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ABSTRACT: This study investigated the levels of irrationality reported by a
clinical sample of anxiety disorder patients, including simple and social pho-
bics, panic disorder patients, agoraphobics, and obssessive compulsive pa-
tients. The levels of irrationality were compared between these groups and a
group of normal control subjects, using the Rational Behavior Inventory
(RBI). Agoraphobic patients were significantly less rational than control sub-
jects on six of the RBI's subfactors and the total score of the Inventory. Pa-
tients in all diagnostic categories except simple phobia were significantly dif-
ferent from control subjects on the projected misfortune subfactor, and
patients in all categories except simple phobia and panic disorder were signif-
icantly different from controls on the total RBI score. There were only four
instances where patients in anxiety disorder categories significantly differed
from each other in levels of irrationality. The implications of these findings,
methodological limitations, and directions for future research are discussed.
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The current use of cognitive-behavioral treatment techniques relies
upon the theory that many psychiatric disorders, including patholog-
ical anxiety, are caused or maintained by irrational beliefs (Ellis &
Grieger, 1977; Beck & Emery, 1985). This theory has been partially
supported by several correlational studies with analogue samples,
which have demonstrated that irrational beliefs are associated with
certain types of psychiatric symptomatology, such as state anxiety
phobic anxiety, obsessive - compulsiveness, depression and psychoti-
cism (Himle, Thyer, and Papsdorf, 1982; Thyer, Papsdorg, and Kilgore,
1983).

A few studies have also demonstrated that irrational beliefs are also
present among clinical patients exhibiting particular types of phobic
anxiety. Sutton-Simon and Goldfried (1979) have reported statistically
significant, though modest correlations between irrational beliefs, as
measured by the Irrational Beliefs Test, and social anxiety as mea-
sured by the Social Avoidance and Distress Scale, and also between
irrational beliefs and acrophobia as measured by the Fear of Heights
Survey. Thyer, Papsdorf and Kramer (1983) reported that irrational
thinking as measured by the Rational Behavior Inventory was signifi-
cantly correlated, though minimally, with general phobic anxiety as
measured by the Fear Survey Schedule. They attributed the minimal
association with phobic anxiety to the fact that most of their subjects
attributed their phobias to experiences which were best explained by
classical conditioning factors, rather than by cognitive distortions.
Mizes, Landolf-Frische, and Grossman-McKee (1987) also reported sig-
nificant correlations between rationality scores, as measured by the
Rational Behavior Inventory and the Irrational Beliefs Test, and
scores on the Fear Questionnaire among patient groups of simple pho-
bics, and agoraphobics.

In addition, some studies have presented clinical and anecdotal ob-
servations which suggest that anxious patients report self-statements
similar to Ellis’ (1973) categorization of irrational beliefs. For exam-
ple, Beech and Vaughan (1978) reported that phobic and obsessional
patients have serious difficulty making decisions and a predisposition
to avoid life’s problems. Reed (1985) stated that obsessional patients
had an excessive fear of losing self-control, conformed in an excessive
manner to social prescriptions for proper conduct, and were the ulti-
mate perfectionists. Beck and Emery (1985) stated that the fear of loss
of emotional control was characteristic of patients exhibiting panic at-
tacks. They described social phobics as individuals who had an exces-
sive fear of being evaluated by others, and who experienced shame
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and fear of abandonment because of personal mistakes and failures in
life. In addition, it has been suggested by Sutton-Simon and Goldfried
(1979) that social anxiety has a larger cognitive component than acro-
phobia, because social anxiety involves implicit cognitive concerns
with the evaluation of others, while acrophobia may be related to con-
ditioned anxiety responses accompanied by minimal cognitive distor-
tion.

In spite of this evidence, a number of authors have suggested that
further replications of the nature of irrational beliefs among clinical
samples are needed, that the validity of the Rational Behavior Inven-
tory needs to be established for specific classes of anxiety disorders,
and that research is lacking into the specific irrational beliefs among
obsessive-compulsives (Martzke, Andersen, & Cacioppo, 1987; Em-
melkamp, 1987). Therefore, to further examine and clarify the rela-
tionship between various types of anxiety disorders and irrational
thinking, this present study reports the results of an assessment of the
levels of irrationality between groups of clinically anxious patients, as
categorized by the use of DSM-III criteria (American Psychiatric Asso-
ciation, 1980), and a group of normal controls.

