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by 

David Morris Shapiro 

George A. Clum, Chairperson 

Psychology 

(ABSTRACT) 

The effects of physiological arousal and panic 

expectancy on anxiety and agoraphobic avoidance were 

evaluated on thirty-six Ss diagnosed with panic disorder. 

It was hypothesized that there would be main effects of 

increased physiological arousal and increased panic 

expectancy on anxiety and avoidance, as well as an 

interaction of these two factors, in a behavioral avoidance 

test containing agoraphobic situations. Physiological 

arousal induced through hyperventilation raised anxiety 

immediately following induction, but did not affect anxiety 

Or avoidance on the subsequent walk. Although panic 

expectancy did not change as a result of the manipulations, 

initial panic expectancy was the strongest predictor of 

anxiety on the walk, and the best predictor of general 

agoraphobia measured by the Chambless Mobility Inventory. 

Absence of reliable changes in panic expectancy and 

Significant results are discussed in terms of possible



pretest sensitization, nature of the sample and subject 

selection, floor and ceiling effects, experimental demand 

characteristics, a relatively weak expectancy manipulation, 

and statistical issues such as large pre-group differences 

and large within-group variability. This research does 

however support previous studies which have found a strong 

correlational relationship between panic expectancy and 

agoraphobia.
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AN EXPERIMENTAL INVESTIGATION OF THE RELATIONSHIP BETWEEN 

PHYSIOLOGICAL AROUSAL, PANIC EXPECTANCY, AND AGORAPHOBIA 

Introduction 

Panic Disorder with Agoraphobia (PDA) is the most common 

phobic disorder in adults (Marks, 1987). Epidemiological 

studies report prevalence rates of 0.4 to 1.2 per 100 

(Weismann & Merikangas, 1986). The essential features of 

this disorder are sudden periods of intense fear or 

discomfort (panic attacks) marked by autonomic overarousal 

such as heart palpitations, shortness of breath, trembling, 

sweating, nausea, hot flashes, and chills (DSM-III-R; APA, 

1987). It is hypothesized that in the majority of 

panickers, fear of the reoccurrence of these panic attacks 

leads to the development of the agoraphobic, or avoidance 

behavior. There is a consistent cluster of situations which 

are feared and avoided by individuals who suffer from this 

disorder. The common theme is a fear of public places such 

as crowds, standing in line, traveling by public transport, 

or any situation from which escape in the case of a panic 

attack would be difficult. 

Westphal (1871) was the first to name and describe the 

disorder, as an "impossibility of walking through certain 

streets or squares, or possibility of so doing only with 

resultant dread of anxiety" (in Marks, 1987). The



importance of the role of panic in the development of 

agoraphobia was recognised as early as 1895 by Freud who 

wrote: "In the case of agoraphobia, we often find the 

recollection of an anxiety attack; and what the patient 

actually fears is the occurrence of such an attack under 

those special conditions in which he believes he cannot 

escape it" (cited in Gorman, Liebowitz, Fyer & Stein, 1989). 

A reconceptualization of anxiety disorders emerged 

during the late 1970's, when it was proposed that panic 

disorder (PD) and agoraphobia be separated from other 

anxiety disorders (Klein, 1980). This was a departure from 

the view which had prevailed since the end of World War I, 

which viewed anxiety and phobias on a continuum, with normal 

anxiety and fear on one end, and anxiety symptoms and phobic 

states on the other end (Bergin & Garfield, 1986). This 

continuity model was called into question by a number of 

factors. 

First, some drugs conventionally used as antidepressants 

such as monoamine oxidase (MAO) inhibitors and tricyclics 

were found to be effective in treating anxiety disorders, 

even in the absence of depressive symptomatology (Clum & 

Pendrey, 1987). Second, some disorders, agoraphobia in 

particular, did not respond to neuroleptics or 

benzodiazepines, which are typical antianxiety drugs (Bergin 

& Garfield, 1986). 
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These and other findings were reflected in the creation 

of the diagnostic category of Panic Disorder (PD) in the 

third edition of the Diagnostic and Statistical Manual of 

Mental Disorders (DSM-III; American Psychiatric Association, 

1980). Panic was still classified as an anxiety disorder, 

but the new category reflected the recognition of the 

discontinuity between PD and other anxiety disorders such as 

generalized anxiety disorder (GAD). 

The diagnostic significance of panic and its 

relationship to agoraphobia was made even more salient with 

the publication of the revised DSM-ITI-R (APA, 1987). The 

primary role of panic attacks in the development of 

agoraphobia was emphasised, with the creation of the 

diagnostic categories Panic Disorder with Agoraphobia (PDA) 

and Panic Disorder without Agoraphobia (PD). This is in 

contrast to the DSM-III's clustering the phobic disorders 

together as simple phobia, social phobia, and agoraphobia, 

with agoraphobia being subdivided into two groups, those 

with and without panic attacks. 

Although the DSM-III-R category Agoraphobia without 

Panic Disorder exists, its occurrence is rare in clinical 

populations. The vast majority of agoraphobics seen in 

clinics develop their avoidance concurrently with or 

subsequent to the onset of panic (Aronson & Logue, 1987; 

Franklin, 1987; Garvey, Noyes & Cook, 1987; Kleiner & 

u
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Marshall, 1987; Uhde, Boulenger, Roy-Byrne, Geraci, Vittone, 

& Post, 1985; Breier, Charney & Heninger, 1984). Although 

agoraphobia develops subsequent to or concurrently with the 

onset of panic attacks, this is a strong indication that 

some aspect of panic plays a crucial role in the development 

of agoraphobia. However, some individuals who experienced 

panic attacks do not develop avoidance subsequent to the 

panic. The question then arises: Why do some panickers 

become avoidant, but not others? 

The Severity Hypothesis was suggested to explain why 

some panickers avoid and others do not (Noyes, Clancey & 

Garvy, 1987; Turner, Williams, Beidel & Mezzich, 1986; 

Klein, 1980; Klein, Ross & Cohen, 1987). This hypothesis 

suggested that high avoiders had more severe panic disorder, 

as reflected in earlier onset of the disorder, more 

symptoms, experienced with more intensity, and more frequent 

Panic attacks. However, numerous studies (e. g., Ganellen 

et al., 1986; Aronson & Logue, 1987; Sanderson, Rapee & 

Barlow, 1986; Rapee & Murrell, 1988) have found no 

differences in frequency and severity of panic attacks as 

differentiating factors between avoidant panickers and 

non-avoidant panickers. Similarly, duration of the panic 

disorder from the time of onset of the first panic attack 

did not differentiate avoiders from non-avoiders (Thyer, 

Himle, Curtis, Cameron & Neese, 1985). Thus, the severity 

f 
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of panic does not appear different for avoiders and 

non-avoiders. 

Seme factors which have been more successful in 

differentiating avoiders and non-avoiders are depression, 

gender and cognitive appraisal of the likelihood of having a 

panic attack. It has been found rather consistently that 

depression co-occurs at a higher rate in avoiders than in 

non-avoiders (Vitaliano, et al., 1987). However, the 

directionality of this relationship is unclear. In some 

cases, depression precedes agoraphobia, in other cases, it 

develops subsequent to agoraphobia onset. 

Regarding gender, a consistent finding is that women are 

more likely to become avoidant subsequent to panic than men. 

The explanations for this include sociocultural accounts 

(Wolfe, 1984), as well as biological accounts, based on the 

observation that female rats acquire avoidance learning more 

readily than male rats (Bolles, 1978; Van Haaren et al., 

1984). As with depression, there are no empirically based 

theories to account for these findings. These findings are 

further complicated by the generally higher incidence of 

depression among women, thus making the relative 

contributions of gender and depression to the prediction of 

avoidance even more difficult to evaluate. 

Recent research (Craske, Rapee & Barlow, in press; 

Adler, Craske, Kirshenbaum & Barlow, 1989; Telch,



Brouillard, Telch, Agras, & Taylor, 1989; Warren, Zzourides 

& Jones, 1989; Rachman, Lopatka & Levitt, 1988) has turned 

to the investigation of cognitive factors and their relation 

to avoidance. This has led to the Cognitive Hypothesis 

(Ganellen, Matuzas, Uhlenhuth, Glass, & Easton, 1986). The 

cognitive hypothesis states that avoiders and non-avoiders 

differ in terms of panic expectancies (Telch et al, 1989, 

Warren et al., 1989, Ganellen et al., 1986), catastrophic 

cognitions (Fleming & Tartaglia, 1985, cited in Warren et 

al., 1989; Chambless, Caputo, Bright, & Gallagher, 1984), 

social-evaluative anxiety (Pollard & Cox, 1986, cited in 

Warren et al, 1989), and attributional style (Klosko, 

Shadick, Heimberg, & Barlow, 1986). Panic expectancy has 

emerged as a particularly strong correlate of avoidance, 

with avoiders predicting the likelihood of panic occurrence 

to be four times higher than the predictions made by 

non-avoiders (Telch, et al., 1989; Warren et al, 1989). 

As mentioned in the discussion of the severity 

hypothesis, avoiders and non-avoiders do not differ in terms 

of the actual frequency of panic attacks they experience. 

They do however differ on their estimates of the Likelihood 

of attacks. This raises a number of possibilities: the 

first is that this discrepancy reflects a cognitive bias in 

avoiders, in which they overestimate the probability of 

occurrence of a panic attack, since they have the same



frequency of attacks as non-avoiders. 

The second possibility is that this expectancy of panic 

is not in fact an overestimation, but that avoiders might 

indeed experience more panic attacks if they did not avoid. 

Thus, the reason that avoiders do not have more attacks than 

non-avoiders is that their avoidance is effective in 

reducing panic frequency by eliminating cues which elicit 

anxiety. Some support for this second hypothesis is 

provided by Aronson and Logue (1987), who found that 13.1% 

of their panickers reported that they "could modulate the 

frequency of attacks via avoidance, i. e., keep themselves 

essentially panic-free at the cost of being housebound". 

Rachman and his colleagues (Rachman & Bichard, 1988; 

Rachman, Levitt, & Lopatka, 1988; Rachman, Lopatka, & 

Levitt, 1988, Rachman & Lopatka, 1986; Rachman & Levitt, 

1985) have made a major contribution in their experimental 

studies of panic and its consequences, particularly in 

regard to subsequent fear and panic expectancies. Their 

basic procedure consists of having subjects predict their 

peak anxiety and the likelihood of panic in a given phobic 

Situation, for example, an enclosed space for 

claustrophobics, and a shopping mall for agoraphobics. They 

are then exposed to the situation and it is noted whether 

they panicked or not. Immediately after the trial, the 

subjects are asked to rate their peak anxiety during the



trial. 

Their consistent finding is that fear and panic are 

overpredicted. Repeated exposure to the situation results 

in increasingly accurate predictions. This probably occurs 

through a corrective feedback process in which predictions 

of fear decrease after overpredictions, increase after 

underpredictions, and remain constant after a correct match 

(see top half of Figure 1). 

  

Insert Figure 1 about here 

  

On this basis, Craske and Barlow (1988) suggest that the 

overestimation, or increased expectancy of panic in avoiders 

could be a consequence of avoidance, since the avoiders 

never give themselves the opportunity to test their 

overpredictions. If these expectancies are tested, as in 

the Rachman et al. studies, they become lower and more 

accurate with repeated exposures to the phobic stimulus. 

Thus, these studies suggest that avoidance maintains 

overestimations of fear and panic expectancies, because the 

opportunity to "reality-test" and lower these overestimates 

never occurs. Craske and Barlow (1988) do not however rule 

out the possibility that overestimates of panic occurrence 

are etiologically significant in the development of 

avoidance.



Although the above studies examined the effects of 

eaxpectancy confirmation or disconfirmation on subsequent 

expectancies, they did not directly assess avoidance 

behavior. The above studies required the subject to 

approach the phobic situation, hence avoidance and changes 

in avoidance were only inferred through number of 

hesitations and withdrawal from the feared situation 

(Rachman & Lopatka, 1986). It was found that after an 

underprediction in which a subject experienced more fear 

than s/he had predicted, the number of hesitations and 

withdrawal increased. 

Because avoidance behavior is the central feature of 

agoraphobia, these studies do not shed much light on this 

aspect of the phenomenon. In these studies, Ss were exposed 

to the reality-testing aspect which allowed confirmation or 

disconfirmation of these expectancies. It is precisely this 

reality-testing aspect which agoraphobics do not avail 

themselves of, by virtue of their avoidance. 

In summary, the above studies indicate the effects of 

panic and fear on expectancies of panic and fear, shown in 

the upper half of Figure 1, but we do not know the effects 

of the overestimates on avoidance behavior in the lower half 

of Figure 1. 

Although Rachman and his colleagues have made important 

contributions to the understanding of overpredictions of



fear and panic, the question of whether these overestimates 

of panic occurrence are a causal factor in avoidance, or a 

consequence of avoidance, remains still unanswered. One of 

the objectives of this study was to investigate precisely 

this question. 

It was proposed to manipulate the expectancy of 

perceived occurrence of panic, and evaluate its effect on 

subsequent avoidant behavior. In this way, the question of 

whether expectation of panic is causal in avoidance could be 

addressed. Thus, the cognitive hypothesis was further 

examined to see if cognitive factors differentiate avoiders 

from non-avoiders. 

In addition to investigating the role of cognitive 

variables affecting avoidance, physiological variables were 

also investigated. It was considered important to examine 

physiological arousal, because the most striking feature of 

panic attacks is the disruption of autonomic homeostasis and 

sympathetic nervous system overstimulation. Although the 

severity hypothesis has been explored in this regard, what 

has not been examined is how physiological arousal 

immediately prior to a subject confronting a phobic 

situation affects anxiety and avoidance. 

