subjects in treatment experiments) who were assegsed at the time of treafmgnt
termination. » ‘ | ’

For compute;-assisted multivariate analysis of -the data (e.g.,

discriminant analysis, described in Sectidn 3, below) the missing values in

the origlnal data matrix must-first be- rep]ﬁ&ced Wj.th estimted”valuesﬂ"*'Ifhe*"*"”"*”';:' T

»

BMDP PAM program (Frane, 1979) was used to gehgrate‘these estimates. Using
all ofAthe‘variables_involved in the'hypotheéis tests described earlier (Table.

11)2, every missing value for each variable was estimated, wifh PAM, by

-

regressing'that variable on up to two variablés selected by stepwise

»

regression. -

=~
\

2Nominal variables which assumed more than two values in the original coding —
(Category of main phobia, using FSS categories; Category of main phobia, using

PQ categories; Circumstances of onset; -Course; Mental disorder. in mother;
Mental disorder in father; Mental disorder among siblings; Mental -disorder
among non-nuclear family) were first transformed into sets of dichotomous
variables, -one for each value, since the BMDP PAM program can only utilize k?

A

N ,
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,,,,, __Before using the completed data matrix thus generated in a statistical

analysis it must be shown that the estimated values of any one variable do not

differ in some systematic fashion from the known values of‘that variable. If

this is not the case — if, in fact, the estimates of the missing values of a

variable are systematically and sbgnificantly different from those values of

that variable that are available - then the multivariate analysis utilizing

rthe estimatea values in the completed data matrix (to replace the missing

values in the original data matrix) can be misleading and the results of gﬁ;“*““***h“”
" univariate significance tests, utilizing only availahle (i.e., non—-estimated)

&

”values:“descrtbed:inisectien:%:sbove%farefﬂetfgeneraiizabieftnf4ﬂur:tota: —————e——

sample of 359 patients or, in turn, to the population of all obsessive and

phobic patients seeking psychiatric treatment.

- To determine if any systematic- bias existed in the estimated data, for

each ordinal or ratio variable3, the estimates of the missing values,

.

generated by BMDP PAMAlWere,compared within each group4, using one-way

analysis of variance, with the known (i e., non-estimated values of that

an

variable. A computer program for one-way analysis of variance, BMDP P1V. .

‘(Engelman, 1977) was used for this analysis. ' o

-

3Estimated values of a dichotomous nominal variable could not be compared with'
known values of a dichotomous nominal variable in this way, since the known

~ values of a nominal variable can only take on discrete values whereas the - .
estimates of a nominal variable generated by BMDP PAM, are continuous.

- U4Egtimated values were compared with known values within each group because

"the groups are known to contain unequal amounts of missing data on some
variables (data collection in some experimental studies, involving either
obsessive patients only or phobic patients only, was restricted by design to
only certain tests) and in addition, the groups were hypothesized to differ

from each other'on each of these variables. :

L]

=
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: d,ei:,erx.:mifnefuhiehﬁv&j;&bl& -should- jcr:hr ’E;hef—fuﬂetix)ﬂ* ﬂex{—TﬁfAt——step’q‘erﬂ?itﬂfFiif—f—7« —

Stepwise discriminant analysis —_— : -

 Using the completed data matrix generated by BMDP PAM, discriminant

analysis was used to find classification functions (linear combinations of the

.~

variables that best characterize the differences among groups). P7M, the BMDPA

stepwise discriminant analysis program (Jennrich & Sampson, 1979) was used for
. N . * . . . .
this purpose. .In P7M, variables are entered into the classification function

one at a time until the group separation ceases to improve notably. At each

step, P7M useS a.0ne—way analysis of variance F statistic (F-tOfénter) to.

standard univariate analysis of variance test is.made for each of the
variables. The variable for which the means,differ hnst is entered first into ‘ 5

the cléssificatiop function. .After step zero, the computed F-to—enter values
e R - . -=a. _

-

are conditioned on the variables already present in the function. This is

v

like an anélysis of covariance, where the previously entered variables can be

?- —— - —

‘viewed as covariates ‘and the non-entered variables are each considered as a

variable to be entered.

dependent vafiable. ‘ ‘ , o {

A 'variable is eligibie for entry only if its partial F is sufficiently
» ‘ ' . - .

largé. This F (called the ”F—to—entér") is a test for the statistical

sigﬁificénce of the amount of centroid separation a&ded‘by‘this variable above
and beyond the separation produced by‘the previously entered vafi;bles. The

Fﬁtd—enfer'in the discriminant analysis described here had-to be 4.0 for the

Four stepwise discriminant analyses Were'cairried out. First,

classification functions for discriminating obsessives from phobics were .

cqmputed using all of the pre-treatment variables (replacing the' npminal
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' highly with the independent variable (i X the nature of the primary

the discriminating power of the variables, a second set of classification

ibles thateassumeimnre,than twoiyaluesiwithisetsiofidichotomouslyariahles*llliiiii,

one for each value, ag” in the missing data analysis, described in section 2,

above). . 2
On the assumption that variables which measure the intensity of obsessive T
~and phobic symptomatology and- variables which denote the type of phobia ' ' ,

designated by the patient as the main phohia might be expected to correlate

complaint for which the patient sought help) and therefore’ spuriously elevate

d

- funetions- for"discﬁ.ﬂnéﬁfa%fng:obsessfves;from pifobfc*s* ere*fc*o*nﬁiuted excthing" T

all variables whi¢h measure the intensity of .obsessive or phobic
symptomatology or denote the- type of .phobia designated by the patient as the

main phobia, viz.; Psychiatrist's ratingg of runnnations, rituals, horrific

" temptations, pervasive doubt, agoraphobia,-Social phobia, specific phobia,

_obsessive phobia,” and main phobia, Patient's ratings of ruminations, rituals,

R . s

"hoffific”temptAEiéns;’aaﬁﬁﬁiéiéhé and main phobia, LeytonVObsessional

Inventory SymptOmatology, Resistance and_lnterference scores and Fear Survey
Schedule total scores, death and tissue damage phobia mean scores, social

phobia mean scores, other classical phobia mean scores, miscellaneous phobia

~

mean scores, animal phobia mean scores, noise phobia mean scores, scores on
phobias of "contamination” and “hurting others”, PQ category of phobia

designated by Eﬁé patient as the main phobia and FSS category .of. phobia - .

e
- 3

designated by the patient as the main phobia. ‘ ’ -

e

The other two discriminant analyses computed classification functions for

discriminating obsessives, agoraphobics‘and other phobic patients from each

other,—using the same two sets df‘variahles involved in the ‘two discriﬁﬁiant

-



'analyses described above. 7 T T

Lt b Led

"Output from the P7M stepwise discriminant analysis includes:
1., Summary table of steps in discriminant analysis: For each step of the
discriminant analysis, the'F—to—enter (or-remove) for the variable entered
(or removed)'is.calculated; Two multiVariate tests for group differences
(multivariate analyses of variance) are also computed 4t each step of the
analysiBLWWilkslrlamb aW(Umstatistic),and the F a' rosimation,toulambda}lm“l;llllllll

"2. Classification functions (linear combinations of/ the Variables)fthat best -

'Jcharacterize"the differences between ‘the groups: One classification.,

-3

T function 1s computed for each group and these classification functions can .
then be used to classify cases into groups, the case is assigned to the

® (;}group with the largest value of the classification function. .The

o

classification functions can be used to make a differential diagnosis

about cases observed in the future.

3. Classification matrix. Each case is classified into a group according to

the classification functions (each case is assigned to the group in which
. ; the value of the posterior probability is maxinuuo; the number classified
into each group andlthe percent of'correct'classifications are printed. |
The discriminant analysis procedure is successful if'few cases are.
classified into the wrong grOup. lf a'large percentage of the cases are

classified correctly (i.e., if the posterior probability assigns them to

their original group) this is evidence thatfgroup differences do exist and

*that the selected set—of— variablesfdofexhibitgthegdiffere nees

i 4f7AJackAknifedAclassificationgmatrixllEachlcaselislclassifiedlintolalgroupllllllllllllll

according to the classification functions computed from\all the data

except the case being classified. The function'is then used to classify



?

- r - - - [ R - Ll e e

‘the omitted case. This results in a'classificétion with less bias since a _.

N

_clagsification fﬁnction
{classify the same cases
.Mickey, 1968).

The group me ans and all

the first two canonical

‘groups'ﬁave the maximum

 groups in

a direction orthogonal to the X-axis.

can produce optimi'stic results when it is used to

that were used to compute it (Lachenbruch &

s’ . <
cases are plotted in a scatter plot. The axes are
variables. The X-axis is the direction where the

spread; the Y-axis shows,the maximum spread of ﬁhe
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*

‘the-obsessive patfents)-and-will -be-published elsewhere. -~ —— - i T

I. Variables not involved in hypotheses : I ST LT
Much. of the data collected, coded and stored are irrelevant to the
hypotheses of the p:esent>study. Some of these irrelevant variables do-

‘discriminate among the groups ée;g., a higher level of sexual perversion. among

Z . e,

% RO

'A few variables not involved in the hypothesis tests are worth mentioning

heTe because they are descriptivé of the groups. The agoraphobic patients

: o S
_also distinguished by their occupation, fully 64%Z of them being housewives

were older, 36.0 years compared td 32.6 years for thé’obsessivegland 32.7

4 years for the other phobics (F = 3.28; af = 2 & 353, p < .05), and less. -

- -

educated,,lo;z years compared to 12.8'§ehrs'and 12.7 years for the obsessives-
and other phobics respectively (F = 15.4, df = 2 & 307, p < .001), than o,

ﬁétieh;s,in_the other two diagnostic grdUps,, The agoraphdbic patients were

(See Table 12), and their place of birth (See Table 13). S -

Aggng/ﬁhe obsessive patients ;here was a diépr&bggglonétely large quber ! =
of inéatients and of Jews (withrarp;éponderanéé of Protestants amdng the ’ - )
phobic;patientszy/as ﬁbcgmeﬁte& ianablészlh and 15 respectively. -

Groﬁp dif%érgpées1on'var;§bleérabout yhich“ﬁ§potheses have beeﬁ}made
(e.ga;;;é?ffﬁé;ital ;;atuE) ére ;epgrféé'elséwhere in this section;

B ,/"/) ] .

s e ) /p)' .

\
W\
P



’ Table 12 - - S
Occupations of obsessive, agoraphobic i el
‘ and other phobic patients - ' cjr.
- . Obqessive" Agoraphobic ~ Other
. : ) s o ' phobic -
3, Professional/ ~ - - S ' - L
. managerial : 39 o, 8- 36 84
N o (25.2%) - (12.0%) (34.0%) '
Clerical/sales 34 10 26 70
e s o e T
7 ' (5.8%) a (0.0%) (1.9%)
Skilled labor - ' 6 . 0 72 8 _;__»
e (3.9%) o " (0.0%) . (1.9%) _
Semiskilled . ' ' : -
labor- . =~ 2 1 -3 <6
: 3 o (1.3%) (1.3%) (2.8%)
Unskilled | >
labor _ ' 4. - - 0. 0 4
(2.6%) (0.0%) (0.0%)
Housewife 29 - 48 26 103 ¢
- : - (18.7%) : (64.0%) (24 .5%) ©
Student/ -
unemployed - - 32 . — 7 _ 11 50
: Ty (20.62) - (9.3%) 3 (10:4%)
155 N -75 106
| Chi square = 68.5, df -~14, p < .001 7
94



Canadian—
born - ~.

"Foreign—
born

s pable s e e e T

Chi square - 7.6)qdf7-72,7f < .05 L

Inpatient

: Outbatient*'f

Chi square ='10.6, df = 2, p < .005

L . S,
- M EuofrGandiaafborngpacienta o
-in éach of the three diagnostic groups —.
Obsessive Agoraphobic o - Other
- - phobic
105 - 58 66 229
(71.9%) - (86.6%) (68.0%)
41 R I ) 8l
(28.12) . (13.4%) o (32%0%) -
U 2 AR AN
<« . A ‘
Inpatient/oufpatient status of obsessivé, ; ’
'Aagoraphobic, and other phobic patients -
Obsessive AgoraphoBic . Other
‘ " -~ phobic
20 .. 4 - 3 27 -
(12.8%) , (5.1%) - . (2.6%2)
13675 M1 322
(87.2%) (94.9%) (97 J4%) S !
156 ' 79 | 114 -

95



Y ZablelS ..
) Religious affiliations of obsessive, agoraphobic
- f """ and other phobic patients
Obsessive Agoraphobic Other
- : : phobic
Judaism 41 19 5 65
: - ' (28;,1?) S (18.3%) ' (7 .5%) -
Roman ‘ » .
Catholicism. 46 : 40 30 - 116
, - (31.5%) (38.5%) (44 829
Protestantism _ . . 25 . .. 26 Qe g
: . ' (1702 - (25.0%) - (28.4%)
Other ’ 9 1 / 1 11
' : (6.2%) (1.0%) (1.5%
***** . T Reme 25 1w n 55
' (17 .1%) (17 .3%). (17.9%) :
. 146 104 67
Chi square = 2.2, df = 8, p < .01
.
e
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II. Symptomatology

Obsessive-compulsive symptoms

'ngsessive symptomatology. was measured in three ways: psychiatrist's

ratings on a five-point (0-4) scale ¢(Psychiatric Questionnaire), patient's

self-ratings on a five-point (0-4) scale (Self-rating of Symptoms), and three

scales of the Legyton Obsessional Inventory.

""V’I"lfre:i;sy'ehi&trf_kstf—!fsfr'fsxrt—f:kngs—,Aof.—r1:—:;11::5&1131&1;\115f,ﬁf—i—rd.‘;trua,lst,ffl'zglzl;i.iic\l;ﬁ?—,1,1!11,1'-,,41113!19:131:,S,,,,,w
’ and pervading doubt v;ere _significaritly .higherb for o'b;essi;ve—c'ompulsi\ie ‘
patients than for pﬁobid patients. The obsessive patients' self-ratings of
ruminations, rituals and cémpulsions were higher than those Qf the phobic
patieﬁts but the two groups did not differ Wifh respect to their'self;ratings

- of horrific temptations. On the Leyfbn Obséssionél Ipvent; r the 6bsessive‘
patients scored higher than the phobic patients ”65*5&1;’@yﬁgfamaialagy';" e
Resistanée (degree to which patient resists indulging in obsess%ve
activities), and Interféfence (extent to which the obsessive symptoms -
:interfere with other activities).scales._ The means of the two groups with
respect to each:pf these variables and the values of F obtainéd in the
coﬁparisonrofrthe twd\groups, uéing analysis of.variance, are réprbdﬁcedlin

Table 16. Complete informatibn_on each of the analyses of variance is

documented in Appendix E, Tables E1-ELl. o

When the phobic patient gréup was separated into agorapboBic’patientsvand

patients with other phobias and the three groups compared with respect to

obsessive symptomatology, the agoraphobics' scores (except on "Patient's

97
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e ruPatient'a a&Héqﬁming—oﬁ— o e

Tah¢aff,WWmewéﬁfmw4w¢ww>wm

Group means . of obsessive and. phobic natients onameaaures of
obsessi ve—compu lsi ve Bymptomatology

Variable =, : Obsessivée  Phobic  F Cdf P
Psychiatrist's rating of g _ , S %

. ruminations : 200 - 0.4 148.0 1,271  <,001
"Psychiatrist's rating of - Co : - _ '\\f;ﬂ
rituals . : 1.8 . 0.3 84.5 - 1,172 <.001

Psychiatrist's rating of - ' '
hérrific-temptations- — 1.0 0.4 12.3 ”fl 1757 77,001

Psychiatrist's rating of v
pervading doubt : ‘ 2.1 0.6 53.5 1,167 <.001

ruminations - . 2.2 1.4 20.6 1,227

Patient'gvself rating of

rituals - g 0.7 8.6 1,139  <.005
i . . -
Patient's self rating of : : , ’

e horrific tempations 1.2 1.2 0.0 1,133 .90 -
Patient's self rating of ‘ : :
compulsions ' 2.4 - 0.1 96.1 1,234 ~ <,001
LOI Symptomatology score . 24.6 17.5 10.6 1,116 <.005
_LOI Resistance score ., .  32.0 16.3 - 142 1,110  <.001°

’ LOI Interference score . 333 14.0 16.0 1,110 <.001
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‘sélf-rating of horrific temptations”) fell between those of the obsessive

patients and-the other phobic patients on each of the measﬁresf' The three
~groups did not differ from each other with respect to ~Patient's self-réting

of horrifi¢ temptations” but on the other ten measures ;i obsessive -

symptomatology the overall F ratio yielded by the group cbﬁparisoﬁs were
sighificant and in each case the dfher phobic patients séofed lowef than the
obsessive pétienfs (Tukey B procedufe). The agoraphobic patignts; however,
did not differfffBEmEHE'BﬁééééiGégrﬁifﬁrréspeép'to the "Psychiatrist's rating

of horrific temptations™, "Patient's self-rating ofrruminations", “Patient's

" self-rating of rituals”, orﬂagy”of’thégEEree.scalgg of the Leyton Obgegéional

//Thventbry. The means of the three groups on each of the variables, the .-

overall F obtained from group comparisons usiﬁg analysis of variance, and 5

bsighificant differences—(§<.05)‘yielded by 'a posteriori' contrasts using the

Tukey B procedure, are listed in Table 17. Complete information on each of
the analyses of variance is documented -in Appendix E, Tables El12-E22.

Phobias : o
The type and intensity of the patient's phobic fears were measured  in

three ways: psychlatrist's ratings on a five pdint (0-4) scale (PsychiatrfT,

. Questionnaire), patient's self-ratings on a'five—wbint (0~4) scale

(Self-rating of Symptoms), and the Wolpe-Léng Fear Survey Schedule.

i

(a) Main phobia type .

The person explaining Ehe assessment package to the patient instructed

him to specify his worst fear in the blank provided on page 2 of the
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Table 17 .. . . .. ... .. i B

Crcnp'neans-ofﬁobsessive, agoraphobic and other phobic patients on measures of

obsessi ve—~compulsive symptomatology

Variable : ‘ ‘ “Obsess. Agora. 0. phob F-ratio Eﬁ., P
Psychiatrist's rating _ :
of ruminations 2.0 0.6* 0.2 77.0 2,270 <.001
Psychiatrist's rating ‘ ‘ P o ‘ i
of rituals ' 1.8 0.5 0.2  .-42.8 2,171 <.001
Psychiatrist's rating of : v ) -
horrific - ‘ . . - o

- temptatioms . - - .. . .. - 1.0 0.7 - 0.2 946 - 2,174 <001
Psychietrist 8 rating SR
of g@gvading doubt . ‘ 2.1 0.8 0.4 " 27.3 2,166 = <.001

,_Patient 8 selij:al:ing,ﬁ,,,,,, e - S
of ruminations 2.2 1.8 1.1 14.2, - 2,226' <.001
Patient 's self-rating . - ’ :
of rituals - o - 2.1 1.3 0.5 4.6 2,138 <.01-
Patient's self-rating of ‘ i 3,
horrific ., : ) I :
temptations » ' 1.2 2.0 0.9 0.84 2,132 - .84
Patient's_self—fating e o v
of compulsionsr 2.4 0.9 0.9  47.9 2,233 <001 .
LOT Symptomatology , v i
score ‘ 24.6 19.1 16.3 D5 2,115 <.005

° ' ' - e . '
’ ) o

LoI Resistance : : : ' )
score . ) < 32.0 22.3 12.5 7 8.0° 2,109 <.001

LOI Interference . ‘ ’ A , T :
score . 33.2 18-1 . 11 .4 803 2,109 . <.001

ooyt

. * Means underlined by the same line do not differ from each other. at the 0.05 .

level of significance using the Tukey B procedure
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Self-rating of Symptoms4£orm. This description of the patient 8 nain phobia

rwas then cladsified by the experimenter in terms of the six FSS—III fear
clusters (death and tissue damage,-social, other classical miscellaneOus,
animal and noise) and in terms of. the four types of phobia rated by th;
‘psychiatrist on the PQ (agoraphobia, social, specific and obsessivel). The.'

distributions of these . categories in the two groups of patients were then used

to compare phobia type., The distribution of main phobias,,classified by FSS

fear cluster, of the obsessives differed from that of the”phobic;patiéﬁts‘(Chi“"*

square = 113.9 df =6, p < ;001). Categorizing the patiEnt's main phobia in.

»terms of the tgur phobia categories used in the Psychiatric Questionnaire also

resulted in a different distribution of phobia type in the two groups of
patients (chi square = 145,5, df =‘4, p'<‘.001). As can be seen'from Table
.182; the difference between groups ih distribution oféphobia type by FSS
category reflects the fact that 37.7% of the obsessives' nain phobias uere

categorized by the experimenter as "Miscellaneous” in terms of FSS fear

. - cluster whereas only 2.6% of the phobic patients' main phobias were so _

classified. Among the phobic patients the most common (52.8%) FSSlﬁategory of
lFollowing Marks (1969), obsessive phobia is defined as "fears which have a
compelling quality. They intrude into the patient's consciousness; he. _
ruminates about, rather than just anxiously anticipates, the phobic object or
situation, even in its absence. The obsessive phobia appears to be a fear of
the imagined consequences arising from contact with a given object or
situation.” (Solyom & Ledwidge, 1981, Note 3, pp.l-2). Thus a patient with
an -obsessive phobia 6f possible injury from glass splinfers may be more afraid
of fragments she suspects but cannot find at home than of the g1ass splinters
she actually found and removed with her bare hands. .
~2Note that throughout the Results section rows and columns of contingency -
~ tables are never combined to increase cell frequencies, regardless of how.

small the expected cell frequency in any one cell is. Although this
introduces”some error in the significance test since small expected

frequencies result in discontinuity in the sampling distribution of chi square
and therefore a poor fit between the data and the theoretical continuous

. curve, no rows or columns are collapsed. in the interests of clarity of
presentation. s
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Death and
tissue damage

. Socifl 7

Other
Classical”

Miscellaneous
Animal

Noise

"No-phobia

kY

B - -Table 18-~ -

ESSAcategory_ofgfﬁar,designatedgasgmainkphobia444444444444444;44444#44A7
by obeessive and phobic patients

Obsessive Phobic ) :
| N\
25 .13 38 ;
(19.2%) (6.7%)
22  , 50 72
(16 .9%) (25.9%)
25 102 gy
(19.2%) (52.8%) c
49 5 54
(37.7%) 2. 6%)
2 23 L 25
(1.5%) - (11.9%)
1 s 0 1
(0.8%) - -(0.0%)
6 o 6

e L

Chi square = 113.9, df = 6, p < .001

= p—

(0.0%)
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the main phobia was Other classical (which includesv crossing streets“,

"journeys by train, bus, car”, large Open spaces s and many other complaints
of agoraphobic patients). Only 19.2% ofﬁobsessive patients phobias were so
— classififafﬂﬁObsessives describe their main phobia in terms oﬁ{death and H
tissue damagedmoré‘often than do phobic patients,'whereas;the lattef;more>
.f;equently fear animals than do obséssiverpatients.v |
Manyfof thebobsessive patients' phobias‘were categorized;as

"Miscellaneous” by default in that'manfrof thevobsessivebpatients"' L

selffdefined fears are not included in the FSSQIII list of . 72 COmmon fears nof

L]

could they be logically subsumed under the death and tissue damage, social

other classical, animal or noise fear»categories.3The.bizarre phobias of many
obsessive‘patients (e.g.,r”Brewer's yeastband{fuzz‘onzmy nose”, “my testicles
Will fallkoff", "fear of making an effort'ofvany kind™) reflects the fact,
mentionedlearlief, that obsessives often fear the fonsequences of contact with

the phobic object”pr situation rather than the phobic‘object per se and the

s

,,phobia:is understandableftherefore~onlyrwithin—thewcontext?of~theﬂobsessivej'*f

| symptom of which it is a functiom. A complete list of the;self—described main
phobias of the obsessive and phobic patients-can be fouag;in Appendix F.
The”differencerbetween,the two groups in the distribution of main'phobi&
by PQ category (Table 19). reflects the fact that 53.5% of the phobias of
obsessives"were categbrized as “obseséive phobia™ (e.g., fear of cleaning
stoue because of patient 8 obsession re’ contamination by poisonqus

v

substances, like "Easy Off“,‘or,phobia of “drivingia car alone™ because of

5

'patientlswhottific_temptation to drive his car into somebody); Only 1.6% of

~

-3Some of the fears of the obsessive patients (e.g., choking my son” or
“undressing in public") are phobic (i.e., unreasonable) fears only to the
extent that they are not likely to occur. The event feared, however, if it
were to occur, is truly frightening to contemplate. .

»
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: o Table19 e

‘ _ PQ Catégcry'desfgnated as main phobia ¢
= - ———-by obsesstve and phobic patients

,; | f ?
Agoréph?pia
Sociai
Qbse’ss‘ijre

A

No phobia

» .

Chi square = 145.5, af = 4,7p < .001

R .
o v o Pl

. Obsessive

6
(4.7%)

17
(13.2%)

T3l

69
(53.5%)

104

Phobic

N 73 \h\\\ 79
--(37.8%) .

47 Y
(24.4%)

70 101
(36.3%)

3 - 72
(1.6%)

.0 « 6
o (0.0%)

193




_ types of phobiég'ﬁgzﬁénf7ihjEﬁé:fﬁBméEdﬁﬁgﬁiéEbéfuibéﬁ”Eﬁémiﬁiéﬁéityf&fwthe’

the fears of phobié patients were so categorized. The PQ c%tegory'

- 7;/‘,,‘ R N e ,, et e

v

encompassing the igfgggEinumberibffthé main phobias of phobic patients was,

not surprisingly, "agépaphobiaf. More phobic pé;ienEs than obséssives

> -

. : . - ’ S
described a social fear as their main phobia and six obsessive patients (4.6%) .

d »

claimed to have no phobia. - o L -

(b} Phobic intensity .-

e e e . . . Sk e e o o

"Although the psychiatrist's rating of the main phobia is higher for the

.

_phobic patienks;£hanf£9£ﬂthefeb&essixes;wthe~patientlsfgyﬁfratings: e

'(self—rating of main phpbiaﬁéhd total FSS-III fear score) indicate that the

N -

fears ofrdbsessive patients are just as intense as those of’phbbic patients

(Table 20). The psychiatrist rated ?agofaS%obia" hpd "specific phobia” higher g

'in.¢he phobic: group than in the'obseésivé group an¢'rated the obsessive

patients higher on “"obsessive phobia”. These rat%ngs, however, reflect the

phobias that any one patient manifests. -The FSS-III failed to difcriminate

"

the two groups with respect to total fear score (obsessives = 111.4 and .

pﬁobics = 109.8) and the only two fear clusters that did discriminate were

~

"other classical® (highet fof the phobics because of- the agoraphobic paﬁients'

A . —_— o .
classical fears) and "miscellaneous” (higher for the obsessives because of the

:bizarre nature of obsessive phobias). Even the onreé‘of the two groups on a

1y

) subset of items chosen by the experimenterrto measure fear of contamination

andahurtiﬁg others (#42: “dirt"; #4721"s}ék people™; #26: "feeling aﬁgry"; and

on each of the analyses of'variance is documented in Aﬁpendix E, Tables
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: Table 20
P Grouﬁlmqgns of obsessive and phobic patients v A . o
e ——-—-————on measures of phoble intensity e :
Variable T Obsessive ~“Phobdic  F ., df p
Psychiatrist's rating of : St S R . -
agoraphobia : ) . 0-7 i 2.0 32.0 T 1,165 B <‘.001 .' )
' Psychiatrist's ratiég of 1  7 - _v - vm
social phobia ~ 1l.I 1.3 0.8 ° 1,147 40
. ’ . . T . T 1
Psychiatrist's rating of . : . . .
specific phobia ’ 1.0 .. = 2.1 194 1,149 <.001
' Psychiatrfst*s”:Hting;vf’" T T T T T
obsessive phobia - ° 1.7 0.3 28.3 1,142 <.001
Psychiatrist's rating of ‘ . ' v o : : » o
main phobia . ’ 2.9 3.3 6.6 1,163, .  <.05
Patient's rating of : . , = 5 o
main phobia ‘ 2.7 - 2.8 ¢ . Q47 1,259 40,
e . . . RN .
FSS-1II total score R ’ 'f39 : R o
(72 items) . . : 111.4 ’ .8 - 0. ’ 1,316 - .78
Mean score on fears of
- death and tissue damage _ ' .
(18 FSS-III items) . 1.6 1.6 - 0.0 1,315 © <94
Mean score on social- ‘ . S :
fears (17 FSS—III item) 1.8 ¥ 1.7 o 0.8 : 1,315‘ . 036
Mean score on other.
classical fears o o
(16. FSS-II1I items) o 1.2 14 . 5.2 1,315 - <.05
Mean scores on - ' s

miscellaneous fears (8

FSS-III items) ° : 1.8 1.5 7&.___1,'315 <.01 .

- s 106 Ce L
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Mean‘scofe'for'animal "'A o s S : -
fears (9 FSS-III items) 1.2 1.0 - 3.6 1,315 06
Mean scoreé.on noise , o i . T - »
fears (4 FSS-III items) 1.2 1.1 1. . 1,315 30
y i : - SR
Scores on fears of -
"contamination” and -
“"hurting others"”
(FSS-III items # 26, 41, ‘ o
42 & 47) ° 6.4 5.6 - 3.2 1,315~ W07
— ——— 771.—’J7 = — S —— — — 7 = = — — —
s
v -
3 =3
- 7/
N - ” |
107



When;the phohic‘patiéntngroup is divided into subgfoups‘of,agoraphobic
patients’and patients with other phobias and the same analyses'repeated, some
of the findings of theiprevious analysis become more readily interpretable.

With respect to main phobia type by FSS category (Table 21), 1it becomes

. - s

obvious that the greater frequency of social and animal phobias among the

. phobic patient group-is -due-almost entirely to the group of- non—agoraphobicA~f'wLu~w —

phobic patients, 45 (39.8%) of whom complained mainly of social fears® ‘and 23

of whom (20.4%) presented with animalbphobias as the primary complaint.

;Similarly, with respect to phobia type by PQ category, (Table 22), the

separation of agoraphobics and’ patients with other phobias reveals that almost
all the specific phobias belong to the other phobic group.

With respect to phobic intensity, the separation of the two phobic groups.
reveals many differences that were masked by lumping ‘them together. " The

breakdown in Table 23 indicates that the higher psychiatric rating of

agoraphobia in' the phobic group was due almost enti;ely, not surprisingly, to
’the agoraphobic patients and the higher PQ rating df specific phobia in the
phobic group was due almost entirely to the group7of,other phobic patients.'
When the FSS-1I11 scores of the three groups-are‘compared the two differences
in FSS-III scores noted' in the previous obsessive—phobic comparison are
clarified and consistent differences'among the three groups become‘obviousq

When the obsessive group was compared 'to the total group of phobic patients

with Tespect to “FSS=II1 scores no ditference between the two groups in total

£earAseereswasgrevea1ed4and4enlygtwegfeafgeluster—seoresg{—other—elassieal"
fears higher in the phobic_groupfand fmiscellaneous" fears higher in the

obsessive group) discriminated the two groups. When the agoraphobic patients
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Tablé 21

FSS. category of fear designated as main phobia by obses‘gbraphobic, and
-~ other phobic patients ‘ T R
S : -
' Obsessive ~ Agoraphobic Other
, " Phobic
Death and : v
Tissue Damage _ 25 : S | 12 38
o (19.2%). . (1.3%) (10.6%)
Social S22 5 45 72
‘ R (16.9%) (6.3%) - (39.8%) .
' Other Classical 25 R 28 B ¥ A
’ B : (19.2%) (92.5%) (24.8%2) ‘
Miscellaneous 7 V_49 . 0 5 54
- o 77‘}?:72)' (0.0%) (4.4%)
Animal ' 2 o . 23 25
S (1.5%) (0.0%) (20.4%) :
Noise 1 0 0o 1
: (0.8%) (0.0%) . (0.0%) o
No Phobia N 0 0 6
: (4.62) . (0.0%) (0.0%)
130 80 113
Chi square = 221.3, df = 12, p < .001 ;ﬁ- -
ﬁ‘r
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. Table 22

PQ category designated as main phobia by obsessive, agoraphobic, and other

La)

p2)

N phobic patients
'Obsessive' Agoraphobi§ ~ Other
) B s ' - ..Phobic
Agoraphobia 6 73 T o 79
- _ (4.7%) (91.3%) o (0w0n)
Soctal 17 -2 45 64
: (13 2z) (2.5%) (39 .8%) -
. o o R e ST
Specific o 31 3 .67 101
e 7 (26.0%) (3.8%) (59 .3%) -
Obeessiua ) 69 - , 2 1 - 73
e (53.52) - (2.5%) _(0.9%) .. o
" No Phobia - - .6 0 o 6
g - (4.7%) (0.0%) (0.0%)
129 80 113 .
\ | .

7 Cﬁi square = 38§(f, af =8, p <.001
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- Table 23 &
S ' , . - \ b
- Group means of obsessive; agoraphobic, and other phobic patients on measures
' : . of phobic intensity ‘ .
, L -
Variable , a Obsess. Aggra. 0.Phob ~F . af p ‘
Psychiatrist's rating of o . . e .
agoraphobia 0.7 - 3.4% 0.4 107.5 2,164 <.001
Pgychiatrist's rating of - . . , . o ‘
social phobia - B » 1.1 1.8 1.1 2.5 . 2,146 . .22
rPsychiatrisf's rating of ) 7 _ :
specific phobia™ : 1.0 - 0.7 2.6~ 18.3 2,148.° <.001
‘Psychiatrist's rating of - .- E I . . e o
- Obsesﬁiyk_phobiaf —_ T 1*,' 7,—177——,Q¢ S 70#3,—77771,4:r157 ffz:,lélffrffgﬁ;ao:lfﬁ e —
- Psychilatrist's rating of - S » ‘ o
main phoblia . 2.8 3.3 3.3 3.4 2,162 = <05~ S
Patient's'rating of . o
‘main phobia 2.7 2.7 . 2.8 0.6 2,258 .54 . B
FSS-III total score N : . o -
(72 1items) ‘ . 111.4. 132.6 94 .6 12.4 . 2,315, <.001 °
Mean score on fears of . | o -
‘death and tissue damage - . B S - v :
(18 FSS-III items) o 1.6 1.9% 1.4 9.7 2,314 <.001
Mean score on social . S : e ‘ o -
fears (17 FSS-III items) 1.8 1.9%¥% 1.6 - 4.1 2,314~ <.05
Mean score on other , '
classical fears (16 FSS : - o
‘111 items) : 1.2 1.9* 1.0 31.1 2,3}4 <.001
Mean scores on miscéllanedua . - .
fears (8 FSS~III items) 1.8 . 1.8 1.3 ¢+ 11.0 2,314 <.001 i
Mean score for animal T . . | _ i
fears (9 ?SS-III items) 1.2 - 1.1 - 0.9 2.4 2,314 .09
,; v ’
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Mean scores on noise

-

*Agoraphobic group differs from other two groups which do not differ from each

-other

**Agoraﬁhobic group differs from group: of other phobics only '

112 B , -

_ fears (4 FSS-I1I items) - 1.2 1.3 1.0 3.5 2,314 <05
Scores on fears of : o,
contamination and
" "hurting others”
. (FSS-II1 items # 26, 41, ‘ A A ' ‘ _ o
42 & 47) ) - 6.4 6.9 4.7 8.4 2,314 <.001
2:23, * B} j
i
e ) P ((>
. : )
. - . o - 3 i
S S S - i G ‘ —
Underlined groups do not differ from ‘each other



arewseparated~from~theﬁothermpatientséa~vefy»diffefeﬂt—pattefﬂ—isgrewealcd;

In terms of total fear score the obsessive patients are’significantly less

o

fearful than the agoraphobic patients and significantly more ‘phobic than the
other phobic patients._ The agoraphobic group also ‘had 31gnificantly ‘higher

scores on all butboneg(fanimal fears) of the FSS~III fear clusters than did

-

the non-agoraphobic grdup. On the "death and tissue damage” and "other

classical clusters the agoraphobics also scored higher than the obsessixes i

but on the other FSS subcategories, including the contrived category, fears of -

“"contamination” and hurting others s the agoraphobic and obsessive groups. did

" not differ. Complete Information ‘on each of t the anaIyses of. variance is

documented in ‘Appendix E, Tables E37-E50. - o _ R .

