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Summary. The Marks-Sheehan anxiety scales are the 
only scales where self-ratings and observer ratings are 
perfectly matched by the number, the content and the 
scaling of the items. Therefore these scales are an excel- 
lent tool to investigate the compatibility and to study dif- 
ferent structures in self- and observer ratings. This was 
done by using the data material on the Marks-Sheehan 
scales of the Cross National Collaborative Panic Study. 
In this study 1168 outpatients who met the DSM-III 
criteria for panic disorder were randomly allocated ei- 
ther to alprazolam, imipramine or placebo treatment. 
Our results show that the Marks-Sheehan scales are 
highly comparable to other established rating scales. 
Both scales have a similar stable and consistent factor 
pattern for somatic symptoms but not for psychic symp- 
toms of anxiety. Our results provide empirical evidence 
that the low consistencies between self- and observer rat- 
ings reported so far can be improved by using a rating 
scale which matches up item by item for self- and ob- 
server ratings. However, other sources of disagreement 
can only be solved by more elaborated item descriptions 
and training of patients as well as raters to obtain a better 
compatibility between self- and observer rating scales. 

Key words: Hamilton anxiety scale - Marks-Sheehan 
scales - SCL-90 - Self-ratings - Observer ratings 

Introduction 

Both, self-rating and observer rating scales are usually 
used in clinical trials to determine outcome as well as the 
time point of substantial improvement and response to 
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treatment. Out of the variety of scales available the most 
established observer scales in anxiolytic drug trials are 
the Hamilton anxiety scale (HAS, Hamilton 1969), and 
the Hamilton depression scale (HAD, Hamilton 1967). 
Both Hamilton scales contain items reflecting the other 
scale (Williams 1986). The HAS consists of 14 items, 
each of them being a Likert scale (Likert 1932), a cate- 
gorized scale with 5 categories for each item. In testing 
the HAS for homogeneity a general factor of anxiety as 
well as a "psychic" versus "somatic" factor was shown by 
factor analysis (Hamilton 1969). Recently, the adequacy 
of the HAS in drug trials with patients suffering from 
panic attacks has been questioned, since there is no dis- 
tinction between attacks of anxiety and generalized or 
persistent anxiety provided in that scale. 

The symptom checklist (SCL), one of the most com- 
prehensive anxiety self-rating scales was developed out 
of the Hopkins Symptom Checklist (HSCL; Parloff et al. 
1954) which was originally designed to assess psychoneu- 
rotic complaints in outpatients (Bech 1987). The later 
developments of the SCL (SCL-90, Derogatis et al. 
1976) have included items for phobic anxiety and free 
floating anxiety. The SCL-90 consists of 90 individual 
items with five categories for each item ranging from 0 
(not at all) to 4 (extremely). The SCL-90 quantifies cur- 
rent psychopathology in terms of nine different primary 
symptom dimensions: somatization, obsessive-compul- 
sive behaviour, interpersonal sensitivity, depression, an- 
xiety, hostility, phobic anxiety, paranoid ideation and 
psychoticism. 

As can be seen from the description of those scales, 
self- and observer ratings used so far in clinical trials 
share one feature limiting their comparability: they are 
not matched by the number of items, the content and the 
scaling of the different items. 

Therefore, there is a considerable risk of different 
constructs being measured by self- and observer rating 
scales. Owing to those limitations, it is not surprising 



that  self- and observer  rating scales are f requent ly  pro- 
viding quant i ta t ively different results for  the same study 
(Williams et al. 1972; M611er and yon  Zerssen  1985; 
Snaith and Taylor  1985; L i p m a n  et al. 1986). 

Discrepancies  be tween  self- and observer  ratings can 
be reduced  partially by training of  observers  and pa- 
tients. Addi t ional ly ,  to reduce  var iance be tween  self- 
and observer  rating scales due to different i tem pools  
there  is need  for a rating scale that  allows self-assess- 
men t  and observer  assessment on the same items. So far, 
only Z u n g  (Zung  1971, 1976) has provided  cor respond-  
ing scales for self- and observer - ra ted  anxiety containing 
the same items. 

