1992; Simon et al. 1993) and because MCS cases comptlained of a large number of mental symptoms, some
researchers think that MCS is a manifestation of former psychiatric disorder such as depression, anxiety, and/or
somatization disorders (Brodsky 1983,1987; Stewart 1985; Scottenfeld and Cullen 1986 b; Terr 1986; Black et
al.1990; Simon et al. 1990; Studenmayer et al. 1993). They also point out the similarities between MCS and
former psychiatric disorder such as post-traumatic stress disorder (Scottenfeld and Cullen 1986 b), somatization
disorder (Brodsky 1983), and obsessive compulsive personality disorder (Rosenberg et al. 1990). However, no
consistent understanding of the etiology or pathology has been obtained and there is no conclusion on whether the
etiology is a physical or psychogenic one or a combination of these two. Therefore, it is impossible to conclude
whether MCS is identical to psychiatric disorders or not at the present time. But, there is a need to describe the
features of psychiatric or psychological state in MCS.

Previous studies (Doty et al, 1988; Simon et al, 1990 and 1993) pointed out that MCS had significantly more
depressive symptomatology than controls by questionnaires. Brown-DeGagne et al. (1998) evaluated 42 patients
of MCS with the Beck Depression Inventory (BDI), to classify the results into subscales related with cognition-
affective symptoms and those related with somatic-performance and compared them with outpatients of
depression. The patients of MCS tended to complain more of somatic-performance related to subscales than did
the cases of depression. From this result, the authors pointed out the necessity of paying attention to the
following two possibilities in the judgement of depressive seriousness: the total score of BDI may overestimate
the depressive seriousness and the patients of MCS are apt to express symptomatic depression in their physical
complaints.

Simons et al. (1993) reported that the patients with chemical sensitivity had greater prevalence of current
anxiety and depressive disorder than controls (44% versus 15%). However, this difference did not appear to
precede the onset of chemical sensitivity, and 25% of chemically sensitive patients showed no significant current
psychological disturbance.

On the other hand, one study (Selner and Studenmayer, 1992) indicated no differences between individuals
with MCS and controls with regard to depressive symptomatology.

Therefore, we examined whether the patients of MCS had stronger anxiety and depression than those of other

diseases among new and follow-up patients.
SUBIJECTS and METHODS
Subjects
This study was performed on 46 cases of MCS and 46 controls from July 1, 1998 to May 11, 1999. Subjects

included those who visited the ophthalmologic cutpatient clinic at Kitasato University Hospital for suspected MCS

either by themselves or after being introduced from other physicians. The possibility of other diseases was
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denied and the diagnostic criteria of Cullen were satisfied in the subjects. The diagnosis of MCS was made by
doctors other than the evaluators of their mental state, In order not to include the same subjects in both groups of
the first and subsequent examinations, the investigated cases upon the first examination were excluded from the
subsequent examination.

Those having other diseases upon their first and subsequent visits in the same clinic were designated as the
"control", Gender and age matched patients of the control group were collected by randomly examining those
who consented to this investigation after an oral explanation was provided on the purpose and method of
investigation and how the obtained data was to be used. The diseases in the control groups were retinal and
vitrous body diseases (17.2%), diseases of the crystalline lens (10.3%), palpebral diseases (10.3%), squint and
external ophthalmoplegia (10.3%) in the new patients, and retinal and vitreous body diseases (52.9%), diseases of
the crystalline lens (11.8%), and palpebral diseases (11.8%) in the follow-up patients.

The average ages and standard deviations of all subjects are shown in Table 1. The mean ages of MCS were
42.6 years (S.D.=15.4) and those of controls were 42.5years (S.D.=15.4). The mean ages showed no significant
difference between MCS and controls in all subjects and each group of gender and new or follow-up cases. Also,

the mean ages had no statistical difference between the new patients and the follow --up patients in each subject

group.

Methods of investigation and its evaluation for mental states

The State-Trait Anxiety Inventory (STAI, Japanese version, Sankyobo, Kyoto), a questionnaire anxiety test
originally developed by Spielberger (1970), was used for evaluating anxiety. For evaluating depression, the Self-
rating Depression Scale (SDS, Japanese version, Sankyobo), a questionnaire depression test originally developed
by Zung (1965) , and the Hamilton Rating Scale for Depression (HRS, Japanese version) (Hamilton 1960) an
interview evaluation of depression for doctors were used.