L
4

. A "
-

Andlety - o -

Anxiety was measured in three waYs: psychiatrist's rating on a five—ppint

scale (Psychiatric Questionnaire), patient's self-ratings, also on a

rfive-point scale (Self—rating of Symptoms) and IPAT Anxiety Scale
Questionnaire.

On the psychiatrist's rating of anxiety (sum’of psychiatrist's ratings of
(a) “"feelings of anxiety#, (b) “tension”, (c) “physical manifestations™ and
(d) fpoor concentration™ divided by four), the patientfs rating ofvnervssbness
.("How have ;our'nerves beenrin the past week?"),'Anxiety Scale Questionnaire

sten score and covert anxiety score, the obsessives scored higher than the

phpbicmgatients. The patient's rating of anxiety s ynptgms,L,Do you suffer

from the following: sweating, trembling or palpitations, uneasiness,

v

_apprehension or anxiety for no adequate reason?”) and the Anxiety Scale

Questionnare overt anxiety score failed to differentiate the two groups of
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patiénts'(TabIe'2ﬁ7.” Compiete*information*of*each‘of‘theranaiysesfofrvariance
-is available in Appendix E, Tables E51-E56. :
When the phobic group is snbdivided into agOraphobics and,patients with
other phobias and thevanalyses described above,repeated, it -becomes obvious
that the differences between the two gronps is due entirely_torthe lower._
anxiety of the non—agoraphobic patients;-agoraphobic_patients are not less

anxious thancobsessiye”patientsgh”Qn,Qhe'PsyChiatristfsvI@tingAOf,ﬁnKiSFYi;Ehﬁuu
patientis self-rating of "nervousmess”, the Anxiety Scale Qnestionnaire sten

~ BN —

score, overt anxiety scale and covert anxiety scale, the gbsessive patients

and ‘the agoraphobic patients scored higher than the group of other phobic

patients but the obsessives and agoraphobics did not differ from each other.'

On the patient's self -rating of anxiety symptoms, no two groups differed

T

significantly at the 0.05 level (Table 25). Complete information on each of

" the analyses'of variance is documented inbAppendii E; Tables E57-E62.

w Depression
Depression was measured in two ways: psychiatrist’s rating on.a
five-point scale (Psychiatric Questionnaire) and patient s self-rating, also S
on a five—point scale (Self-rating of‘Symptoms).
Both theipsychiatrist‘and the patient rated the depressio; of the -
obsessives higher than that of the phobics, the only difference‘between the
two kinds of ratings being that ‘the psychiatrist rated depressive

symtomatologﬂy -of- both”grouszf patientsJ:etweeL(L(noneLand_l_(mildL—

whereas the patients themselves rated their depression as mild (1) to moderate

(2) on the same five—point (0-4) scale. The mean psychiatrist's rating of

depression was 0.81 for the obsessive group and 0.56 fer the phobic group (F =

)
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Table 24 T

. Group means of obsessive and phobic

‘patients on measures of anxiety

115

‘Obsessive - Phobic F g£ | P
Psychiatrist's rating of : j .
Patient 's rating of o '
"nervousness” 2.7 2.2 18.7 1,271 <.001
Patient's rating of =/ : - S - .
anxiety symptoms _ . 2.1 1.9 - 1.8 1,271 <.18 o
Anxiety. Scale B }
Questionnaire sten score 8.8 8.1 5.0 1,318 <.05
"Anxiety Scale ) o o .

-~ T Questionaire overt T T T = ST
anxiety score 22.1 21.3 1.0 1,315 .32
Anxiety Scale
Questionnaire covert - ‘
anxiety score ' 25.2 23.1 6.0 1,315 ~<.01
. Y '
W -
‘"ﬁw g



Table 25 . -

i

Group means of obseésive, agoraphobic, and other

- Psychiatrist's rating of

anxiety ‘
Patient's rating of
"nervousness”

-~

Patient's rating of
anxiety symptoms -
Anxiefy Scale :
Questionnaire sten score

. Anxiety Scalé Questionnaire
overt - .. ..

anxiety score

Anxiety Scalq)Qﬁestionnaire
covert

- anxiety score

phobic patients on measures of anxiety

‘Underlined groups do not differ‘frdm each other

Obsess. Agora. O0.Phob F P

1.5 1.6 1:0 12.5 2,251 <.001
, T

2.7 2.4 2.1 12.0 2,270 <.001
20 2. L7 2.3 2,270 .1k
8.8 8.8 7. - 6.8 2,317 <.005
25.2. 25.9 213 0 1l 2,314 <.001
22.1  23.2 200 4.9 2,314  <.01
8
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11.25, df = 1,254, p < O, 001) The Obsessive patients rated their own

depression as 2.00 and the phobic patients gave themselves a rating of 1 60 (F

= 7.00, df = 1,269, p < .01{. omplete information.on each of the~analysesAof

: variance is available in Appendix E, Tables E63- 64.

>

When the phobic group is subdivided into agoraphobics and patients with

other phobias and the analyses described above repeated, the obsessives remain

L4

~ the most depressed of the three groups on both ratings, and the ratings’ of

. depression of the agoraphobic patients fall“'betw‘ee_n those of the obsessives

and the other phobics, who score lowest on both types of ratings. Both the

obsessives and the agoraphobics rate themselves as more depressed than those

o -

—— e - —— =

patients with other phobias but on the psychiatrist s rating only ‘the
obsessives score higher than the group of otﬂer phobic patients (Table 26)
Comp lete information onAeach of the analyses of variance is documented in

Appendix E, Tables E65-66.

LS -

Social adjustment U S

Social adjustment was measured by asking the patient to rate, on a

‘ fivefpoint scale, the extent to whicga:;mptoms interfered with.(a) adjustment
at work (either outside of the home or as a housewife), (b) adjustment with
regard to leisure activities (including holidays),_(c) sexual adjustment,k(d)
social adjustment within the family, (e) social_adjustment with people outside
of the immediate family,'and (f)cexpressed self-satisfaction. The greater.the

score, to a maximum of 24 (6x4),'the greater the.maladjuStment.

AN

' The mean self-rating of the obsessive group, 19.3, was significantly

higher than that of the phobic group, 16.3 (F = 6.88, df = 1,252, p < .01«
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B oo Table 26 = 'iﬁ’"'Vﬁ" -

Group means of obsessivesf agoraphobicsfandfotherrphqbic~patientsfon*measures
of depressive symptomatology _

A\

Variable. » : Obsess. Agora.' 0.Phob F-ratio gfﬁr' P

Psychiatrist's rating of o o o ,
depression ' 0.8 - 0.7 0.5 7.3 2,253 <.001. -
Patient's rating of T ' e .

depression ’ ' , L 2.0 - - 1.9 1.0 - 6.1 2,268 <.005

Groups underlined by the same line do not differ from each other =

~

" When the phobic group is subdivi dedinto'agoraphobgcs and other phobic -
patients,'it can be seen thatvthe-impairment of'agoraphobic patients, 19.4;fis
just‘asvsenere-as that‘of the obsessives and both groups rate themselves as
significantly more disabled’than do the other phobic patients, whose mean
self—rating is only l%.B (F = 10.02, df = 2 251, p € .001). Complete

information on these analyses of social adjustment can be found in Appendix E,

Tables E67 E68.

Impotence or frigidity, an index of sexnal\naladjustment, was noted, if
;present, in the Psychiatric Questionnaire (p.7), and those data reflect'
exactly‘the Sane pattern of impairmentras do the.scores.on the Self-rating of
Social Adjnstment. Almost'352 of the obsessives were impotent or frigid )
compared to 26;51 of the.phobic patients as a group; a non-significant °
- difference, but when the agoraphohics and other phobic'patient; are separatedk

it turns out- thatlthelsexualladjustmentloflthelaggraphnhicslisleyenlpnorerllll,

than that of the obsessives (422 impotent or frigid compared to 34.7%),

" whereas only 17% of the other phobic patients complain of 1ack of sexual

satisfaction (chi square = 12.6 df = 2, p < 005) ‘S -
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W,_fothetthghiasjﬂihe:pxépnnde#aneefof~£em&iesfamong=thefagorapho%iETpattentsrff

III. Natural History = ‘ ’ .

- Sex ratio

Of the series of 159 obsessive patients, exactly half-(49.7%) were

"patients on -

female; whereas almost three—quarters (73.9%) of the 199 phoBic
whom we have gender data were women (Chi square = 21.2, df =1, p < .001).

When. the phobic group is divided into égoraphobics and patients with

86;31; is evén greater than that among the other phbbic patients, 65.5%Z (chi

square = 31.0, df =2, p < .001).

Maritél Status

Over forty-seven percent (54.5% of the males and 40.3% of the females)Aof

thé:pbséSEiVe'ﬁéfieﬂté had never ﬁarflé&7(£§;52mﬁé;g h;ffiéd; tﬁéi;eﬁéiniﬂg
>3.ZZ were widowed, divorced or separated), whereas only 27;127(40.42 of the
méles and 22;81‘of theifemales) of ¢he7phobic p#tientsrwere still single
(70.8% married; 2.1% widdwed,.divbrcgd or separéted). This disproportionately
large number of single obsessiQes (chi square = 22,4, df = 4, p {7.001) have
not remained Sipgle because obsessives, as a group, marry later; the ;;e of

first marriage of those obsessives who did marrj was 24.0‘yéars; of the phobic

patients, 23.2 years (F = 1.1, df = 1,191, p = .30). Nor is the difference

attributable to any difference in the mean ége“of»the groups; the mean age'of

the obsessives is 32.6, of the phobics 34.0 (F = 1.6, df = 1,354, p = .21).

*

119 2



[
- + O S N e

’When the phobic patients are separated into agdraphobics amd other phobic

patients, the agoraphobic patients, as a group, prove most likely to marry.

Only 20.5% of the,agoraphobics were single, comparedrtq 31.6% of the other .t

‘phobics and 47.4% of the obsessives (Chi square = 29.4, df = 8, p < .001).

7Ag§ g£_onset

~The mean age of onset of the unremitting train of symptoms for which the

- e o

patient ultimately sought help was. identical in the two groups, the age of

. opset in’ the obsessive group was 21.6 years, in the phobic group 21.8 years (F

e -

symptom_.was experienced,, however, does 'hdiscriniina.fg"between the two groups,
with the obsessives claiming to have experienced the first symptom three-years
~earlier, on average, than the phobic patients } 15.2 years ofiage for the
obsessive,gronp compared to 18.2 &ears for the‘phohic_group (E = 5.16, df';'
1,282, P < .05). |
: : o K . ,

- : When:the—phobicfgroupwis'separated"intO”agoraphdhié”péfienfs"iﬁa"those**7
with other phobias, the égoraphobie patients prove to have the latest age of .
onset,426.0 years, significantiy later than the age of onset of the patients

with,other phohias, 19.3 years, and the obsessives 21.6 years (F = 4.95, df =

;,239, p,< .01). The differences in age of onset among the three groups is;

perhaps more. graphically illustrated in Table 27; Thirty-five percent of the

obsessives report onset before age 10, compared to only 2.3% of the -

agoraphobics and 17.5% of the other phobic patients.‘“Symptomatology is

= 0.01, df = 1,240, p = .91). The age at which the first obsessive or phoble  *

w

continnous in 76. IZ of the obsessives by age 20, compéred;to ?2:72 of the
/ - = Y

agoraphobics and 46.0% of the other phobic patients. To put it yet another

-

way, obsessives are most likely to experience ‘an unremitting train of symptoms

e
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- - - - - . ——Table—72;'7—~——~———r—r——————f S e _—
el . e Percentage of each group fenortA:vin‘g ‘ e
age of onset before variqug ages
Obsessive, ;\goi;aphobic. ' . Other phobic .
(%) - (X) . (%) ™
Age \
5 9.4 2.3 7.7
18 35.0 2.3 17.5
2 15 59.0° 9.1 28.6
20 ‘&,76.1 : 22.7 460
‘25 86.3 | 45,5 61.9
— 30- . 90— 8.2 Bhl
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~or friend, domestic crisis, unavoidable conflict, sexual, betrothal,

during the second decade of life (41. IZ), whereas the peripd from 20 to-30 is

the 10—year period in which agoraphobics (45 5%) or other phobics are most

likely to experience onset. The age of first symptbm for the three groups

reveals exactly the same pattern among the thfee disorders but the differences

‘

w

are greater than in the case of age of onset»of the diserder. The

average - about ten years later than the obsessive patients (15.2 years) or

o
the patients with other phobias (144 years) As in the case of age of onset

v

of disorder, the age of first symptom of the latter two groups do not differ

”from each other but both are signifieantly younger ages than the age of first .

‘agoraphobics claim not to héve had  a phobic experience until after age 24, on ;

symptom of the agoraphobic group. Complete information on these analyses of

age of onset can be found in Appendix E, Table E69-E72. - S - Ty

Precipitating factors

Data on the events considered significant to the onset of the disorder

were garnered from that part-of the Psychiatric Questionnaire in-which the ——- -

patient is queried about memorable events in his life which occurred during

~ theé six months immediately preceding onset'(viz.,A. 4 e, "Circunstances of

onset of present illness: known causes”). In that part of the questionnairef

t

the psychiatrist checked off (or described in the space provided) ‘those of the

14 precipitating factors listed therein which characterized the patient s/ life

.during,thersix.months preceding the time of onset of an unremitting traig of

symp toms for which the patient ultimately sought professional help. The 14
» . R

"facEaié listed are: fright, acute danger, serious illness, death of relative

B

occupational;_school, childbirth, pregnancy, menopause and other crisis. In

N
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many cases more than one circumstance was checked off in the°P§ycﬁiatrig

Questionnaire, and in eﬁcoding the data for analysis, all of the categories of -

precipitating facfors that apgliéd,tova patieﬁt weie included, as wéllrés a
fifteenth possible categdry, "ﬂéikﬁown ciféunstanée of onsetf;; This coding
‘proceaufé precluded tﬁe.ﬁée of an oyerail chi square .analysis (patieﬂt groups
X categoties of prec%pitating factor) of the daté since omne patieht could‘”

ol -

contribute to the freéuency in several cellsfof such a gontingeqqy'table and

the cell frequencies are thus non-independent. The data, théfefdré}”ﬁéfé“;*‘”“‘

analyzed separately for eaéh category of circumstance of onset and the

frequenciés in the contingency table cells'represent!the number. of patients in

that patient group for whom that particular circuustance (among others, in ~
'somevéases) applied.
‘The obsessives and the total group of phobic patients did not differ with

respect to the number for whom no circuustance'qf onset could be identified

£

(Table 28) bu£ the types of circumstances of onset thaﬁ characterized tlte two
groups,were,clearly,differentiabieumeg,ﬁ_ﬁ, ,,”"ﬁuWW”,;_hﬁw;i,im e
Seéual factors, occupatidnal,or academic circumstances, childbirth and
other crisis (éescriptions of thé,“other crisis” in the lives of those
obsessivezgnd pLobic'patients, for whom it constitutédra precipitafing'factor
can be found in Appendix G) wefe significantly more common ci:cumsﬁances of |
onset among the obsessives than among the phobic patients. Fright and£4

unavoidable conflict, on the other -hand, were significantlj more -common

precipitating factors among the phobic patients than among the obsessives

(Table 29).

The most common precipitant in both patient gfoups was ddmestic'crisis, a
factor in 22.4% of the obsessive cases and\%Z.BZ of the phobic cases. As can
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Table 28

Number of obsessive and phobic patients for whom there was no identifiable

- <~ = —circumstance of onset

Obsessive

yes - s ; 28
: (22.4%)

o L 97

o 7125

Phobic

47

(28.3%)

119

(71.7%)

166

75

216

291
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-~ to whom the circumstances of onset applied

Table‘ggr,”,yﬂ,,

.Number,of obsessive and phobic patients

w

Obsessive - Phobic
: yes - 5 23 28! Chl square=7.96
Fright (4.02)_ (13.9%). df=] ,p<.01
. L - ' ’
no 120 143 263
(96.0%) (86.1%)
125 . 166 291
Obsessive Phobic
yes 0 1 1 Corrected chi
e N . ... square=0,00
Acute danger (0.0%) (0.6%) df=1, p=1.00
o . 125 165 . 290 |
(100.0%) (99.42)
. 125 166 291
Obsessive Phobic
’ T T yes TS T3 T 187 T T Chi square=1.80 0 T
Serious illness (4.0%)  (7.8%) df=1, p=,17
o 120 153 273
' (96.0%) (92.2%).
125 166 291
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‘Table ggr(continuéd)

Phobic

~ Obsessive 4 : _ .
- yes 13 26 39 Chi square=1.70
Death of a relative or (10.4%) (15.7%) daf =}, p=.19
friend ' - - ) '
‘ no 112 -140 252 S ~
" (89.6%) (84.3%) T
125 166 291
Obsessive Phobic
yes 28 37 ' 65 Chi square=0.00 ‘
_ Domestic crisis . (22.3%) = (22.3%) df=l, p=.98 -
no 97 129 226
(77.6%) (77.7%)
125 166 291
Obsessive -Phobic Corrected
: . yes 1 12 13 Chi square=5.48
Unavoidable conflict - -~ ~(0:8%) — «(7.2%4)—— ~ —— —df=1, p<.O0L
no 124 154 278
(99.222 (92.8%)
125 166 291
Obeessive Phobic Corrected
yes 24 2 26 Chi squa}&zzg;é‘
Sexual - (19.2%) (1.2%) df=1, p<.00
“mo 101 164 265
: (80.8%)  (98.8%) :
125 166 - 291
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7Table gggiéontinued)

Obsessive Phobic - Corrected -
? _ . .
%es 2 ) 0. 2 Chi square=0.84
Betrothal ‘ (1.6%) (0.0%) - df=1, p=.36
no 123 166 - 289
(98 .4%) (100.0%)
125 166 291
Obsessive Phobic VCorrecteq :
o yes 10 3 13 Chi square=5.04
= Oceupatiemal - o HA80%) (k8% af = p<05—
no 115 163 . 278
, " ¢92.0%) 0 (98.2%)
125 166 291
Obsessive Phobi ¢ .
o yes .15 . 6. . ,,A,,Z,l,,; .. Chi square=7.49  _  °
School (12.0%) (3.6%) df=1, p<.0l
no 110 160 270
. (88.0%) (96 .42%) "
125 166 291
Obsessive Phobic Corrected
= yes 9 : 1 10 chi square=7.47
Childbirth# (7 .2%) (0.6%) df=1, p=.18
.- ; j3 ) 7
7 no 116 165 281
- - (92.8%) (99.4%)
o 125 166 . 291
&
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- Pregnancy
(females only)

~---Menopauge - - -

_Other crisis

&

>

Table 29 (continued)

: I 5 \
Obsessive - Phobic v Corrected
" yes 3 1 4 chi square=1.80
(5.3%) - (0.8%) df=1, p=.18 -
no 54 122 176
(94.7%) (99.2%)
.57 123 180
" Obsessive Phobic _ Corrected
yes - 3 0 0 chi square=0.00
(00 0% (0 07) ~ﬁ”74~4d£=144p=;tvu,
no 125 ° 166 291
(100.0%) (100.0%)
125 166 , 291 ..
Obsessive Phobic
yes 21 15 36 ,Qh,i,,,sqpa}te=3 91 -
(16.8%) (9.02) df=1, p<.05
no 104 151 255 -
(83.22) } (90.12)
125 166 291

* All subjects for whom aata were available were included in this analysis
(rather than females only) because for one male subject the birth of his child
. was seen as significant to the onset of his illness ™ : :
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s

be seen from Table 30, the death of a :eiative or ffiend and other crisis were

balspramoﬁg th& five most common pféﬁiggiétizg-factors in both groups.
> e : : o | S
When the total group of phobic patients is subdivided into agoraphobic

and other phobic' patients, three differences between the two kinds of phobic
ﬁatients‘emerge:

1. Fright, hhicb was significantly more common as a circumstance of onset

'~ among the tqtal_group of phobic patients than among thé obééssives, was a

most common precipitant.. Among the agoraphobic patient§ it. was a .

précipitant only 6.3% of th

faEEOI”ﬁiinly'amﬁﬁé“fﬁé’dthérfphbﬁié ﬁatieﬂts (18.423;'for”w56ﬁ it was the

e.tiﬁé, a»figpfg’not gpch higher tﬁép th
ipéidence among obsessives (4.0%).} - |

2. deéégicﬁcrisis was as frequentlyba circumstance of onset amoﬁg the
‘oBsessive patients k22.4%) as among the total group of phobic pasients

(22.3%) but when,fhe two groups of phobics are considered separately,

domestic crisis‘doés discriminate beﬁweeq the three groups (Chi square =

7.14, df =1, p < 0.05).. It was most commonly a precipitant in the . . ... -

aéOréphobic group (33.3%) and least commonly a precipitént among tﬁe other
v, phobic patients (15.5%). 7 o )
3. The higher incidence of unavoidable conflict}as a preciﬁit;h£>amongkfhe
total group .of phobic batients (7.2%) compared_to.thé obsessives»(O.SZ)
was due mainly to the agoraphobic patientsrin whom the incidence is 12.7%5

By comparison, unavoidable conflict was a factor among only 3.9% of the

other phobic patients -(Chi .square = 14.02, df = 2, p < .001).

e The proportion of patients in each of the three groups to whom each
. ) L 4

" precipitant applies is documented in Table 3I.

[
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- mble g

_Percentage of cases in which precipitant was a factor and rank order of rate
of incidence of precipitants among obsessive and phobic patients :

 *-Significantly more

**Significantly more

Obsessive Phobic
Ptecipitant fercentage Rank order
Fright 4.0 85 139
: Acute:danger 2 0.0 13~ 0.6
K Serious illnese 4.0 | 8.5 | '7,8
'gvDeath of ar- *;*** -
relative or .
friend 10.4 S 15.7
Domestic crisis =~ . 22.4 1 ~22.3
VUnavoidable T
conflict 0.8 .12 7.2
Sexual 19.2 - 2 1.2
Betrothal 1.6 11 ‘9.0
. Ogeupational 8.0 6 'TtB
 school 120 & 36
' Childbirth 7.2 7 0.6
Pregnancy 2.4 ‘10' 0.6
Henopause 0.0 14 0.0
Other crisis 6.8 3 9.0

common-among phobic patients

common ‘among obsessive patients

:Percentage Rank order

-

3

11

11
11

13.5

ke
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CTable 31. . . .
Number 'of'OBséssive, agoraﬁhobié and other phobic patients
~to whom each of the circumstances of onset applied
= ' - " . Obsessive :Ag'braphdbic Other phobic
No knbowln circi;hstance s o / : o o :
of onset © yes - 28 4.~ - 33 75 -
(22.4%)  ©(22.2%) . (32.0%) . - D)
“no 97 - 49 .- 70 Y 316 -
(77 .6%) - (77'.;8’2) ) ¢68.0%) ¢
125- 63 . 103+ 201
Chi Aéq'uare-li ;27,' df=2, p=.19 %
Obsessive Agoraphobic Other phobic A
Fright yes 5 o 4 19 28
. (4.0%) (6,3!%) T (18.4%) : -
no " 120 59 ' 84 263
(96.0%) (93.7%) (81.6%)
125 63 . 103 291
Chi square=14.54, df=2, p<.601 o R ) B o
| Obsessive Agoraphobic Other phobic
Acute ddnger yes 0 . 0 1
' fg (0.0% (1.6%) : (0.0%)
El . : ! .
no o125 "o62 103 290
(100.0Z) -~ (98.4%) (100.0%)
| 125 63 103 291
Chi square=3.63, df=2, p=.16
R >
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,
~— ~Table 31 (continued) :
Obsessive Agoraphobic' Other phobic
Serious illness yes 5 6 7 18 ~
no 120 57 - 96 273
(96 .0%) (90.5%) (93.2%)
B o 125 63 103 291
,,,,,, Chi ‘square=2 .30, &d,f,éAZA,;ﬁi!SAZM,,,,A o | o o
Obsessive  Agoraphobic Other phobic
Death of a relative or e e
friend . . yes. . 13 A 12 39
(10.4%) (22.2%) (11.7%)
no 112 o 49 91 252
(89.6%) (77 .8%) (88.3%)
125 © 63 103 291
Chi square=5.47, df=2, p=.07 E
S e e Obsessive - ~Agoraphobic ~Other phobic
. Domestic crisis - yes - 28 s 21 16 65
s ~ C(22.4%) (33.3%)  (15.5%)
no 97 42 ‘ 87 226
(77 .6%) - (66.7%) (84 .5%) '
125 63 ~. 103 291

Chi squafe=7.l4, df=2,‘p<.05
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. Table 21;(contihued)

Obsessive  Agoraphobic Otheriphdbic

;ﬁnavoidable'conflict ‘ jes 1 ' 8 . 4 13
(0.8%) L (12.7%) €3.9%)
. no 124 55 99 278
(99 .2%) (87.3%) (96 .1%)
. I - 125 63" - 103 291
Chi square=14402, df=2; pmeOL- - s oL

Obsessive ' Agoraphobic Other phobic

... -Sexual ,W74W§—Z§;;;ﬁfuffffz&fjiMTfffﬁ74ff,,, 126
: (19.2%) ~  (1.6%) ~  (1.0%)
no 101 .62 o 102 265
- ‘ ~(80.2%) (98 .4%) (99.0%)
. 125 . 63 103 . 291

Chi square=28.40, df=2, p<.001

,"nggggéyg,,Wégoraphpbic Other phobic =

Betrothal " yes 2 . 0 . -~ 0 2
(1.62) ~  (0.0%) (0.0%)
no 123 63 " 103 289
(98.4%) (100.0%) (100.0%)
125 63 103 291

Chi square=2.67, df=2, p=.26

o ) YoaA LN\,
‘ </ .
- . Y
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- SR - e S - -
" Table 31 (dontinued) G )
‘ Obsessive Agofaphqbic * Other phobic -
. v - - ' FN . o
Occupational yes -10 .. 0 - 3 13 .
(8.0%) . .  (0.0%) (2:9%) e
no 115 63 100 278
(92 .‘\OZ) -~ (100.0%) o (97.1%).
125 .. 63 7 103 291
Chi square=7.18, df=2, p<.05 ) S
Obsessive ‘Agorap'hobic, Other phobic
‘School 7 yes IS T T 0T T e 21 \
: : (12.02) = (0.0%) (5.8%) .
.. no 110 63 97 270
; (88.0%) - (100.0%) (94.2%)
S . 125 T L 63 103 291
Chi square=9.47, df=2, p<.0l o : '
N Obsessive  Agoraphobic O'ther phobic
Childbirth# yes 9 7 o . 1 10
no 116 63 102 . 281
(92.8%) (99.0%) - (99.0%) - t - A
125 63 103 291
Chi square=9.46, df=2, p<.01 ’
- ,&
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-  Table 31 (continued) -~ C L #
Obsessive . 'Agorzi;;hobic' Other phobic -
‘ Pregnancy(females only) yes 3 . 0 S | \ 4
) ~ LT G ~ (0. om s
o 54 56° .. .1 66 - 176
' (94.7%) (100.0%) . = (98.5%)
. 57 6. 67 180
S Chi square==3 .86 dfj.?.,}:.lft o - B e R
. ; R Obsessive Agoraphobic Other ’pho_bic
Meﬁopause'~ ' yes w0 0 ' 0 0
e == - - S fO UZ{ . (0.0%) . 7(0.02)
no 125 63 "~ 103 291
(100.0%) (100.0%) -~ (100..0%) .
s 125 .63 103 291 - .
o  Chi square=0.00, df=2, Pp=1.00
: Obsessive - Agoraphobic Other phobic
} - othererisis  yes . 21 . ¢ 9 - 36
] 7 % - _ s
no 104 57 94 - 255
N (83.2%) (90.5%) (91.3%) ‘
- - 125 63 . 103 291
Chi square=3.96, df=2, p=.13- N N ' |
- * A1l subjects for whan data were available were included ‘in this analysis
(rather than females only) because for one-male’ subject the birth of his child ,
was seem as- s:tgnific\ﬁ; to the onget of his illness T -
~ . 135-
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Course of the disorder - IR .
- : . . oo .. .
When the obsessive and'phobic patients are;categorized according to
'Ingram's (1961b) four types of disorder course (constant static, constant ‘
- ) . N ) * e ' 4 . .
worsening, fluctuating and phasic), the distributions of course within the two
groups differs significantly (Chi square = 36.1, df =>4, p < .001).. The

largest differences between the two groups occur'in the "Constant static” and

constant worsening categories. The course of the disorder of 39.0A of the‘

phobic patients is classified as "constant static”; whereas the course of only)

14.5% of the obsessive patients iscso categorized. ‘The course of 29.1Z'of the:

"~ob8essiwrpatients*%s*describecﬁasw*"’corfs‘t%nt"worse*nirTg'b?o*mpared”tcr 9:7*%* e

‘the phobic patients._.A similar proportion.of each group (56.5% aof the

obsessives and 50.7% of the phobics? report a changeabie course, i.e.,
'Vfluctuating" or-"phasic". The complete contingency tahie is reproduced in ‘ .
\‘Tableb32. | ' o7 |

Where the patient reported changes in the disorder aver time' the

"psychiatrist asked the patient ifihe or she was able to identify what the

circumstances of exacerbation were. If the patient was'aware what the
circumstances were, his response was recorded in the Psychiatric Questionnaire
(A. 5d. "Exacerbation connected with:") and the response-was’subsequently'

: A i .

bt
- - -

classified, where applicable, into one of the 12 categories described earlier

- under "circumstances of onset”. If none of the 12 categories was descriptive'

of the patient's nesponse, the circumstances of exacerbation were classified

~as "Other crisis” or "Other”. The resulting distributions for the two groups o

(Table 33) differ- significantly from each’ other (Chi square = 27. 4 df = 13, P

= ,01). The largest single difference between the groups is in the category,.

“No known circumstances”; 37.9% of the'obsessive‘patients (63.8% of those who -
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Table 32 =

" Course of disorder of obsessive and phobic patients

. -Obsessive Phobic -
Course . A
Constant- ,
static ' 17 60 - ] 77
(14 .5%) (39.0z) '
.Constant : ' v _ :
worsening — ‘ 34 . 15 - - - - 49
_ . S (290AK) (9 TR)
Fluctuating s 48 . 102
' (46.2%) (31.2%) -
_ Phasle .12 .. 3% - 4
_ - (10.3%) (19.5%)
Getting 7 : :
better - -0 . : I _ 1
. (0.0%) - (0.6%) .
§ 117 154 271
Chi square = 36.1, df = 4, p < .001
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Table 33 . B o
. ',:,:‘Cirtumstaneesmoﬁmexaeerbationgofgobsessivéiand phobic patients
Obsessive , Phobic
Acute 'dang'e'r ‘ 1 S .0 : 1
. (0.92) . (0.02) : .
Serious _ v 1 )
1llness’ : 1 3 o 4
(0.92) : (2.0%)
Death of . :
relative or e S -
— friemd T~ 7 2 o 2 4
» ' (1.7%) (1.42) ' :
deestic o : . o
crisis : 5 8 13
S € 1 7 9 I . (5.42)
Unavoidable - ’ o
conflict : 1 - 1 . 2
(0.92) (0.72)
Sexuai . : : 3 : ' 1 : 4
' : - (2.6%) : (0.7%) .
Occupational : .3 ' ' - 6 ,; _ 9
~ School 1 - SR | 2
) (0.9%) ' (0.7%)
Childbirth - o o 1
) . (0.0%) ’ (0.7%)
Pregnancy . 0 - ’ 1 ‘ 1
. : (0.0%) (0.7%)
] »
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Other crisis 2 T T2
o (LaT%) S (6.8%)

» No. kndwn , o
circumstances . 44 . 22 ' : 66
- -(37.9%2) = (15.02) ' ' :

Does not
apply (i.e.,
there ‘was no : _ o : e 7 :
~exacerbation) - - 47 - D Th D
o -~ (40.5%) : (50.3%) .
‘Other ’ 6 o 17 23
ST (5.22) . (11.6%)

e o 263

.Chi squére = 27 .4, af = 13, p = 0.01°
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report exacerbations) were unaware of the circunstances,‘if any, surrounding

| exacerbations of their condition, compared to only 15.0% of the phobics €30.1% -
'of those who report eXacerbations) Eight (6. 9Z) of the circumstances of
exacerbation described by the obsessive patients and 27 (18 +4%) of the
circumstances described by the phobic patlents were not. classifiable in the 12-
categoriesvused in the Psychiatric Questionnaire. A list of these can -be-

”found‘in Appendix H.

«

" When the phobic group is separated into agoraphoblcs ‘and patients with

other phobias, the distribution of types of course across disorders revea‘*\}

A%

that the agoraphobics are more like the obsessives than are the other phobicsriw_;fi

(Table 34). The modal category of course'in both of.these dlsorders is
"fluctuating" (46.2% of the obsessivespand‘35.02 of the agoraphobics); the
uodal‘course in the other phobic patients is_"constant'static" (44.7%). The
Q’course of the obsessive group remains different from both phobic groups in
that more'obsessiyes report a "constant worseningh course and fewer describe
e their~eou£se’as—"constantwstatic"r' Theﬁagoraphobic”patients*describe;the*
course as “"phasic” (i.e., one or morercomplete‘remissions) more often than do
other phobic patients or obsessives. With respect to the distribution of |
types of circumstanees-of exacerbation across the three‘groups (Table 34), thev‘
agoraphobics do not differ markedly from the other phobic patients except that
"domestic conflict is more often,reported as ‘circumstances of exacerbation”

by the agoraphobic patients (12.52) than by the other phobics (l.1%). Lack of

awareness as to what causes exacerbations distinguishes the obsessive patients "

from both groups of phobic patients (Table 35).
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 Table 34 - e i

Course‘oﬁ disorder of Qhﬁgaﬁiyg+Aagoxaphohicﬁand,othergphobicgﬁétients

141

Obsessive Agoréphobic - Other
- Phpbic
Course
Constant static 17 18 42 77
(1l4.5%) _ (30.0%) (44 .7%)
-Constant. o
-worsening - 34 4 1 - 49
' (29.1%) (6.7%) (11.7%2) 5 e
Fluctuating 54 212y 102
(46.2%) = (35.0%) (28.7%)
\\\ " Phasic ' 12 17 13 42
~arjfm~ﬂ-—»—ﬂrf:/ 7’”’"fW””m{ia?g%%ffvmufngaﬁyﬁkgff{1378¥ifﬁ' S —_—
© ™ Getting better . 0 (A 1
(0.0%) - (0.0%) (1.1%2) =
1 o o 117 60 94 271
Chi square = 45,8, df = 8, p < .001
e R - ,l‘le pa— — [ — 4,;7 — R — — - — — e — —— — SR — — — e ——
N i
4 ‘\l



¢ - Table 35 .
N . Circumstances of exacerbation "
of obsessive, agoraphobic and other phobic patients
Obsessivev ' Agoraphobic ' chér *
. ', Phobic
Acute danger 1 0o : o 1
o 0.9%) - (0.0%) (0.0%)
Serious - , | . | :
illness 1 v 2 o 1 ' ' 4
(0.9%) (3.62) (1.1%) :
R . Death,of ,ak, - ,,,‘ — -, S ,, - - - - N NN N - e e : et e u‘,.uk,‘_‘)‘ — .
relative or S ‘ ' , ' .
friend 2 2 0 4
(1.7%) (3+6%) (0.0%)
R -~ -— - -Domestie - -— S = - — —
crisis -5 7 R ¢ ' 13.
. (4.3%) (12.5%) (1.1%)
Unavoidable : :
“‘conflict , 1 : 1 .. 0 ' 2
Sexual 3 1~ 0 4
: (2.6%) (1.8%) (0.0%)
Occupational == 3 N I ,,,,;,;,, 6 9 R
(2.6%) (0.0% (6.6%)
School 1 0 1 s2
' Childbirth 0o ; 0 ' 1 | 1
(0.0%) (0.J0%) (1.1%) |
Pregnancy 0 : 1 o ' . 0 ’ 1 v
©(0.0%) (1.8%) (0.0%)-
Other Crisis 2 7 4 v - 6 o o ,12?
o : . (1.7%) (7.1%) (6.6%) '
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No known : )
‘circumstance B 7 S 8 14 66
‘ » (37.9%) (14.3%) (15.4%)
Does not ' . .
apply o 47 22- .32 121 .
- (40.5%) (39.3%) C (57.1%)
Other 6 8 y 9 23
- ’ (5-2%) (14 .3%) L3 (9 .9%)
116 56 91 263
Chi square = 55.1, df = 26, p < .001



&

Delay in seeking help . . ...