A number of techniques have been used to induce 

physiological arousal and panic attacks in individuals with 

a history of panic attacks, including sodium lactate 

10



infusion and hyperventilation. The mechanism whereby 

hyperventilation produces these symptoms is through a 

decrease in carbon dioxide levels, resulting in lowered 

carbonic acid in the bloodstream. This increase in blood 

alkalinity typically produces symptoms such as dizziness, 

sweating, heart palpitations, and shortness of breath. The 

extent to which physiological changes are related to 

agoraphobic behavior was another aspect which this study 

proposed to investigate. For this reason, it was proposed 

to systematically manipulate physiological arousal as a 

factor to determine its role in agoraphobic behavior. In 

this regard, there is some similarity in design to the work 

of Schachter and Singer (1962). There, physiological 

arousal through adrenalin infusion was coupled with a 

cognitive framework in which to interpret these symptoms of 

arousal. 

A third objective of this study was to examine the 

relative contributions of variables such as gender, 

depression, and expectancy to agoraphobic behavior. These 

variables have each been shown to correlate with agoraphobic 

behavior, but the extent of their independent contribution 

has not been investigated, since previous studies examined 

these variables one at a time. This study proposed to 

measure these variables associated with agoraphobia to 

ascertain their relative contribution in predicting 

11



agoraphobic behavior. 

Hypotheses 

The following hypotheses were advanced: 

1) Increasing expectancy of panic would result in increased 

anxiety and avoidance in the phobic situation. 

2) Increased physiological arousal induced through 

hyperventilation would produce an increase in anxiety and 

avoidance in the phobic situation. 

3) There would be an interaction between panic expectancy 

and physiological arousal such that subjects who were 

both physiologically aroused and had an increased 

expectancy of panic would exhibit the strongest avoidance 

behavior and anxiety in the phobic situation. 

Part II (correlational part of study): 

4) Gender, depression, and pre-existing panic expectancy 

would uniquely predict level of avoidance in a multiple 

linear regression analysis. 

12



METHODS 

Subjects 

Four different methods were used to recruit subjects. 

Flyers were distributed to all Virginia Tech faculty, staff 

and graduate students (see Appendix A for an example of the 

flyer). Flyers were also distributed on notice boards 

across campus. Referrals were requested from Student 

Health Services, University Counseling Services, and local 

physicians. In addition, public service announcements on 

public radio and television were used. In return for 

participation, free treatment was offered. Subjects were 

excluded from the study if they had any known 

cardiovascular disorder or known seizure disorder, because 

of the risks hyperventilation posed to them. Subjects who 

responded were contacted by telephone. Any questions they 

had were answered, and a brief pre-screening was conducted. 

An appointment was then set up to conduct a more thorough 

assessment at the Psychological Services Center (PSC). At 

this interview, an informed consent form was given to the 

subject to read and sign (see Appendix B). 

Fifty two subjects responded to the recruitment. On 

the basis of phone interviews, eight Ss were excluded, 

leaving forty four who were invited for a further interview 

at the PSC. At this stage, another four Ss dropped out 

because they were unwilling or unable to participate in the 

13



study. Another four were excluded because they did not 

meet diagnostic criteria. This left the thirty six Ss who 

participated in and completed the study. This sample 

consisted of thirteen men and twenty three women. This 

corresponded to 36% and 64% of the total, respectively. 

There was not a skewed distribution of males and females 

across the four experimental conditions - three groups had 

six females and three males, and one group had five females 

and four males. Thirty two of the subjects were associated 

with the University. Ten were faculty, twelve were staff 

and ten were students. The other four Ss had heard about 

the study through PSAs. The age range was from 19 to 59 

years old, with a mean of 35.4 years, and standard 

deviation of 10.1. The mean number of panic attacks in 

the preceding 6 months was 12.7, with a range from one to 

55 panic attacks. For the week preceding the study, the 

average number of attacks was 2.2, with a range from 0 to 

12. 

Procedures 

The experimental design is represented in Figure 2, 

and the procedures are summarised in flowchart form in 

Figure 3. 

  

Insert Figures 2 and 3 about here 

 



At the first session, the study was described in more 

detail, and if subjects were willing to participate, they 

were given an informed consent form to read and sign. 

The structured diagnostic interview used was the 

Anxiety Disorders Interview Schedule-Revised (ADIS-—R) 

(DiNardo, Barlow, Cerny, Vermilyea, Vermilyea, Himadi & 

Waddell, 1985). The interviews were administered by 

graduate students in clinical psychology. They were 

trained by familiarising themselves with the instrument, 

doing role plays of hypothetical cases with the research 

Supervisor, Dr. Clum, and then observing an interview given 

by him. Individual cases were then discussed for further 

training. Interviews were videotaped to assess inter-rater 

reliability on the subjects’ meeting the DSM-III-R 

diagnostic criteria for panic disorder with or without 

agoraphobia. Overall reliability, calculated as the number 

of agreements divided by number of agreements plus 

disagreements, was 0.86 on a random sample of 15 

interviews. If the subjects met diagnostic criteria, it 

was explained to them that a second part of the assessment 

consisted of a meeting on campus in which they would be 

asked to complete a walk to assess their panic and 

agoraphobia. Ss were also given a set of questionnaires to 

complete. These fell into two categories corresponding to 

the experimental and correlational parts of the study



respectively. 

For the experimental section, Ss were asked to 

complete a questionnaire rating their expectancy of panic 

on the walk (see Appendix C: Assessment on Campus - the 

walk). This served as an expectancy measure prior to the 

manipulations. Ss were also asked which of these nineteen 

steps on the walk they thought they would be able to do. 

On the basis of their expected avoidance score, Ss were 

assigned to one of four ranges of avoidance: none (0 to 4 

Situations avoided), mild (5 to 9), moderate (10 to 14), 

and severe (15 to 19). Only two Ss were in the mild range 

of avoidance, and were assigned to experimental conditions 

so that they were not both in the same condition. The 

remaining Ss all rated their expected avoidance at four 

situations or less, and were randomly assigned to the 

experimental conditions so that there were nine Ss per 

condition. 

The second set of questionnaires related to the 

correlational part of this study examined the degree to 

which factors associated with agoraphobia such as panic 

expectancy, depression, anxiety sensitivity, and self- 

efficacy in coping with a panic attack, contributed 

independently to the prediction of agoraphobia. 

Questionnaires administered for this purpose were the 

Anxiety Sensitivity Index (ASI) (Reiss, Peterson, Gursky, 
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1988; Reiss, Peterson, Gursky, & McNally, 1986), the 

Chambless Mobility Inventory (Chambless, Caputo, Jasin, 

Gracely, & Williams, 1985), the Beck Depression Inventory 

(BDI, Beck, 1967), and the Panic Appraisal Inventory (PAI, 

Telch, 1987). These comprise Appendices D, E, F, and G, 

respectively. 

The Panic Attack Symptom Questionnaire (PASQ), & Panic 

Attack Cognitions Questionnaire (PACQ) (Clum, Broyles, 

Borden & Watkins, 1990) were used to obtain baseline 

measures of panic frequency, symptoms and cognitions 

(Appendices L and M, respectively). These instruments are 

briefly described below. 

The ASI is a sixteen-item questionnaire measuring Ss 

fear of anxiety symptoms, and their belief that anxiety has 

negative effects such as illness, or embarrassment. It has 

a test-retest reliability of r = 0.75, and has a single 

factor in which 13 of the 16 items have a loading of 0.4 or 

more. The mean inter-item correlations are 0.42 and 0.35 

for two samples. Criterion validity for relevance to 

psychopathology has been shown by the ASI differentiating 

between agoraphobics, other anxiety disorders, and normal 

control Ss. 

The Chambless Mobility Inventory evaluates avoidance 

of twenty seven agoraphobic situations such as public 

places, public transport, and bridges. Individual item



reliability ranges from 0.48 to 0.90, with a median r = 

0.76. Cronbach’s alpha has been calculated at 0.96 and 

0.94 for two samples. Convergent validity has been 

demonstrated by correlating with the Fear Questionnaire 

Agoraphobia factor (r = 0.68), and construct validity has 

been demonstrated by showing sensitivity to clinical 

improvement. 

The Beck Depression Inventory is a twenty-one item 

inventory measuring cognitive, behavioral and vegetative 

symptoms of depression, with emphasis on the cognitive 

dimension. It has high internal consistency, with a split- 

half reliability coefficient of 0.86, and item-total 

correlations of 0.31 to 0.68. It has also been 

demonstrated to have high levels of concurrent and 

construct validity (Beck, 1967). 

The PASQ is a thirty-six item questionnaire measuring 

type of symptom experienced, such as cardiovascular, or 

respiratory changes, and the severity of the symptom. The 

PACQ is a twenty-six item questionnaire assessing Ss 

cognitions during a panic attack. Cronbach’s alpha for 

both PASQ and PACQ is 0.88, and both scales have been shown 

to validly differentiate panic disordered Ss from Ss with 

other anxiety disorders (Clum, Broyles, Borden, & Watkins, 

1990). 

Figure 3 shows a flowchart of the experimental



procedures followed at the second meeting. Appendix H 

contains the detailed experimental script. A narrative 

description of these procedures follows. 

At the second meeting on campus approximately one week 

later, subjects were given a rationale as to the purpose of 

the meeting. The two main purposes were to assess Ss risk 

for likelihood of panic, and to do a behavioral assessment 

to determine in which situations subjects were comfortable, 

and in which they weren’t (see Appendix H). 

A measure of blood pressure and heart rate was taken, 

and a panic symptom checklist (Appendix I) was completed 

before and after the hyperventilation manipulation. The 

expectancy manipulation was next. The expectancy 

manipulation consisted of the experimenter examining the 

data of the effects of hyperventilation on the subject’s 

heart rate and blood pressure, and then saying, in the case 

of the increased expectancy condition: “Right now, from 

what I’ve seen here, it looks like you’re at increased risk 

for a panic attack, probably for the next hour or so. 

After that, your risk should return to its usual level". 

In the decreased expectancy condition, the experimenter 

would say: “Right now, from what I’ve seen here, it doesn’t 

look as if you’re at any risk for a panic attack for about 

the next hour or so. After that, your risk should return 

to its usual level". This was followed by a



hyperventilation manipulation check (Appendix J). 

Subjects were then given instructions on the 

behavioral avoidance test they were about to perform. They 

were given a data sheet (Appendix K) to record whether they 

completed each part of the walk or avoided the situation. 

For each part they completed, they were asked to record 

their anxiety in the situation. 

After answering any questions the Ss had, they were 

accompanied to the first floor of Derring, where the walk 

began. Twenty five of the thirty six Ss (70%) were 

unobtrusively followed by a research assistant to assess 

reliability of self-reports on the BAT. Twenty four of the 

twenty five Ss (96%) reported truthfully regarding their 

avoidance, with one subject avoiding a Situation, but 

scoring it as completed. In this case, the research 

assistant’s scoring was used. 

Results 

The results of this study were analysed in two main 

sections: 

I. Analysis of the experimental manipulation of 

expectancy of panic and physiological arousal on 

agoraphobic anxiety and avoidance. 

II. A correlational analysis (multiple linear regression) 

of the other measures shown to be correlated with 

agoraphobia, in order to determine the extent to which 
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they contribute independently. 

I. Experimental Analysis 

This section was divided into: 

A) The manipulation checks on i) hyperventilation 

1i) expectancy 

B) The effects of the above manipulations on agoraphobic 

anxiety and avoidance. 

A) i) Hyperventilation Manipulation Check 

Two sets of measures were used to determine that 

hyperventilation produced changes: a) physiological data 

(systolic and diastolic blood pressure and pulse), and b) 

DSM-III-R checklist of symptoms associated with panic, with 

an additional measure of a global rating of anxiety 

(Appendix I). 

The means and standard deviations for systolic blood 

pressure (SBP), diastolic blood pressure (DBP) and pulse 

before and after the hyperventilation manipulation are 

shown in Table 1. A mixed design two-way MANOVA was run on 

systolic blood pressure, diastolic blood pressure and 

pulse, with Group (Hyperventilation vs. No 

Hyperventilation) as a between-subjects factor, and Time 

(Pre- vs. post-manipulation) as a repeated measure. These 

results are shown in Table 2. Separate ANOVAS were then 

conducted on SBP, DBP and pulse. These are shown in Table 

3.



  

Insert Tables, 1, 2 & 3 about here 

  

From these tables it can be seen that hyperventilation 

had its most pronounced effect on pulse, raising the 

average pulse rate from 78.39 to 89.83 beats per minute. 

In this regard, the hyperventilation manipulation was 

clearly effective. This is shown graphically in Figure 4. 

  

Insert Figure 4 about here 

  

One-way Simple effects ANOVAS were then conducted on Pulse 

and DBP to further analyse the Group by Time interactions. 

These are shown in Tables 4 and 5. 

  

Insert Tables 4 and 5 about here 

  

Table 4 shows that the pre- to post change in pulse 

for the hyperventilation group was reliable. It also shows 

that there was not a reliable difference between groups 

prior to hyperventilation, but that there was a reliable 

difference afterwards. Table 5 shows that hyperventilation 

produced a reliable increase in DBP in the Hyperventilation 

group. 

The effects of hyperventilation on subjective indices 

22



were next examined. The means of the DSM-III-R symptom 

checklist ratings are shown in Table 6. All symptoms were 

rated on a 0 to 4 severity scale, except the general 

measure of anxiety, which was on a 0 to 100 scale (see 

Appendix I). 
  

Insert Table 6 about here 

  

A MANOVA was performed on the 14 symptoms. The 

results are shown in Table 7. Separate ANOVAS were then 

performed on each of the symptoms. Because of the number 

of analyses, a Bonferroni adjusted p-value of p = 0.05/15 = 

0.0033 was used to determine significance. The results are 

shown in Table 8. 

  

Insert Tables 7 and 8 about here 

  

One-way simple effects analyses were conducted on the 

scores for dizziness and shaking. There was a reliable 

pre-to-post hyperventilation increase in scores for 

dizziness and shaking in the hyperventilation group. There 

were also reliable differences between the two groups after 

hyperventilation, whereas there was no reliable difference 

before hyperventilation. See Tables 9 and 10 for these 

Simple effects analyses. These results are shown 

graphically in Figures 5 and 6.