STAI consisted of state anxiety and trait anxiety tests including 20 questions for each for a total of 40.  Each
question was rated at 1 to 4 points and the greater the score, the stronger the anxiety was assumed to be.
According to the manuals of both state anxiety and trait anxiety tests in the Japanese versions, there were five
grades of evaluation criteria. According to the manuals of state-trait anxiety inventory in Japanese versions,
there were five grades of evaluation criteria. In the state anxiety test, for males, 22 points or less, 23 to 31 points,
32 1o 40 points, 41 to 49 points and 50 points or more were judged "very low", "low", “normal”, "high" and "very
high", respectively. For females, 21 points or less, 22 to 30 points, 31 to 41 points, 42 to 50 points and 51 points or
more were judged "very low", "low", "normal”, "high" and "very high", respectively. On the other hand, in the
trait anxiety test, for males, 23 points or less, 24 to 32 points, 33 to 43 points, 44 to 52 points and 53 points or
more were judged "very low", "low", "normal”, "high" and "very high", respectively, and for females, 23 points or

less, 24 to 33 points, 34 to 44 points, 45 to 54 points and 54 points or more were judged "very low", "low",
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"normal”, "high" and "very high", respectively.

SDS consisted of 20 items related to the depressive state and each was rated at | to 4 points. Theoretically,
20~80 points are to be scored and the greater the score, the stronger the depression is assumed to be. SDS can also
be evaluated by being dividing into three groups based on total points. In the Japanese version, 35 ( -+ 12) points,
49 (£ 10) points and 60 (+7) points are defined as the normal level, neurotic level and depressive level,
respectively.

Theoretically, HRS indicates a range of 0 to 62 points and the greater the score, the stronger the depression is

assumed to be.

Statistical analysis
In the statistical analysis for each criterion, the -test was used for comparisons for average values.

Correlation coefficients were used for indicating relationship between the two scores.

RESULTS

Frequencies of anxiety and depressive grades in MCS

Anxiety scores. The added proportions of "high" and "very high" in MCS and controls in the new patients
were 76.6%, 70.0%, respectively. On the other hand, the proportion graded "high" or "very high" state anxiety in
MCS tended to be larger than those in controls in the follow-up patients (MCS= 50.0%, controls = 27.8%) with no
statistical significance (Fig.1).

The proportion of "high" or "very high" trait anxiety grades showed the same trends as state anxiety both in the

new and follow-up patients (the new patients; MCS = 73.4%, controls = 60.0%, the follow-up patients; MCS =
60.0%, controls = 33.4%) (Fig.2).

Depression scores. The added proportions from " normal~ neurotic level " to "depressive level” in MCS and
controls in the new patients were 70.0%, 69.2%, respectively. A comparison in the levels of SDS between MCS
and controls in the new patients indicated that the added proportion of subjects classified as the "normal~ neurotic
level” or advanced levels, MCS (70.0%) did not differ from those of controls (69.2%). On the other hand, MCS
(77.8%) tended to be a larger proportion than the controls (33.4%) in the follow-up patients. The new MCS
patients (60.0%) tended to have a higher rations than controls (34.6%) only when the proportions of "neurotic

level” or advanced ones were added (Fig.3).

Average scores in MCS and controls
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Anxiety scores. Mean scores of both state and trait anxiety tests in the MCS subjects were significantly higher
than those of the controls in cases of the follow-up patients (p <0.05). By contrast, the mean state and trait

anxiety scores showed no statistical difference between MCS and controls in the new patients (Table 2).

Depression scores. The mean scales of both SDS and HRS in the MCS subjects were significantly higher than
thase of controls in cases of the follow-up patients (p < 0.01). However, neither scale in MCS significantly

differed from those of controls in the new patients (Table 2).

Average scores of anxiety and depression in the new and follow-up patients according to MCS or controls

Anxiety scores. In MCS, there was no difference in either state and trait anxiety scores between the new
patients and the follow-up patients. In the controls, however, the mean scores of both state and trait anxiety
inventories of the new patients were significantly higher than those of the follow-up patients (state anxiety

inventory; p <0.01, trait anxiety inventiory; p <0.05) (Table 3).

Depression scores. In MCS, neither depression score of the new patients differed from those of the follow-up
patients. In the controls, the depression scores of the new patients were significantly higher than those of the

follow-up control patients {(p <0.01) (Table 2).