Defining delay as the interim between'the time when symptomatology became
eontinuous and‘the time when the patient first sought psychiatric help, a
eomparisoh of the two groups reveals a sighificantly 1onger delay in the
phobic group. On average the phobics deferred treatment eight years longer
than did the obsessives - 10 8 years compared to 2 7 years (F = 22, 2 df =
1, 163, P <' 001). Separating the phobic group into agoraphobics andiotherrhk

’ phobic patients, however, a very different pattern emerges, the ll-year mean

delay of/the‘phobics is not representative of both phobic subgroups.’ The'

greup?of”otherrphobfcfpatientSfdeiayed:seekihg*treatméﬁffr¢?5’years on
" average, significantly.longer (Tukey B a posteriori comparison)_thanrthe
agoraphobics (1 .0 years) or the obsessives (2.7 years), who do not differ from

each other with respect to delay (F = 22.2, df = 2,162, p < .001). Complete
‘ g%

B

information on these analyses of delay in seeking help can be found in

Appendix E, Tables E73-E74.

Mental disorder among relatives -

From information recorded in that part of,the‘PSychiatric Questionnalre
~dealing Qith “Family,Bac;ground" (Sections‘B 1. a, b, c; d, & e), the
incidence of neurosis, personalitcdisorder, psychosis,porganic brainr
syndrome, stutteringl, and no psychiatric disorder in the patient's father,

mother, siblings and other relatives, was coded and compared across patient

lStuttering was included as a possible disorder of relatives in the

Psychiatric Questionnaire because in an unpublished study on the natural
history.of 43 obsessive patients (Reference Note 4), Solyom found that about

7% of phobic patients in that study claimed to have members of their immediate
family who stuttered. By way of explaining this finding he wrote, "That some
link exists between stuttering and obséssive neurosis on a phenomenological
and perhaps on an etiological level is frequently comnented upon in the
literature”.
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groups using chi square.

With respect to mental disorder in the patient’'s father, the distribution -

of categories of mental disorder among the fathers of obsessive patients a52"' .

Al

‘_ differed from the distribution of categories of disorder among the fathers of

phobic patients (chi square = 12.5 df =5, p < .05). The proportion of the | o
fathers of obsessive patients with some form of mental disorder4(45/ll3) is‘t’
significantly -larger -than thefproportion of fathers of phobic,patients ”r;ibwfm,lriiiiréa
(40/147) with a disorder (chi square = 17.62, df = 1, p < .001). .Thﬂiﬂ

3

‘-difference would seem to be largely due to the’higher incidence of neurosis

among the fathers of obsessive patients (23.9% compared to only 12 8% of the

fathers of phobic patients);‘ The percentages. of patients' fathers in each of
the categories of disorder are documented in Table 36. -

The same general pattern of difference is found in the incidence of

" mental disorder.among the patients"mothers,dalthough here the differences

fail to reach statistical significance. The percentage of mothers of < Ty

obsessives/with some form of mental disorder (43/114 or 37.7%) compared to'the
proportion of maternal -disorder in the phobic group (40/147 or 27.2%) yields a .-

rchi-square of 3 27 (df =1, .05<'p < .10). The percentages of patients‘

o

mothers in each of the categories of disorder is documented in Table 37.

The incidence of mental disorder among the s}?lings and remote family was '

“
®

coded in such a way that does not permit an overpll chi—square on the

P

- categories of disorder by patient group.2 The data, therefore, are analyzed

2The illness categories of up to three siblings or three members of the -
patient's remote family were coded as three different variables. Thus zero to
three siblings and/or zero to three remote relatives of each patient. could
appear in the contingency table of illness category X patient group, making
the observed frequencies in the cells of the contingency table A
non-independent, in that the same patient can contribute to the frequency in.
as many as three different cells. :
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7 7 . Table 36
Mental disdfdé}'1ﬁLEﬁ€mf5E§éf§'of7the obsessive and phobic patients .1?‘
Obsegsiﬁe . Phobic
Neurosis S | .27 19 46
N (23.9%) ' (12 .8%) - '

Personality B : ;
disorder . 10 10 ' , 20

o ~ (8.8%) ' (6.8%) -
Psychosis " -4 » o 6 ' \x 10

: o L e - l(355%) Ce (AR e
- Organic brain ) L= '
syndrome 2 o 0 K3 , -2
Stuttering = - 2 T o - 2
No mental ' : o ‘ : L '
disorder , .. 68 . - 113 : 181
C (60.2%) _ (76 .4%) ’
113 : 148 | 261

Chi square = 12.5, df =5, p= .03 .
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Mehtalgdisoxdergingtheghéthetsfeigthe4ébsessiveAandgphobic:patients,'

T "Table ::3_7 CrnL T

147

hd . dbéessive Phobic -
Neurosis 35 3 K .33,‘ ; 68
(30.7%) - (22.4%)
Personality :
disorder "3 2 5
(2.6%) 4 ‘(1.4%)
Psychosis 3 D 4 7
! I G2 (2.7%) ST
Organic brain |
syndrome 2 1 3
(1.8%) -(0.7%)
'"Nfiﬁfﬁtff*"f’. e ST
disorder 71 107 178
) (62.3%) (72.%)
114 147 261
Chi square,-,-'3.9', df = 4, p = 42
2
e _



separately for each categorjkofwdisorder and the frequencies in the
contingency table cells represent the  number of patients in thatﬂpatient'group
who-had one or more siblings ‘or one or more remote relatives with that

disorder. ' S - . ‘ - - _
: 7 N o : .

ﬂrIiif"sircan be seen from Table 38, the.two groups did not differ with respect

w

to the incidence of any of'the categories of disorder among'siblings. The

most common disorder among siblings in both groups was neurosis, 34.9Z of’the R N\',,

obsessives and 29 9% of the phobics had one or more neurotic siblings.

’

Forty-four percent of the obsessives and 35.0% of the phobics had one or more

v

°

-

With respect tovmental disorder among the patients' other relatives i.e.,
B i - . R -

other than nuclear family (Table 39), significantly more obsessive patients
(59.4% compared to 35.6% of the phobics) had one or more other relatives with

some form of mental disorder (Chi square = 12.74, df =-1, p < .001). The only .
P . . . .

-»specific categories of,disorder on which the two groups differed was .

~personality ‘disorder; the 1incidence of pergonality disorder was higher among >‘:7
therother relatives of obsessiVe patlents than among the other relatives of
ai/phobic patients (corrected chi square'= 6.75 :df =1, p <.0l).
When the phobic group was subdivided into agoraphobic and other phobic

patients, the incidence of some form of mental disorder in the fathers of the

» "

-patients in the three groups differed significantly. The agoraphobic patients
and other phobic patients had the same proportion of fathers with some form of . -

mental disorder (23 2% and 23 9Z respectiwely), which was significantly lower

than the rate of disorder (39.8%) among the fathers of obsessives (chi sghare

=7 94 df = 2, p < .05), due mainly to the higher incidence of neurosis in

the fathers of obsessives. There was no difference, however, in the overall Q}
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L0 S 77T‘£bfe£77

Obsessive . Phobic’
yes 38 ' 35

Neurosis - (34.9%) (29.9%)

2
“no 71 82
(65:1%) (70.1%)

109 117
" = ’ -
) Obsessive “Phobic

; ' yes 7 3

,J d phobic patients-

-

73 ,Chi~squ:§e=0.63» .

(df=l,pR.43

-

153 . . 3 S

«

226 .

FA

10 Corrected chi
square=]l .18

' | C (6242 (2.6%)

‘Personality disorder T st

no. 102 T 114
(93.6%) (97 .4%)

109~ - . 117

T 7 7 VObsessi\;e VPhrobié

-

Psychosis © (5.5%) (4.32)

- -

no - 103 - 112
(94 .5%) (95.,7%)

109 117

. _,;yes ,,f,,‘776741;,,;&,,*,,,,, ,5,,,,,; e -

df=1,p=.28

216

226 ’

11— Chi square=0;18

df=1,p=.67

215 _ g

226

N .
- - »
-
. .

- — .
. P /
4
: *

B AN
-
[ - e _ S — I e



. Table 38 (continﬁéd)

Obsessivh Phobic
yes <: 2;7 2 4 Corrected chi
(1.8%) (1.7%) square=0.00
Organic brain syndrome - df=1,p=1.00 !
'm0 107 115 <222 =
(98.2%2) - (98.3%) . . .
- e 0T e 117 2226 _ -
¥
S N ] - Obsessive Phobic
S, yes 4 'Aﬁmmfi 3 . 7 Véﬁifected chi B
- (3.7%) (2.6%) - square=0.01
Stuttering ' _ b df=1,p=.92 .
no 105 114 219
(96.3%) (97.4%)
1090 117 226
T T e e e gbgegsive  Phobie T S -
yes 61 76. 137 Corrected chi
: (56 .0%) (65.0%) : . square=1.91
No mental disorder , ’ df=1,p=.17
no 48 ' 41 . 89
(44 .0%) (35.0%)
226

- 109 117
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»

2 Table 19_ ‘
- 7ﬁentalaisior?ti£r among noh-nuclear _family ofi the obsessive and phobic patients '
' Obsessive  Phobic
. _ yes =~ 30 21 _ 51 Chi square=3.50
. Neurosis (26 .4%) (16 .1%) df=1,.05<p<.10
- o 76 97 173
(73.6%) (83.9%)
106 118 224
Obsessive ‘Phobic
yes 15 .5 20 Chi square=6.75
~=——>—-——Personality-disorder————-— (4=28)—=—4328) — ————dfnlp GOl
| no 91 113 204 |
(85.8%) (95.8%) '
106 118 224
Obsessive Phobic
 yes 28 19 41 cni square=3.58
Psychosis (26 .4%) - (16 .1%) df=1,.05<p<.10
no 78 99 177
' (73.6%) (83.9%)
106 118
- . o
~
4 e
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Table égg(continued)

.Obsessive _Phobic
1’yes 9 o 3 12 Corrected chi
' ' (8.5%2) -  (2.5%) square=2 .81
Organic brain syndrome ' ' ‘df=1,.05¢p<.10
no 97 115 212 '
(91.5%) (97 .5%)
106 "118. 224
Obsessive Phobic ]
T 2 S -3 ',,Carreetedwchi —
A (1.9%) (0.8%) square=() .01
Stuttering .df=1,p=.93
no 104 117 221 | h
(98.1%) (99.2%)
106 18- 224
E __Obsessive _ Phobic .-
, - yes 43 76 119 Chi. square=12.75
‘No mental disorder (40.6%) (64.4%) df=1,p<.001
no 63 42 105
° (59.4%) (35.6%) '
106 118 224
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7 distr}bution?of cﬁtegories of‘diSOrder'ahoqg the fathers of the three groups
of patients (Tab;e 46).

The distributién ofAcategories of m#ternal mentalrdisorder acroésvthe
three pétient groﬁpé (Tab}e 41) was similar in pattern ;o the distribution of -
paternal mental disorder but the proﬁortions éf mothers with some form 6f |
mental disorder did not differ among the three patient grodpé (Chi square =

3.64, df = 2, 10 < p < .20)

s As can be seen from Table 42, the threé groups did not differ with

&

respect to the incidence of any of the categories of disotrder among siblings.\

;ﬁjfffm;;,_WffW,fHi;h;;eaéaégita:the;ineidenee:oﬁfsomerformhoffmentai:diso;derfameug—thc
| patienf's non-nuclear family (Table‘43), theithree groups différed
rsignifiéan;ly, with thelobsessiveé having fhe highest incidence, 59.4%Z,
cdﬁpare@'to 31.7% and 37.7% fér thé»agpraphobics and other phobics,
rrespectively. The only catégor&'of;diéorder on which the three groups

differed was personality disorder, with the relatives of obseséiveS'hQV?ng the

“highest incidepfe. -
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Chi square = 12.59, df = 10, p = .25

Table 40 '
- 7 o Mental disorder in the fathers
of the obsessive, agoraphobic and other phobic patients
Obsessive VAgoraphobic Other ’
phobic
~ ) . ) ]
Neurosis 27 7 .12 46
Personality. : o : :
disorder = 10 4 6 ; 20
' (8.8%) - (7.1%) (6.5%) B
Psychosis N 4 2 . 4 10
(3.5%) (3.6%) . (4.3%)
Organic )
e ———— — —hrain——- e = - == === —— =
‘syndrome 2 0 0 2
: (1.8%) (0.0%) (0.0%)
Stuttering » 2 0 0 2
) (1.8%) (0.0%) (0.0%2)
No mental 3 C
disorder 68 . 43 70 - 181
(60.2%) (76 .8%) (76 .1%) ’
o . a3 92 .. 56 _ 21
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7 - Table 41
. - "Mental disorder in the mothers ' . ’
of the obsessive, agoraphobic and other phobic patients i
Obsessive ‘ Agoraphobicv *\\Sther
v hobic
Neurosis _ 35 - 15 18 » 68
_ L (30.7%) (26 .8%) (19.8%)
Personality - . o . '
disorder 3 1 I 5
Psychqsis 13 , A | S 7
"~ Organic
i braim. e e R
syndrome 2 0 1 3
' - (1.8%) (0.0%) (1.1%)
e e :
No mental . ' , e
disorder ' 71 39 68 178
' ’ 114 . . 56 91 261

Chi square = 5.43, df =8, p =0.71
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-
‘Table 42 T R
I Mental disorder among siblings —
of the obsessive, agoraphobic and other phobic patients
Obsessive . ' Agoraphobic "Other ‘phobia
yes 38 _ o 12 - 23 73
, (34.9%) (26.7%) (31.9%) .
Neurosis - ST e , e
S , ‘ . .omo_. . 71 33 . A9 153
" (65.1%) (73.3%) (68.1%2) ) :
- i N
. 109 45 72 226
S ~ Chi square=0.98, df=2, p=.61 ] L
Obsessive = Agoraphobic Other phobia
yes 7_ - 2 ¥ 10
‘ . ‘ (6.4%) (4.42) (1.4%)
Personality disorder o
- "no 102 43 71 216
7 (93.6%) . (95.6%) (98.6%)
< e T .
- S L L H ey &/ - S
- -Chi square¥2.60,‘df=2,fp=;22\ — ff
Obsessive ~ Agoraphobic Other phobia ¢
yes 6 a2 3 11
» (5.5%) (4 .4%) (4.2%) L
Psychosis . : : N
" no 103 43 69 215
- {94.5%) © (95.6%). (95.8%) ' :
109 45 72 . 226 :
< . Chi squar%-0.19,rdf-2; p=91
‘ = )
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o - Table 42 (cimtinued) :
‘ Obsessive Agoraphobic Other phobia
yes 2 -0 o2t 4
L (1.3%) ;(0.0%) (2.82) .
Organic brain syndrome T - . ) .o
o , 1 no 107 45 70 o222
. (98.2%) - (100.0%) o (97.2%)
- v ' L~ C .
. ‘ 109 45 ' 72 226
- Chl square=l1.,23, df=2, p=.54 : : e -
_ o U _ . . I { ,,,,, S U VR
% . . .
Obsessive Agoraphobic Other phobia
e o ,7,7,4@& S " E— S/ A EN—
S (3.7%) (2.2%) - (2.8%)
- Stuttering o - : o
L ~ no 105 44 70 ™ 219
' B - (96.3%) - (97.8%) (97.2%)
' . 109 4 72 'iéi-
‘Chi square=0.26, df=2, p=.88 S | 3 o,
L ~ .Obsessive Tg*o}}iﬁ}i&lﬁéf”Offﬁiaff’bfiéb’i’aﬂfi N
~ yes 61 28 48 137
: - | (56 .0%) (62.2%) (66.7%)
No mental disorder = _ - _ o
. 1o 48 17 24 89
(44 .0%) (37 .8%) (33.3%)
. , 109 45 - 72 226
Chi square=2.14, df=2, p=.34
ES
S B ]
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| CTable 43 LT o
B """**Meut*a*rﬂfdfdér"ﬁfdngmfm‘;y
of the obsesgsive, agoraphobic and other phobic:patients,
Obsessive: Agoraphobicw cher'phob{gl
yes 30 S T 51
: - (28.3%) (17 .1%) (18.2%)
.Neurosis E P - » .
.. ..mo_.___ 16 ... 34 e ®3 0173
' | 106 41 . 71 ¢ 224
-Chi square=3.52, df=2, p=.17
Obsessive Agoraphdbic ”Other phoﬁia
yes .- 15 o 0 o .5 .- 20
. (14.2%) (0.0%)" - (6.5%)
Personality disorder ' 3 o ‘
no 91 . 4l 72 . 204
, (40.6%2) . (100.0%) (93.5%)
) 106 41 77 224
Chi square=8.14, df=2, p<.05
s N Obsessiwe Agoraphobic Other ﬁhobia -
yes 8 .7 12 47
o : ’ (26.4X) (17.1%2) (15.6%)
Psychosis , o T .
no 78 34 65 177
7 , (73.6%) - (82.92) (84.4%)
5 : 106 41 77 224
Chi square-3.62,AdfF;['p=.l6 _ : - .
M)
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. Table 43 (continued)
) Obsessive ' Agoraphébié Other’phpbia
B - ' " yes * 9 1 : 2 12
' (8.5%) ' _(2}4$) - (2.6%)
Organic brain syndrome : v '
S - no 97 40 .75 212
(91.5%2) = (97.6%) w0 (97 .4%)
S | - L 106 - 41 77 224
' - Chi square=3.90, df=2, p=.l4 o ' o A
Obsessive Agoraphobic Other phobia -
S - e —yes 2O e
. ' (1.9%) (0.0%) (1.3%) : .
Stuttering A , . N -
, T no . 104 - Y | > 76 221
(98.1%) (100.0%) - (98.7%)
. o 106 41 77 224
Chi square=0}80, df=2,.p=.67
- . oObsessive Agoraphobic Other phobia .
yes 43 - 28 48 119
- (40.6%) (68.3%) (62.3%) :
No mental disorder ‘ ) .
' no 63. 13 29 105
(59.4%) (31.7%) (37.7%)
o 106 41 77 224
Chi square=13.13, df=2, p=.001
) :
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V. Personality

. . a‘ i - )
Premorbid personality type ’ : 5

-

~

Data on the premorbid personality of the patients‘comegafrom two sources;

(1) That part of the Psychiatric Questionnaire (B. 3 “Premorbid personality")

‘in which the psychiatrist noted whethervthegpatfent's ntemorbid'f
L R ) e Lo
personality could be described as "parsimonious, obstinate, orderly” (the

~so—called "obsessional personality”) or whether one of The Two- t}ypés of

‘premorbid personalitles postulated by LeWish(l9369 as chatactetistic of
chronic severe obsessionals, namely the ananeaetic personality ' '
("aggressive and morose ) or the psychasthenic persenality ("submissive,

» shy"), applied to the patient. In many cases the psychiatrist checked off

more than one of the three personality tyes as applying to the patient

Wsince the characteristics of the féﬁssic obsessional personality
("parsimonious, obstinate and orderly™) ate not incompatiblehwith the
descriptora Lewis uses to characterlze hisltwo tynes of_premorbiq
personallty'(via., “shbmissive»and shy",,"aggressive‘and morose»“).1 For
this reason thesew&ata were analyzed separately for each type of premorbid
personality (an ovetall chi square wouldlhave non~independent cell

frequencies, the same individuals contributing to the frequency in more

e

IThese data, although important to the understanding of the disorders, must be
interpreted with caution since they are no more reliable than the patient's

memory and the material to be recalled ("the kind of person you were before
you got sick") is more difficult to elicit and more subject to retrospective
distortion than more specific_;eeollections (e. g, age at which first symp tom
occurred). . o

L
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patients (Chi square = 2 91 df = 1, p = .09) and the anancastic personality '

a o .

than one cell). . » -

(2) The Obsessi;eiirait”scorerfrom the Leyton Obsessional Inventory. ‘The LOI
yields as§ynptonlscore‘and a Trait score. To the extent that the Trait
score measures enduringfpersonalityrcharacteristics, this score is a
measure of the extent to which the patient s premorbid personality was of
xthe obsessional type. ) ' ‘ ’ ,7 e /

With respect to the two types'of premorbid personality:postulated by:

Lewis (1936) ‘to- characterize'obsessive patients, the- psycﬁ%sthenic'personalitwa~Mwsé~~u

("submissive and shy") characterized the obsessive patients premorbidly in 7 |

&

46.9% (46/98) of the cases, compared to- 64 5% (20/31) of all of the phobic

( aggressive and morose ) was characteristic of 24.7%. (24/97) of the obsessive

o patients and noné (0/31) of the phobic patients (corrected chi square = 7.89,

df =1, p <u;Ol?;;JThe classic obsessive personality (;parsimonions, obstinate
and orderly”) was equally common prenorbidly in'the"two patient groups; 54.5%
(54/99) of the obsessive patients and7§2:§% (20/32) _of the phobic patients B
conld be 80 described»(Chi square = 0.62, df =1, p = .43). |

| "The LOI Trait scores of -the two groups of patients support the finding

from the Psychiatric Questionnaire that obsessional premorbid personality is

as common in phobic patients as in obsessive-compulsive'patients. The mean

Trait score of the obsessives (10.67) and ‘of the total group of the phobic

patients (9.21) did not differ_significantly (F = 2.38, .df =v1,116, p = .13).

Subdividing the phobic patients into agoraphobics and other phobic

-

" patients, the same pattern of results emerged. The threeygroups’did not

prémorbid presonality (Chi square = 4.54, df = 2,_p =..10) but the groups did-
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differ with respect ‘to the incidence of the other premorbid personality

e _ (anancastic: "agressive and morose") postulated by Lewis (1936) as

. -
characteristic of obsessive patients, 24.7% of the obsessives and none of the L
phobic patients were so ‘characterized (Chi square = 9.44 df =2, p< .Ol)

vThe premorhid personality of over half'of the patients in all three groups was

classified in the Psychiatric Questionnaire as obsessional (i.e.,>

v =

parsimonious, obstinate and orderly") but .the three groups did not differ ., - -

significantly ‘with respect to the incidence of this type of premorbid

i

personality (Table 44).

___Other characteristics of the patients PFQPQrPEQHEEEEQEEEiE?eé- as noted
by the psychiatrist in»the Psychiatric Questionnaire (E; 3. d "Premorbid .

v . personality: Other characte‘ristics ") are listed j]P Appendix I.. The LOI “Trait
scores of the three groups do not differ significantly from one another (F =
2,03, df = 2;115;.P = ,13), supporting the, findingkfrom the Psychiatric
Questionnaire“thatzthe incidence of obsessional premorbid personality does not

a,"t,ii,,, -differ among - the -three- groups:*'Complete “informatton on the analyses of ==

k\x\ variance involving LOI Trait scores is documented in Appeﬁdia E, Tables

/’V,

Neuroticism and Extraversion-Introversion

e .
The obsessive patients scored significantly higher on the,Neuroticism ‘ ' .‘vp

scale of the Mauds ley Personality Inventory than did the phobic patients (33.3

-

compared to 263, F = 24,2, df = 1,2%&, p < .001). The means of both groups

are significantly higher than the mean Neuroticism score of Eysenck 's - (1959)

standardization group of 1800 English normals (mean = 19.89, s.d. = 11.02).

A
o
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o T T '*"’7;"""’:'1‘;51&7'&;"; T - ) A
- o T -
Incidence of premorbid personality type
(as classified in Psychiatric Questionnaire)
- in the three patient groups »
v Qllsessive i quraphobic Other phobia .
s o .o . s
yes = 46 6 14 66
' (46.9%2) (85.7%) - (58.3%) "
Psychasthenic T ,
("submissive and shy”) nd 5 . . 10 . . 63
e (53.0%) o (14.32) - v (41.72) o
| | 98 7 24 129
Chi -square=4 .54, df=2, p=.10 '
' c Obsessive Agoraphobic Other phobia
yes T 0 0 24
Anancastic (“aggressive. : : S :
- _ and morose”) . no 73 7 24 104
‘ - (75.3%) (100.0%) (100.0%)
7 . - 97 R A 24 128
Chi square=9.44 df=2, p<.0l ) C ’
) Y ] S , -
B Obsessive  Agoraphobic Other phobia ’
yes . 54 s 15 74
: L ’ (54 .5%) (62.52) ' (62.5%) '
Obsessional
("parsimonious, -
_ obs (\v ) : : ‘
-and grderiy"”) no 45 . 3 9 57
py \ (45.5%) (37 .5%) (37.5%) . »
. o ; .99 8 . -~ 24 131
Chi square=.62, df=2, p-J;/r ' ) :
e ST - - N
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On the Extraversipn dimension of the Maudsley Persspality'lnpentory, thej'
mean seore of the obsessives; 18.8, was significantly lower than that'of'tﬁe*
phobic patients, 22.3 (F =v6.3, éf = 1,204,ep = ;01). The mean Eitraversion
score ot Eysenck'sf(l9591 1800’normals was 24.9,:with a standard deviation of

9.1, | |
Subdividlng the phobic patients into separate groups of- agoraphobics and

R _other phobic patients reveals that. the significantly lower- Neuroticism 8COTEB— — - em s

and higher Extraversion scores -of the phobic patients as a group are due

‘almost entirely to the other phobic patients who are signifieantly less

" neurotic than either the obsessives or the agoraphobic patients who do not

differ from each other in this respect and are significantly more extraverted
than the obsessiwe patients (Table 45). Complete information on the analyses
of variance involving MPI Neuroticism and Extraversion scores #s documented in

Appendix E, Tables E77-E80.
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V. Estimation of missing values and analysis of pattern of missing data

| Table 45

MPI Neuroticism and Extraversion scores of obsessives, agoraphobic and other
' phobic patients

Obsess. Agora. O.Phob F-ratio gﬁ; P
Neuroticism | 33.3  30.3 24,0  16.5 2,203 <.001
Extraversion ) 3 18.8 20.6 23.3 3.9 2,203 <f05

AN
Means underlined by the same straight line do not differ from each other

Before attempting7computer-assisted discriminant -analysis of the data,

. the miésing values of eééh variable in the original data matrix! had to be

) replaced with estimated ¥alues. These estimates were generated by regressing

the/variable_concerded on up to two variables selected by stepwise regression

-~

(BMDP PAM program, deScribed by Frane, 1979). Before using the completed data

" _to show that the'estimated values of any one variable do not differ in some

systematic fashion ffom t@? known values of'that variable;, If this is not the

case — if, in fact, the estimates of the ﬁissing values of a vafiable are

systemgtically and significantly different from those values of that variable

" that are available - then the multivariate analysis utilizing the estimated

Valﬁés in the completed data matrix can be misleading and the results of the

.

ﬁnivériate significance tests, utilizing only available (i.e., non-estimated)

" matrix thus generated in a multivariate analysis, it behooves “the researcher

values, are not generalizable to the total sample of 359 patients or, in turnm,

lsee "Method” section:\p}iiv(lll. Statistical analysis, Estimation of iissing
values and analysis of pattern of missing data) for extent of, and reasons
for, missing data. )
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—tothe population of all vbsessive and phobic patients'seeking treatment.

: S .
To determine\if\any systematic bias exists in the estimated data, the

estimates of the missing values for each ratio or ordinal variable, generated

by stepwise regression, wexe compared, within each group, using one-way

analysis of variance, with'thé\inown ({.e., non-estimated) values of that

variable. The probabilities for the’F—values obtained in these tests of
significance are listed in_ Table 46.4>

\ - - .» R —

Since only 3 of the 121 one—way analyses of variance of differences

between known -and estimated variables provéd to be significantly different at

AN

\\

they were known, would not differ in any systematic way from the data

available, and therefore that the findings based o

aVailable data can be
generalized to the total sample of 359 patients and, to the ‘extent that this

sample is representative of all obsessive and phobic patients, to. the

population of all obsessive and phobic patients.

I+
FORY
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Table 46

Probabilities for‘F-values'obtained in one-way analyses of variance
of differences between estimated and known values of ordinal and ratio

» ‘variables
Variable ' Obsessiwe "Agoraphobic Other phobic
Psyéhiatrist's rating _ v
of ruminations 7 .50 .84 ' .87
, : v ‘ '
) Psychiatrist's rating : .
B of ritwals .83 o 86 T T 9
Psychiatrist's rating of : : ] :
horrific temptations 7 .60 - <93 67
" Peychiatrist's rating = T " T T T T T T
-of pervading doubt , 27 . eD4%* : .57
Patient's rating 7 o o ' -
of ruminations .23 .96 - " 493
Patient's rating : o : » - .
of rituals ' o 54 .12 91
Patient's rating of , - )
horrific temptations * JLih © W66 .50
Patient's rating B ' . S 77ﬁ:ﬁvi
Of cowulBiOD;S N 093 , .98 M .38
Leyton Obsessional )
Inventory ‘ — , . ) ‘
Symptomatology score T W31 : 48 - .64
Leyton Obsessional : o , S A .
Inventory . i o -
. Resistance score 93 T 625 T - , 35
Leyton Obsessional
Inventory o S o
Interference score .70 " W54 , .72
- \fafiychiatrist's rating e , -
- of agoraphobia : J04%% : 34 52
Psychiatrist's rating : , . :
of social phobia . 87 .80 .60
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Table ﬁé;(continﬁed)

Psychiatrist's rating

of specific phobia .92 77 “ W42
» ) ) - : -

Psychiatrist's rating »

- of obsessive phobia .67 .81 - .88
Psychiatfist's'rating»
of main phobia .98 .88 75
Patient 'e rating
of main phobia. .81 - .85 .80

' Fear Survey Schedule N - B - o
total score 46 .83 ‘.82

Vl.Mean score on FSS fears

B of death and tissue B :
‘damage -~ Ceal .63 .83
Mean scére on FSS . .
social fears 46 89 .86
‘Mean score on F$§S : - '
other classical fears .85 97 90
Mean score on FSS .

. miscellaneous fears .60 79 .98
‘Mean score -on FS§- - - - e e e e e
animal fears 64 .30 .98
Mean score on' FSS
noise fears 58 .85 .96
Mean score on FSS fears
of "contamination” and
“hurting others” .59 "«70 55
Psychiatrist's rating ,
of anxiety .82 .64 - 29
‘Patient's rating of

.’ "nervousness" ‘ 61 92 52
Patient's rating
of anxiety symptoms .84 97 .60
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Anxiety'Scale |

Table ﬁé_(continuéd)\

‘Questionnaire
sten score .89
Anxiety Scale
Questionnaire
overt anxiety score .93
Anxiety Scale
Questionnaire Y

¢ covert anxiety score ' .73
Psychiatrist 8 raging -
-of depression 52
Patient's rating -

. of depression ; SPS1 B
Patient's rating
of social adjustment 77 :
- v
Age of omnset .85 -
-Age of first symptom .76 ’
Delay in seeking help 95
" Leyton Obsessional

Inventory T I o
Trait score 03%%
Mauds ley Personality 55
Inventory. ~ .
"Neuroticism ‘score 44
Maudsley Personality
Inventory

S fknmw&l&es—aerosﬁroups-
44!34Difference4hetHeenfmean4of4estimated4¥alués4andgmeangoigknowngﬁalues

Extraversion score

21

.51

—e83

.92

34

~ 482 B

54

W22
35

.68

«95
57

.96

.70

-

* There were only three missing values on this fariable, makiﬁg»within-grOup

comparisions of known values with estimated values of the variable unfeasible; -

instead the three estimates of the missing values were compared with the 356

significant at 0.05 level
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VI. Stepwise discriminant analysis
Using the coﬁpleted data'matrix generated by BMDP PAM, discriminanf

a ) aqalysis,was used to find ligear combinations of the variebles that best

-
-

characterize ghe differences among the groups. P/M, the BMDP stepwiSe

discriminant Qnglysis program (Jenrich and- Sampson, 1979), was used for this

. purpose. Four stepwise discriminant anaiyses were carried out.

~

’

—— igis_rimi int analysis t o,discriminate theseives from phobics, using all of

the variables involved in the hypothesis tests

First, the iinear functidﬁ% that best discriminate obsessives from

phobics were computed using all of the pre-treatment variables (replacing the

- ' nominal variables that assume more than two values with sets of dichotomous

va riab]}s‘,onefor ‘each value). ""Tiﬁ"féféiilt'sf'ﬁf “this analysis were as follows: —

T

(a) Summary table of steps in discriminant analysis

Table 47 lists the 22 variables that best discriminate between the teo

groups and the F-to-enter (or'reﬁove) for each variable’ entered (or removed)

v et each step of the diseriminant analysis. Wilks' lambda (Ufstatistic) and
;ﬂmrfj”*“”ﬂ*'the*F*approximation‘toriambda"tWOAmuitivariate4tests‘fﬁfrgfeuP‘diffefeﬂees‘r‘r‘r‘rr‘*
~—h—v———ﬁAu—eare—alse‘tabled—iereeaehestepeofetheediacriminantianalysis.

The step at which a variable is entered is a measure of how well that .

)

B variable‘discrimingtes between the groups. The P7/M procedure begins by
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\ 5
; * Table 47 ‘ N
Summary ‘table of steps in’diﬁcriminant analysis of obsessive and phobic groups
- using all variables - .
Variable F-to-enter - No. of U—statistic F ~ d. f.
‘ : variables ' N
.o . . . R sl
1 PQRIT 340.1211 1 0.5121 - = 340.122 1s00-~ 357.00
2 PQRUMIN 90.7318" 2 0.4081 . . 258.172 © 2,00~ 356.00
3 MAINPQ4 72.8366 3 " 0.3386. - 231.124 . 3.00- 355.00
4 PQRMAIN 81.5090 4 0.2752 - $233.032 4.00 354.00
- 5 PQOBS 77 .0743 5 - 0.2259 241.904 5.00 = 353.00
6 PREMOR3 53.5052 6 - 0.1961 240,488 6,00 352.00 h
~ 7 PQAGORA- 219321 - --7- - 0:1846 - - 221,524 7300 351,000 T
- 8 PQPERV "~ 19.0158 8 0.1751 206 .160 8.00 .350.00
+,~ 9 PQSPEC 19.7313 . 9 0.1657 . 195.253  9.00 349.00
% 10 MIREMO6 18.7717 ' 10 0.1572 - 186.553  10.00  348.00
11 COURSE2 10.1601 11 0.1527 174.982 11.00 347.00
©....12 MAINFSS1 ... 9,9259 - 12— - - 01485 - — 1653353 12500 346.00-— ——
13 MAINPQ4 * 2.3322 11 0.1495 179.484 11.00 ~ 347.00 ‘
14 MIPATER6 8.5723 - 12 0.1459 - - 168.832 12,00 346.00
15 CIRCUM/ - 6.7837 13 - 0.1431 158.972 13.00 345.00
16~ CIRCUL1 7.6278 14 0.1400 © 150,997 14.00 344.00
17 MINUC3 ' 11.1829 15 0.1355 145,848 15.00 - 343,00
18 PQHORR 8.6911 16 0.1322 140,342 16.00 342.00
19 CIRCU18 " 6.8283 17 - . 0.1296 - 134.739 17.00 341.00
20 CIRGUMS . 5.2331 18 0.1276 129.124 18.00 -340.00
2] PRE?D‘RZ 5.1572 19 -0.1257 124,096 19.00 339.00
22 PREMORI 6.0768 20 . 0.1235 119.960 20.00 338.00 -
23 MIREMD3 6.6942 21 0.1211 116.491 21,00 337.00
- 24 MIRE.HO—’\‘ o 5.1236 - 22 0.1193 112. 790 22.00 336.00
#3 . - .

* Variable removed

Legend. PQRIT = Psychiatrist s rating of rituals.
PQRUMIN = Psychiatrist's rating of ruminations
MAINPQ4 = Obsessive phobia (PQ category) designated sgs main phobia '
by patient : o ﬁ N
.PQRMAIN = Psychiatrist's rating of main phobia . -
PQOBS = Psychiatrist's rating of obsessive phobia ’
PREMOR3 = Anancastic premorbid personality (“aggressive and morose") )
- PQAGORA = Psgychiatrist's rating of agoraphobiai. _
PQPERV = Psychiatrist's rating of pervading doubt \O
PQSPEC = Psychiatrist 'g rating of specific phobia
©~ "MIREMO6 = No mental disorder in patient's non—nuclear family
COURSEZ = “Constant worsening”™ course of disorder .