  

Insert Tables 9 and 10, and Figures 5 and 6, about here 

  

In summary, hyperventilation produced increased heart 

rate and diastolic blood pressure, and induced subjectively 

reported panic symptoms. 

A) ii) Expectancy Manipulation Check 

Because expectancy measures were taken at all 19 steps 

on the walk, a 19x 19 correlation was performed on the 

pre-manipulation expectancy scores to examine whether the 

conceptual clusters of the agoraphobic situations (the 

elevator and Burger King) were empirically supported. A 

second rationale was that if this proved to be the case, it 

would also provide a conceptually valid and empirically 

Supported procedure to reduce the number of analyses 

performed, thus eliminating the problem of performing an 

unacceptably large number of tests. As shown in Table 11, 

the high intercorrelations of steps 4 through 8 (the 

elevator cluster) and steps 14 through 19 (the Burger King 

cluster) did empirically validate these two conceptual 

clusters (all intercorrelations being at or above 0.7).



  

Insert Table 11 about here 

  

This supported the validity of performing analyses on 

these two agoraphobic situations alone, because the other 

steps formed neither clear conceptual nor empirical 

clusters. (The walkway tunnel through Burruss was not 

identified as a phobic situation for any of the Ss, 

therefore it was not included in the analyses). The index 

on which analyses were conducted was the mean expectancy 

score for theses situations. The means and standard 

deviations of panic expectancy in the elevator and in 

Burger King are shown in Tables 12 and 13 respectively, and 

are graphically represented in Figures 7 and 8, 

respectively. 

  

Insert Tables 12 & 13, and Figures 7 & 8 about here 

  

An examination of this data reveals two problems: 

1) there is very large within group variability; 2) there 

are large pre-existing differences between the groups on 

their expectancy scores. Because of these pre-existing 

group differences, an ANCOVA was performed to covary the 

initial panic expectancy score. The results are shown in 

Table 14.



  

Insert Table 14 about here 

  

As this table indicates, the strongest influence on 

Subjects’ expectancy score was their initial panic 

expectancy; in contrast, neither hyperventilation nor the 

expectancy manipulation affected subjects’ panic 

expectancy. The only interaction (Expectancy group x 

Initial expectancy) in Table 14 was further explored. The 

LS Means (Least Squares means, adjusted for the initial 

expectancy covariate) were calculated for each group, and 

t-tests were used to compare the adjusted means to each 

other. These results are shown in Table 15. 

  

Insert Table 15 about here 

  

From this it can be seen that group NI differed 

Significantly from the other groups, accounting for the 

three-way interaction. Graphically representing this 

interaction in Figure 8, it can be seen that all groups 

except NI had a downward trend, whereas group NI had an 

upward trend. 

An interaction with the covariate, which occurred in 

the above case, violates the assumptions required for the 

appropriate use of an ANCOVA; however, since there were no 
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reliable main effects or interactions of the 

hyperventilation and expectancy factors anyway. The 

further use or interpretation of this ANCOVA was thus a 

moot point, and for both these reasons, the use of the 

ANCOVA was not pursued any further. 

On the basis of the non-significant effects of the 

manipulations on expectancy as shown by the ANCOVA in Table 

15, it was concluded that neither expectancy nor 

hyperventilation manipulations worked in changing panic 

expectancies in either the elevator or in Burger King. As 

Figure 7 shows, elevator expectancy was essentially 

constant. Although changes in expectancy in Burger King 

were not statistically significant, the trend for panic 

expectancy was in the correct direction for three of the 

four groups. The factor which militated against 

Significance appears to have been the extreme within group 

variability. 

Despite the fact that the expectancy manipulation and 

hyperventilation manipulation failed to produce any changes 

in panic expectancy, it was decided to include expectancy 

as a factor in subsequent analyses. As shown below, 

including it made no difference, thus eliminating the need 

to deal with the conceptual issues which significant 

findings might have raised. 

B) The effects of the above manipulations on measures on



the BAT. 

Agoraphobia is defined as either avoidance of the 

Situation, or enduring it under distress (DSM-III-R). For 

this reason, two measures of agoraphobia were used on the 

BAT: behavioral avoidance, or, if the subject entered the 

situation, his/her anxiety in the situation. 

i) Effects of manipulations on anxiety 

As was the case with the expectancy measures, anxiety 

measures were taken at 19 steps of the walk. Following the 

same logic and procedures as for the expectancy scores, the 

intercorrelations of the anxiety Scores at each step of the 

walk were calculated, and are shown in Table 16. 

  

Insert Table 16 about here 

  

As in the case of panic expectancy, this procedure 

empirically validated the agoraphobic situations of the 

elevator and Burger King. Table 17 shows the means and 

standard deviations of the anxiety scores for the four 

groups in these two situations. 

  

Insert Table 17 about here 

  

As this table shows, the data was characterized by a 

high degree of variability, reducing the probability of



finding significant results. Because the manipulation 

check of the panic expectancy scores indicated that there 

were pre-manipulation group differences, the use of a 

covariate was considered. Initial panic expectancy was 

examined as a covariate, and a correlation of initial panic 

expectancy for each step of the walk with anxiety scores at 

each step produced a correlation of r = 0.517, p < 0.0001. 

This pre-measure accounted for 26.7% of the variance in 

anxiety scores. On this basis, ANCOVAS were conducted on 

anxiety scores for the two situations. A separate 

covariate was calculated for the elevator and for Burger 

King. For the elevator, this value was the mean of the 

initial panic expectancy for steps 4 through 8; in the case 

of Burger King, it was the mean initial panic expectancy 

score for steps 14 through 19. The results of these 

ANCOVAS are presented in Table 18. 

  

Insert Table 18 about here 

  

As in the case of the previous ANCOVA in Table 14 

which examined the effects of the manipulations on panic 

expectancy, neither the hyperventilation nor expectancy 

manipulations had any effects on anxiety in either the 

elevator or Burger King Situations. Again, the best 

predictor of anxiety in the case of the elevator was the



covariate of initial panic expectancy. 

Further interpretation of the ANCOVA of anxiety in 

Burger King was precluded for three reasons: first, the 

overall model was not significant (F(7,25) = 2.44, p = 

0.063); second, there were no main effects for either 

Manipulations; and third, the covariate adjustment for the 

two groups was different, as indicated by the interaction 

between initial panic expectancy and the hyperventilation 

factor. As in the previous ANCOVA, this last point 

violates the assumptions under which an ANCOVA can be used. 

Based on these results, this data could not 

demonstrate any reliable effects of the manipulations on 

anxiety in Ss who completed the tasks. The remaining 

question to be answered was whether the manipulations 

affected avoidance. 

ii) Effects of manipulations on avoidance 

Two indices were used to assess the effects of the 

Manipulations on avoidance: the mean number of steps 

completed by each subject, and a frequency count of the 

number of Ss who completed the elevator and Burger King 

Situations. 

Table 19 shows the mean number of steps completed on 

the walk for each condition. Out of a maximum of 19 steps, 

the means for the four conditions ranged from 15.86 to 

19.00, revealing a ceiling effect because of the low



avoidance. Table 20 shows the results of an ANOVA on this 

data. There were no main effects or interactions of 

hyperventilation or expectancy on the mean number of steps 

completed. 
  

Insert Tables 19 and 20 about here 

  

Tables 21 and 22 show this this data as a frequency 

count of the number of subjects completing the elevator or 

Burger King Situations. The subjects in each group are 

divided into those who completed the situation and rated 

their anxiety ("scored anxiety"), those who avoided the 

step ("scored avoidance"), and those who did not report 

whether they did the task or not, or if they did, they 

omitted to fill in their anxiety score ("missing data"). 

  

Insert Tables 21 and 22 about here 

  

In the case of the elevator situation, there was no 

missing data, and of the 36 Ss in the study, 33 did the 

task, and 3 avoided the elevator. Because of the 11:1 

ratio of completers to avoiders, a chi-squared goodness of 

fit test was inappropriate to evaluate whether the 

distribution of avoiders in the cells was dependent on the 

hyperventilation or expectancy manipulations. A chi- 

squared test is questionable if the expected value in each 
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cell is less than 5. In this case, the expected value was 

less than 1 for each cell. 

In the case of Burger King, there were 29 completers, 

5 avoiders, and missing data for 2 Ss. Again, because of 

this skewed ratio of avoiders to completers, a chi-squared 

test was not appropriate. Possible causes and implications 

of this are elaborated on in the discussion section. 

II. Multiple Linear Reqression 

Multiple linear regressions were performed on the following 

dependent measures: 

1) the Chambless Mobility Inventory Score (MI) (a general 

measure of agoraphobia) 

2) the total number of steps completed by each subject (a 

measure of avoidance on this specific walk). 

3) the peak anxiety of each subject on the walk. 

4) anxiety in the elevator. 

5) anxiety in Burger King. 

Predictor variables used in the model were: 

Gender, depression, general panic expectancy (Telch-PAI), 

elevator panic expectancy, Burger King panic expectancy, 

coping with panic (Telch-PAI), panic cognitions (Telch- 

PAI), panic frequency and severity (Clum-PASQ), cognitions 

(Clum-PACQ), self-efficacy in coping with an attack, and 

anxiety sensitivity. Both forward selection and stepwise 

variable procedures were used, with alpha levels of 0.25 to 
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determine significance for variables being entered or 

deleted from the regression model. The results of these 

regressions are summarised in Table 23, and described 

individually in more detail below. 

  

Insert Table 23 about here 

  

1) Chambless Mobility Inventory (MI). 

A stepwise variable procedure was used, resulting in 

only one variable, panic expectancy measured on the Telch 

PAI, being significant in the model. This model had a R- 

squared = 0.3586, F = 15.09, p < 0.0006. This stepwise 

procedure was then compared to a forward selection variable 

selection routine, which yielded the same result. This 

indicated stability of the model, and verified that this 

general measure of expectancy was the only variable 

predicting agoraphobia as measured by the Chambless MI. 

The measures of panic expectancy specific to the elevator 

and Burger King were entered into the model, but did not 

increase the amount of variance accounted for 

Significantly. 

In order to examine multicollinearity, a 17x 17 

correlation was performed with all predictors and dependent 

variables. The results of this are shown in Table 24.



  

Insert Table 24 about here 

  

As Table 24 indicates, only expectancy in Burger King 

correlated significantly with the Mobility Inventory. This 

eliminated the possibility of other variables serving as 

Significant predictors of agoraphobia as measured by the 

Chambless MI. 

2) Avoidance on the walk. 

The dependent measure used here was the number of 

steps completed by each subject on the walk. The only 

predictor was panic cognitions, which accounted for only 

16% of the variance. The only other correlation achieving 

significance with avoidance on the walk was panic 

expectancy in Burger King. 

3) Peak Anxiety, elevator anxiety, and anxiety in Burger 

King. 

Peak anxiety corelated very highly with elevator anxiety (r 

=0.90, p< 0.0001). This indicated that most Ss experienced 

their peak anxiety in the elevator, rather than in Burger 

King. The results of the multiple linear regression were 

consistent with this, with elevator panic expectancy 

emerging as the only significant predictor of peak anxiety. 

(R-squared = 0.2566, F = 9.27, p< 0.0051). Using the more 

specific measures of elevator expectancy and elevator



anxiety, the amount of variance increased to R-squared = 

0.5294, F= 26.99, p<0.0001. A similar result was obtained 

for Burger King, with expectancy emerging as the only 

Significant predictor accounting for 36.5% of the variance, 

(F = 11.52, p<0.0029). 

Discussion 

I. The experimental part of the study. 

A) The experimental manipulations 

It was clear that hyperventilation was successful in 

changing both physiological measures such as heart rate, as 

well as subjective measures such as anxiety, shortness of 

breath and shaking feelings. Despite these effects, 

hyperventilation did not produce any significant change in 

panic expectancy, regardless of whether it was combined 

with the increased or decreased panic expectancy condition. 

One conclusion which can be drawn from this is that 

panic expectancies are not easily changed by either the 

physiological or cognitive methods used in this experiment. 

However, this is not to say that they are not modifiable; 

the procedure of Rachman et al. (1988, 1986, 1985) 

discussed earlier, and elaborated on below, did indeed 

produce changes in expectancy. 

Rachman et al. proposed that unrealistically high 

panic expectancies are maintained by subjects’ avoidance, 

because they never give themselves the opportunity to



"reality test" their phobic situation. If they did this, 

they would find out that their estimates are in fact 

overestimates. As Rachman’s work showed, getting subjects 

to confront the phobic situation led to lower and more 

accurate estimates of likelihood of panic. 

The implications of their findings is that it is 

possible to change people’s cognitions regarding their 

panic expectancy. This change seems most readily effected 

through behavioral methods of exposure with its consequent 

cognitive expectancy disconfirmation than through primarily 

a cognitive method of expectancy induction, or 

physiological method of increasing arousal which was used 

in this study. This conclusion is supported by clinical 

evidence for the effectiveness of treatment of avoidance 

through exposure. This study lends some support to the 

notion that cognitive changes regarding panic likelihood 

appear to follow as a consequence of behavioral changes. 

This does not however detract from the argument that 

overestimates of panic expectancy might be important in 

maintaining avoidance once it has been established, as the 

panicker might never confront the phobic situation because 

of his/her overestimate of panic likelihood. 

B) The Effect of Manipulations on Anxiety and Avoidance. 

As was the case in many parts of this this study, non- 

homogeneity of the data (pre-existing group differences), 
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and large variability within groups, militated against 

finding significant results. Neither hyperventilation nor 

expectancy manipulations had any significant effect on 

either panic expectancy or anxiety. However, the initial 

expectancy measure was the best predictor of both post- 

manipulation expectancy, and anxiety on the walk. This 

means that although panic expectancy may be important (a 

good predictor), it was not changed by the methods used in 

this study. 