Howeve r ,  i tem descript ion as well as scoring of  the 
i tems is no t  identical. Marks  and Sheehan  p roposed  two 
scales with 35 items each, an observer  and a self-rating 
scale for  the assessment of  anxiety, which are based 
on a previously deve loped  self-rating scale (Marks and 
Mat thews 1979) and have already been  val idated in 
a previous  s tudy (Ballenger  et al. 1988). The  Marks-  
Sheehan  scale is the only scale where  self- and observer  
ratings are perfect ly matched  by the number ,  content ,  
i tem descript ion and the scoring of  the items, Moreover ,  
bo th  scales are tapping all aspects o f  psychopa tho logy  
f rom which anxiety patients are suffering. Each  of  the 35 
items represents  a part icular  sym p t om  like the SCL-90 in 
contrast  to an overall  syndrome  score as in the H A S ,  
The  i tem-by-i tem cor respondence  as supplied by the 
Marks -Sheehan  scale allows evaluat ion of  the compat i -  
bility of  self- and observer  rating inventories  with special 
emphasis  on different  att i tudes of  patients and clinicians 
in scoring individual i tems as well as psychic and somatic  
aspects of  anxiety. Addi t ional ly ,  different structures in 
self- and observer  ratings were studied by means  of  fac- 
tor analysis. Thus,  the Marks-Sheehan  scale is an excel- 
lent tool  for  investigating the relative advantages  o f  self- 
and observer  rat ing scales and to find out  the sources of  
disagreement .  

Methods  

Study design. The data material for the validation of the Marks- 
Sheehan scales is derived from the cross-national collaborative 
panic study, phase II (Klerman et al. 1990). This study compared 
in a randomized double-blind placebo-controlled design the thera- 
peutic efficacy of alprazolam and imipramine in patients who met 
the DSM-III criteria (APA 1980) for panic disorder. The diagnosis 
of panic disorder was made by means of a structured clinical inter- 
view (SCID, Spitzer and Williams 1988). Any degree of phobic 
avoidance was allowed. Patients with a current or past major de- 
pressive episode without melancholia were included when the fea- 
tures of anxiety were more prominent than those of depression 
during the present episode and panic disorder had an earlier onset 
than depression within the present episode. After a drug off-time 
for at least 1 week, the medication was randomly allocated over a 
total period of 8 weeks. The age range was 18 to 65 years. For fur- 
ther details, see Klerman et al. (t990). 

Centres, sample size and completion rates. Twelve different centres 
all over the world participated in the study. A total of 1168 outpa- 
tients were randomized after having met the inclusion criteria. For 
baseline evaluation, data on the Marks-Sheehan scales were avail- 
able for 1152 patients; 1090 patients completed at least 3 weeks of 
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the trial, while 812 completed the 8-week treatment period with 
data available on the Marks-Sheehan scales from 685 patients. The 
drop-out rate was different for the three treatment groups: 17.4% 
in the alprazolam group, 30.2% in the imipramine group and 
43.7% in the placebo group. 

Ratings and reliability. The data collected at baseline, at the end of 
week 1, 3, 6 and 8 during the 8-week treatment period were asses- 
sed independently by patients and clinicians and included the 14- 
item HAS (Hamilton 1969), the HAD (Hamilton 1967), the SCL- 
90 (Derogatis et al. 1976), a global rating of the clinicians and pa- 
tients for the overall improvement relative to baseline and the 
Marks-Sheehan scale. 

The Marks-Sheehan scale consists of the clinician-rated anxi- 
ety scale (CRAS), and the patient-rated anxiety scale (PRAS). 
Both scales are identical in the number of items (n = 35), the con- 
tent, description and scoring of the items. Each item has five levels 
ranging from 0 (not at all) to 4 (severely). The items cover all 
symptoms that are assumed to be related to anxiety and include 
panic attacks, phobia, anticipatory anxiety, depression and obses- 
sive compulsive symptoms. 