MAINFSS1 = Death and tissue damage (FSS category) designated as main -
phobia by patient .

MIPATER6 = No mental disorder in father of the patient

CI?CUW = Circumstances of onget: Sexual
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. ' Table 47 (continued) I 7:"”’“”"”.”’ e

B *’ﬁﬂﬂjﬂffeirmmtancerofhomez—chirld%irth R ,
- MINUC3 = Psychosis among siblings of patient . . .
PQHORR = Psychiatrist'’s rating of horrific temptations
CIRCU18 = Circumstances of onset: Other ]
CIRCUM6 = Circumstances of onset: Unawvoidable conflict - ,
PREMOR2 = Obsessional premorbid persomality ("parsimonious, obstinate
and orderly”) d~
PREMOR1 = Psychasthenic premorbid personalitay ("submissive and shy”).
- MIREMO3 = Psychosis in the patient's non-miclear family -
MIREMO4 = Organic brain syndrome in the patient's non-nuclear family

L
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| ;ég}ectigg ;t@ mgleitgaﬁ,t:fii&cﬂninartiﬁ&vatiable,duaing_theﬁamallv
multivariate F ratio for the test of aiffer‘enc;es among the grgup,.centr_:'o‘ids.,
In the present discriminant analysis, the "Psyﬁhiatrist's r‘a‘ting c;f rituals”
- (PQRITI1) was found to be the variable that ;é'ét discriminétes béj:ween
obséssive éﬂd phc'ib;c patients. Wilks' .lambda (U-stétistic), an :[.ni}erse :

,measui'evof\ the discriminating pc;wep of the 'varj.ablé(s) in the discriminant

_fun'ctioﬁ'," is V01.5'12'1 with-only PQRIT] entered (a'pproxi'_mte F=340 .1 ,df-1,357.‘
’ Havitig selected the best-discriminating variable, a second 'variablev(;ln this

casé, the "Psychiatrist 's rating of ruminations”) is selected as the variable B :

S beét—f»&bl&j::o—*mel:oyer%h&—vaitfefef—th’t?dfscrfmfn’affcm criterion in combimation |
with the fif;t variable. The third and subsequent variables are similarly o
selected aécording to theif«abiiity to contribute to further discrimitﬁation.
At each .sfep, variables already selectedr may be reﬁovéd if they are found to

vreduc‘e discrimination when combined with more fedently selected variables.

Thus the variable, _’Oﬂsessive phobia (PQ categofy) de,éignated as main phobia

by patient”, was removed at step 13 of the present discriminant amalysis. - -
Eventually , elther all variables will have I;een selected or itr_will be fout;d
that the ,reniaiping variables are no longer able fo contribute to further .
disc'riminatioﬁ.v' P7M uses the specified minimum F-to-enter (F—test for the
ﬁstativsticval significan;:e of 'the_ amount of rce«n.troid separation gdded by the

test variabler above gnd ‘beyoﬁd the Vsepérrgtion produced by the previously -

entered vai:iables) as the]b eriterion for deciding when a variable fails to ;

improve the discrimipation between the groups. In the present analysis, the

specified xg'inimn ,F'-tio—enter was 4.0 and after the 22 best—discriminating

variables were entered into the function, no other variable resulted in a“
. L .

, partial F greater than - or equal to 4, when it was entered into the function.

- &
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A measure of the discrimination produced by,the 22 variablesventered into the ‘ T

 function is the value ofVWilks lambda (U—statistic), a multivariate statistic

18-112.79 (d£=22,336),

- {w)-Classificatton fumctions ~

S

that tests the equality of group means in the discriminant function, after all
22 variables. are entered in the function. In the present analysis Wilks'
lambda with all 22 variables included is O. 1193 (the smaller the lambda, the
better the discrimination) and the associated approximate F statistic '

(transformation of Wilks' lambda that can be compared with the F distribution)

L

’

P7M computes classification functions (linear combinatiaons of the

‘ variables), one for each group, which can be used to classify cases; the case

is assigned to the group with the largest value of the classification

function.

The coefficients and constants of the classification functions for the

obsessive and phobic groups are’ listed 1iiTable 48,

The classification score of a case for group i is calculated by

3

multiplying the classification coefficients for’group i by the raw variable

values, summing them together°and adding on the classification constant for
group 1i. The equation for one group appear as

Vei = Cilvl + cioVoy + Lo+ CiI;Vp + cio

~where C; is the cleﬁﬁiﬁisegigg,§ggzgl£grig;gup i,7theecljea/are4the4/44~44~44~—4~4—~44*4*4*

classification coefficients with c;q being the constant, and the V's are the

raw scores on the discriminating variables. There is always a separate

equation for each group; thus if there are three groups, each case will have
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Legend:

'Table'-ﬁ_'S.* R T

_Classification functions for obsessive and phobic groups

generated by discriminant analysis using all variables
Obsess Phobic
Variable :
PQRUMIN -0.29499 -2.56298
PQRIT . =3.46283 -6 .23467
PQHORR 9.21156" 8.24557
PQPERV 6.86590 5.06841
PQAGORA -3.66325 ~1.67507
PQSPEC -1.82884 -0.00418
"PQOBS 4.15087 0.56555
~~ "PREMORY ~24,03032 ©26.91325
PREﬁﬁgg 25.40776 28.45297
PREMO 25.93365 ‘;5.57005
PQRMAIN 5.42997 *40.86031
CIRCUMG6 . 72.45183 68 .32417 .
comes eno- ~CERECUME-— 49580139 56324335 -

CIRCUl1 76 .10597 84.24104
CIRCU1S8 . 63.80814 67.91058
MINUC3 51.33060 43 .34740 -
MIREMO3 34.42656 31.63182

© 'MIREMO4 88 .09853 92 .39206
MIREMO6 30.48120 *27.05255
MAINFSSI1 16 .45258 13.12273

- COURSE2 24,78592 28.26236

MIPATER6 6.99661 4.30782

_ Constant ~  -552.82861  -567.33862

PQRUHIN'- Psychiatrist's rating of ruminations
PQRIT = Psychiatrist's rating of rituals

PQHORR = Psychiatrist's rating of horrific temptations’

PQPERV = Psychiatrist's rating of pervading doubt
PQAGORA = Psychiatrist's rating of agoraphobia

PQSPEC = Psgychiatrist's rating of specific phobia
PQOBS = Psychiatrist's rating of obsessive phobia

PREMOR] = Psychasthenic premorbid personality ("submissive and shy”) .
PREMOR2 = Obsessional premorbid personality ("parsimonious, obstinate

and orderly”™)

PREMOR3 = Anancastic premorbid personality (~ aggressive -and morose”)

PQRMAIN = Psychiatrist's rating of main phobia

CIRCUMS = Circumstances of onset: Unavoidable conflict: -

CIRCUM/ = Circumstances of onset: Sexual
CIRCUl]l = Circumstances of onset: Childbirth

- "~ 77 CIRCUI8 = Circumstances of onset: Other

>

MINUC3 = Psychosis among siblings. of patient

. MIREMO3 = Psychosis in the patient's non-nuclear family

MIREMO4 = Organic brain syndrome in the patient's. non-nuclear family
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' MAINFSS1 = Death and tissue damage (FSS category)- designated as main
phobla by patient -
COURSE2 = "Constant worsening course of disorder .
"MIPATER6 = No mental disorder in father of the patient ‘
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" (c) Classification matrix

. functionsadhlfmthe~discriminant~procedure‘is'successful“(i:e:;'if'the*groupﬁf““’

"i -
three scores. The case would be classified into the" group with the;highe

classification score.

L 3 %3

P7M classifies each case into a group according to tie classification

1

. ) . A
differ on the variables included in the discriminant function) the iunctions

> {

will classify most cases,into the correct groups. The PTM output presents

this information in a table of counts indicating how many cases from each

correct classifications is also printed (Table 49).

@

original group are assigned_to each of the possible groups; the percent of

P

: . o
» .
* E . o -
P

(d) Jack-knifed classification matrix - : ”// : B

3 .
. - B S - O - s

A pseudo—ﬁack—knife classification matrig is also printed by P7M (Table

50) : each case is classified into a group according to classification

functions computed from all the data except the case being classified. . This

results in a classification with less bias since a classification function can

‘produce optimisticrresults when it is used to classify the same cases that—

were used to compute it. - [

Even using this stricter criterion, only four of the 359 cases are

» / : - . .' “

classified into the wrong group. v ' N
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"= . Table 49 ;”"Wmmf”7"fﬁ”f”’miw"iw"ﬂwm”fm

T <~ T <Classificationm of obsessive. and phobic cases - .
according to classification functions
generated by discriminant analysis
using all variables

Group Percent Number of cases classified into group:r
correct i ' ‘
: Obsess Phobic » ,
Obsess 99 .4 158 1 ' .
Phobic ™~ 99.0 . 2 198 : |
‘Total 99.2 160 199
Table 50 o

_Jack—knifed classificationigg,ghgessiveiand phghic,cases
according to classification functions
generated by discriminant analysis '

using all variables

Group - Percent Number of cases classified into group:
correct _ ‘
RN Obsess - Phobic
Obsess" 98.7 157 2
Phobic 99.0 : 2 . 198 .

Total 98.9 159 200

(e) Plot of group,means and all cases

-

P7M prints the group means and all cases in a scatterrplot.' The axes are

the first two canonical variables.l

lAnother aid in judging the importance of a discriminant function is its
asgociated canonical correlation. . The canonical correlation is a measure of
association between the discriminant function and the set of (g-1) dummy -
~fuariablesnwhich—def1ne~theggggroup4membershipSAAAIt tei134u84how4ciosely*the***a*******
function and the group variable are related which is just another measure | A

e

combination of the set of variables in the discriminant function that most

highly correlates with the “group variables™ (i.e., best separates the groups)

is called the first canonical variable; the linear combination of the T~
discriminating variables that best separates the grnups,as,much as possible in

X
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The X axis is the first canonical variable (the direction where the groups

have the maximum spread), the Y axis is the second canonical variable

(direction orthogonal to the X axis that produces the maxinum spread of the

groups ). If there’is only'one~canonical variable, arhistogram,is'plotted. A

histogram of the canonical variable for'discriminating obséssiﬁes'and'phobics
is depicted in Figure 1.

Near theVO.OO point on the abscissa, the'two phobic patients (P) whose

\scores on the canonical variable ‘are closer to the centroid of the obsessive

Id

Vgroup (1) than to that of the phobic group (2) can be seen. jOne obsessive

centroid of _the obsessive group.

Discriminant 'analysis to discriminate amorg obsessive agoraphobic and other
i

phobic patients, using all of the variables involved in the hypothesis tests

¥
The totakﬁg;oup of phobic patients was subdivided into agoraphobic S .

@fhﬁ;-t,

Wpatients and. gthep phobic patients-and- the‘stepwise discriminant analysis

_procedure (BMDP ™), described above, using_all of the pre-treatment

variables, was repeated in an attempt to find the linear combinations of those
variables that would best discrimdnate among the three patient groups. The

‘results of this analysis were as follows:
[ )

(a)’Summary table of steps in discriminant analysis

"1(cont'd)an orthogonal direction given the first separation; the third
function provides maximal separation in a direction orthogonal to the first

" two, etc. ' -
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Figure 1

Histogram of scores of obsessive and;phbbic pétiehts
on the canonical variable generated by discriminant.analysis
’ using all variables : '
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Lege'nd: O=0Obsessive case 1=Mean of Obsessive group
- .. .- . P=Phobic case _2=mean_ of Phobic group

&
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S Tabie—5l~Lists~the42i¥variabies*thatfbest*distriﬁiﬁéte amnng the three
groups and the F-to-enter (or remove) for eaehnsteprof the discriminant
analysis;' Wiiks; lambda (U-sfstistic) and"the F approximation to lambda, two
multivariate tests for group differences arevalso tabled for eech step of the

discriminantfénalysis.

(b) Classification functions

The coefficients and constants of the classification functions for ..

ﬁclsssifying cases into each of the three groups are listed in Table 52.

(c) Classification matrix

Computing the classification functions described above for each case and

4 then classifying the cases into whichever of the groups yields the highest
classification score, seven of the 359 cases are assigned to the wrong groups

. (Table 53).

(d) Jack-knifed classification matrix

Classifying the cases into groups on the ba#sis of all data except the

"caseihEiné classified, eleven cases are misclassified (Table 54).
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‘Table 51

‘Summary table of steps in discriminant analysis

Variable

MAINPQl
PQRIT
PQSPEC
PQAGORA
PQRUMIN
PREMOR3 ~~
PQPERV
MAINPQ2
CIRCUM/
CIRCUMB

T MAINPQ3

PQRMAIN
PQOBS
MAINPQ3 *
CIRCULO0
MIPATERS
MIREMO6
COURSE2
CLAMEAN
PREMORI1
SRHORR

SEX -

of obsessive, agoraphobic and other phobic groups
- using all variables

F-to—-enter No. of U-statistic F d. f.
variables <
717 .0022 1 €0.1989 = 717.002 2.00  356.00
166 4965 2 0.:1026 376 .587 4.00 710.00
73.9307 3 0.0724 320.583 6.00 708.00
56.1371 4 0.0549 288.326  8.00 706.00
38.7387 5 0.0450 - 2613425  10.00 _704.00
31,2888 7 6 0.0382 ~ 240.807  12.00 7023 D
22.4766 7 0.0339 221.751 14.00  700.00
21.5753 8 0.0301 ~207.708  16.00 = 698 .00
14,8760 9 0.0278 193.428  18.00 696.00
12.2179 10 0.0259 180.794  20.00  694.00 o
1242896 1L 0.0242 7 170.704 22500 69200
11.4222 12 0.0227 162.046  24.00  690.00
17.2268 13 0.0206 157.732  26.00  688.00
2.6831 12 0.0210 169.830 24,00  690.00
8.2385 13 0.0200 - 160.637  26.00 688.00
8.6514 14 0.0190 153.045  28.00 686.00
5.6826 . 15 0.0184 145.149  30.00 684.00
5.9018 - 16 . 0.0178 7 138.373 32.00 682.00
5.5800 17 0.0172 132.291  34.00 680.00
5.8442 18 020167 127.026  36.00 678.00
5.4903 19 0.0161 122.205  38.00 676.00
 4.9883 20~ 0.0157  117.700 _ 40.00  674.00 .

CIRGULA _/™N3460 21 0.0153  113.480 = 42.00 672.00

* Variable removed

»

fh Legend: MAINPQl = Agoraphobia (PQ category) designated as main phobia by
patient

PQRIT = Psychiatrist's rating of rituals

‘PQSPEC = Psychjatrist's rating of specific phobia

PQAGORA = Psychiatrist's rating of agoraphobia

PQRUMIN = Psychiatrist's rating of ruminations

PREMOR3 =
PQPERV

Anancastic premorbid personality (~ aggressive and morose™)
= Pgychiatrist's rating of pervading doubt -

MAINPQ2 = Social phobia (PQ category) designated as main phobia by
patient

| CIRCUM/

= Circumstances of onset: Sexual .

CIRCUM8 = Circumstances of onset: Betrothal
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Table 51.(continu§é%

-
o5

MAINPQ3 = Specific phobia (PQ category) designated as main phobia by

patient
PQRMAIN = Psychiatrist's rating of main phobia
PQOBS = Pgychiatrist's rating of obsessive phobia
CIRCU10 = Circumstances of omnset: School
MIPATERS = Stuttering in the father of the patient
MIREMO6 = No mental disorder in patient's non-nuclear family
COURSE2 = “"Constant worsening”™ course of disorder

. CLAMEAN = Mean FSS score on classical fears
PREMORI = Psychasthenic premorbid personality (" submissive and shy™)

SRHORR = Patient's rating-of horrific temptations

.SEX = Sex of-patient—— — .. - e o e

CIRCUl4 = Circumstances og\onset. Other crisis

-y .
o 4?¢lﬁ,, _ _ S . R ——
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. Table 52

ClaésifiééfidhAfhﬁéfiéﬁs for obsessive, agoraphobic and other phobic'éroups
generated by discriminant analysis using all variables .

Obsess Phobic - .Agora. -
Variable : .
PQRUMIN 6.0967f 4.22048 4.30082
PQRIT —6.75218 -9.70754 ~8.27944
PQPERV 4.59005 3.27496 2.78601
PQAGORA 8.91391 8.51728 15.61021
PQSPEC 7409454 10.31139 6.75037
PQOBS . -6.33673 -9.61592 - -8.97164
PREMORIL-- - -39.20100- -40.35556- 44 ,63072
PREMOR3 27 .50288 17 .16760 21.24237
SRHORR 3.71357 ©2.99982 4.83862
SEX . 5.28584 - 5.09670 8.09608
PQRMAIN 5.90371 11.17133 8.92320
- CIRCUMZ —33..85968 . 38.99501 - 34.55423 -
CIRCUMS 393.29541 . 401.24561 421.28784 -
CIRCUL0 26.27763 24,62173 32.28920
CIRCUIM - 46.89273 46.36499 51.71689
MIREMO6 17 .36873 14.62171 - 14.31975
MAINPQ1 36.16463 39.90434 11.20441
MAINPQ2 -4,50285 -10.36582 ~4 72245
COURSE2 25.89992 29.42181 27 .24596
MIPATERS  402.49414 419.07666 405.09570
CLAMEAN. -7.93972 -7.37635 -10.86091
Constant -1017.95117 -1073.06787 -1078.21362
e

PQRUMIN .= Pgychiatrist's rating of ruminations
PQRIT = Psychiatrist's rating of rituals. , ,
PQPERV = Psychiatrist's rating of pervading doubt -
PQAGORA = Psychiatrist's rating of agoraphobia’
PQSPEC = Psychiatrist's rating of specific phobia
PQOBS = Psychiatrist's rating of obsessive phobia
PREMOR] = Psychasthenic premorbid personality ("submissive and shy )
: PREMOR3 = Anancastic premorbid personality (" aggressive and morose”)
- SRHORR = Patient's rating of horrific temptations
SEX = Sex of patient :
PQRMAIN = Psychiatrist 8 rating of main phobia '

Legend:

CIRCUM/ = Circumstances of omset: Sexual =
CIROIM8 = Circumstances of onset: Betrothal
“CIRCU10 = Circumstances of onset; School ‘

CIRCUl4 Circumstances of onset:.Other crisis
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Table 52 (continued)

" "MIREMO6 = No mental disorder in patient 8 non-nuclear fami 1y

MAINPQl = Agoraphobia (PQ category) designated as main phobia by
patient

MAINPQ2 = Social phobia (PQ category) designated as main phobia by
patient

COURSE2 = "Constant worsening course of disorder . ‘ B »
MIPATER5 = Stuttering in the father of the patient ’
CLAMEAN = Mean FSS ‘score. on classical fears

. ' °
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imieble 53 |

g:? - Classification of obsessive, agoraphobic and other phobic-cases
' - according to classification functions
' ' generated by discriminant analysis -
using all variables

4

Group Percent Number of cases classified,into group: .
e .. Lorrect . .
7 - . Obsess" Bhobic Agora
Obsess 97.5 155 2 2
Phobic 99,2 1 119 - -~ 0.
-Agora 97.5 | P 1 .78 -
47—Total~ 98}lefr'*157:f;~4122;~~7v 80 arf-.—~;~l~~A~§we
’- : : Table-54 

N

' Jack—knifed classification of obsessive, agoraphobic and other phobic cases
according to classification functions ‘
. generated by ‘discriminant analysis -
using all variables

Group Percent Number of cases classified into group: ‘\\
. : Correct
ot Obsess  Phobic ,vAgora
Obsess =  96.2 153 4 20
Phobic 98.3 2 118 -~ 0. : ,
., Agora  9%6.2 2 - LV 77 -
Total 96.9 157  123. 79 L |
. zﬁ?r
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... . .. _(e) Plot of group means and all cases ' : B
The group means and all cases inkthe three patieint groups are plotted in

. , iy o , )
a scatter plot, the axes of which are the first two canonical variables -

t(]_?ignre 2)- ) } N 7 | ‘ | -ﬂ | | (\_‘
/if’ : . :, -

k . - Discriminant anaLysis to discriminate obsessives from phobics, eliminating

-

those variables which measure obsessive or phobic symptomatology

Since ratings of the intensity of obsessive and phobic symptomatology and * |

AR "~ the type of phobta*des:tgrratectﬁ tn?rpattentfas'tnmtn—pnobta—nrtm —
. | 'expected to correlate well sith reason for seeking help (1.e., obsessive |

symptom or phobia), which defines group membership, and ‘so spuriously‘elevate

the discriminating power of the variables? , the two discriminant analysis

described above were repeated using all of the pre—treatment variables eXcept

those variables measuring the intensity of obsessive or phobic symptomatology

.

or denoting main phobia type.
" First, this subset of variables was used in the stepwise discriminant
7 analysis procedure to discriminate obsessive and phobic patients. The results

e

of this analysis were as follows.

”~

21n fact, nine of the the 22 variables that best discriminate between
obsessives and phobics (Psychiatrist's ratings of ruminations, rituals,
' horrific temptations, pervading doubt, agoraphobia, specific phobia, obsessive

~ phobia, main phobia and the patient's designation of death and tissue damage
as main phobia) and ten of the 21 variables that best discriminate amdng
obsessives, agoraphobics and other phobic patients (Psychiatrist's ratings of
‘ruminations, rituals, pervading doubt, agoraphobia, specific phobia, obsessive
phobia and main phobia, Patient's rating of horrific temptatioms, the .
patient's designation of agoraphobia as main phobia and the patient’'s
designation of social phobia as main phobia) are measures of obsessive and

B3

phobic symptomatology. A ol
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Scattg'{ plnt of
on thd first two

Figure 2

scores of obsessive, agoraphobic and other phobic patients
canon*cal variables generated by discriminant anilysis,
using all variables -

0=Obsessive case '~ 1=Mean of Obsessive group

" P=Other phobic .case : 2-mean of Phobic group
A=Agoraphobic case - 3=Mean of agoraphobic group

*-Overlap of different groups

Y
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,/

~-(a) Summary table of stéps in discriminant analysis

Table 55 iists the 20 variables that best discriﬁinate Between the
obsessive and phobic patients and'the F-to-enter for eachhstep,of tﬁek
discriminant analysis. Wilks' lambda (U-statistic) and the F approximation to

'lambda, two multivariate tests for group differences, are also’tabledrfor'each

step of the discriminant analysis. . . .. . R N

(b) Classification functions ...
The coefficients and constants of the classification functions for the

obsessive and phobic groups are listed in Table 56.

’Y(C) Classification m&??i;rr - ;7;_7 o e
Using the claésification functions'described’in Table 56, each case was
assignedrto tHe group for which the classification function score was highest.
The accuragylof thgse predictions ié‘reflected ianable 57.
As can be seen froﬁ Table 57, the elimination of variables that rate the )
~ intensity of obsessiverand phobic sjmptomatology results in less,accurate,.

clasgification, but not substantially so. _Even without these variables,,only

, S . » o o , .
1gio£mthef35Skeasesg(5w!¢}fwere3§§26rrectiyAassigned7*‘/f"*""’“”‘*f‘g“fgglgg'ggrggfi
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Table 55

Summary table of steps in discriminant analysis of obsessive and phobic groups.
using all variables except those which measure
obsessive or phobic symptomatology

P e

Variable F-to-enter No. of U-statistic F d. f.
’ “variables
‘ i
1 PREMOR3 96.7582 1 0.7868 96.758 1.00 357.00
2 CIRCUM/ . 55.2848 2 0.6810 , 83.378 - 2.00 356 .00
3 COURSE2 34,1493 3 0.6212 72.145 3.00 355.00 S
4 DELAY 34.0950 4 0.5667 ' 6732677 4.00 -354.00 -
5 PREMORL - 33.4405 5 0.5176 65.791 5.00  353.00 '
6 ©LOITR - 33,0208 6 0.4732 7~ 65.302 " 6.00 " 352.00
7 PREMOR2 26.4260 7 0.4401 63.792 . 7.00 . 351.00
8 AGESYMPT 27 .4529 8 0.4081 63.456 - 8.00 350.00 -
9 EXTRAV 23.2493 9 0.3826 . 62.574 9.00 349.00
-10 COURSE3 18.0731 10 0.3637 60.879 . 10.00 348-.00
'"““j"ﬂII“*MfPﬁTERi*“*M"1375732*"”"IIW”“*”013560**‘”“*ﬁ?ﬂfii?ng“Ti'06‘”*jk7‘00*ﬂ*"””**“‘*‘***
12 CIRQUM4G 8.4664 12 0.3417 . 55.558 12.00 - 346 .00 ,
13 MIREMO2 8.1070 , 13 0.3338 52.961 13.00 345.00
14 CIRCUMY 7 .3349 14 -0.3268 , 50.605 14.00 344 .0
15 CIRCU12 ~71.6737 15 0.3197 - .-48.660 ' 15.00 343.00
16 INOROUT 5.7012 16 0.3145 46 .600. 16 .00 342 .00
17 MARITALl 5.3691 17 0.3096 44,735 17.00 341.00
18 CIRCU1l 8.0582 18 0.3024 -43.572 18.00 340.00
19 AGE 6.4349. . 19 0.2968 42,277 19.00 339.00

20 MIMATER4 4.3294 20 0.2930 - 40.774 20.00 338.00

Legend PREMORB Anancastic premorbid personality ("aggressive and morose )
'CIRQUM/ = Circumstances of onset: Sexual '
COURSE2 = “Constant worsening”™ course of disorder
DELAY = Delay in seeking help
PREMORlI = Psychasthenic premorbid personality ("submissive and shy"™)
LOITR = Leyton Obsessional Inventory trait score
PREMORZ = Obsessional premorbid personality ( parsimonious, obstinate
and orderly”)
AGESYMPT = Age when first symptom was experienced
EXTRAV = Maudsley Personality Inventory extraversion score
COURSE3 = "Fluctuating”™ course of disorder
MIPATER]I = Neurosis in the father of the patient
CIRQU14 = Circumstances of onset: Other crisis
MIREMOZ = Personality disorder in the patient's non-nuclear family
- CIRGUMY9 = Circumstances of onset: Occupational
CIRCUl12 = Circumstances of onset: Pregnancy
INOROUT = Inpatient or outpatient
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Iable 55 (continued) ’
T MARITALI = Marital status: Single o
CIRCUll = Circumstances of onset: Childbirth
AGE = Agé of patient ) :
MIMATER4= = Organic brain syndrome 1n mother of the patient .
6\
l LY
i’ >
; \/ _
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'€lassificationgfunctiuné‘for‘cbgésﬁive and jphobi

Table 56 o

generated by discriminant analysis using a
except those which measure obsessive or phobic symptomatology.

groups
ariables -

"Obsess Phobic
Variable .
1 ) .
: AGE -0.02091  -0.07294
INOROUT 46 .24716 48 .45186
AGESYMPT 0.81596 0.95209
PREMORL 56 .32254 62 .49664
PREMOR2 _ 45.60425 50.36125 S
_ PREMOR3  26,67494  20.95161 . .. .. . .. .. ... SO
EXTRAV 0.96207 1.08847" -~
S LOITR 0.40879 0.01261
3 CIRCUM: 28.79420 *27.30940
/ CIRQUM/ 64 .29469 0.90077
4,,~//// CIRCUM . 71.75002 7 '74.96788 - .
7 " CIRCUl1l  122.75075 126 .55707
CIRCU12 263.92700 270.77881
MIREMO2 60.69810 63.81985
MARITALL 28.05194 29.89024
COURSE2 42 .45792 46 .94272
“COURSE3 ~ 14.59565 16.38446
MIPATERI 22.03726 24 .19923 ' :
MIMATER4G  264.85986 269.61353 a0
DELAY 1.00459 1.18561 -
-1095.71753 -1181,42798

CQDstant

I
Legend: AGE = Age of patient ' _ T ///
INOROUT = Inpatient or outpatient . , ,
AGESYMPT = Age when first symptom was experienced
PREMORl = Psychasthenic premorbid personality (” submissive and shy” ) -
PREMOR2 = Obsessional premorbid personality ("parsimonious, obstinate
" and orderly”™) - Y
PREMOR3 = Anancastic premorbid personality (" aé;ressive and morose") o oo
EXTRAV = Maudsley Personality Inventory extraversion score . ‘
LOITR = Leyton Obsessivnal Inventory trait score ]
CIRCUM4 = Circumstances of onset: Death of relative or friend
CIRCUM/ = Circumstances of onset: Sexual
CIRCUM) = Circumstances of onset: Occupational ~
CIRCUll = Circumstances of onset: Childbirth
CIRCU12 = Circumstances of onset: Pregnancy
MIREMO2 = Personality disorder in the patient's non—nuclear family

£
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Table 56 (continued)

"MARITAL] = Marital status: Single

COURSEZ = "Constant worsening”™ course of disorder

COURSE3 = “Fluctuating” course of disorder

MIPATERl = Neurosis in the father of the patient

MIMATER4 = Organic brain syndrome in mother of the patient
DELAY = Delay in seeking help o '

195



s T b

Table‘éz

Classification of obsessive and phobic cases
according to classification functions
" generated by discriminant analysis
using all variables except those which -measure -
obsessive or phobic symptomatology

"Group Bercent -~ Number of cases classified into group:
' ' correct . E
, Obsess ~Phobic
Obsess 92.5 - 147 12 - T
Phobic 96.5 . 7 193 T SR

Total . 94.7 © 154 205

: o

{

Classifying the cases into groups according to—classification functibns

" computed from all the data e&cépt the case being classified, 27 of the 359

‘ caseé‘(7.52) of the'cases'were‘incorrectly assigned (Tabie 58).

- [ — R T —

.(e);Plot'of groﬁp means and all cases B : o S 'i“ ' -

A histogram of the canonical variable for discriminating obsessives and

phobics is depicted in Figure 3. =~ - L

Discrimipant analysis to discriminate among obsessive, agoraphobic and other

phobic patientél,éiiminating those variables which measure obsessive or phobic

Vwéiiéﬁomatolggz

. < : v ‘ T —? . - -
The tot3l groups of phobic patients was subdivided into agoraphobic

patients and othe:'ﬁh@biﬁﬁpatients;and the stépwiée discrimiﬁant analysis,

. &"‘5 T . . . : - .
usipg all of the pre-tmeatment variables except those which measure obsessive
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- B . ‘ -y
T T e "f’*’d‘atlﬁknifeftﬂfsrsificati%of obsessiwe and pnoblc cases
S ’ according to classification functions :
- generated by discriminant analysis
using all variables except those which measure
obsessive or phobic synptomatology
. Group- Percent - Number_of cases.classified into grdup:
w - ... correct = - - '
' .. -Obsess Phobic A _ S
Obsess  89.9. 143 16°. : B
Phob.ic' ) f94.-5,' -1 189 oo n ,
Tetal 92,5 154 205 . . ...
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" Figure 3 -
Histogram of. scores of -bvbsess’i've and’ phobic p,atién_ts
~ on the canonical variable generated by discriminant analysis .
using all variables except those which measure
_-obsessive or phobic symptomatology )
5]
- .
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>""Legend: b;Oﬁseési§e ééééiW”

-

1-Néan of Obessive group |
P=Phobic case 2=mean of Phobic group .
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a

or phobic symptomatoloé§§5§f‘described.above was repeated in an attémpt to

find linéar combinations of this subset of the variables that would best

discriminate among the ;hree»patient groups. The results ‘of this analyses<!lﬂl-

were aévfpllowsf

(a) Summary table of steps in discriminant analysis o ;,gp/

N T
el e L s T U U U

Table 59 1ists the 20 variables that best discriminéte ambng the fhree o

groups and the F—to—enter (or remove) for each step of the discrimnant

-~ —anatysise Wilks" iambﬁa*fﬂ;statistf =) and the F’approximation to lambda, two .

miltivariate tests for groupsrdiffegences, are also tabled for each step of

2

-.thebdisciimiﬂant ég?lysis.

(B) Classification fuhctions )

-

The coefficients and constants of the cléssification~functions for

clasgifying cases into each of the three groups are listed in Table 60.

c) Classification matrix

T — . -

o

Cdnputing the classification functions described above for each casé and

then classifying the cases into which;jgzggf tha4groups4yie1ds4theghighestg———/444r44~——

classification score, 29 of the 359 cases (8 11) are assigned to the wrong

- groups (Table 61), even withéut using variables that rate obsessivexgnd ‘phobic

synptonatology.
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CTable 59 oo

- Summary table of steps in discriminant analysis of obsessive, i'agoraphobie_'-

and other phobic’ groups using all variables except those which measure
» obsessive or phobic symptomatology /

Variable F—to—enter' No. ef U-statistic F' d. f.

var@les. : ) .

0.6774 84 .764 2.00  356.00

1 DELAY 84.7643 1 /
2 PREMOR3  43.4187 2 0.5443 63.096 4.00 710.00°
3 CIRCUM 26.1308 3 0.4743 53.346 6.00 ° 708.00
4 PREMORL 27 .0622 4 0.4112 49.370 8.00 706.00 -
5 LOITR 27.1314 5 0.3563 . 47.543  19.00 704.00
6 COURSE2 18 .8708 6 - 0.3217 44,641 12,00 702.00 ..
7 PREMOR2 ~ ~ - 13,1889 . 7. -..0.2991 - .  41.417 . 14.00..700.00 .~ . .
8 AGESYMPT =  18.9588 8 0.2698 40.357  16.00  698.00 |
9 EXTRAV 13.6691 9 0.2502 38.639  18.00  696.00
10 AGEILL 12.8435 10 0.2329  37.197  20.00  694.00
11 AGEHELP 28.2823 11 0.2002 38.844  22.00 692.00
12 COURSE}. __ 9.2696 12 0.1900 _  37.208 _ 24.00 690.00
13 CIRCUM' ©7.7850 13 0.1818 35.605 - 26.00 688.00
14 MIPATER6 6.8163 14 0.1748 34.096  28.00, 686.00
15 EDUCAT 4.9377 15 0.1699 32.512  30.00  684.00
16 CIRCUMS 4.7637 16 = 0.1653 31.108  32.00 682.00
17 CIRCULS 5.2682 17 0.1603 29.949  34.00 680.00
18 CIRCUMS 7.8632 18 0.1532 ~  29.281  36.00 678.00
19 CIRCUM: 6.8989 19  0.1472 28.576  38.00  676.00
20 - MIREMO2 4.5783 - 20 0.1433 27.660  40.00  674.00 .