The correlation coefficients between the two different scores

Anxiety scores.  The two anxiety scores were highly correlated in MCS and controls at first and subsequent
appearances (p < 0.01) except for that of the follow-up controls (r = 0.64) (Table 3).
Depression scores.  The correlation coefficients between SDS and HRS in MCS and controls was significantly
high except for that of the follow-up controls {Table 3).
Relation between anxiety and depression
The correlation coefficients between SDS and state or trait anxiety inventory of the new patients showed a
trend of higher values than those of the follow-up patients. However, there were almost no differences in the

correlation coefficients between MCS and controls of both the new patients and the follow-up patients (Table 3).

DISCUSSION

Anxiety of MCS

From the results of comparison of mean scores for anxiety between MCS and the control, MCS was
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characterized by higher scores in both state and trait anxiety tests of the follow-up patients compared with the
controls. However, the new patients of MCS did not show higher anxiety scores compared with the controls.
The categorical classification of state anxiety showed that most frequent grades of anxiety in both MCS and
controls were evaluated as "very high” in the new patients and as "normal” categories in the follow-up patients,
The largest category of trait anxiety in MCS was "very high" in the new patients and that of controls was "high".
Both MCS and the controls indicated that the most frequent trait category was "normal” in the follow-up cases.
MCS had no significant difference in the scores of state and trait anxiety tests between first and subsequent visits,
while the control indicated decreased scores of both in the follow-up cases. Therefore, the characteristic of
anxiety in MCS is that at the first appearance, the anxiety level is high as controls and remained high at the
subsequence visits. On the other hand, the anxiety level in the controls decreased at the subsequent appearance.
The finding observed in this study that MCS remained at strong anxiety was similar to a previous study (Simom et
al. 1990) when the combined prevalence of either anxiety or depression was very high (prevalence = 95%). This
is probably because firstly intensified anxiety is associated with uncertainty about unknown causes and
unestablished treatment of MCS and secondarily MCS patients have an inherent trend of anxiety. Spielberger
{1970) described that state anxiety was related to subjective emotion of situation-dependent stress or concern and
trait anxiety was refated to personal character such as a tendency of being anxious or difference in reaction.

Since MCS is characterized by strong anxiety which remained at the follow-up, it is 2 matter of psychiatric
concern whether MCS is identical to the anxiety disorder described in the DSM-IV (Diagnostic and Statistical
Manual of Mental Disorders, 4th edition) of the U..S. Psychiatric Association and Anxiety Disorder listed on ICD-
10 of WHO. Some previous studies described the resemblance of MCS to anxiety disorders because the
symptoms appeared immediately after an exposure to a very low concentration of chemical substance and recurred
under the same or similar conditions.  Other articles mentioned the similarity with panic disorders. Kurt (1995)
pointed out that MCS was particularly related to a panic or anxiety attack defined in DSM-IV and called MCS
"toxic agoraphobia". Binkley et al. (1997) reported that administrating sodium lactate to all five cases of MCS
caused subjective MCS symptoms as opposed to the cases of placebo. Sodium lactate is known as a panic attack-
inducing material (Pitts and McClure 1967; Fyer et al 1984; Cowley and Arana 1990). Based on this finding,
they described that there is some bioneurological similarity between MCS and panic disorders. Besides, there are
other indications that MCS symptoms may be related to hyperventilation syndrome (Lehrer 1997; Leznoff 1997)
and that MCS is a subgroup of somatization disease (Gothe et al. 1995).

Because the present study discusses whether the anxiety of MCS is stronger or not, we could not conclude
which of the above-mentioned disorders are similar to MCS in this study. However, as the anxiety of MCS is
observed to be higher than controls in the follow-up patients, it seems necessary in the future to examine which
anxiety disorder resembles the anxiety of MCS by structural interview. In addition, the mean scores of anxiety

inventories in MCS were approximately five points higher than those of controls at first examination though the
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difference was not significant. Therefore we have to investigate whether MCS has higher anxiety than controls

when the numbers of MCS are increased.