The reliability of the structured interview and of the ratings 
was ensured by an extensive 1-week training of all investigators of 
the 12 participating centres before the study began. Each of the 
centres had to supply at least three videotaped SCID interviews 
(Spitzer and Williams 1988). The tapes were evaluated blindly. 
The inter-rater reliability was sufficient with regard to diagnosis 
and global scores of the scales administered (kappa > 0.70). Data 
were scored on to computer-readable forms and checked and re- 
viewed extensively for error and inconsistencies. Statistical analy- 
ses were done at the Biostatistical Unit of the Massachussets Gen- 
eral Hospital under the direction of Dr. Lavori. Since this paper 
focuses on the comparison between self- and observer ratings of 
the Marks-Sheehan scales, only statistical analyses concerning the 
Marks-Sheehan scales will be reported here. 

Statistical analysis. For testing the compatibility of self- and ob- 
server rating scales two general methods were applied: 

1. Correlating the corresponding items in self- and observer rating 
scales: Spearman correlation coefficients between CRAS and 
PRAS for each of the 35 items were computed separately for week 
0 and 8. Also, correlations between the factors obtained by the 
principal component analysis after varimax rotation of CRAS and 
PRAS were done. Moreover, Spearman correlation coefficients 
were calculated for the isolated two factors of the CRAS and 
PRAS as well as for CRAS and PRAS (35 items) total and Hamil- 
ton anxiety total scores and the SCL-90 subscale anxiety. 

2. Correspondence of the factors obtained by principal compo- 
nent analysis: principal component analysis without rotation and 
with varimax rotation between observer and self-rating scales were 
carried out separately for the CRAS and the PRAS for baseline 
(week 0), week 3, 8 and end-point data for all patients where both 
ratings were available. According to the distribution of the eigen- 
values a four-, three- and two-factor solution turned out to be ap- 
propriate. Then, consistency of factors over time was used as the 
curcial criterion for choosing the definite number of factors. The 
consistency of varimax rotated factors obtained for the self-rating 
scale and those obtained for the observer rating scale served as the 
indicator of the comparability of both methods of assessment. 
Since the two-factor solution turned out to be the most appropriate 
with regard to temporal stability, the two-factor solution was cho- 
sen for further analysis. 

Results 

Means and Standard Deviation 

In all but  one  i tem (item 30, tension) as well as in total 
scores the P R A S  showed higher means  (P  ranging f rom 
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Table 1. Means (x) and standard deviation (SD) of clinician-rated anxiety (CRAS) and patient-rated anxiety (PRAS) individual items for 
week 0 and week 8 

CRAS PRAS CRAS PRAS 
Week 0 Week 0 Week 8 Week 8 
(n = 1158) (n = 1157) (n = 689) (n = 689) 