In the case of avoidance, interpreting this data was 

not feasible because hardly any avoidance occurred. This 

low degree of avoidance could be attributable to three 

factors. First, most of the subjects were very mildly 

agoraphobic, if at all. This was probably due to the 

nature of the populations from which most of the subjects 

were recruited. As noted earlier, a large proportion of 

the sample in this study was recruited from employees of, 

or students at the university. These subjects were not 

severely impaired by agoraphobia in the university context. 

More severe agoraphobics are typically unemployed, as their 

anxiety or avoidance makes it impossible for them to 

function. The low level of overt avoidance found in this 

study was further compounded by the fact that in most 

cases, the individual’s agoraphobia was more likely to be 

manifested by enduring the situation with anxiety, rather 
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than avoiding it. This was indicated by the greater 

variability in the anxiety data than in avoidance data. 

A second problem is that if subjects were agoraphobic, 

they were assessed only two situations considered typically 

agoraphobic, out of a much broader range of situations. 

For many of the subject, there was selective anxiety or 

avoidance of a certain agoraphobic situations, rather than 

a generalized anxiety and avoidance of a broad range of 

situations. In other words, if subjects were agoraphobic, 

their anxiety and avoidance were typically limited to a few 

specific situations (possibly not assessed by the 

situations presented on the walk), and were not highly 

generalized. 

A third factor possibly accounting for the low 

avoidance in this study may have been experimental demand 

on subjects. Previous studies (e.g., Mavissakalian, 1987) 

have shown that agoraphobics in experimental situations 

have low levels of avoidance, probably due to experimental 

demand. Since the purpose of this study was to examine the 

effects of various manipulations on avoidance, it was 

attempted to have the demand on the subjects as low as 

possible. The low demand was conveyed in the instructions 

(appendices H & K). However, despite the low demand 

instructions, the number of avoiders obtained was so low as 

to make analysis of avoidance unfeasible.



Regardless of whether it was due to the demands of the 

experimental situation, the sample of subjects not being 

severely agoraphobic, or the subjects not being phobic to 

the particular situations presented in the walk, the 

avoidance data were severely limited by only three cases of 

avoidance of the elevator, and five cases of avoidance of 

Burger King. Furthermore, these eight instances of 

avoidance were not done by eight different subjects; 

rather, three of the Ss avoided both the elevator and 

Burger King, and another two individuals avoided only 

Burger King. This low number made quantitative analysis of 

the avoidance data inappropriate. 

Examining the data qualitatively, the fact that 2 of 

the 5 subjects avoiding Burger King were in the 

Hyperventilation, Decreased Expectancy condition is more 

likely due to that group’s having been assigned more 

Subjects who happened to be avoidant of that situation, 

than it is due to the experimental manipulations. This is 

based on two factors: first, the manipulations did not have 

any effects on anxiety; it would thus be surprising if they 

had an effect on avoidance. 

Second, even if the manipulations did have an effect, 

the expected direction of increased avoidance would have 

been with the Hyperventilation, Increased Expectancy (HI) 

condition having the most anxiety and avoidance, with No 

 



hyperventilation, Decreased Expectancy (ND) having the 

least. The trend obtained was not in this direction, thus 

even if the results were significant, they would not have 

made any sense according to the a priori predictions. It 

thus appears more reasonable to conclude that any trends 

(if any exist at all) are more likely the effect of chance 

distribution of subjects to treatment conditions, rather 

than any systematic effect of the treatments themselves. 

II. Multiple Linear Regression 

Although the methods of this study did not change 

subjects’ expectancy, expectancy nonetheless emerged as a 

strong predictor of anxiety on the walk. The results of 

the multiple linear regression on the most general measure 

of agoraphobia (the Chambless Mobility Inventory) supported 

this finding, and perhaps more importantly, increase the 

generalizability of this finding. 

The reason for this is that the measures used in the 

walk were specific to the walk, viz., panic expectancy on 

the walk related to anxiety on the walk. In contrast, for 

the multiple linear regression, the measure of panic 

expectancy was taken from Telch’s Panic Appraisal 

Inventory, which assessed panic expectancy over a broader 

range of agoraphobic situations than Ss encountered on the 

walk. In addition, the dependent measure used (Chambless’ 

Mobility Inventory for agoraphobia), was also a broader



measure of agoraphobia than that of anxiety on this 

specific walk. Despite these differences in the measures 

of panic expectancy and agoraphobia, panic expectancy 

emerged as the best predictor of agoraphobia. This was 

true in the specific case of the walk, as well as the most 

general situation. This result strongly supports Telch’s 

(1989) finding that panic expectancy is the most important 

predictor of agoraphobic behavior. 

One interesting exception to this pattern is that 

agoraphobic avoidance on the walk was predicted by panic 

cognitions. However, this finding was the weakest of any 

of the regressions, and put in perspective, panic 

cognitions accounted for less than half of the variance 

which was accounted for by panic expectancy in the general 

case of the Mobility Inventory, as well as the specific 

cases of the elevator and Burger King. 

The question can be asked why variables such as gender 

and depression, which have been found in other studies to 

be predictive of agoraphobia, did not emerge as significant 

in this study. One possibility could be the nature of the 

sample used in this study. As noted before, the level of 

agoraphobic severity in this particular study was typically 

mild, related to the fact that most of the Ss in the study 

were occupationally functional, i.e., not immobiized by 

their agoraphobia. One interesting possibility is that



expectancy might be a good predictor in the milder range of 

agoraphobia, whereas other factors such as depression might 

have more predictive value in the moderate to severe range 

of agoraphobia. Unfortunately, the limited range of 

agoraphobia in this study precluded further exploration of 

this hypothesis. This possibility merits further 

investigation. 

Conclusions and directions for future research 

Although the hyperventilation manipulation was 

effective in changing physiological indices, the expectancy 

manipulation did not produce any measurable changes. No 

reliable group differences were found in anxiety or 

avoidance on the behavioral avoidance test. Factors which 

might have contributed to this, and which need to be 

addressed in future research, are summarized below. 

First, subject selection and representativeness of the 

Sample are important factors relating to internal validity 

(Cook & Campbell, 1979). This study had mostly mild 

agoraphobics as subjects. This problem was compounded by 

most subjects being university employees, and thus having 

familiarity with situations on the BAT. 

A second threat to internal validity is that of 

instrumentation and ceiling effects (Cook & Campbell, 

1979). This was particularly apparent with the dependent 

variable of number of steps completed on the BAT, where all 
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but five subjects completed 19 out of 19 steps. This is 

also related to the previous threat, namely that many of 

the subjects were not highly agoraphobic, and that they 

Might have had familiarity with the BAT. 

A third possible cause contributing to this ceiling 

effect is experimental demand. Although attempts were made 

to minimise this in the instructions, the fact that 

Subjects are aware that they are in an experimental 

Situation makes this impossible to eliminate. 

The experimental procedure itself might have been a 

fourth contributing factor. One problem inherent in the 

use of pre- and post-manipulation measures is that of 

pretest sensitization. One way to evaluate this is to have 

the appropriate control (Solomon & Lessac, 1968), which 

would have required some subjects not having a pre-test on 

panic expectancy. However, there would have been a 

disadvantage to this procedure, because the pre-measure of 

expectancy proved to be important as a predictor, and might 

be used in future research as a variable on which to match 

groups. An alternative would have been to eliminate the 

post-manipulation measure of panic expectancy. This would 

have eliminated the above problem, and reduced the time 

taken for retesting. This time interval may have weakened 

the effects of both the hyperventilation and expectancy 

manipulations. However, eliminating the post-measure would 
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have made it impossible to evaluate whether the expectancy 

Manipulation worked. 

Statistically, two factors working against finding 

Significant results were the pre-existing group differences 

on panic expectancy, and the large variability on these 

scores. The procedure used of matching subjects on the 

dependent measure of expected avoidance on the BAT was not 

successful for two reasons. First, there was very little 

variability on this measure. Second, it did not result in 

groups which were equivalent on pre-manipulation 

expectancy, as indicated by the large group differences on 

this measure. For future research, one solution would be 

to match subjects on their pre-manipulation panic 

expectancy scores instead of expected avoidance. However, 

a pre-measure of expected avoidance would still be 

important, because if significant group differences in 

avoidance were found, it would be important to be able to 

attribute this to the manipulations, and not pre-group 

differences. 

It is suggested that future research take into account 

these issues by attempting to balance the need for accurate 

pre-and post measurement with the practical constraints of 

a design and procedure that is not overly complicated, but 

is nonetheless sensitive in measuring and producing 

reliable effects. 

 



Table 1 

Means of Pulse, 

hyperventilation 

(standard deviations in parentheses) 

SBP and DBP before and after 

  

(HV = Hyperventilation) Pre-Manipulation 

Pulse 

(13.87) 

(16.21) 

SBP 
(18.57) 

(18.11) 

DBP 
(13.34) 

(20.65) 

HV Group 

No HV 

HV Group 

No HV 

HV Group 

No HV 

78.39 

76.22 

119.56 

120.22 

74.27 

83.44 

(13. 

(17 

(14 

(19. 

(11 

(18. 

43) 

. 34) 

27) 

477) 

. 30) 

83) 

89. 

74 

120. 

118. 

80 

80. 

83 

22 

83 

11 

72 

06 

Post—Manipulation 

 



Table 2 

Results of two-way MANOVA on Pulse, SBP and DBP 

  

Group (HV / No HV) F(3,32) = 2.84 

Time (pre-post) F(3,32) = 2.91 

Group x Time F(3,32) = 5.47 

HV = Hyperventilation 

BR 

0.0532 

0.0497 

0.0038 

 



Table 3 

Results of two-way ANOVAS on Pulse, SBP and DBP 

  

PULSE SBP DBP 

F(1,34) p F(1,34) p F(1,34) p 

Group (HV/No) 3.49 0.0703 0.03 0.8599 0.71 0.4066 

Time (pre-post) 6.61 0.0147 0.12 0.7360 0.51 0.4814 

Group x Time 13.40 0.0008 1.91 0.1759 5.25 0.0283 

HV = Hyperventilation 

 



Table 4 

Results of one-way ANOVAS on Pulse 

  

Factor F (1,17) p 

Time HV Group 14.45 0.0014 
No HV Group 0.91 0.3547 

F (1,34) Pp 

Group Pre-HV 0.18 0.6778 
Post—HV 9.64 0.0038 

  

HV = Hyperventilation



Table 5 

Results of one-way ANOVAS on Diastolic Blood Pressure 

  

Factor 

Time HV Group 
No HV Group 

Group Pre-HV 
Post-HV 

0.0352 
0.3102 

0.0855 
0.9091 

  

HV = Hyperventilation



Table 6 

Mean panic symptom ratings before and after manipulation 
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2 Dizziness 

3 Palpitations 

4 Shaking 

5 Sweating 

6 Choking 

7 Nausea 

8 Derealization 

9 Numbness 
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Table 7 

Results of MANOVA on DSM-III-R panic symptom checklist 

  

Factor F (15,18) Pp 

Group (HV/No) 1.80 0.1124 

Time (Pre-post) 4.01 0.0031 

Group x Time 3.94 0.0035 

HV = Hyperventilation 

 



Ta 

Results of ANOVAS on DSM-III-R panic symptoms 

ble 8 

  

    

Symptom Group (HV/No) Time(pre-post) Group x 

—— F (1,34) p F(1,34) p F (1,34) Pp 

1 No breath 0.96 0.3352 1.82 0.1859 8.37 0.0066* 

2 Dizziness 6.97 0.0124* 16.50 0.0003# 23.77 0.0001# 

3 Palpitations 2.99 0.0927 0.08 0.7827 6.26 0.0173* 

4 Shaking 6.05 0.0191 10.12 0.0031* 12.81 0.0011# 

5 Sweating 1.50 0.2283 0.03 0.8638 1.46 0.2346 

6 Choking 0.04 0.8462 2.46 0.1263 2.46 0.1263 

7 Nausea 0.42 0.5190 0.14 0.7101 1.26 0.2687 

8 Derealization 0.15 0.6967 2.13 0.1541 2.13 0.1541 

9 Numbness 8.12 0.0074* 11.73 0.0016# 5.99 0.0197* 

10 Flash/chill 1.40 0.2443 2.28 0.1401 5.64 0.0234* 

11 Chest pain 3.62 0.0657 0.62 0.4372 9.89 0.0034* 

12 Fear:dying 0.73 0.3997 0.24 0.6290 0.00 1.0000 

13 Fear:crazy 0.04 0.8381 0.58 0.4520 0.06 0.8016 

14 Panic Expect 1.89 0.1778 0.52 0.4762 0.52 0.4762 

15 Anxiety 0.55 0.4635 —1«2 86 0.1818 8.47 0.0065* 

* p< 0.05 (unadjusted p-value) 

# p < 0.0033 (adjusted p-value) 

 



Table 9 

Results of one-way ANOVAS on Dizziness Score 

  

Factor 

Time HV Group F(1,17) = 26.71 
(pre-post No HV Group F(1,17) = 0.65 
change) 

Group Before HV F(1,34) = 0.00 
(HV/no After HV F(1,34) = 16.21 
HV Group 
differences) 

0.0001 
0.4299 

1.0000 
0.0053 

  

HV = Hyperventilation



Table 10 

Results of one-way ANOVAS on Trembling Score 

  

Factor 
F (1,17) p 

Time HV Group 14.41 0.0014 
No HV Group 0.19 0.6676 

F (1,34) Pp 

Group Pre-HV 0.00 1.0000 
Post—-HV 11.33 0.0019 

  

HV = Hyperventilation



Table 11 

Intercorrelations of Panic Expectancy Scores on each step 

on the walk. 