Legend: DELAY = Delay in seeking help

PREMOR3 = Anancastic premorbid personality ("aggressive ‘and’ morose") )

CIRUM/ = Circumstances of onset: Sexual

PREMOR] = Psychasthenic premorbid personality ("submissive and shy )
LOLTR = Leyton Obsessional Inventory trait score

COURSE2 = “Constant worsening™ course of disorder

PREMOR2 = Obsessional premorbid personality ( parsimoﬁious, obstinate

and orderly™)
AGESYMPT = Age when first symptom was experienced _
EXTRAV = Maudsley Personality Inventory extraversion score
AGEILL = age of onset of disorder
AGEHELP = Age when patient first sought help
COURSE3 = “Fluctuating”™ course of disorder
CIRCUM = Circumstances of onset: Occupational
"MIPATER6 = No nental disorder in father of the patient
EDUCAT = Years of schooling

B 'TIRGJIﬁ*fCirmmtancerofpnsettﬂinavotda'b*leﬁtqnfi’fyt—'—

t
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t/: - s ?‘ l,,
S e "T’aﬁlé‘_S;?_"7'(66:"1?:1&&5&)7'”"'"”‘7 I o S
S ~———-CIRCUL5=-No—identifiable circumstances of -onset ;

- CIRQMS = Circumstances” of onset: Domestic ecrisis ' e
. CIRCUM: = Circumstances of onset: Death of relative or friend -
~ MIREMOZ = Be:sona],ity .disorder in the patient's non-miclear family

’/

0
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Table 60

Cl&ssifieationffunctions'for obsessive"*agoraphobtc*and‘other*phnbiCAgrnupS‘*‘*“““*
generated by discriminant analysis using all variables
- except those which measure obsessive or phobic symptomatology

; Obsess Phobic = Agora
- Variable ‘
AGESYMPT - 0.49544 0.53649 - 0.76902
~ AGEILL 0.85780 1.02317 0.49603
7 AGEHELP -0.68069 -0.83404 . -0.41265 : ¥ :
PREMORL - 40.45757 - 44.66884 47.91583 S -
- PREMOR2  28.69403  32.75703  34.48894
- PREMOR3’ 29.71938 ~ 22.54881 24.,36282
4 EXTRAV = 0.82516 0.92813 - 1.00675
- LOITR -~ 1.78430 . 1.32391 = 1.51653
EDUCAT 3.14652 - 3.31981 3.08278
CIRCUM4 25.09489 23.93488 - 21.81104
CIRCUMS - 27.66782 . 27.62874 ~  25.11269
TCIRQUM6  84.51312  83.94518  79.66660 R
CIRCUMI 53.19110 59.91660  58.82086
CIRCUMY "82.67189 84.70425 ~ 86.97652
’ CIRCU15 37.51019 38.63547 = ,35.61438
~ MIREMOZ. 58.22183 60.34523 61.53571
COURSE2" 40.21297 44 ,53712 44.22673
COURSE3 22.82715 24 ,80659 25.15320
MIPATER6 9.55458 7.67012 8.23226 .
DELAY .1.33320 1.72785 1.08060 =
Constant -521.15186  —556.79565 -551.80371 )

Legend: AGESYMPT = Age when first symptom .was e}perienced
AGEILL = age of onset of disorder ¢
AGEHELP = Age when patient first sought help.
PREMOR] = Psychasthenic premorbid personality (“"submissive and shy )
PREMORZ = Obsessional premorbid personality (“parsimonious, obstinate
and orderly”)
PREMOR3 Anancastic premorbid personality ("aggressive and morose")
EXTRAV = Maudsley Personality Inventory extraversion score
LOITR = Leyton Obsessional Inventory trait score
EDUCAT = Years of schooling
CIRCUMs = Circumstances of onset: Death of relative or friend
CIRCUM5 = Circumstances of onset: Domestic crisis
CIRQUM6 = Circumstances of onset: Unavoidable conflict
CIRCUM/ = Circumstances of onset: Sexual

CIRCUMI = Circumstances of onset: Occupational
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- = Table 60 (contimued) —— -~ A

71C£E(}I:I15 = No identifiable circumstances of onset _ -

MIREMO2 = Personality disorder in the patient's non-nuclear family

COURSE2 = "Constant worsening course of disorder

COURSE3 = "Fluctuating™ course of disorder R

MIPATER6 = No.mental disorder in father of the patient .

DELAY = Delay in seeking help S !

o . -
" e
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‘d) Jack-knifed classification matrix

"hiGBIEfQI'"f"*fw"‘, "i' N

- - - —-Classification of obsessive, agoraphoblic and other phobic cases
. '~ according to classification functions
generated by discriminant analysis
using all variables except those which measure

obsessive or phobic symptomatology
o

- Group Percent Number. of cases classified into
: Correct ’ .
: , Obsess Phobic  Agora
Obsess 90.6 144 6 9
Phobic 90.0 5 - 108 7
Agora 97 .5 0 2 78
"~ Total 91.9 149 ~ 116 94 S

Using the stricter, less-biased pseudo—jack-knife classification

procedure, 40 of the 359 (11.1%) cases are misassigned (Table 62).

e) Plot of group means and all cases

The groups means and all cases in the three patient groups are plotted in
a scatter plot, the axes of which are the first two canonical variables
(Figure 4).
NG
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: O~ . mables2

Jack~kni fed classification of obsessive, agoraphobic and other phobic cases
' i e —————according to ¢lassification functions
. generated by discriminant analysis
using all variables except those which measure
" obsessive or phobic symptomatology,
Grou - " Percent Number of cases classified into group:
- Correct
Obsess Phobic = Agora
Obsess=s == 86.2 137 9 13
Phobi =— 87.5 7 105 : 8

; Agor== 9.2 1 2 - 77
Total 88.9 145 116 98 - -

- ) ' . : V - . R NI
o o : . » ‘ ‘%\‘ ) ) . ‘
,-/;2\/.
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@

3> . Table b2

' Jack—knifed classification of obsessive, agoraphobic and other ‘phobic cases

. S ——according to classification functions
{ . - generated by discriminant analysis

- . using all variables except those which measure
' : ' " obsessive or phobic symptomatology,

Group ' Percent Number of cases classified into group:
: Correct
Obsess Phobic Agora
Obsess 86.2 137 9 13
Phobic 87.5 7 105~ - 8
- Agora 96 .2 1 2 77
I Total 889 145 16 98 - - . .
~
™
— - Y
‘\ﬁ’_\ '
N
5 ) .
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Figure 4
Scatter plot of scores of obsessive, agdraphobic and other phobic patients
on the first two canonical 'variables generated by discriminant analysis,
’ “using all variables except those which measure

obsessive or phobic symptomatology ' N
" “Legend: O=Obsessive case  l=Mean of Obeessive group
. P=Other phobic case ~° 2=mean of Phobic group
' A=Agoraphobic case 3=Mean of agoraphobic  group -

*=0verlap of different groups
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- E. DISCUSSION OF RESULTS

»

" The results of the present stu ; permit the unambiguous rejection of the
null‘hypOthesistrthat'patients whose primary'complaint is of phobia and
o patients who seek treatméht.for an obsessive—compulsive'SYmptogrdo not differ

with respect to symptomatology, natural historytof the disorder and - °

personality.  Statistically significant differences. between the two groups — - oo oo

were found with respect to every dimensioﬁ studied. These differences are

sunnmrized‘beléw and their relatidnship to the results of previous studies is

méigéuéééd;rifﬁ;”;ecdndafy7hyﬁ6£heéi;; thatrpatientS'hhbsé pfiméryicoﬁpiéiﬁﬁﬁis,
of agoraphobia will differ from both patients whpse primary complaini is of
another phobia and patients Qho seek.treatment for an Qbsessiye—cdmpulsive"
_symptom, was also squQrted;" Op some - variables (obsessive—compulgivé

symptomatology, intensity of miscellaneous;and noise fears [FSS categories]

~and fears of "contamination” and fhufE}pg otheré";>anxiety,~depression, social

maladjustment,'”fluCtuating" course of the disorder, delay in seéking help and
neuroticism) the AgOraphobics were indistinguishable from.the obsegsive o
patients but both groups differed significantly from the group of other phobig

¥

patients; on other variables (age of first symptom and age of onset of
disorder, sex ratio, maritai»status, and "domestic crisis”™ and "unavoidable .
conflict”™ as precipitants) the ago%aphobicsrdifferedrfrqm both of the other:

k patient groups. These findings are discussed below in the-context of the

',findtngS”Uf“bther‘reséarthers“as‘repbrtéd“in‘thé‘itterature,7
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- - When_ theiphobic,groupeﬂasfsubdiyidedﬁintoeagoraphobic:andiother:phobic

- betweenethe—tvo—groupsygwhether;FSS;llI;categeries;(death;and;tissue;damage,

I. Symptomatology

Obsessive—compulsive symptoms

Not surprisingly, the obsessive patients scored significantly higher than

‘the phobic patientsfon 10 of the eleven indices that measure the intensity of

obsessive—compulsive'symptomatolOgy.

patients, the scores -of the obsessive patients»on the same ten'measures
remained significantly greater than those of the other phobic patients but,
consistent with the 1iterature (Roth Garside and Gurney, 1965; Marks, 1969;
American Psychiatric Association, 1980) which indicates that, among phobic

patients, agoraphobiCs_alone manifest obsessive symptoms, the agoraphobic ' I

the 11 neasures of the intensity of obsessive—compnlsive symptomatoiogyw

Phobias

(a) Main phobia type

~The- distribution‘of‘category*of*main‘phobia‘dtffered‘significantiy““““““y““*

social,_other'classical, miscellaneous, animal, and noise) or PQ categories

(agoraphobia, social, specific, and obs’es_sive)_were considered. This is
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P 2 o consistent gith the view of Marks (1978) who states that the phobias of %
E i\‘;‘ obsessive*patients differ from those of phobic patients in that typically the
e

¥

fear of the obsessive is not of a given object or situation but rather ofithe

consequences that are imagined,to result'from it, Because the fears of

obsessives are, as,avruie; closely bound'up with the patient's rituals,
horrific temptatiOns, pervasive doubt and rumination, obsessive phobias ofﬁen-
. --geem- bizarreuand -are-not- likely»tegbeefound on- the Wolpe-Lang 1ist-of 72~ “*“““ré“

‘r

common fears. The patient, for example, who is troubled by obscene thoughts

when;ﬂer he IOOks at a naked statue develops a phobia of museuns.

When the phobic group was subdivided into agoraphobics and other phobic

«

patients, it became obvious that the greater frequency of the FSS categories

of "socilal®™ and animal phobias among phobic patients compared to obsessives

vas due almost entirely to the designation of these as main phobia by the

other phobic patients. Simllarly, with regard to PQ categories of main

phobia, almost all "

specific main phobias belonged to other phobic patients.fg

(b) Intensity

%

~Although the phobias of obsessives are clearly different in type from the

kinds  of fears’that'phobic patients complain—of they are no less severe. The'

patient 's own ratings of the intensity of their main phobia did not

differentiate the two groups, nor did the FSS total score or the patient 8

mean scores on five of the seven FSS categories of fear ("death and tiSSue

damage”, "social”, "animal”, "noise"” , and the contrived categories of fears of

contamination and 'hurting others”™), The psychiatrist rated the intensity

*

of the main phobia, specific phobia and, not surprisingly, of agoraphobia

-
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higher in the phobic grouﬁs but sb#\the two groups as equally socially phobic
, . ' : ' ¢ . [
and, not surprisingly, rated the obsessive groups as having more intense

obsessive phobias.
When tﬁe‘phdbic group was subhivided into(agoraphobics‘and patiénts with 'ég%;Q\
Vfbther phobias, the FSSAdata iﬁdicated that the feérs of ﬁhévagoraphobic'
patients were more intense than those of the~oBseéqive patients, which in ;g;ﬁ
were more severe than the fears of the patients with otheér phobias: -~ On- fears— e
of "degﬁh;and tissqe damage” the‘agoraphoBic ﬁ%tients scored higher than did

eithe:;pf‘the other two patient groups but on the FSS categories of “"social”,

"miscellaneous”, "noise” and fears of “contamination™ and “"hurting others",
the agoraphobic and obéessive‘groups did not differ from each other but both

- _ : .
groups scored higher than the group of other phobic patients.

Anxety
e i““j‘”*ﬂMeasures'of—apxiety~inrtheﬁ359hpat;ents;studied”hérevcoﬁtradigt;thgﬁggiy;fﬂ,,g,,
direét coﬁparison‘of generalized anxietyrleyeié in obsessive and phobic
' ~patients Eited in the literature (Mellett, 1974). Whereas Mellett found more
somatic symptoms of anxiety among the phobic‘patients, in.the pfesent_study
the psychiatrist's rating of anxiety, the patienf's rating.of “"nervousness”
and the sten score'and covert anxziety score of the Anxiety Séale Questionnaire

were all higher in the dbsessive group than.i% the phobic group. The two

groups of patients did not differ significantly with respect to the Patient;s

rating of anxiety symptoms or the ovE?txpnxiety score on the Anxiety Scale-

Queéfiéﬁnaire.
The often reported higher level of free—floating anxiety in agoraphobic

compared to other phobic patients (Kelly, 1966; Lader & Wing, 1966; Snaith,
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~ “study. Both the psychiatrist and the obsessive patients themgelves rated - R

,~1968TfAmeriean~Psychiatric~&ssociatton~4t986}rwasrsnpportéﬂ‘h7’tne Tesults of

the present study. When the phobic group was subdivided into agoraphobic and‘
other phobic patients, the agoraphobic patients scored significantly higher o .

than the othe7 phobic patiénts on five of the_six measures of anxiety.

El

Depression

The prominence given depression as an associated feature (e.g., Nemiah, . ..o

1967) or even a causal factor (Beech' and Perigault, 1974) in.

rd

obsessive-compulaive‘disorder is supported by the results of the'present

their depressive symptomatology as more severe than that of the phobic
, | =~ .
patients. ) o
The present results also support the findings of Roth, Garside and Gurney

(1965) and-Marks (1969) that among phobics, depression is a prominent feature

only in agoraphobic patients. When the phobic group was subdivided into . .

agoraphobics and other phobic patients, the ratings of depression in the

agoraphobics by the psychiatrist and by the patient fell between those of

-obsessive patients (from whom they did not differ significantly) and those of

the other phobic patients. In the case of the patients’ self-ratings, the

agoraphobic patients scored significantly higher than\the other phébic
patients. < This finding is also consistent with the recent revision of the

American Psychiatric Association's Diagnostic and Statistical Manual (American

g ?at9§9f}§§"99t lists depression as an associated‘ieatureigfcagnraphohia only
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u—SoeialgAdgustment S -

The degree to which obsessive—compulsive symptoms can pervade and
debilitate every aspect of a patient's life “is well documented in the

literature (Kringlen, 1965; Rachman & Hodgson, 1980). Although the degree of

-4

social impairment in phobics is variable and depends upon the natural
characteristics of the environment‘?only in the case of the agoraphobic, who

may be housebound during exacerbations of the disorder, is it incapacitating.

The results of the present study confirm this. The obsessives were b

K

significantly more maladjusted than the phobics as a group but when the phobic

'”group’was‘subdivrded*intofagoraphobicfand"ther phobic*patients; the

™~
agoraphobics and. the obsessives did not differ from each other and both groups

~ =

-+ were significantly more socially maladjusted than the group of other phobic
patients. With respect to sexual naladjustment (i.e., impotence/frigidity).

the obsessives did not differ from the phobics as a group but when the phobics

" were subdivided into agoraphobics and other phobic patients the differences

-

f between groups reached significance, the incidence of impotence/frigidity was

more than twice as common among obsessives (352) and agoraphobics (42%) as

among other phobic patients (172).
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I1I. Natural history . ) v L

- The sex ratios reported’in the literature for obsessive-compulsive and
phobic patients -are -almost- identical to those: reported herei- AQtabulationuof4*~4*4**4~
eleven studies of obsessive-compulsive disorder (Pollitt,1957;

Registrar-General 1953; Rudin,1953; Muller, 1953 Blacker & Gore, 1955;

Ingram, 1961b Greer and Cawley, 1966 Lo, 1967 Kringlen, 1965 Ray, 1964

Noreik, 1970) showed a total of 651 men and 685 women, a ratio of 49:51. In
the present study the ratio was 50:50, significantly different from the ratio
(26:74) ‘among the total group of phobic patients. Amoné agoraphobiCs, the
literature indicates that the proportion of females ranges from 63% to IOOZ -

" 63% 1n F?}? ‘Snaith (1968). ?Fudz,; 817 in the Klein (1964) study; 89% in the
Tucker (1956) and'harks & Gelder (1965, 1966)u§tndies’and in the 1963 study of e
Warburton (cited in Marks,’1969); and 100211n>the'3ignold (1960) series. .In
the present study the proportion of females was 86.32; Among other phobic |
patients the female preponderance is reportedltqgrange from 66% among social
phobics (Marks & Gelder, 1966) to -96% among’ﬁninal phobics (Marks, 1969). In
the present study the proportion of'females among the other phohicrpatients

was 66%.
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- Marital status

The finding here that significantly more obsessive patients (47 /4%) than
phobic patients (27.1%) had never mafried is conSistent with reports ip the

literature that obsessional patients are more likely to be single (over 50% in

some surveys) than are other neurotic patients (Rudin 1953; Blacker & Gore,

-

1955 Ingram, 1961b Kringlen 1965 Okasha Kamel & Hassan, 1968) As Ingram

(1961b) suggests, this is probably simply a function of the severe social and

sexual maiadjustment caused by the disorder.

AIhefettributign of -the Qheessixesweﬁailuze—tofmarz¥,tofsoeialfandisexual e
maladjustment would seem to be contradicted by the finding that only 20.5% of‘
the agoraphobic patients,,whose maladjustment was as sevete as that of the

obsessives, had never married, but it -should be borme in mind that 86.3% of

7; the agoraphohie_patients are women, living in a society that continues to

"fepfeéehtéfa'eoihtibﬁ‘dfmébfteffbf”EﬁEhﬂaeﬁEh. Alternatively, it is quite

foster dependency in married women. In fact, in such a society marriage
. . e

possible that the dependence of married women is in part the cause of the

agoraphobie rather than an attempt at a solution; the correlational nature of

the data does not permit unambigyous interpretation.

Age of opfet
The \age of onset of.the.diserders and the ege of first symptom reported

here agree remarkably well with published accounts of the natural history of

the disorders. The eighty agoraphobics in the preaent samp le reported that »

the disorder did ndt'begin, on average, untilvage 26 - significantly later

than the onset of either obsessive disorder (21.6 years)or other phobia (19.3
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- obsessionals than in phobic patients was found to be the most I

o _ ~
precipitant in one or more studies of the natural history o

years). These ages of onset agree well in absolute terms with those

reported in the literature: 20.9 (Pollitt' 1957), 24.7 (Ingram, 1961b), and
23.1 (Lo, 1967) years for obsessives; 24 and 28 years for two samples of .

agoraphobic patients (Marks, 1969) and 19 years for social phobics (Marks and

Gelder, 1966). S . o .

Precipitating factors

The groups are clearly discriminable on the basis of the type of

significant life events which occurred during the six months immediately

circumstances; childbirth and "other crisis™ were significantly more common

circumstances of onset amongvthe obsessives than among the among the phobic

'patients.> Although there is little agreement in the literature about what

circumstances precipitate obsessive—compulsive disorders, it is noteworthy

that each of the precipitants discovered here to be ’ n in the

obsessive
disorder: Muller (1953) and Pollitt'(1957) agree that-sexual and marital

difficulties are the most frequent precipitants; pregnancy and deliwery were

‘the most common precipitants in Ingram's'(lgﬁlb) study and Lo (1967) reported

frustrations and overwork as the most frequent precipitating factors in his
aample. Fright and unavoidable conflict were significantly more COmmon

precipitants among,the phobic patients than among the obsessives. The

i

Ve

o

_preceding the onset of theﬁgiegrﬁer,i Sexual,factors,ioccupationalcorAacademicf ,,,,,,,,,,,,, —

preponderance of fright as a factor among the phobic patients was due. mainly a

to the other phobic patients for whom it was the most common precipitant'

) unavoidable conflict,ron the other hand, was mainly a factor among}the
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'agoraphobté§1*'Dvmestic;crisf%*H1s0‘dIBéfIﬁtﬁéféd*thé‘tvé;ﬁﬁbgfﬁﬁﬁﬁ of-pﬂoblg
patients;rit was the most common precipitant among the agoraphobics anq the
least common brecipitant among fhe other phobic patients. . Whefher a dependent
marital relaﬁionship is a cause .or an effect of agoraphobia, as digcﬁgsed in
the sectibn on."m;rital status”, ébqve,.if is not sgrprising théé.domestic

crisis is a common precipitating factor.

+ x

thrse of disorder

I
3,

The findings with respect to course of disorder show clearcut differences

“among the groups, with more phobic patients than obsessives demonstrating a .

"static” course and more obsessives than phobics showing a "worsening™ course.
The two phobic groups differ inmthat the modal course among the'agoraphobics

is "fluctuating” whereas the other phobic patients typically have a "static”

course. More agoraphobics than either of the other two patient groups

demonstrate a "phasic” course (i.e., one or more complete remissions).

Although no direct comparisons of the course of obsessive disorder with

that of phobia have been published, the absolute values of the proportions of

“patients demonstrating each type of course ‘in the présént study égree well

with puBliéhed reporté. rFiftegn percent of the obsessives in this study

'éhoyed 5"static” course, compared to 15% (ngram 1961b) and 28% (Ray, 1964)

" reported in the literature; 29% of these obsessive patients had a “worsening”

,__,ob&easiyesginmthisfs;udyﬁiadfaglﬁluctuacingchourse;gcompa;ed—t0—331—repe%ted

I3

course,.compared to Ingram's 39% and Ray'é 33%. Forty—six'percent'offthe

by Ingram, 24% reported by Ray, and 31% reﬁorted~by Lo (1967). Ten percent of
these obsessives had one or mofe remissions, whereas 13% of Ingram's sample,
14X of Ray's sample and 11% of Lo's sample‘shdwed such a "phasic” course.

e
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,7Withfrespect to—published—reports—oﬂ;the;eeurse;eﬁ;phobiefdisorder~4Marks44*44f44ef

(1969) and Snaith (1968) agree that temporary remissions are more common in

agoraphobics than in other phobic patients and the present findings-confirm

&

this but the disproportion with respect to the incidence pf phasic course

-

among agoraphobics and other phcbic patients as reported by Snaith (372 vs SZ)

is more extreme than that reported here (28% vs 14%Y. The estimate of theg<

proportion ‘of agoraphobic patients with "phasic” coyrse reported by Solyom,

‘Beck, Solyom & Hugel (1974) is even higher - 49%.

“Delay in seeking help -

7

Although no direct comparisons have'ever been‘carried out, the literature

would seem to indicate that the delay in seeking help is about the same for

obsessive'patients, (7.5 years, according to'Pollitt, 1957), agoraphobics (8

years, according to MarEs, 1969) and social phohics (8 years, according to

" Marks, 1969). Animal phobics, on the other hand, according to Marks (1969)

delay on average “of 26 years before seeking treatment.

S

In the present study it was found that obsessives do not wait as'long

(2.7 years) to seek treatment as do phobic. patients, but when the group of

phobic patients is subdivided into agoraphobics and other phobic patients it

is revealed that the delay in seekingrtreatnent of obsessive patients (2.7

years) and agoraphobics (1.0 years) do not differ at the 0.05 level of

significance; however, both groups delay less than the group of other phobic

patients, who did not seek treatment on average, until 14.5 years after the

onset of an unremitting'train of phobic symptoms.



- 40Z, 38% and 56X of the/fathérsa mothers and siblingg, respectively, had

Meqtalmdikordefmamongfrel#;imasw - : ’
| Several aﬁthors,(Léwis, 1936;‘Br0wn, 1942; Rudin; 1953; Kfihglen,ri965)
q‘fer to the raised incidenéé of persohality‘disorders aﬁd ne?rotié cond{tionS’
among first Qegree.relagives of obsessional ne@rotics,45ut résul#s of the only
two controlled étudies (Brown, 1942; Greef and Cawley; 1966) provide no

support. for the assertion that the relatives of obsessives are more likély to

. two controlled stddies involved phobic patien;s as ‘a control group, however.

Brown compargd’the incidence of mental disorder in the relatives of his

“obsessives with the Inmcidence fﬁ’tthréIEfiﬁes of anxiety state patients,

hystefia cases and medical inpatients. Greer and Cawley's controls were

énxiety state patients and hysteria patients.

In the preéent'study significant differences were found between the

gr;:;:?u—;hﬁyfathers of the obsessive'patients had a higher rate of some form

of disorder (due mainly to a higher incidence of neurosis) than did the other

tw6 grbups ;ﬁd tﬂé obseééiveéﬁﬁéd mé;é”}elativggrwitﬁ éﬁﬁe formﬁéé mental
disorder than did either phobic>gfoup, élthough the only specific category of
‘disorder showing a‘significant differénce was persbnaiity disorder.

In terms of absolute values, the present fiﬁdipgs with respect to the
incidence of psychiatrié a}sérder ;mong the parents and siblihgs of obsessive
and agoraphobic patients esfimate the rate of incidence of disordér to bé much

higher than previously published'estimates. The findings reported here, that

S
H

suffered,from some form of mental disorders, exceed the estimates of Brown
(1942) and Greer & Cawley (1966) that 40X and 532 of obsessive patients have a-

parent or sibling who has suffered from some form of psychiatric condition.
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o __Similarly, mMmLMM&JWM&k s
Solyom & Hugel, 1974) of the incidence of psychiatric digotder in the family ' n,1
of agoraphobic patients, ranging from 21X to 45.4%, are considgrably:lcwer -
than the findings presented here - ;hat 23%, 30Z and 622 of. the fatherq,
mothers an siblings,rrespecti;ely, had. suffered frém some form of disbrder,

Only “% er and Roth's (1962) estimate (332) of neurosis in the family of

agoréphobics is comparable with the pteseﬁt'fi ng'thatlIBZ, 27%, and 27% of

the fathers, mothers and siblings of agorabhobics had'suffered from a neurotic

condition.
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CIII. j variables

Premorbid personality tzpe> o . : ' ,. L o

-The view that the majority of those whoiéevelop an obpessive-compulsive
disorder have previously manifested obsessional ,pernsonality‘ traits was - .

suppOrte&;hSSZ of the obsessive patients wereﬁjudged by the psychiatrist to

have had obsessive personality traits premorbidly, fewer than has been

estimated in the literature, where reported proportions range from 53% to 84%
(Rudin, 1953; Balslev—Olesen & Geert—Jorgensen 1959; Ingram, 1961a; Kringlen,
r1965; Rosenberg, 1967a). The presence of‘obsessional personality traits -

premorbidly was just as common (63Z-and 63%, respectively) among the two
. . B o . .
phobic groups, however, and the mean Leyton Obsessional Inventory Trait scores

of the three patient groups confirm the findings that obsessional traits are

common in all.three groups and that the three types of"patient do'n%t differ
in this respect. AThe Trait score of the obsessives wasv10.7; which agreea
well with Cooper's (1970)-published norm for obsessive patients of litO
7(Cooper{s:norms.for normai men and normal women are 5.1 and 5;1 respectiveiy);
the mean Trait scores of the agoraphobic patients and of the other phobic
patients were 10.5 and 8.3, reapeEtiveiy. The mean LOI Trait acores of the

three groups do not diffeé_significantly from one another.r

—_ Similarlyf the preseneeAoﬁgpsyehastheaie;pereonaiity;trait34(—submissiwe444~444444—

and shy") is common in obsessives (47%), agoraphobics (862) and other phobic

patients (58%) ang does not discriminate .the groups.
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Only the'énancastic personality (”aggfessive and mdfose*) postulated by

VLewié’(iégéb'&;;;riminated-thé three.groupg of‘patients; the premorbid

pérsonality of obsessives was judged by the psyéhiatrisﬁ to be apéncastic_iﬁ‘ -
> 252 of the cases; thé premo;fid persoﬁ#lity of none of the phobic patienté wﬁs‘

‘80 characterized. ‘This findiﬁg is éoﬁsistent with that of Ingrgm (1961a) who,

‘in,an attempt to recruit Support'for Lewis' hypothesized two types (anancastic
and psychasthenic) of premorbid personalities in obsessive-compulsive

lnéurotiﬁé;’fdﬁﬁd‘tﬁié€¢éé’ﬁéﬁy‘?@yﬁhﬁbtﬁéﬁic“éB’ahanCastiE’?féﬁdfbi&’”mﬂ”m I
personalities aﬁong the 77 patients he examined. In the present'sample the

ratio of anancastic torpsychasthenic personalitieé among the obsessive

- patients was 46:24.

¥

. Neuroticism and Extraversion-Introversion

i

The absolute value of tﬁe mean Neuroticism and Extraversion scores (on

the Maudsley Personality Inventory)_of the three groups of patients agree well
. with the MPI,norms,for,obséssivesW(Eysenck_and,éysenck,ﬁ1964),fthe,E,and,N,A ”:f,,””

scores oerqsenberg's (1967a) séﬁple of obsessives and Marks' (1969) findings

with £hrgg different types of phobia; but do not support Eysenck;s theory that ,%7?>'

tﬁé thr;é~patient'groups do not differ on thesé indices. The mean of the - B
obsessive group.on Neuroticiém was 33.3, comp;red to the MPI norm for
obsessives of 31.9 and Rosenberg's finding of.a mean §f 31;611n a sam@le of447

obsessional patients (the mean N score of Eysenck‘&bEysenck's saﬁgle of 1931

normals was 19.6). Similarly,Athe absolute values of the mean Extraversion-

N,
N

C

' scores of the obsessive patients in the present study are consistent with the

findings of others: the mean score of the obsessives in this study was 18.8,

compared to Eysenck & Eysenck's 19.5 and Rosenberg's 19.9 (the mean of the MPI

. 223



‘normal sample was 26.3) The N and E scores of the phobic patients in this

study also aéreerwell with.pubiished findings. »The agoraphobics studied here -

had mean N and #'scores of 30.3 and 20.6;4respectively,_compared to Marks'

(1969) findings of 30—and 19; the other phobics in the present study-had mean

.. scores of 24.0 and 23.3 on N and E. respectively, which are midway between

Marks findings with social phobics, of 29 and 19 (i.e., very introverted and

,neurotic), and the essentially-normai scores of his_sample of animal phobics

R

Eysenck's unifying dysthymia concept notwithstanding, howeVer, the three .

patient groups are discriminable on the basis of their Neuroticism and

) (21’ a’na’ 22')7'* T "‘v' DT T T 0 e T e """‘“""’““ - "" - ’:’ o e o

VExtraversion scores; both the obsessives and agoraphobic patients had

significantly higher neuroticism scores than did the other phobic patients and

the obsessives had significantly lower Extaversion scores than the other

_phobics.’.
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lV; Stepwise‘discriminantranalysis
‘ Discriminant analysis provides'a measure of the multiyariate difference
rbetween groups and thus.represents a sing e ov rall.test of the hypotheses
that the present study‘waéide:igned to confirm or retute:‘(a) that.patients
whose primary complaint is of phobia differ from patients who seek treatment'
'for an obsessive-compulsive symptom with respect to synptomatology,rnatural
history and personality, and (b) that patients whose primary complaint is of

agoraphobia differ, with respect to the'same dimensions, “from both patients

' ﬁﬁase primary complaint isjof another phobia and patients who seek treatment
for an obsessive-compulsive symptom. |

‘The accuracy with which the classification funCtions,_computed by
stepwise_discriminant'analysis, assign the 359 cases to the groups to which
they originally belonged is a measure ofithe'degree to which the group

differences,,reflected>in the variables included in'the classification

functions, validate, case by case,rthe diagnosis made on the basis of primary
complaint.' In short, the percentage of—cases correctly classified is a .
measure of the validity of the three diagnostic categories.
: : &
In the present study the percentage of cases correctly classified into
the three patiqnt groups using ‘the less biased jack—knife procedure, is 88.9%
overall, even when measures of the intensity of obsessive and phgbié/q

symptomotology and variables denoting type of main. phobia were not used in the

7discriminant analysis (on the assumption that these measures would correlate

) highly yith the independent variable, L.e., the nature of the primary

complaint for which the patient sought help).

B}
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F. GENERAL DISCUSSION»

Nosological practice in psychiatry/and clinical psychology has been
attacked on a number of grounus: (1)'the lack of relevance of)the medical
~model to psychiatric problems, (2) the use of multiple.aud ofteu overlapping
bases for classification, (3) the lindted value of psychiatric diagnosis with
respect to choice of treatment and prognosis, and (4) the notoriously low
"degree of reliability of current psychiatric diagnostic practice. 'b I wilL_d}\;'}y
with each of theseuin turna

;

Much of the rhetoric directed against conventional psychiatric diagnosis

and treatment is aimed af the medical model. Anti-psychiatrists, like Thomas

Szasz, Erving Goffman and R. D. Laing, argue that the disease model is not

appropriate when applied to mental problems, or, to use Szasz' phrase,

"problems in living”. Mental illness is not really illness, they say, and

psychiatric diagnoses are nothing more than value-laden'sociai constructiens

~used to constrain -those persons-whose-behavior-offends society.  The ——— — ————

sociologist, Peter Sedgwick (1975), has argued cogently that allﬂsickness,
physical and mental, is by definition a value-laden social conatruction since,
outside the significance that man voluntarily attaches to certain conditions,
there are no illnesses or diseases in nature.a Sedguick states;: ‘ !
The fracture of a septuagenarian's femur has,‘ﬁithin the~ world of ,
nature, no more significance than the snappiﬁg of an autumn leaf from
its twig; and the invasion of a human organism by cholera-germs

carries with it no more the stamp of 'illness' than does the souring
of milk by other forms of bacteria (p.194).

and again:
' ~

"Out of his anthropocentric self-interest, man has chosen to consider 7
as 'illnesses' or 'diseases' those natural circumstances which
precipitate the death (or the failure to function according to certain
values) of a limited mumber of biological species: man himself, his.

oy
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’Sedgwick's defense of the psychiatrist who embraces the disease model, . ' ¢

«-\7’—7

although logical and eloquene, is unnecessary since‘the defendant is a.much
vilified straw man. The latest version of the Diagnostic andetatistical
Hanual of theJAmerican PSychiatric.Association, DSM-III (American Psychiatric ' E
hssociation, 1980),_redefines thevmedical model in such a way that makes it |
finvulnerable to-attack~on;theséegrounds;~ Specifically,~nomassumptioniis*madew4¢~»sﬂ?%}¥;
regarding the prinmcy of biological over social or environmental aetiological B

. factors, and "illness" is replaced by “disorder as a more appropriate general

term to be applied to all conditions listed 18" DSM—III (Spitzer Sheehy &

e e _— —— e e e

Endicott '1977), The question that remains therefore, is not whether the
8. "

medical model is appropriate for classifying and treating problems in living,

but whether any classification system for categorizing varieties of human

behavior, regardless of its basis, can be justified. In replying to the other
three grounds for current attacks on peychiatric diagnosis, it will be argued
that refinenent of procedures for'classifying disorders, based'exclusiyely on

what has actually been obseried,,should be the focus of research in psychiatry

and clinical psychology todayt Without such-a system of classification we

have no science. With such a system, our attempts to explain disorders and to
dejelop"effective‘treatments for them willrbe much'enhanced since causes and'

cures will elude ug unl sj&e know what'we are studying or ‘talking about.

The second focuh\f the attack on psychatric diagnosis is the current use

—-df multiple— agd‘often*overlapping‘bases for‘classiftcation“‘A‘finai‘phase I vl

/s

: reportefrom—the—lgll—AaerieanePsyehelogieal—Asseeiatiea4sf¥ask4Feree—ea—————————————————f
Descriptive Behavioral Classification charged that DSM-III development.

suffered'from consistently unreliable categorical groupings, variously,based :

]

- | 227 P |



on symptom clusters, antisocial behaviors, theoretical considerations or

deVelopmentalvinfluences'. The report adds that symptom categories were.

“created or deleted based on committee vote rather than on hard data” (Foltz, -

1980) .
The criticism is well founded .but the conclusion often drawn;from the

’

. : z -
"evidence - that classification per se’does not add to our understanding of

mental emotional and behavioral disorders - _does. not follow. %lassification:‘

7based on inferences ‘about the“;eaning of observed behavior is a desirable goallﬁu

but it is not possible until we have a well-validated classification scheme

based solely on differences in observable behavior. _Alvan FeinsteinwngZZ)rin

his critical overview of diagnosis in psychtatry states:

In choosing an anchor or focus for the taxonomy, we can engage in two
distinctly different types of nosologic reasoning. The first is to
form names, designations, or denominations for the observed evidence,
and to confine ourselves exclusively to what has actually been
observed. The second is to draw inferences from the observed
evidence, arriving at inferential titles representing entities that
have not actually been observed (p.195).

’”Clearly;’the”validation”of“a”taXOnomy;base *onmobservahles”mnstmprecede~any~**m*'i

~ attempt to classify disorder on the basis ‘of inferences from the observed

evidence'(e.g., classification on the basis of inferred cause).

Although the terms of reference of the present study, viz., validation of

three diagnostic categories, do not include hypothesis testing of the various

theories of getiology of the disorders, the data could be used for such
purposes.l 7

1The data do{not consistently support or refute either the psychodynamic or

~— —learning theo nations of the origin or developmental course of

obsessive—compulsive disorder but they do support the view (Snaith, 1968;

- Solyom, Beck, Solyom & Hugel, 1974) tbat agoraphobid is produced by an

essentially different mechanism (anxiety state) from that of other phobias
(conditioning). The significantly higher level of anxiety (on five of the six

. measures used) among the agoraphobics, as well as the commonly "remitting™

course of the disorder and its insidious onset (both inconsistent with a
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Such speculation however; is premature. There are no data to refute or

support the DSM—III distinctions between social phobia and “simple” phobia or

-,

.hetween agoraphobia with and without panic attacks. Until these distinctions

and the distinction between obsession and compulsion, hypothesized hy Rachman

& Hodgson (1980) ‘and elaborated below, have been validated and we have a |
~scheme for classifying phobias and obsessive-compulsive phenomena that is both
valid and reliable, speculationﬁabout causes cannot,be justified. Roy Grinker
(1977), in his documentation of the inadequacies of ‘éaxiténii;'a'r_aﬁ ‘psychiatric f“‘
diagnosis, states: ' T | _ .