x SD x SD x SD x SD 

1. Light-headedness 1.6 1.1" 2.0 1.3 0.6 0.8*** 0.7 1.0 

2. Rubbery legs 1.2 1.0' 1.6 1.3 0.4 0.7* 0.6 1.0 

3. Unsteady 1.1 1.1" 1.7 1.4 0.3 0.6* 0.6 0.9 

4. Dyspnoea 1.5 1.1' 1.8 1.3 0.4 0.7* 0.6 0.9 

5, Tachycardia 1.8 1.1" 2.1 1.3 0.6 0.8*** 0.7 1.0 

6. Chestpain orpressure 1.3 1.1" 1.6 1.3 0.5 0.7*** 0.6 0.9 

7. Smothering of choking 1.4 1.2" 1.7 1.4 0.4 0.8*** 0.5 0.9 

8. Paraesthesia 1.0 1.1" 1.4 1.3 0.3 0.6*** 0.4 0.8 

9. Hot or cold spells 1.4 1.0" 1.7 1.3 0.5 0.8* 0.7 1.0 

10. Nausea 0.9 1.1" 1.5 1.4 0.3 0.6* 0.6 1.0 

11. Diarrhoea 0.5 0.8* 0.7 1.1 0.1 0.4** 0.2 0.6 

12. Headaches 1.4 1.1" 1.7 1.3 0.6 0,8" 0.8 1.0 

13. Feeling tired or weak 1.5 1.1" 2.2 1.3 0.7 0.9* 1.1 1.2 

14. Startled easily 1.1 1.1" 1.4 1.3 0,4 0.7*** 0.5 0.9 

15. Sweating 1.3 1.1*** 1.5 1,4 0.6 0.8 0.7 1.2 

16. Derealization 0,7 1.0" 1.2 1,3 0.2 0.5*** 0.3 0.7 

17. Depersonalization 0.5 0,9" 0.9 1.3 0.1 0.3* 0.2 0.6 

18. Worrying about health 1.1 1.2" 2.0 1.4 0,5 0.8* 0,9 1.1 

19. Feeling insane or out of control 0.9 1.1" 1.3 1.4 0.3 0.6 0,3 0.7 

20. Fear of dying 1.3 1.3" 1.9 1.5 0.4 0.7* 0.6 1.0 

21. Trembling 1.3 1.0" 1.7 1.3 0.4 0.7* 0.6 0.9 

22. Waves of depression 1.1 1.0" 1.7 1.4 0.5 0.7* 0.7 1.0 

23. Emotional liability 1.1 1.1" 1.7 1.4 0.5 0.8* 0.8 1.0 

24. Dependent on others 1.4 1.3"* 2.6 2.5 0.6 1.0 0.7 1.1 

25. Compulsive rituals 0.2 0.5* 0.7 1.2 0.0 0.2* 0,3 0,7 

26. Obsessive thoughts 0.2 0.6* 1.0 1.3 0.1 0.3* 0.3 0.8 

27. Initiat insomnia 1.t 1.2" 1.5 1.5 0.2 0.6* 0.4 0,9 

28. Middle insomnia 1.0 1.1" 1.6 1.4 0.3 0.7* 0.6 1.0 

29. Phobias 1.9 1.2" 2.3 1,4 0.9 1.0 1.0 1,2 

30. Tension 2.3 0.9*** 2.4 1.3 1.0 0.9 0.9 1,1 

31. Anxiety 1.3 1.0" 2.8 1.1 0.5 0.7* 1.1 1.1 

32. Spontaneous major panic attacks 2.0 1.1" 2.4 1.3 0.3 0.8* 0.5 0.9 

33. Spontaneous minor panic attacks 1.5 1.2" 2.1 1.2 0.5 0.8* 0.7 0,9 

34. Anticipatory anxiety episodes 2.0 1.1' 2.3 1.3 0.8 0.9 0.8 1.1 

35. Situational panic attacks 1.6 1.3" 2.1 1.4 0.4 0.8* 0.7 1.0 

Total 43.2 18.5" 59.7 25.7 14.9 3.2* 21.6 19.0 

Significant differences between PRAS and CRAS individual item means are indicated with * P < 0.0001; ** P < 0.001; *** P < 0.05 

< 0.0001 to < 0.05) and  a wider  var ia t ion  compared  to 
the C R A S  at base l ine  (week 0) as well as at week 8. 

Correlations Between CRAS Total and PRAS Total 
and Other Rating Scales. 

Spea rman  corre la t ion  coefficients be tween  C R A S  total  
and  P R A S  total  were r = 0.69 (P < 0.001) at week  0 and  
r = 0.82 (P < 0.001) at week  8. 

S p e a r m a n  corre la t ion  coefficients be tween  C R A S  
total  and  H A S  total  were r = 0.83 (P  < 0.0001) at week 0 
and  r = 0.89 ( P <  0.0001) at week  8. 