METHOD
Subjects

The research participants were 65 psychiatric outpatients who met
the DSM-III diagnostic criteria for either simple phobia (N = 13), so-
cial phobia (N = 10), panic disorder (N = 10), agoraphobia with panic
attacks (N = 22), obsessive-compulsive disorder (N = 10), and a group
of normal controls (N = 44). Each patient had sought treatment at the
Anxiety Disorders Program of the Department of Psychiatry at the
University of Michigan Hospitals, and was given a diagnosis by a cli-
nician skilled in the use of DSM-III criteria. The reliability of the as-
sessment of anxiety disorder diagnostic categories among mental
health professionals has been examined, and the results have indi-
cated an acceptable level of interrater reliability in the assessment of
such disorders (American Psychiatric Association, 1980).

The clinical sample was composed of 22 men and 43 women with a
mean age of 35.12 years. The average age of onset of the anxiety disor-
der was 23 years. The control group was composed of 8 male and 36
female graduate students with a mean age of 35.73 years.
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Procedure

Each patient was asked to complete the Rational Behavior Inven-
tory (Shorkey & Whiteman, 1977) as part of the clinic’s routine assess-
ment protocol. The psychometric properties of the Ratonal Behavior
Inventory (RBI) are robust, including discriminant validity (Smith &
Zurawski, 1983), convergent validity (Smith, Boaz, & Denny, 1984;
Himle, Thyer, & Papsdorf, 1982), factor structure (Himle, Hnat, Thyer
& Papsdorf, 1985), test-retest reliability (Thyer, Papsdorf & Neal,
1983), and normative data (Thyer, Papsdorf, Himle, & Bray, 1981).

The RBI consists of a 37 item questionnaire which yields a total
irrationality score as well as 11 subscores, each approximately corre-
sponding to one of the major irrational beliefs outlined in the rational-
emotive therapy literature (Ellis, 1973; Ellis & Harper, 1975). Factor
1 (catastrophizing) is a measure of the tendency for individuals to es-
calate the seriousness of possible future misfortune; factor 2 (guilt)
refers to guilt experienced for deviations from social norms; factor 3
(perfectionism) represents the demand for perfection in all areas of
behavior; factor 4 (approval) represents the rationality of the frame of
reference from which an individual makes value judgments about his/
her attributes, ideas and behavior; factor 5 (caring and helping) re-
veals the degree to which it is demanded that all people care for and
help one another; factor 6 (blame and punishment) measures the de-
gree of blame and punishment of self and others; factor 7 (inertia and
avoidance) indicates the individual’s ability to counteract avoidance
tendencies by accepting difficulties and working on unpleasant tasks;
factor 8 (independence) evaluates the acceptance of independence in
decision making and the consequences of actions; factor 9 (self-down-
ing) refers to the tendency to upset oneself by negative self-evalua-
tions; factor 10 (projected misfortune) measures the tendency to which
the individual is upset by possible future misfortunes, irrespective of
the probability of their occurrence; and factor 11 (control of emotions),
measures the belief that one has self-control over emotions. The over-
all index of rationality ranges from a score of 0 to a score of 38, with
higher scores indicating greater rationality.

RESULTS

The mean age and gender distributions of the anxiety patients and
the control group were not statistically significantly different. The
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mean total RBI score for the anxious patients was 21.4, and 28.3 for
the normal subjects, which was significantly different [#(107) =
- 6.43, p<<.001], indicative of higher levels of irrational beliefs among
the anxious patients. The mean score levels of irrationality between
the different types of anxiety diagnoses were examined using post-hoc
Scheffe group comparisons (Hays, 1963) for each RBI factor and the
total RBI score. The results are presented in Table 1.

Significant differences in mean scores were found between ago-
raphobics and control subjects on factor 1 (catastrophizing), factor 6
(blame and punishment), factor 7 (inertia and avoidance), factor 8 (in-
dependence), factor 9 (self-downing), factor 10 (projected misfortune),
factor 11 (control of emotions), and the total RBI score. In all of these
instances agoraphobics reported significantly lower rationality than
control subjects. Agoraphobics also had significantly lower rationality
scores than simple phobics on factor 9 (self-downing), on factor 10 (pro-
jected misfortune), and the total RBI score. Obsessive compulsive pa-
tients had significantly lower rationality scores than the control sub-
jects on factor 10 (projected misfortune) and the total RBI score, and
lower rationality scores than simple phobics on factor 10 (projected
misfortune). Social phobic patients had significantly lower rationality
scores than control subjects on factor 4 (approval), factor 10 (projected
misfortune), the total RBI score and higher rationality scores than
agoraphobics on factor 8 (independence). Patients with panic disorder
had significantly lower rationality scores on factor 10 (projected mis-
fortune) than the control subjects. No other significant differences
were found between mean scores among diagnostic groups, or between
the diagnostic groups and the control group.