Depressive state of MCS

Comparing the mean SDS or HRS scores between MCS and the controls, there were no statistical differences
in the new patients, while the scores of MCS were higher than those of controls in the follow-up patients. In
addition, there was no statistical difference in either scale between the new patients and the follow-up in MCS,
whereas the new patients had significantly higher values than the follow-up controls. These findings showed the
same trend as anxiety in this study. These suggest that MCS may be characterized by the continuance of
depressive state at a "neurotic level” category by SDS. These findings are similar to a previous report that the
patients with chemical sensitivity had high prevalence of current anxiety and depressive disorder (44 % versus
15 %), however, this difference did not appear to precede the onset of chemical sensitivity (Simon et al. 1993).
From these findings, we think that the MCS is characterized by the continuance of some depressive state rather
than an advanced degree of the depressive state. The prevalent rates of depression in MCS by use of structured
psychiatric interviews (Fiedler et al.1992; Simon et al. 1993) and by an unstructured one (Stewart and Raskin,
1985) were reported to be ranged from 17% to 29%. It may be necessary to assess the depressive state in MCS
using controls of psychiatric disorders (i.. affective disorder, anxiety disorder and personality disorder). We also
have to investigate how to change the depressive state in the course of MCS,

The correlation between SDS and HRS in MCS and controls at first and subsequent appearance was high
except for that in the follow-up control group. The study on correlation, performed on the depression patients by
Prusoff et al. (1972), between questionnaires of the depressive examination and objective evaluations reported that
individual symptoms for each item showed a higher correlation during the remitting period after 10 months than
the acute period immediately after hospitalization. Another study on the correlation between SDS and HRS,
performed on in-patients by Davis et al. (1975), also reported that correlation coefficients on the day, 7th, 14th
and 21st days of hospitalization were 0.62, 0.76, 0.72 and 0.95, respectively, suggesting that as the number of days
after hospitalization increased, the higher the correlation between SDS and HRS became. These previous
findings are not consistent with those of the present MCS study. The characteristics of MCS had almost unchanged
correlation coefficients between SDS and HRS in the course of this disease, which may differ from depression.
Since MCS is a heterogeneous condition, we should find differences of depressive symptomatology between MCS

and psychiatry disorders.

Relation between anxiety and depressive state in MCS, and controls

Because of negligible differences of correlation coefficients of anxiety with the depressive state between MCS
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and controls in both the new patients and the follow-up patients, it is hard to say whether the two scales in MCS
are closely correlated.

This study selected patients with ophthalmologic diseases as the controls for the following two reasons: firstly,
the investigation on controls can be performed under the same condition as MCS; Secondly, all people seem to
have higher anxiety and depressive states due to some disease regardless of its type. Comparison between
patients of MCS and those of different diseases can reveal the psychological states due to MCS.

The control group suffered from various ophthalmologic diseases, but the majority of the affected parts were
retinas and corpus vitreum.  Especially, for the follow-up patients, the ratio of retinal and Corpus vitreunmnt

disorders reached 52.9% and some bias may exist due to such a heterogenous composition of diseases.
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Fig.1.  Frequency distribution of grades of state anxiety inventory in MCS and controls. Figure I-A is the result

of the new patients, and Figure 1-B is the result of the follow-up patients. 1, Control; ¥, MCS.
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Fig.3, Tonori et al.
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TABLE 1. Mean and range of age in MCS and the comirol according to gender

Subjects MCS Control
All n 48 48
426154 4251154
(17-75) (16-73)
Men n 16 16
38.2114.0 37.8x13.5
(17-72) (18-70)
Women n 32 32
4481+ 15.8 44.8+£16.0
(16-75) (16-73)
New patients n 30 30
41.5+£15.0 4121147
(18-75) (16-73)
Men n 12 12
38.8%14.5 38.3+£13.9
(21-72) (20-70)
Women n 18 18
433X154 43.1%£15.3
(18-75) (16-73)
Follow-up patients  »n 18 18
443+164 44.6%16.7
(17-72) (16-72)
Men n 4 4
36.3x14.2 36.3+14.2
(17-48) (18-49)
Women n 14 14
46.6X16.8 47.0+17.0
(19-72) (16-72)

Shown by mean (years) *S.D. (); range.
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Multiple Chemical Sensitivity (MCS) (IHE®IERZZ2T AL BB E AN TV H, A% T,
LM R~y FUr S ERET MCS CIRBIEBBZ LR TAZ LICLD, MCS ORELEMMS -
(depressive state) DBMIZOWVWTEHF LA, AERIMOKBOTEMESZ <, Cullen OBEELELE
T HLDEMCS & L MMOKRBTRBICHMZ L o7, HDWILERT OBE % Control & L7:, MCS48
A, Control 48 AIZH LT, BERARDOTLKA TH S State-Trait Anxiety Inventory (STAID) HARK, HiD
KOS KA TH S Self-rating Depression Scale (SDS) H AR & | E AR 5 Dl R & T3 5 Hamilton
Rating Scale for Depression (HRS) 2 HW T, RELM 3 S OF M 2T 7=,