  

Stepl 2 3 4 5 6 7 8 9 101112 13 14 

1 

2 

3 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

100 

43 100 

47 59 100 ELEVATOR 

39 37 65 100 

43 51 71 90 100 

20 56 73 73 85 100 

22 57 73 73 76 82 10 

07 35 68 79 80 89 75 100 

71 72 45 29 40 37 28 40 100 

61 72 36 19 30 34 25 60 94 100 

37 42 35 51 67 68 40 53 60 61 100 

60 69 34 17 29 31 22 88 92 95 59 100 

52 63 25 12 23 27 22 07 75 86 54 88 100 

42 33 11 11 08 10 02 05 53 60 35 61 63 100 

38 34 06-04 02 03 05-08 43 60 33 61 73 82 

32 31 05 06 02 21 12 08 39 53 47 53 72 79 

38 33 07-04 01 03 02-09 44 59 33 59 73 84 

52 32 10 05 13 09 11 -2 46 57 36 59 65 83 

44 33 07-04 01 00 00 -1 45 57 31 58 63 83 

15 16 17 18 19 

100 

88 100 

98 92 100 

94 98 94 100 

94 83 95 95 
BURGER KING 

 



Table 12 

Means and standard deviations of elevator panic expectancy 

scores by experimental condition, before and after 

manipulations 

(Standard deviations in parentheses) 

  

  

Before After 
Condition Manipulation Manipulation 

HI 13.5 12.8 
(17.1) (15.0) 

HD 22.2 22.7 
(34.3) (40.1) 

NI 36.4 36.4 
(35.1) (35.3) 

ND 24.8 19.9 
(18.4) (21.3) 

  

H = Hyperventilation condition 

N = No Hyperventilation condition 

I = Increased Expectancy condition 

D = Decreased Expectancy condition



Table 13 

Means and standard deviations of Burger King panic 

expectancy scores by experimental condition, 

after manipulations 

(Standard deviations in parentheses) 

before and 

  

  

  

Before After 
Condition Manipulation Manipulation 

HI 13.5 8.1 
(13.7) (12.1) 

HD 12.8 6.3 
(25.1) (13.9) 

NI 8.1 13.7 
(11.3) (19.6) 

ND 35.4 23.0 
(28.8) (21.3) 

H = Hyperventilation condition 

N = No Hyperventilation condition 

I = Increased Expectancy condition 

D = Decreased Expectancy condition



Table 14 

Results of ANCOVA on panic expectancy scores 

  

Factor Elevator Burger 
King 

gt EF RB E Rb 

Hyperventilation (1,34) 0.03 0.8733 0.63 0.4330 

Expectancy Manip. (1,34) 0.40 0.5339 0.21 0.6519 

Initial Expectancy (1,34) 104.38 0.0001* 58.71 0.0001* 

HV x Expectancy Manip. (1,34) 2.60 0.1183 3.89 0.0590 
x Initial Expectancy 

HV x Expectancy Manip. (1,34) 0.17 0.6832 0.01 0.9300 

HV x Initial Expectancy (1, 34) 0.17 0.6867 2.74 0.1092 

Expectancy Manip. x (1,34) 0.46 0.5047 8.95 0.0059* 
Initial Expectancy 

 



Table 15 

Least Squares Means for Burger King panic expectancy scores 

  

Group LSMEAN p > |IT| Ho: LSMEAN(i) =LSMEAN (3) 

ND NI YD YL 

ND 11.55 

NI 27.57 0.0125 

HD 8.610 0.5895 0.0016 

HI 10.71 0.8793 0.0045 0.6617 

 



Table 16 

Intercorrelations of Anxiety Scores on each step on the 

walk. 

  

Stepl 
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100 

87 100 

89 79 100 
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19 32 30 39 100 

25 36 30 36 77 100 

24 35 28 34 75 75 100 

13 21 20 30 81 76 81 100 

05 17 11 24 53 65 85 

06 19 21 28 84 74 84 

00 13 21 27 83 70 78 
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04 17 25 30 88 74 84 

01 07 18 25 78 69 74 

01 10 20 25 86 71 75 
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74 
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Table 17 

Means and standard deviations of anxiety scores in elevator 

and Burger King, by experimental condition 

(Standard deviations in parentheses) 

  

  

  

Condition Elevator Burger King 

HI 23.0 11.8 
(17.6) (21.4) 

HD 7.2 2.1 
(12.1) (2.6) 

NI 38.5 4.9 
(37.9) (12.2) 

ND 26.1 18.7 
(17.4) (23.9) 

H = Hyperventilation condition 

N = No Hyperventilation condition 

I = Increased Expectancy condition 

D = Decreased Expectancy condition



Table 18 

Results of ANCOVAS on anxiety scores 

  

Factor 

Hyperventilation (Yes/No) 

Expectancy Manipulation 

Initial Expectancy 

HV x Expectancy x Initial 
Expectancy 

HV x Expectancy 
Manipulation 

HV x Initial Expectancy 

Expectancy Manipulation 
x Initial Expectancy 

Elevator 

F(1,25) p 

0.08 0.7788 

1.54 0.2258 

18.28 0.0002** 

0.33 0.5716 

1.36 0.2538 

4.39 0.0464* 

0.03 0.8729 

HV = Hyperventilation factor 

Burger King 

F (1,21) Pp 

~43 0.1376 

.33 0.2655 

.17 0.6867 

.15 0.0576 

. 38 0.0517 

.98 0.0257* 

.78 0.1997 

 



Table 19 

Means and standard deviations of number of steps completed 

on the walk, by experimental condition 

INCREASED EXPECTANCY DECREASED EXPECTANCY 

  

HV 19.00 (0.00) 15.86 (5.37) 

  

No HV 17.78 (3.67) 

| 
| 
| 
| 
| 
| 
| 
| 
| 17.66 (2.64) 
| 
| 

  

HV = Hyperventilation



Table 20 

Results of ANOVA on number of steps completed on the walk 

  

Factor F (1,32) Pp 

Hyperventilation 0.06 0.8011 

Expectancy 1.98 0.1694 

HV x Expectancy 1.72 0.1995 

  

HV = Hyperventilation factor



Table 21 

Avoidance data for elevator situation 

(Values indicate number of subjects falling into each 
category) 

INCREASED EXPECTANCY DECREASED EXPECTANCY 

  

Anxiety Avoidance Data Anxiety Avoidance Data 

  

| 
| 
| 
| 

Scored Scored Missing | Scored Scored Missing 
| 
| 
| 
| 
| 

  

HV 9 0 0 7 2 0 

| 
| 
| 

No 8 1 0 | 9 0 0 
HV | 

| 
  

HV = Hyperventilation



Table 22 

Avoidance data for Burger King situation 

(Values indicate number of subjects falling into each 
category) 

INCREASED EXPECTANCY DECREASED EXPECTANCY 

  

Scored Scored Missing 
Anxiety Avoidance Data 

Scored Scored Missing 
Anxiety Avoidance Data 

  

  

HV 9 0 0 5 2 2 

No 8 1 0 7 2 0 
HV 

  

HV = Hyperventilation



Table 23 

Results of Multiple Linear Regression on Agoraphobia 

  

  

measures 

Dependent Predictor Partial Model 
Measure Variables R-squared R-squared F Pp 

Chambless Expectancy (Telch) 0.3586 0.3586 15.09 0.0006 
Mobility Elev. expectancy 0.0726 0.4313 3.31 0.0800 
Inventory BK expectancy 0.0598 0.4910 2.93 0.0991 

Number of Panic cognitions 0.1662 0.1662 5.383 0.0281 
steps done 
on walk 

Peak Elev. expectancy 0.2556 0.2556 9.270 0.0051 
Anxiety Self-efficacy 0.0852 0.3408 3.360 0.0783 

Gender 0.0399 0.3807 1.611 0.2160 
Expectancy (Telch) 0.0353 0.4159 1.448 0.2405 
Severity 0.0433 0.4592 1.841 0.1881 
Anx. sensitivity 0.0625 0.5218 2.877 0.1631 
Depression 0.0433 0.5650 2.089 0.1485 

Elevator Elev. expectancy 0.5294 0.5294 26.99 0.0001 
Anxiety 

Anxiety in BK expectancy 0.3654 0.3654 11.52 0.0029 
Burger King Anx. sensitivity 0.0924 0.4578 3.23 0.0878 

Elev. expectancy 0.0727 0.5305 2.78 0.1124 
Panic severity 0.0675 0.5980 2.85 0.1093 

 



Table 24 

Intercorrelations of predictors and dependent variables 

p-values are immediately below statistically significant correlations. 

ASI 

ELX 

BKX 

SE 

EXP 

COP 

COG 

DEP 

MI 

SEX 

FRQ 

SEV 

PAC 

BAT 

PKA 

ELA 

BKA 

See 

5 6 7 8 9 10 11 12 13 #14 #15 16 #17 
ASI ELX BKX SE EXP COP COG DEP MI SEX FRQ SEV PAC BAT PKA ELA BKA 

1 2 3 4 

-27 - 

04 08 - 

03 -12 -21 - 

-09 30 50 -32 
0027 

~-25 -10 32 30 

19 09 43 -21 
.0088 

46 -16 44 ~25 
.0039 

02 39 45 ~-22 
.0056 

05 -02 29 20 

16 -O01 26 -10 

31 07 34 ~10 

36 19 30 01 

-06 -27 -34 09 
0453 

-32 49 08 ~-31 
0022 

-32 71 06 ~12 
0001 

-33 02 56 13 

0025 

-06 - 

40 03 
.0143 

30 -13 

66 08 
.0001 

-06 -04 

17 -03 

35 -16 
001 

19 00 

-22 —06 

09 -16 

02 -16 

38 19 

46 - 
.0035 

~05 22 - 

83 18 -26 - 
.0001 

11 44 26 -16 
0047 

45 56 31 -10 
.0108 

65 46 28 -03 
.0001 .0095 

~37 -18 -29 19 
.0261 

-~08 09 37 -16 

-08 -03 29 -10 

13 21 31-01 

next page for key to abbreviations 

44 - 

41 68 - 
.022 .0001 

-13 -08 -37 - 

18 23 18 O08 - 

13 15 11 #12 90 - 
.0001 

24 30 21 11 #34 #23 -



Table 24 (continued) 

Key 

ASTI 

ELX 

BKX 

SE 

EXP 

COP 

COG 

DEP 

MI 

SEX 

FRQ 

SEV 

PAC 

BAT 

PKA 

ELA 

BKA 

to abbreviations: 

= Anxiety Sensitivity Index 

= Elevator panic expectancy 

= Burger King expectancy 

= Self Efficacy 

= Panic expectancy (Telch) 

= Coping with a panic attack (Telch) 

= Panic Attack Cognitions (Telch) 

= Depression (Beck Depression Inventory) 

= Chambless Mobility Inventory 

= Gender (0 = female, 1 = male) 

= Frequency of attacks (# per week) 

= Severity (Panic Attack Symptom Questionnaire) 

= Cognitions (Panic Attack Cognitions Questionnaire) 

= Avoidance on the walk (# of steps completed) 

= peak anxiety on the walk 

= Elevator anxiety 

= Anxiety in Burger King
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Apnendix A 

PANIC DISORDER AND AGORAPHOBIA: 
ASSESSMENT AND TREATMENT OFFERED IN STUDY 

As part of a research project, the Psychological Services Center at 
Virginia Tech is offering assessment and treatment to people suffering 
from panic disorder and agoraphobia. 

People with panic disorder experience a variety of unpleasant symp- 
toms which come on suddenly and unpredictably. These symptoms include 
shortness of breath or smothering sensations, rapid breathing, fast heart 
rate, chest pain, sweating, faintness, trembling or tingling sensations, 
and fear of dying or losing control. 

People with agoraphobia fear crowded public places such as stores, 
public transportation, restaurants, theaters, and situations such as 
tunnels, bridges, and élevators. 

If you (or anyone you know) are experiencing problems such as these 
and are willing to participate in a research project which involves as- 
sessment and treatment of your panic and avoidance symptoms under varying 
conditions, complete the bottom part of this form, or call the Psycho- 
logical Services Center at 231-6914, and we will call you back to answer 
any questions you may have. All information will be treated confiden- 
tially, and the identity of participants will remain anonymous. 

I would like more information about the research on panic disorder and 
agoraphobia being conducted by the Psychological Services Center. Please 
contact me at one of the numbers listed below. 

  

    

    

Name 

Home Phone Convenient times for us to call you 

Work Phone Convenient times for us to call you 

Mail To: George A. Clum, Ph.D. 
Psychology Department (Derring Hall) 

VPI & SU, Blacksburg, VA 24061 83



Appendix B: INFORMED CONSENT FORM 

Description 
I understand that participation in this study on panic disorder and 

agoraphobia consists of: 

1. An initial assessment at the Psychological Services Center. This 
consists of an initial 30 minute structured interview with a graduate 
clinician that focuses on the degree to which I suffer from panic attacks 
and agoraphobia. The graduate clinician is trained by, and is under the 
supervision of George Clum, Ph.D. I£, on the basis of this interview, 
it is determined that I am not eligible for the study, a suitable referral 
for treatment will be made. 

2. If I am eligible for the study, I will be asked to complete a set 
of questionnaires after the interview. These questionnaires further as- 
‘sess the nature of panic attacks, avoidance behavior, and anxiety levels. 
These should take approximately one hour to complete. 

3. The next part of this experiment involves meeting with the grad- 
uate clinician approximately one week later on campus at Derring Hall for 
further assessment. This will take approximately one hour. My heart rate 
will be measured and I will be asked to complete several questionnaires. 
As part of the assessment, I may be requested to participate in procedures 
such as hyperventilation (breathing deeply and rapidly through my mouth) 
for one minute. This allows a more realistic and accurate evaluation of 
my symptoms. Doing this might produce some temporary discomfort, but will 
in the long run form part of assessment and treatment and help me in 
dealing with panic attacks. I understand that I may discontinue 
hyperventilation at any stage if I wish to. 