DISCUSSION

Since only five statistically significant differences in rationality
mean scores were found between groups of patients in the various
DSM-III categories, these data suggest that unique differences be-
tween types of irrational thinking and specific anxiety disorder cate-
gories are not prominent features among this sample of severely anx-
1ous patients. This finding and the lack of significant differences in
irrationality between a number of phobic groups (simple phobia and
panic disorder) and the control group on ten of the eleven irrationality
subfactors lends some support to the contention of Wolpe (1981) and
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Ost and Hugdahl (1981) that phobic anxiety may be caused by reflex-
ive conditioning factors rather than by cognitive distortion.

However, there are a number of exceptions to this contention. For
example, agoraphobics reported significantly lower levels of ratio-
nality than control subjects on six factors (catastrophizing, need for
approval, blame and punishment, independence, self-downing, and
projected misfortune) and the total RBI score. A number of authors
have commented on the rather complex nature of agoraphobia. Fisher
and Wilson (1985) found that agoraphobics consistently overrated
their anxiety and physiological arousal, and rated themselves as more
responsible for their failure to cope with their fears than nonagora-
phobics (self-downing?), and as responsible for fearful or negative
events (blame and punishment?), and experienced more anxiety than
they believed others would in anxious situations (catastrophizing?). In
a review of the treatment approaches to agoraphobia, Jansson and Ost
(1982) reported factor analytic evidence and clinical observations,
which suggested that agoraphobics may have a broader range of neu-
rotic symptoms, such as depression, hysteria, hypochondriasis, and de-
personalization than other phobic disorders. They suggested that
agoraphobia may not be strictly considered as a phobic response, but
rather a clinical syndrome with a variety of neurotic problems.

In this study, agoraphobics reported a greater tendency to be upset
by the possibility of future misfortune than control subjects. This may
be due to the particular nature of the fears associated with agora-
phobia. Hallam and Hafner (1978) found that agoraphobics reported a
distinct cluster of fears associated with public places, shopping, and
travel in contrast to simple phobics. One can hypothesize that the so-
cial pressure to expose oneself to these places and activities, rather
than avoid them, may account for such fear of possible misfortune.

However, since agoraphobia may be effectively treated by exposure
therapy, which usually does not involve a cognitive restructuring com-
ponent (Zitrin, Klein, & Woerner, 1980; Jansson & Ost, 1982), and has
been found to more successful than cognitive therapy procedures in
treating agoraphobia (Emmelkamp, Kuipers, & Eggeraat, 1978; Em-
melkamp & Marsh, 1982), it is not certain as to the role such irra-
tional beliefs play in the assessment and treatment of this disorder.
This issue needs to be reexamined.

It is of interest that panic disorder patients without agoraphobia
reported significantly lower rationality on only one factor (projected
misfortune), which lends some support to the general contention that
spontaneous panic attacks may have a biochemical etiology (Thyer,
1987). Further research is needed to examine this issue.
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It important to note that there was a significantly lower level of
rationality between patients in all anxiety disorder categories, except
simple phobia, and control group subjects related to projected misfor-
tune (factor 10)). This may be due to the learning history of anxious
patients, who have experienced a number of unpleasant and un-
planned contacts with phobic stimuli over time, and may have learned
to dread them, and exaggerate the probability of their occurrence.
This possibility needs to be examined as part of the general research
question as to the exact nature of cognitive distortions in the develop-
ment of anxiety disorders (Thyer, Westhuis, & Harrison, 1987).

The finding that there were no significant differences among sub-
jects in the anxiety categories, and between subjects in these catego-
ries and control subjects on the factor related to control of emotions
(factor 11), is unusual. This is contrary to the hypothesis of Beck and
Emery (1985) who contend that the fear of loss of emotional control
was characteristic of a number of types of anxiety, including panic
disorder. In addition, Barlow and Cerny (1988) have described a
method of treatment for panic disorders which utilizes procedures de-
signed to help such patients increase their ability to control their emo-
tions. Further research needs to be directed to examine the role of the
fear of loss of emotional control among patients experiencing various
types of anxiety disorders.

Based upon the data reported from this sample, it is important to
emphasize that different aspects of irrationality were not directly re-
lated to different categories of anxiety in the majority of instances.
The exceptions were the reports of agoraphobic patients, and in one
instance, social phobics. Therefore, the assumption that different pho-
bic disorders have a unique constellation of irrational beliefs relevant
to that category, may be untenable. However due to the relatively
small size of our sample, replications of this study are needed to exam-
ine this issue.

In summary, this study has demonstrated that among a group of
patients, classified according to DSM-III anxiety disorder criteria, and
a group of control subjects, few significant differences between mean
scores of rationality were observed, except for agoraphobics. Further
research needs to be done to examine the occurrence of irrational be-
liefs among other clinical samples of anxiety disorder patients. Such
research will assist in the appropriate selection of intervention pro-
cedures, which are responsive to the presence or absence of irrational
thinking among such anxious patients.
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