MROMITIIMZ L HR (BREPOMR) AT TITo72, MCS OBHZTHARRE - M5-5R
BEOR/RB, conrol OFBIZHEATHELZEELRLE, ThIZHLTHZ TR, 2TORET MCS
& control IZHBREBEAD ORI ok, £, MCS OUIR EBZOBSAEEBELZESRAEEN
B LNEWVOIZRT L, control TIIHEZBEMNTCETOREBEABFEICET LTV,

LHRZEDE, MCS ODFREWM I SOBBT, MOKBLHEBLTHEVEVIZ L LD b, WD
KHOKBTHROL S REBEOTERLH 5> (SDS Tt neurotic level BIED & D) AHRERIC LR
LTWaHZ L THHARENRREN,

[iIzUsiz]

1986 4, Schottenfeld & Cullen” iZ& Y., BRENRLFVEBRBEOEN D, BERKRARE LY HE
BRECTHLEFAORREF L, EEMICHAO DM R VIERE 2T 5EHIAMNH THRE S, ¥ 1987 45,
T-AKEBMEEFZRFT TORULEMOBEL S, Cullen® 12X D Multiple Chemical Sensitivity
(MCS) BRBEN, SHIZES>TWA, Cullen 23557 Lz MCS OZHHRILZ, 1) BEHAXO(LEWE
CEDREL, 2) BB ECERERD, 3) KR EbhAWE IS T AXIGICEVERLEOM
Fo, 4 ERIBEDORLICEDEOBBICLIVR IS, 5) ERITIEBEL N, BT EE
WKE>THELS, 6) ERERRTIBEIED TEVLATHS, 7) —BIZTLA TV ARETE
REFATEX D HOBRY, DTO2THB,
INETOHRIZEWTHRA REFEPLERT — 7, BEFRRAITERTVWAR, FORKPHREBIZ-
WTHE, RIEM— LERBIB LR Ty, £, REAREN2ZLOTHE00, LEAMELDT
HLDH, HHVIE, AEFEEGLTEHET I LOROLOERLELL T WY, MCS BENRF L
DERDOPT, BLBHEOBVLOIKEMERESH S, Lax & 2 ORETIE. BEMICRELELE2
bhd MCS BET, W2  BHREROES TRLUVBEKEOE - ERE LT, BHOEKT., £+
i, 5ok, ERODET., BEFSEABTFLATHS,

TITRAIRL RN LHEAFRBTHIFRRLT I D>V T MERBF LB TA  Lick b,
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MCS BEDFRE - MH S>HERBE LY LHEVOLEL, HDVL, BE - M5 DI 6 DI
BHELEIMZ>NTHREEMZ =,

[xr& L 5]

BRI, 199847 A 1 HH6 19994 5 A 11 BET, MAF%IE MCS46 A, Control 46 A. &
At 92 A& L, #RiE. BS MCS 28> THEBET 204 L OB ST, LB RSRmBR A
FIZERE L, fICH O REAS R, Cullen DBBIRIA T L TMCS B2 bhi-AEE M
CS, &L, ThUADERBIZEAL, AARLVZHZ VIZERLIBE L Conwol] & L, 725,
MCS DRIEEMEIZ OV TS & ISR EMIC L Y BB S, MCS O#2 LIk, MCS O M 5
S —ADNLRAEMELBL, B2 L3 MCS OTERZER I, LB X2REMNKICEE S
Dr—ADFEGREBTLOL L, XL, IREAEZICH—HEXNEENRAEVLIRT D,
FBRZHE L2y — R0 Tid, B2RORAESSR»GEA LT,

Control i, MECHMEFE, F—FORERIZHOVWTREATHEAL, HELEZEOBLATALE
ERICAETSZLICLVED LN, Conrol DEBONFRIL, 12, B2 L b ICEM - Bi T HhES
ME VRN B > 1o,

MCS & Control O-2KOFEER L OEMERAETT, MCS 28 425 (£154) #. Control 7% 426 (&
154) B Tédhof (Tablel), v F 7 EWT Control &L=z bbby, MROZ LAMAL, MCS
& Control Hl CHEHEMICELRL, TRENOHATHERLEZES, B, 92 - 52HOFEHY4E
B EN A BERBRD bhle ol

AERI LR OHRICH LT, REOFMIT Spielberger? 2L VR INTFHOCEARXDFEERETH
% State-Trait Anxiety Inventory (STAI) B AR E M e, E7z, M5 >ONMIL, Zung® 0 X 0BRSS X
NEECRARD I ORERETHS Self-rating Depression Scale (SDS) HAHR & E&HiH O 5 05K 5E4fi
A 4 — /- T#% % Hamilton Rating Scale for Depression (HRS) ¢ BAR* B\ TiT-7-,