4. As part of this assessment, I will be requested to attempt to walk 
a route on and off campus and enter certain situations to assess my 
avoidance of these situations which are commonly feared by people with 
panic disorder. Because the purpose of this walk is to see which situ- 
ations I am comfortable with, I do not have to try any parts of this walk 
if I think that it will make me feel more uncomfortable than I am willing 
to be. If I feel that I do not want to do any step on the walk, I may 
skip to the next step. Once I have completed as many steps as I feel 

comfortable with, I will discontinue the walk and return to Derring Hall. 
This walk will take less than 30 minutes. I will be requested to attempt 
this walk under the same conditions at the end of treatment. During this 
time I may be observed by research assistants. 

5. After completing the assessment, I may participate in the treat- 
ment phase of the study which is designed to evaluate the relative ef- 
fectiveness of various treatment procedures. Therapists will be graduate 

clinicians and faculty from the Department of Psychology. Participation 
in treatment consists of: 
a) keeping a weekly record of my panic attacks and level of anxiety for 
six consecutive weeks in order to monitor any changes or improvements in 
the frequency and severity of my panic attacks. 84



b) doing additional reading about treatment strategies if I am required 
to do so. 

c) participating in a series of 6 group meetings with the therapist to 
help me improve how I cope with panic. 
d) after this, if I still wish to receive further psychological treatment, 

I will be referred to the Psychological Services Center, University 
Counseling Services (if I am a student), Cooper House, my physician, or 
Saint Albans Psychiatric Hospital for further individual therapy. 
e) participating in one follow-up session 3 months post-treatment to as- 
sess my level of panic attacks. This will consist of one 30-minute 
interview with a therapist, and the completion of two short inventories 
that measure my level of panic attacks. The completion of these inven- 
tories should take a total of approximately 15 minutes. 
£) participating in two follow-up assessments in which I might be asked 
to repeat the walk which I attempted earlier. 

-Risks and Benefits 
Participation in this study may involve some discomfort in the form 

of anxiety as part of the assessment and treatment of panic attacks. This 
may include inducing some of the symptoms of a panic attack in order to 
assess the exact nature of panic for each person, and to practice coping 
techniques. It is my reponsibility to inform the researchers of any 
medical problems that might arise in the course of the study. Please 
complete the medical screening below. 

Have you ever been diagnosed by a physician as having: (Yes/No) 
a) a seizure disorder? e) organic brain syndrome? 

b) a kidney disease? fF) emphysema? 
c) a stroke? g) heart attack? 

d) schizophrenia? h) chronic hypertension? 

If you responded Yes to h), but your blood pressure is currently being 
controlled by medication, you are still eligible for the study. If so, 
please state the type of medication and the dosage. 

  

I have completed the above medical screening as honestly as possible 
and have not been diagnosed by a physician as having any of the above 
disorders. If I have been diagnosed as having chronic hypertension, it 
is currently under control with medication as stated above. 

The benefits of participation may include a reduction in the frequency 
and intensity of my panic attacks and agoraphobic behavior. Participation 
also provides the investigators the opportunity to contribute to the 
understanding of panic disorder and agoraphobia and effective treatments. 

Confidentiality 
I understand that any data of a personal nature will be held confi- 

dential and will be used for research purposes only. I give my permission 
to be videotaped during my initial interview for research purposes. This 
videotape will be erased after one month. In some cases, the researchers 
may request to keep a videotape for teaching purposes for two years. This 
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will only be done with my express written permission. I£ I do not wish 
the video to be kept for this purpose, it will not affect my participation 
in this study in any other way. 

Alternatives 
If I suffer from panic attacks but do not wish to participate in this 

study, I will be referred for treatment elsewhere if I so desire (e.g., 

Cooper House, Psychological Services Center, University Counseling Ser- 
vices (if I am a student), my primary physician, Saint Albans Psychiatric 
Hospital). If I am not eligible for this study, but still wish to receive 
treatment, an appropriate referral for treatment will also be made. 

I understand that I may abstain from participation in any part of this 
experiment or withdraw from the experiment at any time without penalty. 
If at any time during the course of the study I feel I need to contact 
someone regarding my panic attacks, I can call Dr. George Clum, (work) 
.231-5701, (home) 951-1697. I£ I am unable to reach him and need assist- 
ance I can call the RAFT hotline at 382-1738. 

I have read the above statements and have had the opportunity to ask 
questions. I have been offered a copy of this consent form. I am 18 years 
or older. I understand that this research project has been approved by 
the Department of Psychology Human Subjects Research Committee and the 
Institutional Review Board and that any questions I have about this 
project should be directed to’ Dr. George Clum, Principal Investigator, 
at 231-5701, Dr. Helen Crawford, Head of Departmental Human Subjects 
Committee, at 231-5874, or Dr. Ernest Stout, Head of the Institutional 
Review Board, at 231-5281. 

I hereby agree to voluntarily participate in the research project 
described above and under the conditions described above. 

Name 
  

Signature Date 

‘Social Security No. 
  

Note: For purposes of confidentiality, use only your social security 
number, and not your name, on all subsequent questionnaires. Thank you. 

86



Appendix €: ASSESSMENT ON CAMPUS ~ THE WALK 

(Parts adapted from the Panic Appraisal Inventory, Michael Telch, 1988) 

As described in the consent form, the next part of this assessment 
will take place on the VPI & SU campus. You will meet at Derring Hall 
with the graduate clinician. As part of this assessment, you will be 
asked to attempt to walk a route on and off campus (this walk is described 
in Further detail on the next few pages). The purpose of this walk is 
to see which situations you're comfortable with, and which you aren't. 
Because of this, we don't want you to try any parts on this 
walk if you think that it will make you feel more uncomfort~ 
able than you are willing to be. If you feel you cannot complete 
any one particular step on the walk, you may skip to the next step. Once 
you have completed as many steps as you feel comfortable with, you will 
return to Derring Hall. Your performance on this walk will provide us 
with a more accurate understanding of your problem, and helps us measure 
your improvement when we start your treatment. 

What follows is a map of the walk and a description of each of the 
steps on the walk. For each step, we want you to rate three things: 

1. Rate what you think your chances of having a panic attack at that 
part of the walk are. 

2. Rate your confidence in coping with a panic attack if you were to 
have one. 

3. Rate whether you think you will be able to do the task or not. 

For 1, choose a number from the scale which best estimates the like- 
lihood that you would have a panic attack (not just anxiety) in that 
situation. For example, if you think you would get very anxious flying 
in a jet, but were sure that you would not have a panic attack, you would 
enter the number "0". In making your ratings, assume that you are alone 
and without tranquilizers or alcohol. Since your estimate of having a 
panic attack might depend on the specifics of each situation, we would 
like you to assume the most difficult case. For example, if you are more 
likely to panic in a fast food store if the Floors are shiny or if the 
store has fluorescent lights, then assume these elements are present. 

Please rate each of the situations even if you would not actually 
put yourself in that situation in real life. Base your ratings on how 
you would react to each situation as you are feeling RIGHT NOW. 

My Rating of my Chances of Having a Panic Attack 

0 10 20 30 40 50 60 70 80 90 100 

  

No Slight Moderate Strong Definite 
Chance Chance Chance Chance Panic 
of panic of panic of panic of panic Attack 

For each situation, rate your confidence in coping with panic attacks 

using the scale below. Please rate your confidence in coping with an 

attack in each situation even if you have not actually had a panic attack



in along time. Base your ratings on how you would react to each situation 

as you are feeling RIGHT NOW. 

My Confidence in Coping with Panic Attacks 
0 10 20 30 40 50 60 70 80 90 100 

  

Not at all Slightly Moderately Extremely Completely 

Confident Confident Confident Confident Confident 

Example 1: Rate the following situation: Resting at home. 
If you feel that your chances of panicking are Slight (say a 20), 

that your confidence for coping with an attack at home is moderate (say 

a 50), and that you could do the task (rest at home) if you were asked 
to, you would score as shown below. 

Example 2: Rate the following situation: Go on a rollercoaster 

ride. If you feel that you would definitely panic (chances = 100), 

that you have no confidence in your ability to cope with an attack 

(confidence = 0), and that you would not do it if you were asked to, you 

would score as follows: 

  

  

Situation My personal My confidence Do I think 
rating of in my ability I will be 

the chances to cope with able to dd 
of having a a panic attack this step7 
panic attack if I have one (Yes/No) 

1£ you have any questions about how 

to £111 in the questionnaires, or (0-100) (0-100) 

are not sure about where to go on O= no chance O=No confidence 

the route you are going to try, of panic that I can cope 

please ask us to explain it. 100=definite 100= Completely 

panic confident that 

I can cope 

Examples: 
1. Rest at home 20 50 Yes 

2. Take a Rollercoaster ride 100 0 No 

  

Now please rate the following: 

1. Walk from Derring to Pamplin 
  

2. Walk up one level of the 

spiral staircase at entrance 
  

3. Walk across the mezzanine to 

the qlass elevator on the 

opposite side of Pamplin 
  

  

4. Enter the glass elevator         
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10. 

ll. 

12. 

13. 

14. 

1S. 

1G. 

1?. 

18. 

19. 

20. 

Situation 

Ride up to the third floor 

Look out the window while 

riding up the elevator 

Ride back to the lst floor 

Look out the glass window 

while riding down 

Exit Pamplin on the side 

nearest to Burruss Hall 

Walk to the entrance of the 

tunnel passing through Burruss 

Walk through the tunnel 

Walk to the street which dead- 

ends behind Burruss (where cars 

are parked - Turner Street). 

Walk along Turner Street to 

Burger King at the end of the 

street. 

Enter Burger King during 
lunch time (noon) 

Examine the menu for a while 

Stand in line to order 

Order something to eat or 

drink 

Sit in the restaurant 

Consume the food/drink 

Return to Derring 

weed cree 

My personal 

rating of 
the chances 
of having a 
panic attack 

(0-100) 
O= no chance 

of panic 
100=definite 

panic 

My confidence 

in my ability 

to cope with 
a panic attack 

if I have one 

(0-100) 

O=No confidence 
that I can cope 

100= Completely 

confident that 

I can cope 

Do I think 

I will be 
able to doa 
this step? 
(Yes/No) 
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Mae wee eee 

Do you work on campus? 

If Yes, where? 
  

Does your work require you to be in any areas or do any of the tasks shown 

on the map? If Yes, please circle the area on the map. 

Where do you park when coming to campus? (Circle on map, show route to 

place of work). 

If you usually go to any of the places on this walk, that 

is fine, but we do not want you to practice any parts of this 

walk before the next part of this assessment on campus. i.e. 

please do not go to any of these places any more than you usually would. 

Which days of the week and which times can you meet on campus? 

(If any day is acceptable, check here ; else check below which days 

and times are acceptable). 

11:30 - 12:30 12:00 - 1:00 

  

MON 
  

TU 
  

WED 
  

THU 
  

FRI 
  

If you are currently taking any medication for your panic and/or 

agoraphobia, please do not take any more than you usually do before the 

walk next week. 

Name 
  

phone: (0) (h) 
  

THANK YOU 
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Annendix Nn: 

ASI. Read each item carefully and rate it in terms of how true it is 

for you in general. Circle the appropriate number next to the question. 

5 = "I feel this way very much." 
4= "I feel this way pretty much." SSN: 

3 = "I feel somewhat this way." 
2= "I feel this way a little." Subject #: 
1 = "I feel this way very little.” 

1. It is important to me not to appear nervous. 

2. When I cannot keep my mind on a task, 

I worry that I might be going crazy. 

3. It scares me when I feel ‘shaky’ (trembling). 

4. It scares me when I feel faint. 

10. 

ll. 

12. 

13. 

14. 

15. 

16. 

. It is important to me to stay in control of my emotions. 

It scares me when my heart beats rapidly. 

It embarrasses me when my stomach growls. 

. It scares me when I am nauseous. 

When I notice that my heart is beating rapidly, I worry 
that I might have a heart attack. 

It scares me when I become short of breath. 

When my stomach is upset, I worry that I may be 
seriously ill. 

It scares me when I am unable to keep my mind on a task. 

Other people notice when I feel shaky. 

Unusual body sensations scare me. 

When I am nervous, I worry that I might be mentally ill 

It scares me when I am nervous. 

  

How 

. Flyers posted on campus. (If yes, Where?) 

did you find out about this study? (Please circle) 
. Flyer through VPI & SU mail. 

TV/ Radio announcement. (If Yes, which one?) 
  

University Counseling Services 

  

Student Health Services 

Referral from my physician (Physician's name) 
  

Introductory Psychology Class 

Other (Please specify) 
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. The Mobility Iventory for Agoraphobia (M7) 

Avpend 1m E Date: : 

1. Please indicate the degree to which you evoid the following places or situations 
because of discomfort or anxiety, Rate your smount of avoidance when you are with 
a trutted companion and when you are alone. Do this by using the following scale. 

§, Never avoid 
2, Rarely avoid 

3, Avoid about half the time 
4, Avoid most of the time 
5, Always avoid 

(You may use numbers half-way between those listed when you think it is 
sppropnate. For example, 3} or 4}). 

White your score in the blanks for each situation or place under both conditions: 
when accompanied, and, when alone. Leave blank those situations that do not apply 
oO you. 

When Whea 
Places accompanied alone 

Theatres 
  

Supermarkets 
  

Classrooms 
  

Depariment stores 
  

Restaurants 
  

Miascrns   

Flesators   

Auditoriums or 

stichums 
  

Parking parages 
  

(igh places 

Tell how high 

  

  

Enclosed spaces 
feg tunnels) 

  

Open spaces 

{At Outside te.g helds, wide 
Streets, courtyards) 

  

(A) Inside (cp large 
rooms, lobbies) 

  

Rubng In 
Ruses 

  

Trains 
  

Subways 
  

Arptanes 
  

Haars 
  

Deanving of cicing mm car 
(A) At any time 

  

CB) Oa expressways 
  

Struanons 

Standing in fines 
  

Crossing bridges 
  

Parties ar social 
gatherings 

  

Walking on the strect 
  

Staving at home alone NA 

Reing far away 
trom home 

  

Other (specify) 
  

We detine a pane attack as: 
(te 0 hoph fevel of anviety accompanied by 
(2) strong hady reactions (heart palpitations, sweating, muscle tremors, 

dizziness, nausea) with 

(VU the temporary tnss of the ability ta plan, think, or reason and 
t4p the mtense desire ta escape ar fee the sttuation. (Note, this is different from 

high anatety of fear alone } 
Please indicate the total number of panic attacks you have had in the last 7 
dass. 
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Appendix F: 

BECK INVENTORY 
RS nr Tae eT rake tee. «et LPO 

Date 
  

Name ou oo... 