Spea rman  corre la t ion  coefficients be t w e e n  P R A S  
total  and  the SCL-90 subscale anxiety were r = 0.84 
(P < 0.0001) at week 0 and  r = 0.90 (P  < 0.0001) at week  
8. 

Spearman Correlation Coefficients 
Between the Individual Items of  CRAS and PRAS 

Table  2 lists the S p e a r m a n  corre la t ion coefficients be- 
tween  each of the 35 i tems of the C R A S  and  the PRAS.  
The  corre la t ions  range  be t w e e n  0.72 (init ial  insomnia)  
and 0.32 (obsess ive-compuls ive symptoms)  at week 0 
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Table 2. Spearman correlation coefficients between each of the 35 
items of the patient-rated anxiety scale (PRAS) and the clinician- 
rated anxiety scale (CRAS) 

PRAS/ Baseline Week 8 
CRAS (n = 1152) (n = 685) 

1. Light-headedness 1 r = 0.65 0.74 

2. Rubbery legs 2 0.65 0.69 

3. Unsteady 3 0.61 0.62 

4. Dyspnoea 4 0.62 0.68 

5. Tachycardia 5 0.61 0.73 

6. Chest pain or pressure 6 0.67 0.71 

7. Smothering of choking 7 0.65 0.72 

8. Paraesthesia 8 0.66 0.66 

9. Hot or cold spells 9 0.63 0.71 

10. Nausea 10 0.62 0.51 

11. Diarrhoea 11 0.71 0.70 

12. Headaches 12 0.62 0.65 

13. Feeling tired or weak 13 0.57 0.64 

14. Startled easily 14 0.61 0.58 

15. Sweating 15 0.64 0.75 

16. Derealization 16 0.52 0.46 

17. Depersonalization 17 0.44 0.38 

18. Worrying about health 18 0.42 0.47 

19. Feeling insane 
or out of control 19 0.57 0.56 

20. Fear of dying 20 0.67 0.61 

21. Trembling 21 0.62 0.64 

22. Waves of depression 22 0.50 0.52 

23. Emotional liability 23 0.39 0.47 

24. Dependent on others 24 0.65 0.70 

25. Compulsive rituals 25 0.32 0.34 

26. Obsessive thoughts 26 0.32 0.30 

27. Initial insomnia 27 0.72 0.74 

28. Middle insomnia 28 0.68 0.66 

29. Phobias 29 0.49 0.56 

30. Tension 30 0.45 0.54 

31. Anxiety 31 0.33 0.45 

32. Spontaneous major 
panic attacks 32 0.41 0.62 

33. Spontaneous minor 
panic attacks 33 0.39 0.52 

34. Anticipatory anxiety 
episodes 34 0.42 0.58 

35. Situational panic attacks 35 0.45 0.54 

(P < 0.0001 for all correlation coefficients) 

with a m e d i a n  of 0.61 and  be tween  0.75 (sweating) and 
0.30 (obsessive thoughts)  at week  8 with a med ian  of 
0.62. Self- and  observer - ra ted  anxiety scales are highly 
corre la ted in i tems that  reflect somatic  symptoms  of anx- 
iety. In  contrast ,  the corre la t ions  be tween  self- and ob- 
server ratings in i tems referr ing to dereal iza t ion,  deper-  
sonal izat ion,  obsess ive-compuls ive  symptoms,  psychic 
symptoms of anxiety and  panic  attacks are low. Overal l ,  
the corre la t ions  be tween  the indiv idual  i tems of self- and 
observer - ra ted  anxiety scales are higher at week 8 com- 
pared  to basel ine.  