STAI i1, WEBFLTRELHHEILTRENOER I, FRERIZOWT 20 B, 3 40 BOEM TR
D> TWD, HHizEhEh 1~4 A TRELER, BANELL BB IEIFAELRVEHEHEh S,
BEAG, #BRENE CEMERS, HNBICRATIECEARTITDNS, RBALRE, FHFE
BELOQICHERED =2 TATIRIBBOFMEE S HY . REBFE TR, BHOBES, 22 AT
2 TFHFEETEY ), 23 A6 31 R Ty, 328505 40 AN T8k, 41 A6 49 888 [FHU, 50
RELED TIEFICEY] LHEEN, KEOBRE. 21 AITH TFEFICEVD. 22 &25 30 A8 HE
VL 31LRAG 41 RS THE), 42800 50 A28 TRV, 51 AR ER TEHERICE Y 2HEEhS,
—%. AR TR, BHOBE. 23 AT FEFICEV], 24 A b 32 808 TEWV ), 33 505 43
AAS TEE ), 44 A0 52 JA% TEW, 53 A8 bR THERICE Y LHESh, BHE0BE, 23 A
PAFA THERICM |, 24 S5 33 888 HEU ), 34 BA5 44 828 T4, 45 805 54 A (@,
54 ALL LA THEREICHEV) LHEEhD,
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SDS X5 2B 5 20 EEMHER S, 1~4 A TABETS, BiaL, 20 5~80 AOAKE%E
AT, BANEWITY, MO oMNBVL I L E2ET, SDS iRASAIC LY, IBICHT
TAHIELTES, BRKRTIE, EFD 35 & (£12), FREIEAKEN 49 8 (£10). 5 >RAER 60
R(ETD LERTVWS, AHETIIZOBARBOHEEEIZNLEV, GROBIAUIODVTISAUTE [E
HAHE], 39 Ahb 47 5% TER~WEIEKE, 48 and 52 A% WREKE], 535805 59 8%

(FEEFE~ 5 KA, 60 mEL L& [ 52Kk & Li,

HRS (X, WEME S 2F. RISVE I DR EHBITERINTZ GO T, FEIRROHLBREIZL -
Tiibhd, Biwb, 05~62 A% 0L, REPEVEENS >BRV LM IR D,

[REEHARAT]

MM, S REOFHELL FRFERMO MCS-Control DB T-test % AV iz, RERE
B, M5 >REMOMBE 242 0OICHEMBEZ NV, Soh-HBEGERELIER LA, 2k, Tk
ERMRYTIZE, SPSS  8.0) for Windows & v /e,

[# %]
1. MCS DAL LM I DOREH/LITH>NT
) REREHS
REFLRETRRIAE MCS & Conrol THET 2L, B TH TEV] & BEFICEY] O#lG
iT. MCS id 76.6%. Control TiX 700% Th -7, —FH., B TREH FHLAEEET VW HOD, MCS
T (@] & BEFRIZE Y OFEBEWHEmAA LN (MCS A 50.0%, Control 4% 27.8%) (Fig.1),
BEREZRAIZOVTH, @V & THFEBIEEW] 08, REFRTRE L FHROBEAMBRD
bz (#1  MCS 48 73.4%. Control 2% 60.0% . H# ; MCS 2% 60.0%. Control 5 33.4%) (Fig.2),

2) 15 HOREB/A

SDS &4y fi%k MCS L Control TH#ETHE, [E®E~HRIEAE] 25 150K £TOH
ok, & T, MCS 2% 70.0%, Control 7 69.2% T b, MlbLhi#ERFxD bk, —F, BB T
i, TEE~MRIEKRE] 75 [5oFA%E £ ToOEIEMR, MCS T 77.8%. Control T 334 %& ., MCS
TEWEISEZ R THAPEDON, BLAYOENROLN DS HBOBRFILFVTH, (R
iE] KL EOEIG ZETBE. MCS 8 60.0%. Control 7% 34.6% &, MCS T W EIE &R 1 43
H i (Figd),

2. MCS & Control &% R B SF54E O thk

1) RERERR
ARREOTFHB/LIALELLBE, A2 TR, REFLTRE - BHEATREL b MCS BFER
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B &R L (p<0.05), MEBHNIZ, P2 TIEHEREREDTFHE AL MCS & Conwol iZ#EFRIRE
BEREDOLNE T (Table2),
2) 15 SREBR