On this questionnaire are groups of statements, Please read each group of statements carefully. Then pick 
oul the one stilemenat in cach group which best describes the way you have been fecling the PAST WEEK, 
INCLUDING TODAY! Circle the number beside the statement you picked. If several statements in the group 
seem to apply equally well, circle each one. Be sure to read all the statements in cach group before 
thaking your choice. 

1 0 Ede not feel sad. 
EP teel sad. 
> fam sad all the time and |e can't snap out of it, 
3 bam so sador unhappy that f can't stand it. 

2 0 Tam not particularly discouraged about the future. 
I Dteed divcoursped about the future, 
2 Hicel thave nothing to look forward to, 
Jd feelthat the ture ts hopeless and that things cannot 

Improve, 

Tudo not feel the a fanure, 
Hieet P have failed more than the average person. 

le
 

> 
fe
nd
 
F
a
d
 me
 

I feel bam a complete failure as a person. 

& > S pet as much satisfaction out of things as | used to. 
{dant enjoy things the way | used to. 
Pdont get ccal satisfaction out of snything anymore. 
lam dissatisfied or bored with everything. ‘w

s 
t
y
 
o
e
 

as
 

-
 
-
 {don't feel particularly puilty. 

Itech puslty & good pact ofthe tune. 
Pteel quite purity avest at the tine. 
Dtcel puclty all of the ame. m

l
e
 

a I dun't feel Lam being punished, 
t feel Lmay be punished. 
Teapect to be punished. 
J feel} am being punished. ‘a

d 
0
 

ee
 

7 O I don't feel disappointed ia myself. 
I fam disappointed tn myself, 
2 Tam disgusted wah myself’, 
3 bhate myself. 

BR 0 tdon't feel Lam any worse than anybody else. 
t tam catical of myself for my weaknesses or mistakes. 
2 Pbtime myself all the time for my Caulty. 
3 (blame myself for everything bad that happens. 

9 O don't have any thoughts of Killing myself. 
1 have thoughts of killing myself, but | would not carry 

ihem out. 
2 [would like to kill myself. 
3 L would kill myseff if L had the chance. 

10 0 Idon'tcry any more than usual. 
I I cry more now than f used to. 
2 I cry all the time now, 
3 l used to be able to cry, but now J can't cry even though | 

want to, 

HE 0 Pam no more tenitated now than fever am. 
f pet annoyed of irmtated mote casily thaa Fused to. 
I feel srritated all the time now. 
I don't get irritated at all by the things that used to ieritate 
me. 

ed
 
td
 
oe
 

As TE look back on my life, all Pecan see ts a lot of failures. 

12 

5 

20 

21 

S
N
A
 

YW 
N
K
 D
 
W
e
e
 

Ss 
U
W
N
=
—
S
 

t
e
n
s
 

w
r
e
 

|S 
w
i
r
e
 

|
 

‘a
 
W
o
m
 

SS
 

So
 

-
S
 

t
o
 

A
D
 

| have not lost interest in other people. 
1am less interested in others people than | used to be. 
I have fost most of my interest in other people. 
T have fost all of my interest in other people. 

I make decisions about as well as Lever could, 
Pput off making decoions more than § used to. 
Phave preater difliculty in making decisions than before. 
t can't make decisions at all anymore. 

tdon't feel Eflook any worse than | used to. 
Pam worned that bam looking old or unattracove. 
Ufcel that there are permanent changes in my appearance 
that make me fook unattractive. 
I believe that U look ugly. 

I can work about as well as before. 
it takes an extra effort to pet started at doing something. 
LT have ta push myself very hard to do anything. 
I can't do any work at all. 

Lean sleep as well as usual, 
fadon't seep ay well as bused to. 
Pwike up P-2 hours cacher than usual and find a hard to ges 
back to sleep. 
I wake up several nours earlier than | used to and cannot get 
hack to sleep. 

t don't get more tired than usual. 
I get tired more easily than I used to. 
t get tired from doing almost anything. 
{am too tired to do anything. 

My appetite ts no worse than usual. 
My appetite is not as good as it used to be. 
My appetite is much worse now. 
[have no appetite at all anymore. 

( haven't lost much weight, if any, lately. . 
Phave lost more than 5 pounds. — |. am purposely trying to lose weight 
Thave lost more than 10 pounds. by eating Jess. Yes____- No. 
I have lost more than 15 pounds. 

  

Tam no more worried about my health than usual. 
f am worned about physical problems such as aches and 
pains; or upset stomach, or constipation. 
lam very worried about physical problems and it's hard to. 
think of much else. 
1 am so worried about my physical problems that | cannot 
think about anything else. 

f Thave not noticed any recent change in my interest in sex. 
I Lam less interested in sex than | used to be. 
2 bam much less interested in sex now. 
J Thave fuss interest in sex completely. 

Reproduction without author's express written consent is not permitted. Additional copies and/or permission to use this scale may be obtained 
from: CENTER FOR COGNITIVE THERAPY, Room 602, 133 South Joth Sucet, Phitadelphia, PA [9104 

EVI hy Awan T Hel M1 
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Appendix G: 

PANIC APPRAISAL INVENTORY 

Michael J. Telch, Ph.D 

University of Texas at Austin 

© Copyright 1988 No part of this scale may be reproduced or transmitted in any form 
by any means, electronic or mechanical, including photocopy, recording, or any infor- 
mation storage system, without prior permission in writing from the author. Questions 
concerning this instrument should be addressed to Michael J. Telch, Ph.D, Department 
of Psychology, Mezes 330, University of Texas, Austin, TX 78712. 
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/ NAME: AGE: SEX:_____DATE:_ 

Section 1: Likelihood of Having a Panic Attack 

INSTRUCTIONS: Listed below are a number of situations that are commonly 
associated with panic attacks. For each situation listed, choose a number from the scale 
below which best estimates the likelihood that you would have a panic attack (not just 
anxiety) in that situation. For example, if you think you would get very anxious when 
flying in a jet but were sure that you would not have a panic altack, you would circle the 
number "0", In making your ratings, assume that you are alone and without tranquilizers or 
alcohol. Since your estimate of having a panic attack might depend on the specifics of cach 
situation, we would like you to assume the most difficult case. For example, if you are 
more likely to panic in a department store if the floors are shiny or if the store has 
fluorescent lights, then assume these elements are present. 

PLEASE RATE EACH OF THE 10 SITUATIONS EVEN IF YOU WOULD NOT ACTUALLY PUT 

YOURSELF IN THAT SITUATION IN REAL LIFE. RECORD YOUR RATING IN THE BOX NEXT 

TO EACH STATEMENT. BASE YOUR RATINGS ON HOW YOU WOULD REACT TO EACH 
SITUATION TODAY. 

0 10 20 30 40 50 60 #70 80 -90 100 

  

| | | | | | | | 

No Chance Slight Moderate Strong Definite 
of Panic Chance Chance Chance Panic 

; Attack of Panic of Panic of Panic Attack 

1. Shopping alone in a Jarge crowded department Store...........ceseceeseeees [] 

2. Driving alone 10 miles on a3 lane freeway in heavy traffic..............6. [] 

3. Shopping alone in a large crowded grocery StOre...........sesceececeeceeees [| | 

4, Riding alone on a train OF DUS.............cecseeceececcenscscessceceseseeesees . [ ] | 

5. Sitting alone through a movie or church service in the middle row........ [ ] 

6. Eating a full three-course meal at a fancy restaurant............-sceeesceeees [| 

7. Riding a glass elevator alone up to the 20th floor of a hotel............... [ ] 

8. Walking alone away from your house for 1 Mile......ccesssessssesseseeeees [| 

9. Being alone at home for two GAYS... ..cscscescenccscsccecessescesceseseceeees [| 

10, Waiting in a long line at a bank or post office.........:-sseeee4 Sewereeseees [ 

Please Leave Blank... Total [| 
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NAME: AGE: SEX: DATE: 

Section 2: Your Thoughts During A Panic Attack 

: Listed below are 15 statements reflecting some common feelings 
and thoughts tha‘ people report during sudden attacks of panic or extreme anxiety. Read 
each statement carcfully and then choose a number from the scale below which DEST 
describes the degree to which you are TROUBLED by the ¢ feeling or thought DURING an 
episode of panic or extreme anxiety.: 

PLEASE RECORD YOUR RATING IN THE BOX NEXT TO EACH STATEMENT. BASE YOUR 
RATINGS ON HOW YOU WOULD REACT TODAY TO AN EPISODE OF PANIC OR EXTREME 
ANXIETY. 

  

  

O11 2 3 4 5S 6 7 Bg 9g 10 
Po dd 

troubling troubling troubling troubling troubling 

1. [may 20 insane............c.cecccccccceccocenseccenccncconccescesecessaessmense [_]. 

2. People may Stare AL MEC.......ceccccesccscecncsncecsecscereresseseceseoesess [_ 

‘3. Imay become completely hysterical.............sscsceescscsesencscesecemeses [| 

4, Imay have a heart attack...........ccccsesscesvescesceeescescsseseeee [| 

5. [may faint.....cccsccsccecsscscsssscscscscsscscecsacsessesssscacseeeee C 

G. T May SCICAIML......ecccccceccccecccnccenccecceneenseensescenssessenscesssensuses [_] 

7. Imay lose control of my SCNSES...........0sccecsescnscscereecscseemecsmees. [_] 

8. T may have a Stroke.........cccsssccccessscceccssescesceesssccesscenes [ ] 

9, People may laugh at MC............ccseceseceeesseeceescnsceeseeeeseceenaees [ ] 

10. I may suffocate.........ccscsceseccessecessseeeasceeeenceerstenseneces {| 

11, I may embarrass my family or fricnds..........eccesecreceeeeessseeseees [] 

12. I may di¢..........cccesscceeseoeeeeeees neseeserescccaseceesccetesensees: [] 

13. I may make a scence in front Of OUNCTS......cecceseenseececeecessssemenee [| 

14, People may think I'm WCird..........sceeeeccescreceeteeceeeesenees eee [] 

15. I may do something uncontrollable like jump out a window............. [| 

Please Leave Blank, 

SL Total



NAME: AGE: SEX; DATE: 
  

Section 3: Coping with Panic Attacks 

INSTRUCTIONS; The questions below ask about how you cope with panic attacks when 
they occur. Kead each item carefully and then choose a number from the scale below 
which BEST describes your confidence in coping with panic attacks. 

PLEASE RATE YOUR CONFIDENCE FOR EACI! ITEM EVEN IF YOU HAVE NOT ACTUALLY 
IAD A PANIC ATTACK IN A LONG TIME! RECORD YOUR RATING IN THE BOX NEXT TO 
EACH STATEMENT. 

0 10 20 30 40 50 60 70 80 90 = 100 

  

| | l | | | | | | 
6————_—— > <q —_—_—_—_—__—_—_—_—_ > q————_—____ > 

Not Confident Slightly Moderately Extremely Completely 

At All Confident Confident Confident Confident 

1. How confident are you that you could experience a full blown panic attack 
WITHOUT AVOIDING the situation where the altack OCCUTtd?.........ccsecceccescees [] 

2. How confident are you that you could PREVENT a panic attack from coming 
On in a difficult SitUalion?.........cssscsecnccesereccececceceecetececeeececceceessesseseeees [] 

3. How confident are you that you could STOP a panic attack in midstream?.......... [ ] 

4, How confident are you that you could experience a panic attack without 
ADDING frightening thoughts?........ssssssessosscsesesssesesssnsecsesesseeceeeersees [| 

5. How confident are you that you could expenence a panic attack and 
TELL YOURSELE that you are NOT in any danger?........ssccssescesscesesssessssesens [] 

6. How confident are you that you could successfully DISTRACT your thoughts 
away from the scary feelings during a panic attack?........csscsseseseesseessseeeenees [_] 

7. How confident are you that you could CONTROL your breathing during a 
PANIC ANACK?. .......eecceeeec eer eeeeeeensoeecsoseeseseeeseesees eat eeeseeneeeeceseesene eee es [] 

8. How confident are you that you could go into a situation that would bring on 
© DEFINITE panic attack?...cs.ccssscsenecesseeceeseeceeeseeseeseecceseeesnesesseeseneas [| 

9. How confident are you that you could RELAX your body during a 

PANIC ALLACK?, .. 0. ceeeeeeececeereeteeeeeeeceeeneteeceeeeeeaeensteesecersenecesenseenseweres [] 

10. Overall, how would you rate your confidence in coping with. panic attacks?...... [] 

Please Leave Blank..........s00000 Total 
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SESSION 2 — EXPERIMENTER'S SCRIPT & DATA SHEET 

Subj tt SSN: Date Experimenter 

(Explain what is going to be done today, & give rationale). 

"Today you're going to try the walk on campus. Here is the route I 

want you to attempt. Are you familiar with this route? If you aren't, 
we can go outside and I'll point out the route we want you to attempt." 

(Go over the ACTUAL WALK steps with the aid of the campus map. Point 
out to them "if you are uncomfortable going through the tunnel in Burruss, 

you may walk around the front instead.") 

"Last time we met, I briefly described what we are going to be doing 
today. I want to go over it, and answer any questions you may have. OK? 
We're trying to do 2 things. The first is to try predict your risk 
for likelihood of panic. In order to do this, we will be taking some 
measures like your heart rate and blood pressure, and ask you to complete 
some questionnaires. What I'd like to do now is do a trial blood pressure 
measurement. This first time is just to get you used to how this machine 
works. If you want, I can tell you your blood pressure after you've tried 
the walk at the end of the session. While I'm taking the measurement, 
try to relax, and please don't talk. Do you have any questions? Are you 
left- or right-handed?" 