2

- The scientific attitude is characterized by curiosifyvexpressed in the
coe o oo - form-of “three—questions: What, How and Why? The order of these -
questions is important since causes (How) and purposés)\(Why) are not
understandable unless we know What we are studying or falking about

(.79).

Once we know "what we are talking about ’ systematic inquiry with regard
to the aetiology of the disorders will be facilitated since isolation of the
'dysfunction, howeverrcrudely, andrdifferentiation of the disorderlfrom other
,,,,,, syndromes,limits,themspectrumsofwbehaviorsufor~which~anfaetiological—theoryf~*;!WWfff”"
might be expected to account. To illustrate the handicap to aetological
research that invalid classification represents, the reader is encouraged to

imagine a researcher gathering evidence to support (or refute) a particular

theory of the aetiology of phobia. If the researcher fails to distinguish

1(cont'd)conditioning’theory of aetiology) lend support to the theory that
agoraphobia is not a phobia at all (a "pseudo-phobia™, Snaith called it) but
simply the reflection of an anxiety lewvel:so severe that the sufferer feels
secure only at home. Likewise the typically tangible onset of other phobias
("Fright™ 1is the most common precipitant) and the modal “"constant, static” :
course of the other phobias is consistent with the view that4otherlphohiaalarelciiiiiii
“conditioned classically and maintained instrumentally by avoidance (Mowrer,

1947), provided that Mowrer's two—factor theory is amended to account for the
oo non—random variation in the content of phobias by including the notion that
s humans are more “prepared” to develop some conditioned fears than others

because of their importance to the survival of the species (Seligman, 1971;
Seligman & Hager, 1972) :

. . 229 : '
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‘between agoraphobia (which the present study indicates is, in many“aspects,

more like am obsession than a phobia) the research is doomed.since theA
experiment isiunwittingly designed to find commonaiities in‘the,origins of
apples and oranges. ‘

The third focus of the attack on psychiatric diagnosis 'is the limited:
practical value of psychiatric diagnosis for choice of treatment and
prediction of-outcome. - The noted British psychiatrist Martin hoth (1967), in

Va philosophical paper, The clinical interview and psychiatric diagnosis, have

vthez,a future infpsychiatric practice?; argued that the Kraepelinian system of

<. Asfification has been validated by observed liffere

nces in the effectiveness”

of various treatment modalities when applied to different diagnostic
categories:

A review of progress in psychiatric treatment in the past four
decades, provides some striking examples of validation.of the concepts
implied in the Kraepelinian system of classification. The discovery
by Meduna of. the therapeutic effects of convulsions provided
independent evidence in favor of the distinction made by Kraepelin
between the manic-depressive group of conditiomns, in which conwulsive
“. " therapy exerted its most striking effects, and schizophrenia im which =~
improvements were often unimpressive or short-lived. Chlorpromazine,
originally introduced as a "tranquilizer™ proved effective in the
control of schizophrenic symptoms and certain organically caused
disturbances, but of little value in anxiety neuroses or depressive
states. The first of the tricyclic compounds, imipramine, was
initially expected to show tranquilizing properties but proved a
, highly effective anti-depressive agent. Thus, a number of the-
A . differentiations within the Kraepelinian system were independently
‘ supported by these advances. It is to be noted further that each
-advance originated from astute, discerning and bold clinical
observation (p. 436)

T~
P

The evidence tendered by Roth demonst?ates that. classification can have

rrrrr - : -impH-cations—for choice—of treatment; itfdoesfnotfdemonstrategthatgthe—presentAQAAAAQAAAf

4f outcome research is to be fruitful, the classification scheme must be

improved; otherwise we will continue to'test the effectiveness of treatment
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:,approachmto,definingidiagnostic_categoriesTiwhichewasfdeyeloned—forfresearcu

proceduresfOnfpatient~samp1es¥which;are*assuned%fincorrectiyjrto‘be
homogeneous. rThe recent work of Rachman and Hodgson (1980) illustrates this
well. Rachman & Hodgson found that obsessive—compulsive rituals respond well
to_behavioral treatment (i.e., floodiné in vivorand'modeling in'yivo) while
obsessional rumination does not. Furthermore, Rachman and Hodgson maintain

that ritualistic cleaning differs from ritualistic checking in important

respects. Ritualistic cleaning, unlike ritualistic checking, responds well to,h

behavior therapy and has a tangible onset suggestive of a cond1tioning

process. Rachman (1976) claims that there s a significant simllarity :between

cleaning rituals and circumscribed phobias and that the degree of this
similarity exceeds the degree of similarity between cleaningvrituals andv
obsessional ruminations. | '

Perhapsrthe most telling criticism of psychiatric diagnosis, and one for
which ample data rather than rhetoric are available, has to do with the

well-known low degree 8f reliability of current diagnostic practice (Spitzer &

Fleiss, 1974) Spitzer, Endicott & Robins (1975) studied the various sources

" of this unreliability (subject variance, occasion variance, information

variance, observation variance and criterion variance) and_found that
criterion variance (differences in formal inclusion and exclusion criteria '
used to classify patient data into diagnoses) is the 1argest source of
diagnostic unreliability in psychiatry. ‘They described the efforts that have'

been made to reduce these'differences,Vparticularly the specified criteria

purposes. On the basis of studies showing that the use of specified criteria

increases the reliability of diagnostic judgments, they suggested that-

including such criteria in the next edition of the American Psychiatric
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'Association S Diagnostic and Statistical Manual of Mental Disorders wou ld

improve the reliability of routine psychiatric.diagnoéis. DSM-IlI, when it

appeared three years‘later, did include'snch diagnostic criteria, but DSM will

require more than explicit'formal‘inclusion and exclusion criteria to-improvet_

its reliability. Categories of disorder that reflect opinion, interpretationm,’

and casual uncontrolled observation rather than established fact must be

reexamined. ~Instead of creating and deleting symptom categories based.om ... ... . .

commi ttee vote, as charged by the American Psychological Association's'Task.

_Force on Descriptive Behavioral Classification (Foltz, 1980), the American

gPsychiatric Association must lend its support to research designed to test the

validity of the syndrome categories, many oflwhich have become'embalmed by
their'psychiatric labels. The present research supports the distinctions made
in DSM-1I1 between obsessive—compulsive disorder and phobia and between

agoraphobia and other phobia but Rachman and Hodgson (1980) make a case for

_the differential diagnosis, on the ‘basis of response to treatment, of

" obsession and compulsion and Rachman (1976) has published data which indicate

that cleaning rituals (but not checking rituals) are more like specific
phobiasrthan they are like obseasional ruminations.

In the light of such findings it wonld seem useful to study the degree of
relationshiphamong the four types of obsessive symptomotology (rumination,
ritual, horrific temptation and pervading doubt’) and to compare and contrast,

along the dimensions used in the presentrstudy, groups of obsessive patients

“who present with one of another of tneS“Bynptoms‘asrthEAprimarygfxnmal nt.

‘F‘tnre‘reBearch‘mtghtralsouexaminegthe—distinetiongmadeginADSM:III\hetween
social phobia and simple phobia and between agoraphobia with and without panic

attacks.
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topitkor group of topics, to the exclusion of most other interests and to the

distress of the patient.

carry out,'often’repetitibely;

distortive elaborations of some routine of daily life, such as going to bed,

Qhﬂessivetrumination, B -

" Obsessive rumination refers to the continuous preoccupation with some

- £y

An. example from a narrative written for use in treatment by Mr. 5.C.:

At the present time the most frequent group of rundnations are:
'Train', 'Q', and 'Flam'. The second most frequent rumination is :
'An accident an accident, a wonderful opportunity, and so forth -~ I

hope T am not killed by a train or a cat or shot by a bullet'. All of

‘these ruminations domingte my thoughts every waking moment....."

Ritual

~

A ritualis & sequence of ‘motor a&ts which the patient feels compelled to

getting up, taking a bath,_dréssing and undressing.

make sure it is really my old.unifbrm,,the pockets are really all
~empty (mental review), it is really there, etc. I then touch the

An example from a narrative written for use in treatment by Mr. C.P.:

"I then proceed to the ghirt., I eﬁpty the only pocket, take off my

nametag, etc. All this in quite a normal fashion. I -then check (by- -

sight -~ I don't know why) the breast (only) pocket to make sure it is
empty. I then hold up the shirt, and repeat the same procedure as
with the pants, to make sure nothing is attached or hanging on. I do

"~ this three times, and am ready to put away the shirt when the phone-

rings. I answer, and finish the phone.call (very short). I mst then
start at the beginning of the shirt (by -checking the pocket), and it
takes me four times to reach the point wHere anxiety abates and I am
ready to roll the shirt tightly around the pants. I do so, and go
through the slapping routine once, then again, then again. Finally
the old uniform as a unit is ready to go back. I shake it (vibrate)
slightly in the spot on which I am standing, so that anything attached
or stuck will fall off., I then put it down on the place on the hall
floor (broad empty space) where are the rest of the things I mst take
to work. I put it down, remove my hand, then must touch it again to

Most often these Bequences are ceremonial and

uniform for the last time, I tell myself, or I will suffer a penalty.

“The whole above takes ten minutes, when it should take one...e..”

Horrific temptation

+
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In his fits of horr—iﬁic ‘temptation— thrpatfeut—fs—suﬂﬂeniy beset by the

urge to commit some terrible act, usually aggressive or sexual in nature. The -

.

.idea, which is viewed as alien to his entire being, is never acted uypon by the

patient (except in the case of self-injury) but the temptation is persistent

an rightening.

An example-from a. narrative written for use in treatment by Mrs. S.:

"1 go to the kitchen to prepare supper. Four of us are there. I see. = . ...
“a big knife on the table. 1 feel terrified because I have to think
that I will pick up the knife and kill somebody with it. I am. 8
terribly anxious. I don't dare to look at the knife. However, I
can't avoid picking it up and putting it in its place. My hands are
trembling. The thought that I will have to pick it up ‘and plunge it

~ into someone - into my child or my husband, keeps haunting mg, I am
terrified at what I may do until I remove the knife and put if\ back
into the drawer. Even after I remove the knife, I am still und&r the
effect of the anxiety. I am terrified that I may lose my mind and go
‘insane, and one day, I will become a killer. I love my children and I
don't want to hurt or harm anybody." - ‘ . \

4, Pervading doubt

Pervading doubt (folie du doute) refers to the spells of brooding in

,which,the'patientrvaciilateewbetween~theasamefsetfof~prOSWand”the”same”set”of’“'”
ccns‘without'being able to reach a decision. They are thought activities,;hat
tend to defeat the purpose of thinking. |

An example from avnarrativerwritten for use in treatment by Mr. h.C,r

"I am at work in the morning. I felt I said something wrong to a
friend of mine last night. It is bothering me. I wonder shoild I
phone him up at work or should I wait till I get home. It's
frustrating me. I can't make up my mind. Maybe the best thing to do
is forget about it. No, what I'll do is mention’ it to him the next -
time I see him. Well it's four o'clock, time to go home. It's a nice
day oute I think I'll walk home. No I guess I can call my friend on
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" Mareh 1, 1971 .

-~ heart- condition/and—oper&tianf**‘**~**'** s

Pl

~ Re: Mr. K.R.
22 years old

Mr. R. is travel phobic. The fufthef,away.frcm the city he is, the more
fearful he becomes, particularly if he is far from medical help - in the bush,

for instance. He 18 fearful if he has to stay overnight alone. He is also

‘fearful of the metro, buses, and to someé extent elevators. He was KB‘_'[;E'E*Q;* N

fly, although he was very afraid. He usually drinks to quiet his nerves.

He recently'movéd away from hdme because he was being nagged by.his

mother. His father died three years ago from complications resulting from a

He has no obsessive symptoms, except that he sometimes checks and
rechecks. :

He has a strong bisexual drive, but he had his last physical contacf
about three years ago. Since then he masturbates. He seems to be anxious
about masturbation - he claims that it may not be normal.

He claims that his mother 1s not overprotective ("she couldn't care
less™) but attempts to dominate him. He has a brother of 14 and a sister of
~20. _ They are healthy. and:alright. He has had quite a number of jobs - - -
recently. Sometimes he left his job because of his fear of travelling. He
had group therapy in the General hospital, but it did not seem to help him.
He is somewhat shy and unassertive. He should ‘have behavior therapy, but on
account of the long waiting list, he will have to wait two or three months.
Until then, I will suggest Nardil, 15 mgm, t.i.d., and Valium, 5 mgm, t.i.d¢

R T
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Mr. 1.Z. . . . S e e
. 24 years old = » o A A
refereed by Dr. H. Batallion

' Queen Mary Veteran's Hospital '

January 20 1975 ‘ . w?

‘His main complaint is an obsessive idea against which he feels a
resistance. He recognizes that in content it is wrong and it is forced upon
him to think that way but he is alone in the works and the rest of he world is
a figment of his imagination. He tries to test this by assuming that
. something has happened ‘and depending on whether or not his assumption is
confirmed, he feels that this obsessive idea is justified or not. He looks at
licence plates and if they don't end with 7, then he is happy and if they do
end with 7 then he is unhappy. If he walks on the street and sees an empty
" cigarette box and it-is-of-a certain kind, this is also-a-sign-that -this-is - —=
right or ng. Nevertheless, it makes him quite anxious. :

Apar ™N{rom this ‘obsessive idea, he is also very ritualistic.r He has a
counting obsession. Before he ‘does anything he has to count up to a certain
— number.®He has to check ~and- ree;heek—theﬂleor:, —electrieity;—cigarette—stubse;———
ashtrays, etc. Also he washes his hands many times but not because he feels - '
that his hands are dirty or that he touched a doorknob, but that it became a
functionally\zz;onomous ritual.‘ ) , . .

He has no particular horrific temptations, but he is hesitant, a
vacillating type. Cha;acterwise he is not obsessive. He is not orderly,
meticulous, fussy and perfectionistic. In certain ways he . feels that he is
perfectionistic. He has some minor phobias, but they do not, lead to
avoidance. Generally he 1% uneasy in crowds. no matter where. His social
phobia is far more pronounced. He has difficulty in finding-dates. If he
goes out with a girl he feels very anxious, hoping that it will be over soon.

'No particular specific phobia and no other obsessive phobia. Mother 1is .
obsessive, checking and rechecking the doors and he has a 29 year old sister .~ -
who is also ritualistic. His father is more or less a hermit. He is going to

be placed on the Waiting list. .-

Earlier'he was_tréated herééin the Day Hospital, two years -ago and he
even had a suicidal attempt. He ran with his bike into a car, but landed on
his head and did no harm. He spent 7 months in a Zen Buddhist group in
Montreal which did not harm his tender soul either. é% .
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ALLEN MEMORIAL INSTITUTE - DEPARTMENT OF PSYCHIATRY

Questionnaire of Obsessive—Compulsive Neurosis.

Name of Psychiatrist Date
Name of Pétiént - : Age
Nationality N Religion
_ - Ll e e e " S _ P O _ -
Occupation 7 In or Out Patient
S
A. DESCRIPTION OF PRESENT ILLNESS:

1. Obsessive Symptoms:

R 7 None Mild Moderate Severe - Iﬁcapa- Frequehcy
7 R citating T
a. Obsessive Ruminations

253,
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~ None Mild Moderate

Sewvere

Incapa- Freguency -

)gg ®

citating

254
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b. Rituals
R
" " c. Borrific Temptadtions -
. {
o d. mﬁPéi‘ﬁ&itfngf(;fl;f - - B O - o



N T R S

Othe® Clinical Feazures:

ae

-8

Depregsion: J ;

Sad Mood

Lack of appetite
- Insomnia . R .
_Suicidal RMmjLong B

Loss bf Interest
Guilt

Fatigue.

Diurnal Fluctuation

None ‘Mild . Moderate

Severe

b.

d.

Anxiety:

Feelings of anxiety
Tension

Irritability 2
Physical manifestations
Poor concentration

Agoraphobia
Social phobia
Specific phobia
Obsessive phobia

Hysterical:

Dramatization ~
Immature

Vain

Dependent
Egocentric .
Conversion symptom

Phoblas: | - \ | -

Ce

255

Frequency




Mild Moderate Severe

-

In‘caph- Frequem::y

citating

. ..

e

- Checking

Qbse'ssiv'e Features:
Orderliness
Rumi nation

- Intropunitive
Obstinance

. rfArEypoe‘hondr“i.aealu U

Heart attack
Cancer -

Other -‘ : Ry

%

K

=

-0

A

Paranoid:

Feelings of inadequacy

" Feelings of unpopularity

1.

Feelings of persecution
, , N

Doubtful schizophrenia: -
Poor ‘reality contact

Dot resistant to = .
obsessive symptoms

‘ g_g recognition of
absurdity of ,
obsessive symptoms

, Psychopatﬁi'c

- Acting out -
Violence
Aggression
Manipulation .
‘Crime

S

Iq;mvi ty :




8.

b.

‘Fainting Experiencéé:

" Age of first obsessive and/or phobic symptom

Omset: e e e

First obsessive and/or phobic symptoms

Cs

d.

Age at onset of present illness

Symptoms at onset

Fright -

Acute Danger

Circumatanceq of onset of present‘iliﬂéss{ known causes:

>

Serious Illness

Death of relative or friend

Domestic crisis

Unavoidable conflict

Sexual

Bethrotha 1. i

Occupational

School

Childbirth
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"~ Pregnancy__

Menopause

~

Other erisis

i

Phasic

~Ages and léngths of previous attacks

' —Témporary remission connected with:

—

‘:ixacerbation connected with:

f. Age at which*iﬁcapacity‘oécurred
 g. Circumstances ofronéef of incapacity
Y
h. .Age at which first sought psychiatric help
i. Reason - -
| 5. Course:
a. Consﬁant Static :
b.. Constant Worséning ~</’//
Ce Eluctuating
4 |

BN
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6. Severitz ’ s .*

a, Impairment of Function:

Function unimpaired

Somewhat disabled : B ‘\\ , N

. Incépacitated ‘ . ‘ ’ . : #\\

'B. BACKGROUND:

1. Family Backgroundy Tl

a. Mother:

Phobic Features o | e

Obsessive Features:

Overprotective (domineering/iﬁdulgent)

Other Characteristics

Sep&rationrfrom~mother~(for~3 nonths*before“age*Iﬁ)*'*”*‘"”“4"*m'"*ﬁ’*f*”“*’”“f*’*’*”*”

k1

. ’(,
b. Father:

Phobic Features

Obsessive Features

Overprotective (domineering/indulgent)

g0

" Other Characteristies

Separation from father (for 3 months before age 14)

’

- : 259



T ' .

V X ’
R S L . R e
' :

c. Marriage: good or bad -

o

d. Number of sibiﬁpgs

e — &‘\&\Y S

e. Mental illness in other relatives

(FPatém'l; M-Maternal; N-Nuclear; R-Remote Family)

Neurotic:

AName ' .%2%5. Obsessive features . Other Charactefiétics

Personality: N
Psychotic: ' N

o ——Organatci
Stuttering:
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8.

b.

Ce

(=)

f.

n. Other neurotic traits (headbanging, thumb sucking)

. Oe

Somatic disease:

"Enﬁrééisfﬁ'”"”’.w

Chi1ldhood

Socialization:

Reaction to strangers:

Age of first steps:_

Fearful? . , Did he give up if he tumbled.

Death and illness in the family: =

Trapmﬁtic experiences:

Accidents:

S » L B ) T
Fire: . ” ;

Car: J

Water: 4

Nightmares:

Hypochondriacal fears:

Fear of darkness:

Other fears:

" Phobias: o .

>

First fearful experience




o

3.
* a,

b.

Ce

d.

€

£f.

5.

e

b.

Ce

b}7

_ _Sadomasochism:

--School ﬁhobia:iiW?

Traces of present phobias

-

Premorbid personality

Submi ssive, shy:

Paréimonious, obstinate, orderly:

_Other charaéferistics:

ggressive; moroses oo

Sexual histo;y.

Menarche:

Age of first coitus:

Number of partners:

Frigid;ty, impotence:

Perversions:

Menopause:

Feelings of guilt:

Marriage

Age when narried

Age of spouse

Description of spouse

4@

Déacription of marriage

" 262
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‘8. "Level of participation in group activities

6. Enpléymnt:histdry
~ _(V
o o B ~ /. . R
7. General interests and hobbies
. /
5

»

.
9. Religion and cults and degree of inv’olvehent
263



“8s

b.

Ce .

a.

" be

Somatic‘:,

Psychological .

Psychosomatic

. TREATMENT

P

Pfior treatment

Response

OQutcome .-z

No. of hos%ital admi ssions:

Total time spent in hospital: B

e

Number of ‘tr’eat;ntg:
Rés#onse to treatment:

—‘Socially adapted and sywtoﬁ-freé
~Socially a.dapted but still experiencing mild symptoms
—Poor.;ly adapted socially but symptoms improved

~Symptoms worse or as severe as when first seen

<

T —Obsessional symptoms repla,éed by other phenomena
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3. Follow-up .
a. Time elai)seﬂ since last trgatpeﬁt
'b. Condition of patient:
/ .
= ﬁement& — e =
L
i P
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I -~ — __ALLAN MEMORIAL INSTITUTE

- . Department “of Eychiatfy

N Date

Name of Patient

Trial Number

This booklet contains a num%e of scales on which you are asked to rate
your symptoms, ° 1in each case decide how you have been feeling, on the average,

during the last week,

At the top of each page there is a question about your symptoms. Beneath

this are 5 statements written one below the other. Read each statment

carefully and decide which mast .nearly describes how you have felt in the last

wgek then put a cross (X) on the line which runs up and down the right ‘side of

the page, opposite-the appropriate statement with the normal “reading™ at the —
bottom, the most abnormal at the top. If you think that your symptoms are

somevhere between two of the statements, put the cross on the line between the’
* points, at wherever level seems to describe them most "accurately.

e
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[ DRE '. - = = o P. 2 ‘

You are asked to rate on this scale some of the: situations, events},v_

-

objects and people which maké you anxious. The particular fear to be rated on

this page is written below.

- It makes ﬁe.particularlj uﬁeasy to think of it and I avoid it when possible. _

It‘mke"s me a little uneasy to think of it but I can cope with it fairly

LR
¢

g - TR - -
é’-‘\ °
It terrifies mé so much that every moment of my life is miserable B _
It frightens me even to think of it and I always avoid it. L - 7

easily. o ‘ : _
I am no more upset by thigl th@the average person. ) v . L
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How have your nerves been in the past week ?

‘Absolutely terrible

~ . . -
© Prettybaa - .
o (\ ’
TNoi:: ttoo bad —_
'Prgtty goPd _
‘ .

Absolutely all right o ’ \




-~ ’ ' , ‘ | . . f" 4

Do zou,suffer from the following: swedting, treﬁb1in§ or palpitations,
uneasiness, apprehénsion or anxiety for no adequate réason? If so, how severe
are these?' (Do not include your phobias here — they are of separate sheets).

. > e s oLy
. .. B SR G S : :

E 2

. e )

Very»sevéré,'hardly'evef'abéent-’-

E

:E?:fff:i:‘fSevEréjfand:fiéqﬁﬁntiy:preséntf o _' ’ =

Hoderatei& severe and of ten present

> . ‘ &
 Mild symptoms which occur’oecasionally S
* | . -
I‘do_not suffer from these symptoms _

269 - :
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v

),,

) ) P. 5
How have your spifits (mood) been? ve you felt depressed, sad or

'unhappy? .
- I have never felt so utterly miserable as now .
I R - _ [ [ . S \J - - — — e

. . ) _ b

I feel very miserable and low spirited _

N ,
I feel miserable _

3
I feel a little sad or unhappy . * _
! n’\} '

I have no ‘feelings of sadness _
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. ' P. 6
I | - : v :
Do people, things or yourselﬂseem in any way unreal, changed, or

N peculiar? If so, how intense alfe_fhese ‘fee~hn§s? :
Nothing is real. I feel as if I am.in a dream. _
Everything seem rather unreal. v -
Moét things seem rather unreal. ‘ _
Some things seem a little unreal at times. _
Everything seems as real as ever. _
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- el ~ >P_ 7
How confident are you that you will get better again?
I am certain that I will never be well égéin ’ _
I shall probably never be well again _
I can't be sure, ome way or the other _
I am not certain, but fairly confident that I will be well _
't
I am sure that I will be quite well _
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Do you havé rituals which you know are silly ﬁut which you'have to carry
out all the same? Such as putting on your clothes in a particular and uniform
manner, saying abracadabra ten times before crossing the road or counting to 4

before doing anything. If so, how regularly do you have to follow them?

I have to perform them always the‘same way. 1 feel terribly anxious if I

‘attempt to refrain from carrying them out.

If 1 want, I can postpone the ritual, but nevertheless, later I lmwe to‘do it.

I can refrain from carrying out my ritu though I feel unéasy.‘

a

I have to perform the rituals only when I am particularly upset or worried.

I do not have any rituals.

)
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X -
B T » P9
“ Do you have insistent useless thoughts which come into your mind over  and
over again? If so, how often do they recur and to what extent can you control
them?
\\_/ ¢
__No matter_how hard I A,t,i'y,wthe, same useless ,thojxghj:,s occnpyk,my,gmind and I
cannot think of other things. _
e I /\I I
I am preoccupied with the same useless thoughts a great deal of the time. _
rd - -
‘Useless thoughts come into’ nd frequently and I cannot halt them. o
S L g e 7'7"’f”7”’77 o ,,,7{,,,‘,,,,,,,,_,‘;,,,‘,,,,,-:,,,,,, A
J“; ' Useless thoughts occur occasionally but I can usually control then with
effort., _
@ ’ E
I do not have such thoughts. _
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P. 10

- Do you have irrational impulses to repeat unnecessary acts or to che"ckl
certain things over and over again? (For example, repeated handwashing, ‘ ' ' v

checking that you have turned off a switch or a tap).

'These impulses are very frequent. 1 am unable to resist them and they prevent

R ER - U U - N - - e mm e el S UV VR
t%; t of my other activities. ' _/fj( ' -
R
These impulses are fairly frequent. I cannot resist them and they often
interfere with my other activities. _
-
These impulses occur fairly oftet\\,/Sometimes 1 can cut them short with mich h
. effort. [
%
These impulses occur occasionally. Théy cause me little discomfort. _
( I do not have such thoughts. - : . . ® _
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. P. 11

‘Do you find tﬁat unpleasant or‘ftighteﬁing thoughfé come into your head
as if’you;weré‘témpted against four besﬁ judgement orAmoral and religious
belief, to dé soéZthing horrible, such as killing somébo¢y? Does it occur
that when you look at a knife you are fotced to think of killing somebody V

close to you? Are you tempted at times to .do something which would publicly

embarrass you, such as shouting dirty words, singing at a concert, etc? If =

8o, how often do they occur, and to what extent can you control them?

o
¥

I always avoid the places or objects where I feel such temptations, but if I

‘ c;annot, I feel terribly anxious and shrink in horror.

I have such horrifying thoughts frequently but not all the time.

These horrifying thoughts occur only when Ib am very angry or upset.

These bad thoughts are very infrequent and I know I can resist them.i

‘These frightening thoughts do not occur at all. .
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Have there been any recent changes in such activities as ezﬁ%ng.,,-smoking
or drinking? If so, how much change has occufr,ed and in which activity?

(Please explain any chaﬁges at bottom of sheet).

Very mich, completely changed

\\\5 N
Moderate chﬁﬁgé ' T T T T S ] _
Some slight change _
No 'éhangé' has occured _
. - g \
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Have there been any recent changes in bowel habits Cleanliness,
orderliness or frugality? If so, how much change has occurred and in which

habit? (Plt;ase explain any changes at bottom of sheet)

?

Very much, completely changed

, . o | L 7
"~ Moderate Eﬁéﬁg'é'ﬁ” T T S T _
7 N
Some slight change / _

No change has occured

N
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Please check the appro’i:riate answer to the following questions.

Do you consider yourself lucky? Not at all _

A li,)ttle _ b

~Quite a lot L -

R J,,,,,,,Are,,,yogwl;opeful@bont)thgﬁﬁu&&rei——ff—fffﬂoef&t’&Hr"* T e
A little _
Quité a lot _

y

Do you expect to realize your ambitions in the next year _
* " in five years B
in ten years ' _
{ never !z N
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ALLAN MEMORIAL INSTITUTE

- DEPARTMENT OF PSYCHIATRY

SOCIAL ADJUSTMENT RATINGS :'OBSESSIVES_

Please'gg not write on this form. Use answer sheet.

3

Please complete this form immeéiately after your interview with the relatives'

(or patient).
neurotic symptoms.

Each point on each scale is defined in the Booklet, please read these
. definitions carefully and then decide which statement most closely describes

the patient.

point or at the appropriate place between two points. -

~ Work adjustment should be rated on the. appropriate .scale (housewives or_

general ).

-

o

In each case consider only those 1imitations which result from
. ( ' j

Put a cross (X) on the appropriate scale at- the corresponding
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ADJUSTMENT AT WORK

1. Satisfactory Adjustment: Able to work steadily and efficiently with no
. Timitation of the kind of work which is ‘undertaken.

2. Mild Impairment: Symptoms interfering with work in minor ways, e.g. minor
interference by the tendency to doubt, to check and rechecktlby persistent
senseless thoughts or bp.rituals. ,

3. Moderate Impairment: The above symptoms interfering with work in definite
ways are, e.g. work is slowed down by frequent interference by any of the -

above mentioned, of recurrent meaningless thoughts, constant' checking or
rituals. _ . , -
4. Marked Impairment: The above symptoms interfering with work to a marked
' degree, e.g., in spite of spending more time on work, going.to work
earlier and leaving later, the efficacy of work decreases considerably,
the patient.is worried about the slowness of his work or demoted.

5. Severe Impgirment: Unable to work because of neurosis.
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WORK ADJUSTMENT FOR HOUSEWIVES T

1. Satisfacto;zr Adjustment' Able to perform all household duties efficiently
‘without additional help. o
2, Mild Impairment:-Symptoms interfering with household duties-in minor
ways, e.g., too frequent cleaning, checkinﬁrand rechecking, no time is
left for social activities.
3. Moderate Impairment: Synptoms interfering with household duties in
. defnite ways, e.g., part of household duties is left. unattended-since
o owo - ——gbgegglve-cleanliness-takes all her. time. . ... . L : o
‘ 4. Marked Impairment: Symptoms interfering with household duties to a marked .
degree, e.g., unable to perform most household tasks alone, €cgos . endless
K washing of dishes, prevents her to do anything else. a5§\~j'
.. 5. Severe Impairment: Incapable -of managing the household, another person
— ———n%akesezeeponsibilictvﬁfor_thisem patient takes no part or onlv a very

small part.
%
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" ADJUSTMENT FOR LEISURE ACITIVITIES ( INCLUDING HOLIDAYS)

l. Satisfactory Adjustment: Able to énjoy leisure and leisure activities,
: not limited by neurotic difficulties. -

2. Mild quairuent' Syuptons interfering with 1eisure activities in minor -
ways, e.g., some restriction of the places which the patient can’ visit,
e.g., has to perform some rituals in certain public places, e.g., -
restuarantsg, in bathrooms.

"3. Moderate Impairment: Symptoms interfering with 1eisure activities in

by

R definite ways, e.g., definite restriction of the places which the patient
77777 Tcan visit for fear of being cqmpelled to do her rituals, she rather avoids
such places.
4, Marked Inpairment. Symptons ;nterfering with leisure activities to a
marked degree, e.g., able to visit only one or two places, for fear to be
compelled to perform her rituals, for fear of contamination, etc. -

————— 5. _Severe : all leisure activities including holidays
-because of neurotic symptoms. : C
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SEXUAL ADJUSTMENT

e

1. Satisfactory Adjustment' No interference with sexual adjustment from
~ neurotic symptoms, e.g., "adequate performance in men, satisfaction usually
or always in women, no deviant sexual practices, positive attitude towards
' _sexual relationms.
2. Mild Impairment: Neurotic symptoms interfering with sexual" adjustment in
m nor ways, e.g., performance variable in men, fairly .often unsatisfying
in women, no deviant sexual practices or fantasies, variable attitude -
- towards sexual relations (often no inclination, or occasional active
_ dislike).
e 3y Moderate Impairment.‘Symptoms interfering with sexual” adjustment in—

defnite ways, e.g., performance often inadequate in men, often : F-

unsatisfyfng in women, or very occasional deviant. practices, or occasional
fantasies of these, or attitude to sexual relations usually indifferent or
negative.

T —lhf Mkﬁwmsmowmwrferﬁg with~sexual adjustment to a
o marked degree, e.g., performance rarely adequate in men, or rarely

u - satisfying in women, or frequent deviant sexual practices or fairly
frequent fantasies of these, or attitude to sexual relations one of active
dislike. : -

5. Severe Iupairment. Heterosexual practices abandoned or if present
accompanied by frequent deviant practices. :

284



" SOCIAL ADJUSTMENT (FAMILY)

1. Satisfactory Adjustment: No evidence of disturbance in relations with

fam:[lzi usual feelings to other family members are positive.

2. Mild Ympairment: Usual feelings to family members are positive, but!
occasional minor hagging, quarrels or friction or occasional expressed
hostility. Minor WOrry abOut family disapproval of rituals of obsessive
orderliness.

3. Moderate Impairment: On the whole, feelings towards other family members ’ .
are positive, but frequent nagging or quarrels or friction and hostilities .

: - ave expressed by the patient. - Strong disapproval of ritual is -expressed . :
- e oo 2 —by-the—familye--— e e e
3 4, Marked Impairment: Feelings towards other family members are usually .

' "~ negative, but patient is still living with the family. Frequent quarrels
and friction, with much hostility expressed by the patient. Family
continuously upset_by patient's rituals and threatens patient. : : ,

~ 5. Severe Impairment: The patient is unable.to live with his_ familyAhecauser,r,mg;,;ﬁrg
of the direct consequences of his neurotic symptoms.
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- SOCIAL ADJUSTMENT ( OTHER THAN FAMILY)

l. Satisfactory Adjustment: No apparent disturbances in the patient's

, relationships with people outside his immediate family.

2. Mild Impairment: Able to make and maintain smooth and satisfactory

) relationships with only mild and occasional difficulties. -

3. Moderate Impairment: Able to make and maintain adequate relations with

“ people most of the time, but neurotic difficulties prevent normal -
relationships with a few specific people. —~—— T

4. Marked Impairment: Able to make and maintain only a few adequate - -
relationships because of neurotic symptoms. - R

5. Severe Impairment: Unable to make or maintain any adequate relatlonships.
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_EXPRESSED SELF—SATISFACTION

1. Satisfactory Adjustment' The patient appears completely satisfied with
-his life situation, social effectiveness and personality.

2. Mild Impairment: On the whole, the patient appears to be satisfied with
his adjustment, but occasionally expresses dissatisfaction about minor .
aspects of his life situation, social. effectiveness or personality.

3. Moderate ' Impairment: The patient expresses frequent dissatisfaction about
minor aspects of his situation, social effectiveness or personality, or
occasionally expresses dissatisfaction about major aspects.of these.

4. Marked . Impairment: The. patient expresses frequent dissatisfaction—about——-

- . major aspects of his life situation, personality or socifl effectiveness.

5. Severe Impairment: The patient appears totally dissatisfied with his life
situation, social effectiveness and pg;saﬁaifiy.

.
5\ 3 |
‘&
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2.
3.
4.
5.
6’.
7.
8.

9.

10.
11.
12.

13.

/,14.

15.

- 7 GENERAL ’I’NFBMTi’oﬁ”EﬁEE_T
(Please answer all questions)

Your name:

Today 's Date

Your address:

LAST . T FIRST ~MIDDLE

Your Phone number: (Home) (Work )

Your date of birth: ' -

If married, how many éhildrén do you have? BOYS _GIRLS

If married, for how long:
Your present age? ~

- Please indicate: HOW MANY YEARS ATTENDED

Elementary school . o Comp leted Not completed

High school ~__Completed . . . Not completed -
University Comp leted Not completed

Trade school « Completed Not completed °
Other:

What is your occupation?

Were you-born in Canada? YES v S N

If not, in what country were you born?

If you follow a religion, please indicate which one?

JUDAISM . ROMAN CATHOLICISM

PROTESTANTISM . - OTHE

How many brothers do you have
How many sisters do you have
In which family position were you born

lst. _ nd, drde 4end Sth.