SDS, HRS O FHBAZHB LRSS, B2 TCHRERAL L, MCSHAEL®BEEZ R L, LL,
ML TRMEBREL bIZ, MCS & Control DFHHACAFTEZBOORRD o, Thik, LROFRE
BREL L2 KO ETH -7 (Table2),

3. MCS & Control ENLEROHIE & B2 DK
1) TEREGR

MCS D2 EBL2OBTREREOFHBAFEE LGS, KBRALRESS. FEILRRER
BEbiz, VZBLEZ THRAPHLFEZEIRD DR, —F . Control 2#12 L BE THET
Dl BREL IS, YZABEZCERERICEWVELER L (REBRARRE  p<0.0l, HERTRE |
p<0.05) (Table 2),

) MO ORERSA

MCS O L HZ T, SDS. HRS O FHBALIE T L, MREL LI L B2 CRHFNLE
BERBDLNLAL T, HBMIC, Conrol 2V LHL THRETI L., MRETHZIFERIZHS
FEAARMEERLE (p<0.01) (Table2),

4. HBREGHROHEEA

1) TERESGMN

RERAERE L BETEREOBAIZ, Controt DEZ VT, BV HEBEKRE AR T (p<0.01) (Table
3)0

2) WS> -oRESB/A
SDS & HRS P& AiX. Control PHZ 2BV T, BV HBEAEE - L (Table 3),

3) FAEREHRLAI SREA/RR

SDS LRBALHRESK, HDHWVIT SDS & BHEFRLGEOMBHREIL, MCS - Control & bIZ, FI2
T, BR2UHBELTEWREARZ R, LL, TOMTR. #12 « B2 L biZ, MCS & Control IZ
H 6 2BV A O iRdso 7 (Table 3),

[EZ2£]
1. MCS ODAREIZDWT
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REFERRLFELALBRIZONTO MCS & Control DHBFERS S, B2 T Control 2B L
THLMIRWAERESHY ., #I2TH Control L EbL LR VIEMNBOLRE, £/, MCS OFZLH
ZEHBLEES, REBFLER - HMTLHAL QCHERENRD LN o, —F. Control
THEZTRAREBANFRIIEL - Ts, ZALD I LM B, MCS PREDEMIT. REFO
LORBmNE NI LY, OHFEKEKBBENFNY (N2 B OBEORTNERT LEET S D
ERHDHIENFRENT, ZOBERS LTIE, 1) MCS BIREFRE T, MREARFEELIR 2
ZEREDOTFEERIIHES REOMWIME, 2) ok, MCS BERFALZE LT WMEMEE TS, 2L
BEZ OB, Spielberger (1966) BPEEL TV D LW, KEBEALPKIIZETF LRSS &L
DEBALBRFICEETIAETHY, BEAREBRAL L HACIULOER YEAEICEE T 2R
KTHDHERETDE, 1) OEREESHU LI RBRTIOIREBETLRETH Y., 2} CERLLED
LF<CRBRTLOIHMHELRALRELSAD, LB -T, AHETIT, REFRLELA, BEREELAL
W MCS THERICHBETH I b, MCS OREFRIZIE, 1) & 2) OMFOERMAELELTY
DLDOEMRENS,

LD ITEL, MCS OFME LTREOBIVBEADHONRL I L0, HRAEZNICIKERMES
27> DSM-1V(Diagnostic and Statistical Manual of Mental Disorders, 4th edition)® A\ iZ WHO @ ICD-10 12
% Anxiety disorder X DRRIVHEL 22, _hEToBRE2HLLE, BELEHE~OBRBERIC
BEEROIERHPHRL, FFRLBE T TRV EUERSRBRTAIRRESH Db, Sy JEE
EOBEIZERTIRIABNL 2B 6D, Kurt” iZ, MCS 282 DSMIV D3z w7 RIEDRE
BEICEERERZ LA Z L 2L, MCS % TEMIERM (toxic agoraphobia) & LIFEA T 5,
¥/, Binkley? Hid, #8 5 AD MCS BESBICHET M o sk HETA2 L0k, 75 ERD
BEELHNEOCERENZ MCS OERPEREINZZEEHEL TS, AT M) DA E 2y 25
EBEDEL LTHORATEY ¥ 'V, ZoZ b, MCS &=y ZEEEITIEY - HEkrE el
URHLOTRRVHERALN TS, Zofh, FESOEREAPBBOERBELBEEXSHIDOT
RAp0h v D BAE (Leznoff ' Lehrer )%, MCS B K(LEEDY T XN —F L+ E5RELHD W,
AT MCS OFLHBUMENEFRHLELDOTHE D, LROWVTHORFICAKTFRERSE
BT DbDRONCOVWTERTIZLEFTELRY., LhL, FEPBVRBICHL ZEBED LK
UE, S%, BELmBEFICLY, YO Anxiety disorder 2TV ONEBRETT S L EIZH B LEDbRS,