Put cuff on non-dominant arm, so that the cuff does not 

interfere with their writing arm. 

Trial Blood Pressure: 5S 0 DO PO 

"In addition to trying to predict your risk for panic, the second 
thing we're going to do today is ask you to try the walk on and off campus. 
The reason we're doing this is to see which situations you're 
comfortable with, and which you aren't. We don't want you 

to try any parts of the walk if it will make you uncomforta- 

ble." 

"The reason we're doing this is because it helps us understand your 
problem more accurately, and helps us measure your improvement when we 
start your treatment. Do you have any questions? Before we begin, do you 
have any questions about recording your panic attacks on the form we gave 

you when we last met? OK, Let's begin with the first blood pressure 

measurement." 

Blood Pressure 1: S 1 Di Pl 

(Take a second measure only if you suspect a invalid measurement). 

SWITCH OFF THE BLOOD PRESSURE BOX. 

"Now I want you to fill out this questionnaire". 1ST SYMPTOM CHECKLIST 
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HYPERVENTILATION MANIPULATION 

This subject has been assigned to the following condition: 

  

HYPERVENTILATION CONDITION 

"What's important to us when you try the walk is to see how you do when 
you might be experiencing some panic symptoms. In order to do this, we're 
yoing to ask you to breathe through your mouth at the rate of one breath 
per second, for one minute, like this (demonstrate). This is called 

iyperventilation, and is designed to bring on some temporary panic symp- 

toms. I know this may be uncomfortable, but it is important to do this 

to get a more accurate assessment of your problem, and it 

Allows us to treat you more effectively. Ina short while, I'm 
going to ask you to hyperventilate for one minute, like I was doing. Like 
t said, I'd like you to try the full minute, but if you're 
feeling extremely uncomfortable, you can stop. Do you have any 

questions before we begin? OK, let's begin. The way we're going to do 
this is that I'll start breathing with you, and then I'm going to let you 
continue and I'll time you and let you know when one minute is up. Are 
vou ready? OK, let's go." 

(If Ss ask questions whether this procedure is dangerous, they will be 
told that "Some people will find it uncomfortable, but that 
it will not cause any physical harm"), 

Length of time spent hyperventilating: seconds 

  

  

NO HYPERVENTILATION CONDITION 

"Now you're going to try the walk. Again, the purpose of this walk 

is that it helps us identify specifically which things you have difficulty 
vith, and which you're OK with. This allows us to treat you more effec- 

tively. Now before we do the walk I want you to just sit and relax for 
pone minute. If you wish, you may shut your eyes to help you to relax. 
Do you have any questions before we begin? OK, let's begin to relax for 

one minute now, and I'll tell you when the minute is up." 

Respiration Rate: breaths/minute     
  

"Now I need to measure your heart rate and blood pressure again." 

Blood Pressure 2: 5S 2 D 2 P 2 

(Take a second measure only if you suspect a invalid measurement). 

"J want you to fill out this questionnaire again" (2nd symptom checklist) 

Remove cuff, take symptom checklist from them and say "Let me have a 
look at your ratings." Look them over briefly, then say.... 

100.



  

INCREASED EXPECTANCY CONDITION 

RIGHT NOW, (person's name) » FROM WHAT I'VE 

SEEN HERE, IT LOOKS LIKE YOU'RE AT INCREASED RISK FOR A PANIC 
ATTACK, PROBABLY FOR THE NEXT HOUR OR SO. AFTER THAT, YOUR 
RISK SHOULD RETURN TO ITS USUAL LEVEL. 

  

  

DECREASED EXPECTANCY CONDITION 

RIGHT NOW, (person's name) » FROM WHAT I'VE 
SEEN HERE, IT DOESN'T LOOK LIKE YOU'RE AT ANY RISK FOR A 
PANIC ATTACK FOR ABOUT THE NEXT HOUR OR SO. AFTER THAT, YOUR 
RISK SHOULD RETURN TO ITS USUAL LEVEL. 

  

    
  

If they ask WHY?, say: "Based on the measurements we've done" 

Expectancy Manipulation Check: "Before you attempt the walk, I 
want you to read over the route again on the next 2 pages, and fill in 

the form. This is the same form that you filled in last week, but this 
time I want you to fill it in based on how you're feeling RIGHT NOW". 

When they have completed the PREDICTED WALK QUESTIONNAIRE: 

"We're ready to begin the walk now. I want you to take this form 

(ACTUAL WALK) with you to record which ones you can do. Let's read 
through the instructions again. READ THEM this next paragraph. 

"You are about to attempt the walk described below. The purpose of 

this walk is to see which situations you're comfortable with, and which 

you aren't. Because of this, do not try any parts on this walk 

if it will make you uncomfortable. If you do not want to do any 
one particular step on the walk, you may skip to the next step. You may 

stop at any point. Once you have completed as many steps as you feel 

comfortable with, you will return to Derring Hall along the same route 

as you went there, rating your anxiety again. At Derring, please return 

the completed form by leaving it in the envelope on the door. Your per- 

formance on this walk will provide us with a more accurate understanding 

of your problem, and helps us measure your improvement when we start your 
treatment." Do you have any questions about how to fill in the form? 

As indicated, we want you to record whether you did the step or not, and 
your anxiety if you did it, both on the way there, as well as on the way 
back. 

"After you've completed the walk, if you'd like to see me then, I can 
answer any questions you have. If you want to see me and I'm busy with 

somebody else, you can just have a seat in the Journal Room next door, 
and I'll be with you shortly. Otherwise, if you prefer, you can just 
leave the completed form in the door, and I will contact you to set up 
the next appointment. Do you have any questions now? OK. Let's go down 
to the first floor and you'll begin the walk from there. I'11 go down 
with you." 
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Appendix J: Panic Symptom Checklist 

SSN 

Sy 

The symptoms listed below are frequently experienced during 
iety and panic attacks. Using the scale below, 

number corresponding to the strength of each symptom you 

anx 

the 

are 

D
W
N
r
H
 O

o 

W
o
u
w
o
u
 

on 
tt 

o
 

nN 
Do 

WY 
BP 

W
 

10. 

11. 

12. 

13. 

14. 

How anxious are you feeling now, 
O (not at all anxious) to 100 (extremely anxious)? 

Subject # 
  

mptom Checklist 

experiencing RIGHT NOW. 

Not at all 
mild 

moderate 

strong 
very strong 

Shortness of breath, or 
smothering sensations 

Dizziness, unsteady feelings, 

or faintness 

Palpitations or accelerated heart rate 

Trembling or shaking 

Sweating 

. Choking 

Nausea or abdominal distress 

Depersonalization or derealization 
(feeling removed or detached from your 
body, or feeling that things aren't real) 

Numbness or tingling sensations 

Flushes (hot flashes) or chills 

Chest pain or discomfort 

Fear of dying 

Fear of going crazy or doing 
something uncontrolled 

Likelihood of having a panic attack 

ona scale of 

oO
 

Oo
 

O02 
0 

0 
9 

oO
 

Oo 
O80

 
OC
 

9 

0 

circle 

NHN
 

NH
 

NO
 

NY
 

N
N
 

WN 
mo 

NO
 

NY
 

WN 

> 
bP 

Pb 
DP 

BP 
DB 

> 
£ 

PB 
BP 
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Apnendix J: Expectancy Maninulation Check 

Predicted Walk Questionnaire SSN: - - 

This is the same form as you filled in the last time. Please fill 
it in again, based on how you're feeling RIGHT NOW. As before, use the 
following scales to rate yourself. 

My Rating of my Chances of Having a Panic Attack 

0 10 20 30 40 50 60 70 80 90 100 

  

No Slight Moderate Strong Definite 
Chance Chance Chance Chance Panic 

of panic of panic of panic of panic Attack 

My Confidence in Coping with Panic Attacks 

0 10 20 30 40 50 60 70 80 90 100 

  

  

Not at all Slightly Moderately Extremely Completely 

Confident Confident Confident Confident Confident 

Situation My personal My confidence Do I think 
rating of in my ability I will be 
the chances to cope with able to do 

of having a a panic attack | this step? 
panic attack | if I have one (Yes/No) 

(0-100) (0~100) 
O= no chance | O=No confidence 

of panic that I can cope 
100=definite | 100= Completely 

panic confident that 
I can cope 

  

1. Walk from Derring to Pamplin 
  

2. Walk up one level of the 

  

spiral staircase at entrance 

3. Walk across the mezzanine to 
the glass elevator on the 

opposite side of Pamplin 
  

4. Enter the glass elevator 
  

5. Ride up to the third floor 
  

6. Look out the window while 
riding up the elevator 
          

103



10. 

11. 

12. 

13. 

14. 

15. 

16. 

17. 

18. 

19. 

20. 

Situation 

Ride back to the 1st floor 

Look out the glass window 
while riding down 

Exit Pamplin on the side 
nearest to Burruss Hall 

Walk to the entrance of the 
tunnel passing through Burruss 

Walk through the tunnel 

Walk to the street which dead- 

ends behind Burruss (where cars 

are parked - Turner Street). 

Walk along Turner Street to 

Burger King at the end of the 

street. 

Enter Burger King during 
lunch time (noon) 

Examine the menu for a while 

Stand in line to order 

Order something to eat or 
drink 

Sit in the restaurant 

Consume the food/dtink 

Return to Derring 

My personal 
rating of 

the chances 
of having a 

panic attack 

(0-100) 

O= no chance 

of panic 
100=de finite 

panic 

My confidence 

in my ability 
to cope with 
a panic attack 

if I have one 

(0-100) 

O=No confidence 
that I can cope 
100= Completely 
confident that 

I can cope 

Do I think 

I will be 
able to do 
this step? 

(Yes/No) 
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Appendix K: Rehavioral Avoidance Test Nata Sheet 

ACTUAL WALK. You are about to attempt the walk described below. The purpose of 
this walk is to see which situations you're comfortable with, and which you aren't, 
Because of this, do not try any parts on this walk if it will make you 

uncomfortable. If you do not want to do any one particular step on the walk, 
you may skip to the next step. You may stop at any point. Once you have 
completed as many steps as you feel comfortable with, you will return to Derring 
Hall along the same route as you went there, rating your anxiety again. At 
Derring, please return the completed form by leaving it in the envelope on the 
door. Your performance on this walk will provide us with a more accurate 
understanding of your problem, and helps us measure your improvement when we start 
your treatment. 

Done? jActual Anxiety Rating 
(Yes/No) /if you did it (0-100) 

SSN: 0 = No anxiety 
100 = Extreme Anxiety 

Subject # Going there| Returning 

1. Walk from Derring to Pamplin 
  

2. Walk up one level of the spiral staircase 
  

3. Walk across the mezzanine to the glass 
elevator on the opposite side of Pamplin 

  

- Enter the glass elevator 
  

  

- Ride up to the third floor 

  

Ride back to the ist floor 
  

. Look out the glass window while riding down 
  

4 

5 

6. Look out window while riding up elevator 

7 

8 

9 . Exit Pamplin on the side nearest to Burruss 
  

10. Walk to the entrance of the tunnel passing 
through Burruss 

  

11. Walk through the tunnel 
  

12. Walk to the street which dead ends behind 
Burruss (where cars are parked - Turner Str) 

  

13. Walk along Turner Street to Burger King at 
the end of the street 

  

14. Enter Burger King during lunch time (noon) 
  

15. Examine the menu for a while 
  

16. Stand in line to order 
  

17. Order something to eat or drink 
  

18. Sit in the restaurant 
          19. ‘Consume the food/drink 
  

Now return to Derring along the same route, rating your anxiety again. 
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Appendix L 
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Apnendix M: Panic Attacks Cognitions Questionnaire 

94 Chapter 6 Panic Thinking: Catastrapnic Cogaiticns 

Table 6.4 Panic Atlack Cognilions Quesicnnaire 

Instructions: Frightening thoughts oflen accompany or follow panic allacks. 
Think of your last panic aticck. Using the scaie below, raia aach of the follow- 
ing thoughts according to the degree to which you thougnt il during and 

after this canic atlack. Remember !o rcte each thought lwice, once for dur- 
ingy aNd one ior after your last acc.. 

4 = ncotatall;2 = some, butnotmuch; 3 = quite alot: 4 = tolaliy dominated 

your thoughts 

Loring Alter 

I. Pam going to die. P23 4 —_——_ 

2. [am going insane. bo2 03 - Lo —— 

3. Tam losing control, P23 4 2 LL 

4. This will never endl. 12 3 4+ _ 

5. Lam really scared. bf 235 4 2.0 Loo 

6. [am haviny a heart attack. 1234 20 Toe 

7. Lam going to pass out. P23 4 _ —— 

8. I don’t know what people will think P23 4 00 Ll 

9. T won't be able to get out of here. ib 2 3 4 —_ _ 

10. Uciun’t auaderstand what is 123 4 _ 
happeniny to ime. 

11. People will think Tam crazy. 12354 LD __ 

12. Twill always be this wav. 1 2 3 4 ~ __. 

13. Iam going to throw up. P23 4 2 UL 

14. T must have a brain tumor. 123 4 2 LT 

15. IT will choke to death. 1234 2.0, Low 

16. Tam going, to act foolish. 1234 200 ¢©6_h 

17. I am going blind. 12354 2. _ 

18. Twill hurt someone. [234 oo Lo 

19. [am going to have a stroke. 1234 200 J 

20. Tam going to scream. 234 _ —_ 

21. Iam going to babble or talk funny. 1234 _ __ 

22. 1 will be paralyzed bv fear. 123420, ow 

23. Something is really physically 1234 2. 00~C0606U 
wrong with me. . 

24. I will not be able to breathe. 1234 2 Jo 

25. Something terrible will happen. 1 2 3 
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