Other . -
1f your mother or father is deceased, please indicate

FATHER: NO DATE: - Your age
MOTHER: NO DATE:

at time
Your age at time
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"~ Appendix E *

Analysis of

variance tables
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Table El .

ANALYSIS OF VARIANCE

J - -

Psychiatrist's rating of rui:;tnation‘s of obsessive and phobic patients:

SOURCE - D,F.  SUM OF SQUARES MEAN.SQUARES F RATIO F PROB.

-y

___BETWEEN GROUPS 1 176.7935 176.7935 147 993 0.0000

WLTHIN GROUPS 271 . 323.7396 1.1946

TOTAL 272 ~500.5330
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Table E2

9 V‘,

ANALYSIS OF VARIANCE
Psychiatrist's réting of rituals of obs,esé'ive',and,phobic patieﬁts T,

SOURCE TIO ~ F PROB.

D.F.  SUM OF SQUARES  MEAN SQUARES

BETWEEN GROUPS 1 84.5540  84.5540  84.499  0.0000
WLTHIN GROUPS 172.1117 1.0006
'TOTAL ~ 256.6655 ‘
e :
w8
,&,‘L“‘j _
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5 ‘ SO .~ Table E3

ANALYSIS OF VARIANCE g o ' S

Psychiatrist's rating of horrific temptations of 6bsessive
and phobic patients -

3

SOURCE ~ D.F. SUM OF SQUARES MEAN SQUARES F RATIO F PROB.

~ BETWEEN GROUPS _ 1 15.4608 15.4608 12,266 0.0006 -
WITHIN GROUPS 175 *220.5721 1.2604
- TOTAL C 176 236.0329
292 -



‘Table E&

ANALYSIS OF VARIANCE

Psychiatrist's tatihg of pervading doubt of 'bbsessive and phobic patients

i

: 5 ‘, SOURCE . D.F. SUM OFASQUARES MEAN SQUARES F RATIO F PROB.
BETWEEN GROUPS 1 - 79.0917 - 79.0917 53.495  0.0000
WITHIN GROUPS 167 246.9072 1.4785
TOTAL 168 325.9988 .
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e e e e ~———TableE5
ANALYSIS OF VARIANCE
Seif rating of rumina_tioﬂs by obsessive and phobic patients

 SOURCE . D.F. SUMOF SQUARES MEAN SQUARES ' F RATIO F PROB. . -

= i

BETWEEN GROUPS -~ 1 33.7512 33.7512 20.550 . 0.0000

= B e T LT T = o S D = T T ———

-

" WLTHIN GROUPS - 227 372.8239 L 1.6424

TOTAL , 228 4065750
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Table E6

ANALYSIS OF VARIANCE °

\Sdi rating of rituals by obsessive and phobic patients

P

; SOURCE D.F. %‘ﬂ OF SQUARES MEAN SQUARES F ,'w;gng”;fgggl,wA,_Mwk B
BETWEEN GROUPS 1 23.2062 23.2062 8.643  0.0038
WITHIN GROUPS 139k/w.2138 . 2.6850
TOTAL 140, 396.4199
_-""_-"-"_--"—_:_7 ----------- ;" ----- t= ==
N “/7/‘; - - = - -
| _
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Table E7 . o J

ANALYSIS OF VARIANCE

Self rating of horrific temptations by obsessive and phobic patients
- SOURCE D.F. SUM OF SQUARES - MEAN SQUARES F RATIO F PROB. .-
- BETWEEN GROUPS 1 0.0273 0.0273 0.016°  0.8984
WITHIN GROUPS 133, 221.8532 . 1.6681 i
TOTAL ~ 134 221.8805 - .
- } /:J
o ~ B e T SR S e
-2 2 g T-V\h
\
N L j -
k] i - (K‘ ‘ 7
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“Table E§ .-

ANALYSIS OF VARIANCE

¥

Self rating of compulsions by obsessi've and phobic- patients

122.1222 " 122,1222 . 96.082  0.0000

BETWEEN GROUPS

 WITHIN GROUBS 234  ° 297.4185 1.2710
TOTAL | 235 419 .5405
2. . N
kg
. : . ‘
b
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- - Table E9 - o
ANALYSIS OF V;RIANCE ,.;
Leyton Obsessional Lnventory Synptomafology score
) of obsessive and phobic patients
- ., SOURGE  D.F. SUMOF SQUARES MEAN 'sq'ﬁ@; FRATIO FPROB.
BEISJ;EDLGROHJE&*J:%&#&L, 9885227 49%%?:&,9915?:
WLTHIN GROUPS 116 10861.2612  93.6316
TOTAL . 117 118‘49.»7813 
--------------------------- ;------—-———-—
- ' \
l“:



R “Table E10 | \
' ANALYSIS OF VARIANCE
Leyton Obsessienal Inventory Resistance score
of obsessive and.phobic patients
SOURCE D.F. SUM OF. SQUARES MEAN SQUARES F RATIO- F PROB.
.
BETWEEN GROUPS 1 4503.3782  4503.3750  14.227  0.0003
WITHIN GROUPS 110 34818.8909 _ 316.5352
TOTAL 111 39322.2656
»
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e * : — Table EIl
| ANALYSIS OF VARIANCE R
Leyton Obsessional Inventory* Interfereice score
 of obsessive and phobic patients v
SOURCE D.F.  SUM OF SQUARES MEAN SQUARES F RATIO F PROB,
BETWEEN GROUPS 1 . 6802.3709  6802.3672 ~..16.049  0.0001
WITHIN GROUPS 110 46624.2629 423.8569
TOTAL , 111 53426.6328
- - ®
2
.
& ,
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“®.
. - e Table E12 v
ANALYSIS OF VARIANCE .
ad . . . ) -
‘Psychiatrist's rating of ruminations of obsessive, agoraphobic
and other phobic patients
SOURCE D.F.  SUM OF SQUARES MEAN SQUARES F RATIO F PROB.
. [} V V - )
" BETWEEN GROUPS 2 181.7957  90.8978  76.999  0.0000
WLTHIN GROUPS 270 ~ 318.7377 1.1805-
" TOTAL 272 500.5332
— e e e - e e e e e o e e - A e e e m e e e e e e e
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%

© ANALYSIS OF VARIANCE

Pgychiatrist's rating of rituals'of;obeessive, agoraphobic

D.F.

and otheriphdbic patients

SUM OF SQUARES

"MEAN SQUARES

F RATIO F

¢

PROB,

~——————BETWEEN-GROUPS .~~~ 2~~~

85.6099

42,8049

42,791  0.0000
'WITHIN GROUPS 171 171.0558 1.0003
TOTAL' 173 . 256.6655 -
-~
B — - — — B b Y

302 .



- — J ,,)?7,,77 — — R -
- - - Table El4 R
ANALYSTS 'OF VARIANCE.
AT
P_sychiatrist's rating of horrific temptations of obsessive,
' agdraphob‘ic 'and ofhe: phobic patients '
SOURCE D.F.  SUM OF SQUARES MEAN SQUARES F RATIO F PROB.
© BETWEEN GROUPS 2 19.1358  9.5679  7.676  0.0006
WITHIN GROUPS - 174 216.8972 . 1.2465
g , ) ! |
TOTAL 176 236.0330
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ANALYSIS OF VARIANCE

Psychiatrist's rating of pervading doubt of’obseséive,'

agoraphobic and other phobic_patiénts_

oG Dr. soeorsoas s swais ruo roen
rll'.fsﬂ'mckeersu ez seeSE T 40ussaT 27308 0,'0(_’09. )
- WITHIN GROUPS | 166 245.2939 - ‘1.4'777
TOTAL 168 1325.9988
"
‘\ -
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O - Table El6
ANALYSIS OF VARTANCE

Self rating of ruminations by obsessive, agoraphobic

and other phobic patients

v

g& SOURCE b.F. . suM OF SQUARES MEAN SQUARES F RATIO F PROB.

&

H

T BETWEEN GROUPS 2 U45.3325 226662 14.180 050000
WLTHIN GROUPS 226 361.2427 1.5984

TOTAL ‘ 228 - 406.5752
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Table E17 ’
. ) L% ) -
" ANALYSIS OF VARIANCE
. SeLf rating of rituals by obsessive, ago‘ra-phbbic ‘and other phobic patients
= * 7 ) s L B .
.~ "SOURCE~ ~ ~D.F+ ~*SUM OF SQUARES ~ MEAN SQUAII‘ES ““F RATIO . F PROB.~ =~ 7
n - » § ) . . 7
BETWEEN GROUPS 2. 24.669%4 1 12.3347 4,579 0.0119
WLTHIN GROUPS 138 371.7506 2.6938
TOTAL ' - 140 396.4199
, . .
__________________________________________ -
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Table E18
ANALYSIS OF VARIANCE .
Self rating of horrific temptations by obsessive, agoraphobic
and other phobic patients

" "SOURCE ~ D.F. SUM OF SQUARES MEAN SQUARES F RATIO F PROB.
'BETWEEN GROUPS | 2 2.7887 1.3943  0.840  0.4340 L
WLTHIN GROUPS ‘132 - 219.0919 . 1.6598
'TOTAL 134 221.8805

[N
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Table E19 .

ANALYSIS OF VARIANCE

SOURCE

_WLTHIN GROUPS

‘TOTAL

. BETWEEN GROUPS 2 122.2178 61.1089  47.889 _ 0.0000
233

235

and othéf'phobig‘patiénts

297.3231

1.2761 .

419.5408

Self‘rating,of'Eompulsions by obsessive, agoraphobic

D.F. SUM OF SQUARES MEAN SQUARES F RATIO F PROB.

- 237

I
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A
Table E20
N _ _ K
- R &
: ANALYSIS OF VARIANCE
Leyton Obsessional Inventory Symptomatology score of obsessiwve,
agoraphoblic and other phobic patients
)  SOURCE ~  D.F. SUM OF SQUARES MEAN SQUARES F RATIO . F PROB. =
 BETWEEN GROUPS 2 10347225  517.3611  5.501  0.0052 -
s * WITHIN GROUPS . 115 10815.0596 94,0440
. -
TOTAL , 117 11849,.7813
Y Y
3
N . _
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[ Vd .
- - , _Table E21 -

ANALYSIS OF VARIANCE

]

~ Leyton Obsessional Inventory Resistance ‘score of obsessive,

agoraphobic and other phobic patients

- SOURCE

D.F. SUM OF SQUARES . MEAN SQUARES F RATIO F PROB.

- BETWEEN GROUPS—— éfffe5033;9953:ifr<4é25;615416:::::A&XHKL#?;QJQGQG -
WLTHIN GROUPS 109 34289.1743 314.5793 .
TOTAL _. 11 39322.2695
—\_// 4-
- a =
-
) 310 : : | -



Table E22

. . ¥
ANALYSIS OF VARIANCE

Leyton Obsessional Inventory Interference score of obsessive,

agoraphobic and other phobic patients -

57

o souxcz*/*“n .F. SUM OF SQUARES MEAN squms | F RATIa - f“ir“ﬁb]‘; . ,‘
BETWEEN GROUPS 2 7052,2657- f 777#37526.1328 8.288 (&0004 _
VITHIN GROUPS 109 463743672 425.4529
TOTAL 111 53426.6328




Table E23

¢

ANALYSIS OF VARIANCE

Psychiatrist's‘rating;of agoraphobia in obseéssive and-phbbiq<patieﬁts

r

. SOURCE - D.F. SUM OF SQUARES MEAN SQUARES  F RATIO  F PROB.

BETWEEN GROUPS 1 60.4482  60.4482  31.989 - 0.0000
WITHIN GROUPS 165 - 311.7903 ©1.8896
TOTAL . 166 372.2383
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Table E24
- 'ANALYS;S'OF VARIANQE
Psychiatrist's fating of soéial phobi‘a iﬁ 6bséésive é_nd rp'hobic patiénts
Csma br o sooms s 7o 1 o

BETWEEN GROUPS 1 1.2410  1.2410  0.755  0.3863.

 TOTAL 148 242.8045

WITHIN GROUPS 147 241.5636 1,6433
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- Table E25

ANALYSIS OF VARIANCE

Psychiatrist's rating of specific phobia in obseésive and phbbic patients'v

SOURCE  D.F. SUM OF SQUARES MEAN SQUARES F RATIO - F PROB. -
s . I LU S e -
BETWEEN GROUPS 1  40.1232 40.1232  19.421  0.0000
LT - - e
WITHIN GROUPS 149 307.8229 2.0659
TOTAL 150 347 .9460
LS
314 h a
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Table E26
. =

ANALYSIS OF VARIANCE
Psychiatrist's rating of obsessive phobia in obsessive and phobic patients

SOURCE . D.F. SUM OF SQUARES MEAN SQUARES F RATIO _ F PROB.

'BETWEEN GROUPS 1 57,7560 57.7560  28.325  0.0000-  °
WITHIN GROUPS = 142 289.5488 2.0391
TOTAL | 143 347.3047
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‘ BETWEEN GROUPS . 1 4077

 Table E27°

ANALYSIS OF VARIANCE

Psychiatrist's rating of patient-designated main phobia .

£

in obsessive and phobic patienﬁs

" SOURCE ~ ~ "D.F.” ~ SUM OF SQUARES ~~ MEAN SQUARES"‘fFMRATIO‘”MFLPRQB%***;t*“”“***

4.7077

£y

_ WITHIN GROUPS 163 116,2854 0.7134

TOTAL

164 120.9931 .

J - . - — — -
‘ — — ER—— - R S e - S
_________________________________________
W -
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. Table E28

ANALYSIS OF VARIANCE

Self Vrating' of pati{arit-designated main phobla

‘ ' by obsessive and phobic patients : . o

 SOURCE ~ D.F. SUM OF SQUARES MEAN SQUARES F RATIO F PROB. -
BETWEEN GROUPS 1 0.7287 . 0.7287 _  0.709  0.4004 -
WITHIN GROUPS 259 266.0279 1.0271
TOTAL - 260 266.7566
~
W
: A S S

o Em e em es e we Me A e em e e e Er R e e E e e e wm Ee A ar Gm e e wm ee e e ep em e .
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® '
) -
o S Table E29
ANALYSIS OF VARIANCE, ,
Fear Survey Schedule III total score (72 items)
of obsessive and phobic patients
SOURCE' .D.F. SUM OF SQUARES MEAN SQUARES F RATIO - F PROB.
~ BETWEEN GROURS 1 221.6502 _ _  221.6502 . 0.081 _ 0.7756
N N . N : - [
WITHIN GROUPS - 316 860769.2500  2723.9531 ,
TOTAL 317 860990.8750 °
- e e e e e e mm o e e e e e o e o e e e e e e e e e ';_ - — - -

318



o ) e Table E30
N : ' , 7
ANALYSIS OF VARIANCE |
Mean score on fears of death and tiséue da - (18 FSS-III items)
6fv obsessive and phobic patients .
. SOURCE D.F. SUM OF SQUARES MEAN SQUARES, F RATIO F PROB.
. BETWEEN GROUPS. 1 0.004L . 0.004l . 0.0060.9361 -
WLTHIN GROUPS 315 201.0659 . 7046383
TOTAL . 316 201.0700
4
!
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Tabie’EQiW4 “;’W77

ANALYSIS OF VARIANCE

Mean score on socilal fears (17 FSS~III items)

of obsessive and phobic patients

B . SOURCE  _ D.F. _SUM OF SQUARES MEAN SQUARES _ F RATIO ._F PROB. .
‘ . ;‘ - N . . . . .
" BETWEEN GROUPS -~ 1 ©0.5639  0.5639 0.831  0.3627
WITHIN GROUPS 315 2137421 0.6785
TOTAL 316 | 214.3060 S | -
;\ )

320 | L



Table E32

ANALYSIS OF VARIANCE

Mean score on other classical fears (16 FSS-III items)
i AN .

of obsessive and phobic patients

=

" SOURCE ~ D.F. SUM OF SQUARES MEAN SQUARES F RATIO F PROB.

Rt

3.8796

 BETWEEN GROUPS 1 3.8796

'5.210 - 0.0231

'WLTHIN GROUPS 315 234.5627 0.7446

TOTAL

316 238 .4423
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Table E33

.
4

ANALYSIS OF VARIANCE v

'Mean score oh.imiqceilaneous_fears'_ (8 FSS-III items)
" of obsessive and phobic patieﬁts

e

“SOURCE - D.F. SUM OF SQUARES MEAN SQUARES F RATIO F PROB.

" BETWEEN GROUPS 15,0592 - 5,0592  7.130 _ 0,0080

VITHIN GROUPS 315 223.5258  0.7096
TOTAL - 316 228.5850 -
; by
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3 : - R B ) B
Table E34 -
ANALYSIS'OF'vaxikkcE '~
. ¥ V . . i
- Mean score on animal fears (9 FSS-III items)
of obsessive and ’phopic' patients o -
~ “SOURCE"~~ -~ DsFi~ ~~SUM-OF SQUARES ~ MEAN SQUARES ~~ F' RATIO ~ —F PROB:— =

BETWEEN GROUPS 1 © . 2.5327 ©2.5327 - 39642 0.0572

. WLTHIN GROUPS 315 219.0576  0.6954

TOTAL | 3l6 % 221.5903

323 : ;ﬂ



4 -
7 i B ’_7fabi’§f§5hmﬂm R S
" = g'/ !
B T o T o U
ANALYSIS OF VARIANCE

Mean score on noise fears (4 FSS~III items)

2

of obsessive and phobic‘patients

R . ._SOURCE. . . .D.F. __SUM OF SQUARES . MEAN SQUARES .F RATIO.. F PROBi . . ..
BETWEEN GROUPS 1. 0.8354 0.8354 1.095  0.2961
 WLTHIN GROUPS 315 240.2401 0.7627
. s,
~ TOTAL 316 241.0754 <~
" A\
324



‘ | ANALYSI; OF VARIANCE E | ;
. ‘ Total score on fears .of 'contaminatiénf'»and."hu‘r::;ng others™ | ;, o )
) (fSS—II];» items f26 ,41,42,47) of o?seséive ﬁnd phob_i~c Pétigngs'
© semm. b sxor swams ea susss© 7 R’ paon. g
BHWE?FGWA‘*IZ%ﬁﬁ&ﬁf:rf’ﬁmﬁ*ﬁ—ﬁ_.zrfn\ﬁ.qnq—.»'f
wme GROUPS | 314 '4969".3618 : 1§§8276°
- TOTAL 315:/\' 15020.7227 |
- o 7 A 9‘ . B B
A I S
. ,\
| ‘A A 325 D - ‘ ‘



B , o Table E37
e _— © ANALYSIS OF VARIANCE .
' Psychiatrist's rating of agoraphobia in obsessive, .
‘agoraphobic and other phobic patients ’
, | ) s .
o - " TSOURCE "D.F.  SUM GF SQUARES MEAN SQUARES F RATIO F PROB.

BETWEEN GROUPS 2 214.9075 107.4538  112.008 0.0

WITHIN GROUPS 164 157.3313 0.9593

TOTAL 166 372.2388
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« . Table E38_ . | S ma
b - b - . .

327

* ANALYSIS OF VARIANCE
& -
‘ Psychiatrist's rating of soclial phobia in obsessive,'
agoraphobic and other phobic patients |
i _ SOURCE = . D.F» SUM OF SQUARES ~MEAN SQUARES. F RATIO F PROB.
i ETWEEN GROUPS 2 ~____5.0580 . 2.5290 - 1.553 0.2151 o
WLTHIN GROUPS 146 237.7465 1.6284
TOTAL 148 242 .8045
- N N - é-
3]
[ —_ .) - -



ANALYSIS OF VARIANCE

Psychiatrist's rating of specific phobia in obsessive,

L AR

agoraphobic and other phobic patients .

-

D.F. SUM OF SQUARES MEAN SQUARES F RATIO F PROB.

~e=wo — BETWEEN-GROUPS -

6848395

T Bk 197 18252030000

WLTHIN GROUPS 148 279.1067 1.8859
j -
TOTAL 1507 347.9460
P ‘7.;:0, - —_ = — — — - — — — e — . — — —— PR — i — e
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‘ ANA.LYVSI“S oF VARTANCE
.'P;ychiatristfs Vrati_n.g of. olbs_e‘sgiv;; phobia iﬁ obsessive,
.K vagorap‘hobic and o’thé,'r ‘phobié patients |
N :édiniéi?fv ~ D.F. SUM bf‘ SQUARES  MEAN SQUARES 'i?";’kj'rio' F PRopf -
‘B;mgn,cgoufs 2 517592 78.87%6  14.063 0.0000 §
WLTHIN GROVUPSV 141 © 289.5456 - | | 2.0535_"
TO'j?AL‘ 143 . 347“.304.7
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- - - 'T"abile E41 .
ANA}.YSIS OF vméﬁcz _j :
-~ - Pgychiatrist's ratirng of patient;deéignated main phc‘:"rbia\..inv ;
c;i)sessive, agoraphol?ic énd othe: phobic patiehts
o Csoma: bk sum or S i s ¥ e ¥ mon.
 BEMEN_GR0Ufs © 3 48203 24100 3361 0.0371
WLTHIN GROU,P'S‘.> 162 116.1729 0.7171

| Toi:AL ,- 1‘6>4 | :120.993.1 -

N _ _ o _ e ,,,,,,,}g,,,,,i,,g _ B [
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T o s o s e g

-Table E42

) ANALYSIS OF VARIANCE

‘Self rating of patient—designated main phobia by

- obsessive, agorapﬂobic and other phobic patients

- VS“)URCE ""“:7%15’-1"74” SUM Of SQUARES MEAN SQUARES F RATIO Fff{(f];,
wam cows 2 iass O\ Oewe o osi
'WITHIN GRQUPS‘.  ass 2§5.5912 }.0291;

TOTAL ;. - 260 ' 266..7566 i
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retems
ANALYSIS OF VARTANCE - r
i Fea'r surVE# Schedule III total scorer (72 items) of obsessive, .
. | 4‘ ~ agoraphobic and 9ther phol‘)ic patients
| “SOURCE o -il;:F.“‘SFJMOFSQUARES" MEAN SQUARES P RATIO "“F“P‘I.{OB‘.‘T“‘“"‘A"
| mmemowws 2 eweiss  ovwems  1zas o0
WLTHIN cnoufs " _‘315 - 4:7—9.8'216.2500 | 2534.0198 \, -
roraL . U317 860991.8750 .
; A}
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-Table Eb%

of obsessive, agoraphdbic'and other phobic'patientsv

ANALYSIS OF VARIANCE

N

Mean score on fears of death and tissue daﬁage,(lS FSS~III items)

SOURCE -  D.F. SUM OF SQUARES = MEAN'SQUARES F RATIO F PROB.
_ _BETWEEN GROUPS 2 11,7662 5,8831  9.758 _ 0.0001

T | ) ,
WITHIN GROUPS - = 314 189.3035 - "/ 0.6029
TOTAL d 316 201.0697

,
Y~
333
N— -



Table E45

i * ANALYSIS OF .VA’RIANﬁCE B |
Mean score on social fears (17 FSS-III items) of obsess.ivé,,
agor’aphobié and other phobic pai:ients
- ‘; | = SOUR‘CE;‘“;'D.F:SUM*OE SQUARES * MEAN SQUARES F RATIO FPROB: S
o memaems . saiss 270m 4om 000
WLTHIN GROUPS a4 ’2;08?;8901‘} B 026653
TOTAL 316 ' 214.%3;6
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Table E46 - .
' ANALYSIS OF VARIANCE
\ ‘ i .
Mean score on other classical fears (16 FSS-III items) of ovbsessive,” B
agofaphobic and other phobic patients i
SOURCE D.F. SUM OF SQUARES  MEAN SQUARES F RATIO F PROB.
~ BETWEEN GROUPS T T T3W067 T 1957034 31:084——0<0000—
WLTHIN GROUPS 314 199.0359 0.6339
'TOTAL _ - 316 238 .4426 o
-~ . t
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) _Table EA7
’ ANALYSIS OF VARIANCE
W ’ - v
' . Mean scb;e on miscellaneous fears (8 FSS-III items) of 6bses‘si‘ve’:
agoraphobic and other phobic patients
SOURCE D.F. SUM OF SQUARES MEAN SQUARES F RATIO F PROB.
~= ~~ " BETWEEN GROUPS 2 1550565 0 7.5283 IL.07I  0.0000
WITHIN GROUPS 314 . 213.5284 -7 0.6800
TOTAL ’ . 316, ' 228.5849
: L -
.o ) . K
|
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o - ,  Table E48

ANALYSIS OF VARIANCE

N o

M score on animal fears- (9 FS —III items) of obsessive,
eﬁ“

agoraphobic and other phobic patients'

-

e . A - e m e e el U U VO

SOURCE -\ D.F.  SUM OF SQUARES MEAN SQUARES B _RATIO F PROB.

- BETWEEN-GROUPS — ——2-— 34082 LT04I 2452 0.0877

WITHIN GROUPS . 314 218.1821 ' 10.6948

TOTAL 316 221.5903 -
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- BETWEEN GROUPS .

Table E49

ANALYSIS OF VARIANCE

- ) . Mean score on noise fears (4 FSS—IIi‘items) of obsessive,

- WITHIN GROUPS

316 241.0757

ago:aﬁhobic and other phobic patients

D.F. SUM OF SQUARES MEAN SQUARES - F RATIO F PEOB. RS

2 52502 26251  3.495 Q. S

314 235.8255 0.7510

- — -
N
. L

*

-
n &
- y
- LW,
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;’D T '
- ¢ o
: __Table E50
- é: o
A ' ANALYSIS OF VARIANCE
Mean score on fears of “contanﬂ.néti_oﬁ"ﬂ.aﬂd "hurting others” _ . X
- - A s - . . N . C i
N . (FSS~III items #26,41,42,47) of obsessive, agoraphobic '
S and other phobic patients
~ SOURCE D.F. SUM OF SQUARES MEAN SQUARES F RATIO F PROB.
D— S - - - i 4
BETWEEN GROUPS 2 257.1444 - 128.5722 - 8.448  0.0003
WITHIN GROUPS 313 4763.5820 15.2191 -
TOTAL 315 5020.7227 -
s\
3 -
339 . L e
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Tabl e E51

S © ANALYSIS OF VARIANCE

Psychiatrist's rating of anxiety of obsessive and phobic patients

e

' V‘SOURCE' D.F. SUM 01? SQUARES ME,AN SQUARES F RA_'TIOV’ F PROB., -

T,

BETWEEN GROUPS 1 580.8410 580.8408 8.359  0.0042

WITHIN GROUPS 252 17511.3320 ., 69.4894
TOTAL 253 18092.1719 -

5



ANALYSIS OF VARIANCE e E

e

Self,rating of "nervousness” by obsessive and phoblc patients

¢

SOURCE D.F. SUM.OF SQUARES MEAN SQUARES F RATIO F PROB. o

BETWEEN GROUPS 1 %18.1697 18.1697  18.651.  0.0000

— e e = e T ————

WITHIN GROUPS . 271 2640045 0.9742 -

TOTAL ‘ . 272 . 282.1741

- o e e e ew e em e ES EE EE S m R GBS e R S EE EE M W S M R MR EE EE ER ES ew S W sm A e
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Table E53 .

ANALYSIS OF VARIANCE .

Self rating of anxiety symptoms ﬁy obsessive and phobié patients

SOURCE D.F. SUM OF SQUARES  MEAN SQUARES F RATIO F PROB. |
BETWEEN GROUPS 1 .2:8576 2.8576 1.839  0.1762
WITHIN GROUPS 271 421.0817 1.5538
TOTAL 272 423.9392
o o
?, “~ 342



Table E54

- -ANALYSIS 'OF VARIANCE
Anxiety Scale Questionnaire sten score of obsessive and phobic patients
D.F. SUM OF SQUARES  MEAN SQUARES - F RATIO 'F”PRO .

BETWEEN GROUPS 1 29.5149  29.5149 - 5.034  0.0255

WITHIN GROUPS 318 1864.5024 = 5.8632

ToTAL G 319 1894.0171

343
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Table E55
ANALYSIS OF VARIANCE
, . , ~
v Anxiety Scale Questionnaire overt anxiety score
| of obsessive and phobic patients
~ SOURCE  D.F. SUM OF SQUARES MEAN SQUARES F RATIO F PROB.
_ BETWEEN GROUPS | 1 A7.6431  47.6431  0.999  0.3182, .
WITHIN GROUPS 315  15016.4531  47.6713
TOTAL- 316 15064.0938
i



Table ES56

ANALFSIS OF VARIANCE

| Anxiety Scale Questionnaire ‘cqvvert/ ghﬁdéty scoré -
of _obsessive and phobig patients -
~ SOURCE ~ D.F. ~ SUM OF SQUARES HEAN’S§UA§ESf Fkﬁkmldfiﬁidnqlu#ulwy;
BETWEEN GROUPS 1 348.1366 348.1365 6.636 6.@146 \
.WITHiN GROUPS 315 | 18168.9375 | : 57\.6792
TOTAL o 316 ;8517.0703 | E ¢
s
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, . -‘Table ES7 |

ANALYSIS OF VARIANCE

Psychiatr%st's rating of-hnxiety of obsessive, agoraphobic

and other phobic patients

SOURCE =~ D.F.

D.F. SUM OF SQUARES MEAN SQUARES F RATIO F PROB.
BETWEEN GROUPS 2

1641.7418  820.8708 -12.525

0.0000

WITHIN GROUPS

251 16450.5039  65.5399
TOTAL 253 18092.2422

I
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v' ¥ =
-Table E58
e ANALYSIS OF VARIANCE |
i

: ™ v
Self rating of "nervousness” by obsessive, agoraphobic

andAothef phobic patients

13

- SOURCE

D.F. SUM OF SQUARES ~MEAN SQUARES F RATIO

'F PROB.

b
BETWEEN GROUPS 2 23.0742 11.5371 12,022 0.0000
WITHIN GROUPS 270 259.1003 0.9596_
, "
. g»
"TOTAL - 272 282.1743 ’
- ~
. };.,,
I
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_Table ES59

ANALYSIS OF VARIANCE

S -

Self ﬁr'ating of anxiety éymptqm by obsessive; agoraphobic and

‘ . othez:_—';pflgbic patients ,
7 | SOURCE  D.F. SUM OF SQUARES MEAN SQUARES F RATIO F EBA
B B&mu;cxoijz _z.w’wa.iougl. 271 0.1051
WITHIN GROUBS 270 416.9246 | 15442
Tota. 272 423.9395 . '
) - o ‘ T e
| L <2
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Table E60
ANALYSIS OF VARIANCE

\ Anxiety Scale Questionnaire sten score of obsessiwve, agoréphobic

and other»phobic patients

SOURCE ~ D.F.

-

F PROB.

SUM OF SQUARES MEAN SQUARES F RATIO

7

BETWEEN GROUPS 2 77,7915 38,8957  _6.789  0.0013

L]

HITHIN‘GRDUPS . 317 1816 .2344 5.7294 : :

TOTAL 319 1894.0259 , -

349



s © Table E61

" ANALYSIS OF VARIANCE

-
-

Anxiety Scale Questionnhire overt anxiety score,bf:obsess:lfve, -
§ 'égoraphbbic and other phobic patients . .
' SOUKCE~ D.F. SUM OF SQUARES MEAN SQUARES ~ F RATIO - F PROB.
BETWEEN GROUPS _ 2 456.2522  228.1261  4.904 _ 0.0080
WITHIN GROUPS 314  14607.9419  46.5221
R ‘ . o
TOTAL ' 316 15064.1914 -

- e am G Em mel G e ae Er ee e ER EE SR e S A e M e Em e Ee e em e e e e e e Em Em e Em e e
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R Table E62
ANALYSIS OF VARIANCE
Anxiety Scale Questionnaire 'cdvert a‘nxietyA score of obsessiwve,
, agor:;tphobic' vandv'otherr phobic patients
5. - ' , . ‘ ¢
- " "SOURCE < D.F. SUM OF SQUARES  MEAN SQUARES ¥ RATIO F PHOB.
BETWEEN GROUPS 2 1225.2823 612.6411 11.125  0.0000
- WLTHIN GROUPS 314  17291.8970 . 55.0697 R
TOTAL . 316  18517.1758 |
L
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" Lable E63

ANALYSIS OF VARIANCE - -

_Psychiatrist's frating- Of> depression of obsessive and phoblc patients

SOURCE  D.F. SUM OF SQUARES MEAR SQUARES - F RATIO F PROB.

BETWEEN GROUPS - 1 412.6161 . 412.6160 ° 11.248  0.0009 . -

* . . B ;

&

PRI S S

" WITHIN GROUPS 254  9317.9219  36.6847

. TOTAL . 255 9730.5352
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. < Table E64

o Co, 0 L aaLysis OF VARIANCE o » -

' ,Sel‘f‘,'i";at‘ing of depres;ion by obsessive and phobic patients

»

SR ~ SOURCE ', D.F. SUM OF SQUARES - MEAN ‘SQUARES - -F RATIO- F PROB. -

BETWEEN GROUPS 1. 10,9179 . 10.9179 e.sE 0.0087

- - VITHIN GROUPS . 269- 4209179 1.5647

CTOTAL 270 431.8357
S . _

i [
¢ S
,
: . -
t .
} .
i
3
LS
T
i




o Table E65.
ANALYSIS OF VARIANCE
7 ) S  J
Psychiatrist's rating of *def)res‘sibn of obsessive, agoraphobic -
and other phobic patients -
' SOURCE D.F.  SUM OF SQUARES MEAN SQUARES F RATIO F PROB. '
~——— BETWEEN-GROUPS 25274190 ——263-7095 73250~ 00009
 WITHIN GROUPS 253 9203.1331 36.3760
TOTAL 255 9730.5508
A3
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Table E66

ANALYSIS OF VARIANCE
Self rating of depression by obsessive, agoraphobic e
and otﬁer phobic npa.tients B ’

SOURCE D.F. SUM OF SQUARES - MEAN SQUARES F RATIO F PROB.

-

BETWEEN GROUPS 2 18,5927 " 9.2963  —6.029—0.0027

C .

- ¢

~

WITHIN GROUPS 268 413.2433 1.5420

TOTAL 270 . 431.8359

| { ‘
\
PN



Table E67

'ANALYSIS OF VARIANCE

Self rating of spcial adjustment by obsessive and phobic patients

356

s Dr ooorsoMss wwsmms Pmmo rmos
BETWEEN cgours | 1 | 5917.0629'7 591.0627 6.878  0.0093. )
v a2 messswn  wsus
TOTAL 253 22246.5625
a;‘! 7 .



Table E68

ANALYSIS OF VARIANCE -

Se}f ,{J‘)éting of social adjust’tneht by obsessive, agoraphobic and

! ?(her phobic patients
~ SOURCE  D.F. SUM OF SQUARES MEAN SQUARES F RATIO F PROB.
,lgmznfsmutsﬁfjfgfjﬁ @18]_822;6892740.Q23404M
WLTHIN GROUPS 251 20601.2993 ~ 82.0769
. TOTAL 253 22246.6758 ]
. e |
\
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4;: - ;;;ie E69 - -
ANALYSIS‘OF VARIAH?E'
Age of »onset ’of disorder of obé'essivg and phobic patiepts‘
e o sonor soomss ew oo ywmo pn

BETWEEN GROUPS 1 1.7121 -~ 1.7121 0.013  0.9079

WITHIN GROUPS 240 30668.4180 }; ©127.7851
TOTAL 241 30670.1289



,,,,, e L _Table E70"

* ANALYSIS OF VARIANCE

Age of first symptoﬁ of obsessive and 'phobic patients

_ SOURCE  D.F. SUM OF SQUARES MEAN SQUARES F RATIO F PROB. ’
o e R R L

© - BETWEEN GROUPS ~ 1 - 647.2588 647 .2585 5.164  0.0238
- WITHIN GROUPS 282 35344.4063 125.3348 ,
TOTAL 283 35991.6641

oy
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. - Table E71 .
ANALYSIS OF VARIANCE
Age of onset of disorder of obeessive, agdfaphobic
, . - ,
and other/phobic patients
’
SOURCE ‘ D.F. SUM OF SQUARES MEAN SQUARES F RATIO F PROB.
~ : ¢ ‘ ' C - ) : :
~BETWEEN-GROUPS—— 2= 121952044 — 609,602 ~4.947  0.0078 -
‘, ~F
" WITHIN GROUPS 239 29451.0134 ; 123,2260
o »
241 30670.2148
?-.
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A
- . »
*g B ) e - >
- o Table E72
, e )
- P ANALYSIS OF VARIANCE
N 'Age_of first symptom of obseésive, agoraphobic and other phobic patiet‘xts
- SOURCE  D.F.  SUM OF SQUARES MEAN SQUARES F RATIO F PROB. .
BETWEEN GROUPS 2 4554.1573 2277.0786  20.353  0.0000
" WITHIN GROUPS 281 . 31437.6016 111.8776 -
TOTAL 283 35991.7578
- .
~ h “;
™, )
& - . - -
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- 7 7 o ;able’n_ia o
AN-ALYSIS‘ oF VMAﬁCE .
Delay in ;egking help of obsessive aéd phobi.c pétilenfs ;
souxcﬁ  D.F.  SUMOF SQUARES : MEAN squmsr RATIO j,??t;;ww
BETWEEN GROUPS | . L 23}0;.7335‘ * 23107383 22,169 0.0000
f m;nm — 163 16990.3320 - 104.2352 o
TOTAL 164 19301,0703 ‘
h !‘ - “'
. v ’s t | \ |
\
, 362 ' :



e " Table E74 o

. ANALYSIS OF VARLANCE e
o B [

- v

Delay :_Ld_seéking help of obsessive, agoraphoblc ant_l other pﬁobi‘c patients
) SOURCE =~ D.F., SUM OF SQUARES HEAN SQUARES -k { F PROB. -

BETWEEN GROUPS 2 4150;7258 2075.3628 | . - 22.191 = 0.0000,
WITHIN GROUPS . 162 15150 3632 - 93.5208 - ‘

TOTAL | 164 19301.0859
@
£
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Table E75 ,E'i,x -

~,

" ANALYSIS OF VARIANCE ™ '(Q_

s

Leyton Obsessional Inwventory Trait score of obsessiwe andAphobic patients-

SOURCE - D.F. SUM OF SQUARES VMEAN'SQUARES F RATIO . F PROB.