2. MCS D5 2iZ-20T

MCS & Control T SDS 8% 5 3 HRS A2t L7386, #15 Tit MCS & Control iC &1L
B LRRrol, —F, B2 T, MREBGSE LICMCS THELRZEMMSED L, Z O/ HT,
BT LEFEREOERLFAHRTH S, Lid>T, MCS O3 21220 T Y, SDS OHEKAET
FAE THREKRE BEOMD OPEET S 2L ARBHE THAMEMIFEREN, LFLLES SR
BMWZLOLBBETRVWELEZ LR, 2D L, 1993 #i2 Simon b AMEFEHMERBEEO AL
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%%&W50ﬁ$®%%$ﬁ%n%n4ﬂM:w%aﬁ$v%ot~ﬁ‘m%%ﬁﬁﬁﬁ%ﬁﬁvwm
45 L. Control ¥ EL VRV ETHMERRII B LTV,

SPDS L HRS OMMICSWTL, B2 O Control BAA, BVMHBFKE Z R L7, Prusoff & 10 T o
ﬂ50ﬁﬁéﬁﬁﬁﬁmowfmﬁﬁﬁﬁﬁﬁki6%%&@&%ﬂ%awﬁ@®ﬂ%ﬁu\ﬁﬁi&
@@%Eﬁﬂkﬁﬁ%@%&ﬂlb%10ﬁﬂ&@ﬁ&%%ﬁbtﬁ%@ﬁﬁﬁ%ﬁ%<&6:&%%
ELTnD, £, Davis b " BABMELHRIC SDS & HRS PHMZHESLHAETSE, ABROHRD
ﬁ%%#ﬁa@pk%7Hﬁa%UN%MHﬁHwLAﬁzlHﬁ&%&\kﬁﬁﬁﬁé<&é&3mm
L HRS OHMBIZE S 25 L L R@MEIR TS, ThbORITHADKR & AHRED MCS I DWTHS
B —F L7l L7ssioT. RO Bl FEOFESRET L YBH LR LD AR
T Ed, MCS O D DOBMO—2> TRVt Bbhi,

ot 5. BURTIE. MCS HERYE LTRY—ABRTHL LEAbh, SRIVEMERBICLD
M3 o E MCS O D SIMEREAICE DL S RBEVE LI ERFTILERSH D LB,

3. MCS I REZ LS MBI T

MCS & Control T. FERHE LMD HREOHBBKICEVAZNZ EMD, MCS BARELHS S
DFHLELDHEDT VLS IRV EELLRTE, 2T, MCS OFRREMI ik, &5
6ﬁi0ﬁ%¢fw&w5:&m&<\:mﬁfﬁwﬁ%&&kbgﬁbe\*f-mﬁﬂmﬁﬁﬁ
IVENLEWHI I LOLBBREETILNI.

4. Control {22V T

ARFSECIHE Control ZIREHRBAEICHE L, TOBMIX, 1) ARTORESR MCS ER—&RMHT
25, 2) EROBECELY 2MLADORIERTAHILCLY, EARATHERELH S DiX
BEEALELILNSL, IORD, MOKBEZETHIALUETHI LKLY, REW s T AT
b®$f1®§E&%%fé\wmmﬁﬁwﬁﬁ%HMTéékﬁiant‘@:ﬁ#%ﬁ%&

ABRE. BRERBES Conrol ¥ LTRELAERTHY, LEDN-T, RRRBRBETOH
KFEBREOHBERETD HO TR, E, Conrol bEMERICHEZT - LFHRE. TEDOERD
WRICRML TH, 02 - B2 b ICHEE - T ARRRARZVBRICZ o7, BT, B2 TR 529%%
s . KRR ThHY . EEBRORY —EHODA TABFET D AREND D, PN G
B, tHhOHBRSHL L TORRPERTHL I LICHEBLETSHD,
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