' BETWEEN GROUPS <™, 1 = = 40.8587 | 40.8587  2.378 - 0.1257

WITHIN GROUPS = 116  1992.7258 17.1787 )
TOTAL .- 117 2033.5845
364
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Table E76 c

r

ANALYSIS OF VARIANCE

Leyton Obeessional Inventory Trait scoxe of obsessive,

Bnrwqpn GROUPS

" SOURCE

D.F.

2

«

= -

"“SUM OF SQUARES ~ MEAN SQUARES ™

-

69.4600 34.7300

- agoraphobic and other phobic patients

'F RATIO F PRQB;”’:

7 2.033 0.1356

'WITHIN GROUPS

115

117+

-
5

19@4; 17.0793

2033.5857

- . 365



Table E77.

ANALYSIS OF VARIANCE

TRy -

+Maudsley Pers‘onali"ty Inventory-Neuroticism score

i of obsessive and phobic patients
' SOURCE ~~ D.F.  SUM OF SQUARES MEAN SQUARES ¥ RATI0 ¥ PROB.
BETWEEN GROUPS 1 2485.6069  2485.6069  24.188 . 0.0000

o

|

i S = ==

WLTHIN GROUPS 206 20963.0117 102.7599

)

TOTAL 205 23448.6172




| ANALYSIS OF VARIANCE | .Y
‘a2 . ] - T . - “
T - ’ s .
Maudsley Persopality Inventory Extraversion score
I of obsessive -and’ phobic patients .
SOURCE - D.F.. SUM OF §QUARES MEAN SQUARES F RATIO F PROB. =
.ﬂ.,"' 7 . ) !

— )f’*f**BEMEiFGROHPSﬁf?fZT‘F*:fTf&ﬁrﬂ?%if%f*ﬁﬁfmftﬁ*"7’6:3158*T:Q?0132T_ —

i
4

!j ‘ - . v - 7 el

~w1m1frcnom"s " 204 19861.5039 973603 o e
TOTAL 205 20475.6328 7
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Table E79

ANALYSIS OF ‘VARIANCE

% V‘Maudslej Personality Inventory Neurotic:ism écore of
- obsessive, agoraphobic and other phobi_c ‘patients

D.F.  SUM OF SQUARES  MEAN SQUARES _F RATIO F PROE. -

SOURCE

~327752170-— 16386084 1649000000

AR

WLTHIN GROUPS 1203 20171.4695 99.3668

205 . 23448.6836 e -

.
- e e em e e e e e em em er @ Em e em m e e e en wm Em e G e e e e mk am = . e em e e -
e .
.
-
>
-
e
°
5 -
<
e
-
~ s
) A



_ il _ Table E80
N );/ ) -
- A% N
ANALYSIS OF VARIANCE
B Maudsley Personality Invento:f Extraversion score of
obséssive, agoraphobic and other phobic patients
. 1 T

SOURCE D.F. SUM OF SQUARES MEAN SQUARES F RATIO = F PROB.

- BETWEEN GROUPS —— 2 — 762+0935 — 3810466 - 392 0:0213

WITHIN GROUPS 203 19713.6069 97.1114 - - .

TOTAL 205 20475.6992 .
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Appendix F

A

Self-described main phobias of obsessive

_and phobic patients

€
»
- i
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Self described main phobias of obsessive patients

I - . . : -

“Urinating in public (washrooms )"

“Death”

“"Hitting someone with my car”
"Writing in public”

"None "

- v : L 7 - - o oL . - - R
"Sight of glass” S - 7 e

V“Harming my famlly"”

N"étutts'ring" (fear of)

"Feces"’ : | , f'\’ : o
“Eﬂﬁnp/lhfw“ e T e e * Y 77)7

"Urinating in public washrooms " : Z

- “"Loneliness”

"Being unreal”
"Travelling far from home™

"My face being.small”

"Fear of beiag the only person'in the world™

"Having made mistakes in my past employmnt

Honosexual attack (stems from the obsession that he iboks like a hoimosexual)
"Falling when walking” |
"Leaving my home alone” '

"Fear of being away from ny husband""
“Going on trips" — S

"Leaving a stop street or red light; perf.ectionistic peop le; dIXvimz Mmd/

" of 40 mph on highway or 20 mph in city; she saying, 'Time is money'

“Heart attack”

371
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-

“Undressing ip public™

"Brewer's yeast & fuzz on my nose”

“Losing something (throw thingrawaY)“

"A soéialiadvance with respect to a peer female"

"Darkness (also imaginary things)”

“Coughing"”
T "Left-sidedness”

"Meetigg people”

"My nose% -

“Sidewalks" (has to check sidewalks)

- "Being at a party alo
"Driving in a car”
"Losing things"
“Choking my 804 , '

_"An accident” : )

"Dirt™

"Going outside”

“Social encounter possibly leading to sexual encounter”

2 . N \

g7

“When I gawe birth to my last child it was created inside me the fear thatsmy,'

child was born blind.
I am ready to cry.
but for other péople.
think that my eyes have changed.
“Driving” '

- "Dead people”

"Seeing my face in mirror”

Sometimes I lay down crying.

“The people is not the same as before.”

"This fear still exists in me sometime so strange that
I don't fear only for myself
I don't dare to look at myself in the mirror because I

"Children”

. "The 'Devil'"
"Injury & death”

. ’ - 372



"0ther people hearing me swallow"

~“Seminal fluid”
"Cleaning stove, 'Vanish', etc.”
"Going to the hairdresser”
. v
"Damnation”
“Belng alone"
Dying (has a horrific temptation to- junp under Metro)

7 Driving my car’ (Ruminates when driving- the car that he may . have hite e
somebody, goes back and checks)

“"Going on a bridge”

)

Inability to breathe (when 7<l)bseissr:tve thopgt, a,,‘??,i‘ﬁg,?“ being able E‘?j,,,,,,,

" breathe, occurs)

"0f becoming mentally 111"
"To Vc‘l)rive .a car alone”
"Dirt"

"Failure”

"People ('coﬁtact)" . : o ‘ : _ ‘ 2’
"Nosebleeds” .
“Driving :tn car”™-

"Death” |

"No;le"

"Dead peoiile"

"Funeral 'hotne"

;‘Contamination. by dirt or germs " |
- %‘p;:eadiagge—m;%&usi&g@b&mmthefsﬁorw&eﬁ‘emwf—lack—of—&ctfoh%

__"Being in a crowded place in the audience”

"Contact with cancer patients:- direct or indirect”

"C rowds ”
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[

“Being at a party”

“Germs 1in the basement
"Death”

"Noise"”

"Choking (dying)”
"Animals"”

"What if I dropped soﬁething out of my pocket?"

R 4A,;,"EeanAof“snakes;anddotherhcrawlinghanimalsfm; o L D

R"I fear that I will accidently hurt someone, especially someone who is already
fragile (a very old person or a young person) o /

4,?47Agggggingingwiuggggfand[Qrf;riticiggg
» | "Unsanitatyvthings“ |
"Dysmorphobi#“l
"Fear of being unable to urinate in washrooms other than my own
s

Invalid blind or crippled people (must wash her hands if she thinks about
this) o

"Contamination™ (washes her hands ‘up to elbow if touched or if she touchesv_
anything) ) ' ) o

"Elevators”
“No phobia™

"Death™ (Ruminates about death of parents & husband has to check if motheris
still alive) ) :

"Try to do everything the right way "
"Crowded deparfment store”

- "Lint & dust”.(Ruminates that lint may have got on his nose or handB " has to
wipe off nose sgeveral times ritualistically)

“Not succeeding : . o v : E ]

s "Dymorphophobia™ (Ruminates about his swolleh lips'; gazes in the miftor,for
. hours) i N C ;

"My testicles will fall off”
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“Germs, dirt” andwasher)

"Harming other people” (Horrifig temptation to hit people)

“That I.look ugly " (Pervasive doubt, ruminations-about éppearance; rituaiiét;c
mirror gazing & hair combing) : ’

"Germs; fear of getting disease and transmitting it to others especially
syphilis because of seriousness and complexity of diagnosis and treatment,
i.e., blood test positive only after a certain period of time~ (Rumination
.about catching infection, disease, compulsive handwashing)

"Viblence "

""Going into unreality™ — T T T
“Stairs” D ,

"Meeting new people

"Sugar (must wash her hands if she touches anything that may contain sugar) "
"Dying” (Ruminat-ion) | ’ /
“Shaking hands ™ (contamination)

| "Death” |

“Fear of making.an effort of any k:l:nd';

- ."Fear of ,wfit,i,ng reports” . . ... ... e

A Y

"When someone wants to'-,beat me up”

“Fear of the Quebec Situation (fear of 1osing my job because I'm not
bilingual)" , -

"Speaking in public” o _ , o .
"Taking my wig 'gff in fromt of anyone':
"Deadvbodies (animil'sr or people)”

"Being alone with one person in case I start imagining after I have left them
" that I' ve harmed them™ .

“Something bad haPPening' ‘to my son”

Coughing by other person” - - T o
"Fear of dying" - : S |
"Meeting lple" . S ‘ ? .
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“Riéingiin a cafgr

"No phobia”

“Agoraphobia™

“Being alone” I

' "No fear™
Self-degcribed main phobias 6f-phobic patients
"My. own death”

2' I P PR v 4;,', i At i o e a— [, [ ~
"Bees” i .

"Being alone at home”

"Social occasions"'" .
"Going into an unfamiliar barberéhop;
‘Heightq" |
“Airplane”
~ "Afrplane” B . o
“Airplane”
fDriving car alone”
“Crowdé’
'"Barbershqps‘ a
."Eatiﬁg ig publié-places" ? R
"Receiving 1njeétions“'
'Eating in a‘crowdgd,restauraﬁt"

"Eating with people” -

“Dexelaping:an:inqu;ahle:diséasgf&jsuﬁieniggf :

"Speaking 1ﬁ public”

“"Death”

“Going to a party alone”
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/

°

"Being alone”

“Being alone in a small room"

- '

‘ "E~a'ting ‘with people”

~~ "Driving in the car™-

7 "B'eiﬁ’g' with people” o S T
“Crowded buses’; - ' — : ' Jl
' “"Being alo’né ‘:I‘.n'é' car 30»-miles #way from the city”™ .
; "Se#ual contact™ . | - '
"Being in the office on the 19th vfloor'.‘ - -
.'.'Being in a vcrowded venéios‘éd'piace_'f
| ”Croyds of peop‘le'f | s
E "Vic Tanney's (spa)" .= . . . . _~ . e

N "S_tagér' 7fr:l_.g'hi:," o
"Airplane”
“Enclosed places™
“'Sn'akes"'

"Cats” . e .

"When father &‘moth.er die & v.vhen I die”
"Les iiouleurs” (the pains)

"Being‘ glone ip the ﬁousé"

"Attractive maﬁ' ]

"Spiders (on‘ or near me Or above)™"

- "Dogs

"Cats”




| "Ghosts of dead people™ .o
. '7Croyds"’ ‘
¢ "Being in a small 10Cked'room'-
"Any_agsociation with beople’f friends 'fémiiyﬂorrstra;g;rsf s
i "Encloséd.pla;es" |
’ v"Weﬁting pﬁnts (ihvoluntary uriﬁatioﬁ)”‘
 "Heights". o ,: L a
s Q,vgrgwdgn;,”,mpr,,waﬁ?W;AQA,MM;A‘W o R G
"Restaurgnﬁs“ |
“Dogs " i | - .
7 7“Ma?i;é felephone c;ii;; - - 7
“Thunder &’1ightniﬁg storﬁs"
”Losi;gVQOQ;rollof ﬁy bowels in public; ’
L "Dogs"/ _ ' o
4A: : ;Dogs, catsg” ' | = . i
s tballet ‘\ R R
| “Cancer” . | 3 } f
- "Spider” ) - - . :
"Enciosed'places"
Insects” |
“Fire"
'“Dogsf

"Being watched working™

" “Urinating in public washrooms "

. | "
—— -~ ~—To spend the night alone™—

"Driving an auto”

"Speaking in public"” T o
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P

“Being’evaluated for public performance” . ‘A .

"When;I ﬁeet a new acquaintance and he or she gets close to me”
"Writihg 1n7front of people™"

“Beiﬁg watéhed ﬁofking by'anfauthority"

4
. _ ] ' -
"Public speaking - speaking to a group”™
"Being in a new social situation”
R » : ) LN
"Breast cancer”™
R . N ye
‘uBiu’shin:g’u” T T T T T T T mm T T s e e e ) TomonTn mmmr e
"Snakes”
"Bridges” a

"Being sexually assaulted by & man on the street”

"To see an epileptic geizure"
"Snakes”

"Frogs & toads"v : : _f)
"Bee in the kitchen"”

“"Being at a stag or a party and falking to 'supério;' people”

. .

"Serving customers” , - e

“Driving a é;r“v
”Dégs“ - |
"ﬁeing add;essed,iﬁ a g;oup; ‘
"Drinking‘coffee in p&blic (hépds trembie)"

4

"Fatal disease”

“To glve a presentation on -one of my clients”™

"Receiving an injection”

“"Seated at a dinner party”
“Attendance at speech or concert\~ formal - doors closed”

"Public speaking (more than 5 people)” . ] o

>
-
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P

~ . “Airplane"

& "New York City" —
“"Crowded closed place alone”

. : "Snakes "

' “Dogs "
"Meeting ﬁew people”™
"'Crawds" 7 | » ,
 "Being sick to stomach™ e
) "Speaic in front of ‘an audience”™
"Airplane“ ' _ ; ’
e 7"Cang77tz)’7wfofﬂf"f ST 7 D . e o
| “Afraid thatAI Will‘r‘jie‘t my. pants” |
"Spiders_“ V
"Iliness” o
( ~ "Goiné out alone” *
" “Fear of losing my mind" * "
“Crowded place™ * ; ’
“Going on t.he"street alone” *
- "Going out™ *
“Being alt‘Jne" *
“Bei'n,gvalbne" *
“Fear of dying" * ‘
7,,,,,,;f,llEurLof_beMgglmuinJLemngencyfbecauséomeéknéu" *
"Leave the .house™ * ' '
"Crowdedr places™ * : : ' . . - - e

 “Crowds™ *

-




*Driving car aldne'on Iongmtrips”'*'m' e e

,,‘ThemfeargoffdrixinggaroundgalonegingmyAcargfromﬁkointgAgtogEointhALstreef

fear & fear of dying)” *

"Riding a bus™ *

“"Fear of beinglﬁldne' *

"Crowded stﬁres“k*

'Being,in déughter'é hQusé aloﬁg” *
“Being in crowdé& places™ *
““Leaving ny home alone™ *
"Gbing'out alone” *

“Going on a bus alone” *

“Leaving home alone” *
"To fall sick and no one will be around at

“Going out alone” * -

-~

W W

et

Y

thié time"™ *

S

agoraphobique, sortir seule - entrer dans une foule" (agoraphobic, to g0 out

alone - to go into a crowd) *
1!etro (subway)' x
Agoraphobia "

“Not knowing where my parénts are” *
'Being with strange people">*
"Crowds " *

"Going to a party”™ *

“"Shopping” * | -

"Being left wit&Q35>my car™ * | =

,"Death" * .

"Being alone at home™

"Fear of travel and going into unknown situations™ * -

“Agoraphobia” *{;f—'

-
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“Fear of writing while being wiiché&'" e

"Taking elévators; going to Mas&g; going to a meeting; going shopping; going

" for lunch {(cafeteria, restaurant); being confined to a specific place; being
forced to do something, when only given a cer/;ig_time to perform a special -
work)” * . . : ' : o :

"Etre tout seule” ’(Tov beb'all aldﬁé) *
fAlqhg in a'department store” *

"Gq}ng té a department store alqpe" *
_ "}eaviné héme‘élone"»*
“Crowds™ *

“Going out alone”™ *

-

"Going out alonme” x
fg;osé’thé éﬁreetf * . - ’ ‘ o
“"quné”Ou;‘alonef *

"Gﬁing out”™ * ;;. ‘

“"Walking alone ou(tisid.e" *

“Going outside alone” *

"Going on subway alome™ * 'T’"’ S T }f:”"”

"Going in crowded placés“ *

"Being in a department store ‘'with husband™ *
"Crowd8*>*

- ) - * R

qcing out alone 7 Ay

-

"Buses and Metro”™ *

* Agoraphobic patient
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'of those obsessive, agoraphobic and other ':*"phobic patients for whom it
o ___ -constituted a ':- 'precipatating factor')>Appendix G .. —
Descriptions of “other crisis” invthe lives
- - ~ ~ of those obsessive, agoraphobic and other -~
pﬁgk{gﬁyatients for whom it constituted a
precipatating factor, as noted,bf'psybh—
iatrist in the Psychiatric Questionnaire ° v
(4e “Ci:éumstances of onset of present illngss: known cadse”)
& ’ . ' ‘
s/
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" Immigration problems, parents were persecuted in Uganda.

“"Other crisis‘ precipitating onset in obsesgive patients : .

Sight of dead cat.
Ingestion ‘of morning glory seeds.’
Discharged from seminary at 13 because he was ‘the onIy male child.

Bad LSD trip.

’ Husband was away for whole week.

Was driving an t%e bridge, suddenly a jam developed ‘had an attack of anxiety.

Broke off with girlfriend.

Had a badg(acid) trip.

Nosebleed.

Brother had a nervous breakdown.

' Neighbour was dying from cancer, could not refuse to talk to her. She came

close to her face. Feared cancer sincé her father died of cancer 13 years

earlier (she was 33).

rfBatientuwns onfaeweightgreducingldiet.<~8£arted~to~paniefonfthefstreet.: e

Went to live in Toronto; felt lonely. ' | , ’ >

/

Boyfriend did not want to marry her.

‘Move to Los Angeles; was mnot accepted; was different in dress, etc.. Sudden_
change in school system, life style. o

‘When she was six she had chicken pox and could not resist picking at her face.
This began her ritualistic face picking. » ,

" When she was a nurse in the OR on one occasion when she was getting ready for

surgery one of the residents'pointed out that the boy ‘who required surgery had

d positive liver tests. Then she thought that hepatitis is very frequently "
transmitted by contaminated needles and inadvertently her hand or a cut on her
and may have been infected through the needle.

N

Birth of his little sister.

Mother had a hysterectomy; father had a strangulated hernia, sister had an
appendectomy; brother was hospitalized. .

-
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:f g - Broken a vl’O’Ve': rel’a’_tion’s’hip’.” o T e

—-———— -~ -Had-a urethral operation; had seizure beforehand.
Parents moved (with him) to Montreal. -
~Left Hungary and came to Vancouver
—
> } _ O S R — S
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“Other crisis precipitating onset in agoraphobic patients

e o

Loss of friend returning to England. E B » : | 7 B

Found out about her true origins grandmother adopted her; a "sister” was her

real mother. Father unknown

Was in love with somebody and‘was rejected.

Father was paralyzed-after a stroke.

¥

Witnessed the aftermath of a fatal motorcycle accident.

Son has M.B.D. T U

“Other crisis"” precipitatingionset'in,other phobic patients
- :

"Husband had serious heart attack.

Blackmailed by female employee with whom he had had an affair. . @
‘Boyfriend went away and-patient felt he didn't like her anymore.

Marriage? Married in April; became sick in June. Felt insecure alone at
home, husband was working. - A : ’

Mother had,breast removed; older son had pneumonia.

Parents house burned down; ssw her»stepfather'badlv burped in hospital.

Masturbation guilt.A Patents were very religi' strongly prohibitive.
"Masturbated with ‘other childreme— /" — T e e

Mother was hospitalized with schizophrenia, children were moved to Children 8
Aid". ,
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Circumstances of exacerbation classified’
a8 "Other crisis” or "Other”, as nq'tedv
by the psychiatrist in the Psychlatric o -
Questionnaire (5d "Exacerbation connected with:")
- )
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Circumstances of’exacerbation classified as

“Other crisis

".or "Other”

in.

—obsessivefpatientsvﬁ~ o

Car accident.

When she started new drug.

Moving out of house; being responsible for herself or baby.

"Again new decision appeared: to write another book; at age 19 to. decide to go
to university, at age 24 in army to decide what division of army to choose.

Hospitalization.

: Changes in medication.

. Heartbroken over love affairs.

Moving into new house at age 30.

'*Dirt."’r T T

Circumstances of exacerbation classified as
agoraphobic patients

' Some types of pills.

Lost her lover.

Had an arguement with a female companion.

-

Friend who looked after her left for new - job.

Stopped taking the pill .

When her psychiatrist.became neurotic.bb

Frustration, failure in her profession (writing).

Becoming overtired.

“Other crisis” or

"Other™

Patient passed out on the street and after wouldn't. go out alone.

;Sitting in the church and had a horrific temptation.

',,§tazingeinlalia:agax4cQnntxychomecoﬁ;a_ixiendiciaz4ﬁxom4doctoza,choepitala.

-

Circumstances of exacerhation classified as “Other crisis”

phobic patients
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Re’a'dihg news items about death.

%—cheatefiwdea%brherwfamly.
Being sent- alone to a construction site amd staying alone in a motel. 7

Social events., - _ o ’ ) : ' . e

Bank ruptcy. ) - . SR .

Patient went on holidays ~ away from home. -

Taking french less)ons (which he har«es) in the. building where he was phobic 7
years agos. ‘ e T _ o : ,

He was sentenced to 3 months in Bordeaux jail was alone in the prisonrcell.
, Had one little window on the door. :

ﬂ Trip to Lake Erie with 2 other couples ~ friends of her & husband.
“Bumpy flights.

‘Starting to work after a motorcar accident from which she had convalesced for

a year.
Fatigue, lack of sleep and eating. o : _ : :
Youﬁsters older and less under her control. ‘ | (

Wife was sick.

~ Lost her- lover? A
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_Appeildix 1
Other characteri}stics of the pré:norbid persdnaiities of the patients. '

as noted by the »psyc‘hi’atrist in the Psychiat‘ric .Ques‘:tic}ﬁnaire ;

in the,,P,&yghigt;,ric,,Queﬂ,t,ionna;,ge,,K S
' "+ ("Premorbid personality: Other characteristics”™, p.7, 3d)
. 3 » .
‘ 390 4 . N L - )



O ',,,,. O

“Other characteristics of the premorbid personalities of obsessive patients

Few friends, thougb Wanting to have.

-

Worried, achievement—oriented ambitious, hard working (about age 12)

Py
She says she was sparkling.

Depressed.

p

Hesitant. Tried to be proud.

-

Rather happy, imnature whimsical.

1»Very sensitive,/had deep feeling, fighting his sensitivities at times.

s

Difficulky/in expressing himself. Procrastinator,

'Avery’outgoingfi?fiﬁEEdEd:péople”;”fW
Friendly, popular, very active.

Never depressed optimistic, happy, sociable, lots

Hard driving, active, ambitious, restless, feeling of guilt if idle.

Sociable,‘outgoingl

-

.Easy going, many friends, very ambitious, perfectionistic.

~:scholarship.-«—~—m~wi -
Easy to get-along with, "tried hard to get;people
Easily bored insecure, has only one friend.
Hysterical personality.

Concerned about good looks.
"Social'anxiety.

’A worrier.

‘ Very friendly, active, easy going.

of friends. -

to like'me".

'Won prizes,

LOBEIy. C o ’ - I %

 Fri endly, ambitious.

A loner.

Liked to control; feared dependence. Did‘not aaﬁt to be like mother who was )
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very emotional. . _Afi e e I
Very hardheaded impa‘I‘ht,"IrrifaBIé, distrustrnl._,_r :
Véry dead. : 1 ,fsba - - |
.Liked people, sports,lwas not worried or anxious.
Happy , jovial. -
,Scared of fights, overattachment to toys. ) g .
Self-centered talked to himself day dreaming,}heard his own thoughts. 'A S
Not outgoing.uﬂ;w.:-,uﬂafﬂfé lm,ll,l“,erf“,,i'lnr Y. AJ; R ,judn;w;M“,th;,AM

.Friendly, gregarious, wanting to be liked inadequate because of his physical
'disability.

‘ Kubmissivegoh&tinatt&qmmﬁel _u;;f:f,;w- o
‘Outgoing, goodanixer. | ) |
Happy go lucky.
Eassivefaggressive." ‘ ' o _ . ( i ,'v L
ﬁoody, got along withrpeople, sociable. |
VA little bit of a dreamer.- o S o &'>; T . 5
"FErVOus."'” T ””'f”'.fw ot ‘

i

Friendly, on- the . giving side. '; SR o ,»
Self-conscious, dependent, obsessive. . . i . .

Adventurous, temper tantrums, challenging parents, friendly.

Very good memory,vcranky, demanding.

-

- Friendly, extrovert, not capable to mate.

Outgoing, friendly. ' : o v 7 . \\K

Became a comedian, had stage fright extrovert,.

Artistically talented, sociable, extrovert.

Self—conscious.
'Worried_about ner looks,‘intelligence; was belligerent; then she was frantic.
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Friendly, happy (information is unreliable?).

Sensitive, fears rejection because of his skin.

Easy going, very determined, self disciplined check a lot.

., Athletic build, open face, sincere, pleasant, friendly.-

ES

Like to control-, imagina'tive,' many friends : : o -
Sehsitive, kind, fairly honest. - - 7 " !?? l~» a
Comical quite demanding. ﬂ L / .

Rather lePPY, immature, whimsical.‘ L . s Qf -i‘”;”r
Quiet, introverted.

On the quiet side, good sense of" hunnur, easily embarrassed.

Bad temperered iriitabigzsfrequently in a rage, friendly..._ 7 .

Speaks’very fast, awkward, lonely, worried. ’

-

Unsble'to look some people in the eyes. ; g L : -

“Ee -

Very outgoing, many friends, responsible.'

Jealous, not introverted.

Eriendly but moody,,tended to get dépressed Wil;l,j;,wic-;;;i,ﬁic;,iﬁf,,mlr;l,clsﬂm”

Dissatisfied unhappy, only a slave.
Fﬂmﬁh,rdigmm.' | 7 . . .

Hostile, afraid of blushing, fearful. ’ Lo )

.

i

Meticulous.,

"

Aggres’sive &"bossy.

"Easy going; anxiet& prone.'

Liked to’ be praised; had some, but no close, friends.

~ Grandeur feeling.

Artistically talented, socially extroverted.

Ohsessive very systematic, orderly, meticulous, perfectionistic, also, deep
inside, very angry, at times, hostile -

"
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"Other characteristics® bf*’E’tie’?i-éﬁb’fB'i'd' personality of agoraphobic patienmts .

=

Cheerfully singing ( Wake up at 5 am to s:l.ng w:l.th Nadia® ) Called "Smiley " at

. work.

" Many friends;lliked enterta:l.nmente, shows. R

Quiet, shy.
Friendly, gay, many friends.

S‘ociabie .

,Lonely, felt unloved but full w:l.th 1ove, fr:l.endly but people thought she .was._ .

snobbish.

<

Moderately dependent, hysterical personality.

_Happy go lucky, healthy, friendly, easy to mfe friends.

Shy, dependent, obsessional person. .
. ’ V4 .
- Extrovert.

Shy, qu{etn : - o
-Very dependent, manipulative, demanding.

©

Always quiet. Had few frien’ds and. stuck to them. Soeinlly outgoing.

Felt lonely - even in crowd - felt different= shy, self—conscicus - did well ~

at school. Affected by deprivation (maternal). Feelings of .inferiority -
conscientious. But free to wander. . : ‘

f‘as always anxious, afraid of f:l.ghts, if seeing aggression she became blue;
almost fa:l.nted. g . A :

Nervous; "keyed u'p"; .cyclothymic.

Very active, friendly, loved to work.

s

Timid, shy, very quiet, not tough enough, afra:l.d.tor talk in public.

Outgoing until 12-13 when beca:me 111 with a generalized infection ("lots. of
pus”). Thereafter, fearful & unsure.

Fl_'iendly, more ext’ravert?d, )

Loved dancing, curried company but did not like company.

- " . -
Obsess-:l.onal“& dependent woman. Sonerhystericalr features as well.
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/ She was aloaysrfriendly;*'f;"*Wi,f~ﬂ<~t**Wﬂﬂ*emfﬂ”*"'"ﬁ“mfr*r*"*”o

,nontsaing+~dnty~bnuhd;i£eap§naih1g; rigld. © o v | .
Conscientious, hard:éorking, parsimonfous,'obsessive. | |

/Worrier, anxious, introvert!,obsessine.
Outgoing, friendly, self-confident.
Friendly, worried, unassertire.. -

Dependent & moderately hysterical personafity. ‘

Happy, popular mny friends & social activities.

Friendl¥3_not overtly anxious.

A recluse. Stayed on her own. Stuck with one girlfriend throughout her young
.Alife. Shy and reluctant to mix with crowds.

Introvert.
Vivacious, independent, popular. In an accident wonld become panicky.
Liked people, parties,'dancing, a little bit anxious;_used to perspire.
Sociable, ambitizns,vaggressiﬁe.

7 Sociable, outgoing, liked to dance.
Sociable,”hao,many friends.”,,;;"lw,oAll",;,lmlll,;le,miif O O
Queit, nervous, no ambition. | - ‘ (/ |
Friendly ,' extroverted. |

'Quiet dull, lomely.
Outgoing, friendly, responsible, easygoing.
Shy, timid, feeing inferior, afraid to make the first step.
Obsessive, high-strung, timid, withdrawn.'

Mildly obsessional.

Tomboy.. In trouble to get attention. Never too mnch fun;{everything she did
~was an effort. , : ‘ : )

Schizoid and anxious.

Always anxious and isolated.

L
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Anxlous, fearful. ; - - - T e -
Sh}t,,fl;:lﬁnit.ij afraid_tmmeetqneopleﬁperfectionistic. S o
Fa ' T
Very passive, quiet, schizoid sort of person.
Nervous, higlf strung.
Prone to daydreaming, overrich imagination. .
Markedly obsessive personality.
A
g ’ . B
o )
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Other characteristics of the premorbid personality of,other phobic patients

At times ‘shy but pleasant intelligent young woman. Still rather unsure in
social situations.A oo B =
Has a temper,'warm, popular, extravert. .
. ‘ : : ‘ - e

'//ﬁever without worries.”ﬁLiked to mlx withfpeople. Easily upset. ;

Had a tendencyrto;be-fearful of women. Psychiatrist for 3 years. ECT X 6
. year ago. ' ; o B
Hesitant, timld.

B}

.Nervous unsurerhoy ‘who couldn’t compete. e

"Brat", tomboy, outgoing; ‘'was told she would have to get married.

Insecure,'anxious,Afriendly.~f~-# . e S -

ong

Vivacious, fond of entertainments, likes people, extraverted.

Patient is ambitious. Avolds fights & areas of conflict - verbal ‘and .

physical. Needs approval and if not given, gets depressed. Very moody and

., tempermental. If depressed, approval alonme will help. Feels compelled to
a perfect job in everything. Feels guilty when he doesn't succeed.

Somewhat dependent individual;

’.aniet; "solitary"”, "notAgay” - _sad allfthe time.

Avays withdrawn, quiet. Was not particularly timid, learned to ride a horse
. . - . s !

by herself .

o

do

Happy . go lucky, lonesome, easlly pleased always on the g0, perfectionistic.

.
Mildly hysterical. : L

. Shy, obstinate & aggressive. - -

Was always exclteable, if invited to a party she could not sleep the previous

day. Shy, liked dances, was ‘vain, self—conscious.

Active & outgoing. Lots of friends.

A simpleﬂninded, harmless, timid, childish:man. Dislikes washing and shaving.

- “Tires easily and likes to relax..

must be Jone . -and pleasurable things. Has always feared being rejected and
" found inadequate. ’ S

Z . =
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Introvert. s ' - et

r§hz,7gn§ious,7responds in a friendly marriage.

Very dependent, puts‘emphasis on being a gentleman,'controlling himself.

Submissive, shy,vdominated-byvmother, obsessive concern about appearance.
Sociable, friendly.vf | |

Reasonablp'friendly, extrauert.

Friendly, not popular, emotional, sensitive;

Was always a worrier (children, finances), loved meeting people, loved to go

-outs I — . l,! _ ,V - . 44A;“l__l‘.,,,,\,r.j -

Rebellious, irresponsible.

Ohsessive-compulsive, some hysterical elements. <

Extrovert vivacious, high strung, ambitious, good sense of humour, likes
people. :

Emotional, highly strung, tense, serious, hard working.
Sociable,'introvert, many friends. = T ’ e

Takes life too seriously; oﬁeranalytical;»“embarressed by my body; never
accepted what I.was” : T

_ Reserved, few friends, introvert.

" Lazy, sincere, proudly, a worrier.
" Competent; not as assertive as his friends.
Friendly,floyal,icqriOus,,persistent.

Impulsive impatient restless, friendly.

e . - . -

Outgoing, strong, independent friendly, cheerful.\

Lazy, opportunistic, open, outgoing, intrqspective.

E)

Sweet looking girl.

Passive aggressive, honest, sincere, warm. _ . . - S~

- ""'*Qniet7‘tntense;‘hard‘workingf‘ubédientjrserious.
Easily led, otherwise stubborn.f Can't'fight, would stop in the middle of a

A fight, extremely self-conscious, very tolerant, sometimes ashamed.
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VerY quiet, insignificant, introvert. e j‘ -

Introvertrrhonest ‘sensitiver‘hsrd‘workingj‘EXEellent student.
Shy, had friend, introvert.
Punctual, dependable, generous, friendly. -

Cheerful, generous; under it lonely, angry & sad.

Moderately obsessional a few hysterical traits.

Passive—aggressive personality. E ’ .

* Gregarious, probably slightly hypomanic, o o o A
Lacked security especially with women. | 4;

As being nervous, high struhg, a good worrier; alwaysvfound cause to worry, ‘“ ;’

Responsible type. e SR S S

Very dependent anxious, with rapidly changing mood.
: Morose, speaks little, looks aggressive. o - . .
Lack of self confidence; dependent on others.
Would like to be friemdly, but fearful.
Was ‘a friendly outgoing person. Brought up in parents' hotel.
/;~Much'too'proper,'perfectionistic,“guilt=ridﬂen;“fliked‘peoplEI"'”"

Very insecure, overly religious, oversensitive introverted but not
unfriendly.

Friendly, outgoing.
Ambitious,‘nigh;driving person.

Emotional person, affectionate with boyfriend; has a temper and she can get
angry at mother; easily lid.

An extravert.

Child—like, very anxious, restless person.

Patient is a dependent person with some definite histrionic features.
~ Decompensated thessiomum :

Meticulous, orderly, systematic, perfectionistic.
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