Table 3. Factor analysis with varimax rotation for the clinician- 
rated anxiety scale (CRAS) at baseline (week 0) and week 8 (only 
factor loadings exceeding 0.40 are listed) 

Factor i Factor 2 

Base- Week8 Base- Week8 
line line 

1. Light-headedness 0.46 0.60 

2. Rubbery legs 0.54 0.50 

3. Unsteady 0.45 0.48 

4. Dyspnoea 0.58 0.70 

5. Tachycardia 0.48 0.68 

6. Chest pain or pressure 0.65 0.66 

7. Smothering or choking 0.56 0.63 

8. Paraesthesia 0.52 0.52 

9. Hot or cold spells 0.49 0.51 

10. Nausea 0.49 0.42 

11. Diarrhoea 

12. Headaches 0.47 0.50 

13. Feeling tired or weak 0.53 0.43 

14. Startled easily 0.46 

15. Sweating 

16. Derealization 0.59 

17. Depersonalization 0.57 

18. Worrying about health 0.45 

19. Feeling insane 
or out of control 0.56 

20. Fear of dying 0.46 0.61 

21. Trembling 0.46 0.56 

22. Waves of depression 0.42 0.43 0.41 

23. Emotional liability 0.42 0.41 0.42 

24. Dependent on others 0.43 0.64 

25. Compulsive rituals 

26. Obsessive thoughts 

27. Initial insomnia 0.52 

28. Middle insomnia 0.54 0.43 

29. Phobias 0.44 0.58 

30. Tension 0.51 0.63 0.48 

31. Anxiety 0.52 

32. Spontaneous major 
panic attacks 0.58 0.67 

33. Spontaneous minor 
panic attacks 0.53 

34. Anticipatory anxiety 
episodes 0.50 0.59 

35. Situational panic 
attacks 0.46 0.59 

0.49 

0.64 

0.66 

0.50 

0.53 

0.49 

0.54 

0.54 

Variance explained by each factor: 
Factor 1:6.179 = 25% ; factor 2:4.496 = 5.5% (baseline) 
Factor 1:7.942 = 28.5% ; factor 2:3.900 = 5.3% (week 8) 

Principal Component Analysis 

The eigenvalues  show that  factor 1 is by far the highest  
( P R A S  - week 0: factor 1 =  10.88; week 8: factor 1 =  
12.61; C R A S  - week 0: factor 1 =  8.75; week 8: factor 
1 = 10.00). The  Kaiser  cr i ter ion suggests a n ine  to seven 



i00 

Table 4. Factor analysis with varimax rotation for the patient-rated 
anxiety scale (PRAS) at baseline (week 0) and week 8 (only factor 
loadings exceeding 0.40 are listed) 

Factor 1 Factor 2 

Base- Week Base- Week 
line 8 line 8 

1. Light-headedness 0.54 0.58 
2. Rubbery legs 0.61 0.62 
3. Unsteady 0.54 0.57 
4. Dyspnoea 0.61 0.64 
5. Tachycardia 0.47 0.58 
6. Chest pain or pressure 0.65 0.63 
7. Smothering or choking 0.61 0.53 
8. Paraesthesia 0.58 0.60 
9. Hot or cold spells 0.51 0.61 

10. Nausea 0.49 0.41 
11. Diarrhoea 
12. Headaches 0.50 0.58 
13. Feeling tired or weak 0.43 0.57 0.55 
14. Startled easily 0.42 
15. Sweating 0.47 
16. Derealization 0.56 0.60 
17. Depersonalization 0.54 0.55 
18. Worrying about health 0.49 0.42 0.45 
19. Feeling insane 

or out of control 0.57 0.63 
20. Fear of dying 0.51 0.49 0.41 
21. Trembling 0.46 0.47 0.49 
22. Waves of depression 0.55 0.62 
23. Emotional liability 0.59 0.67 
24. Dependent on others 0.67 0.56 
25. Compulsive rituals 0.52 0.62 
26. Obsessive thoughts 0.53 0.63 
27. Initial insomnia 0.45 0.44 
28. Middle insomnia 0.47 0.46 
29. Phobias 0.72 0.65 
30. Tension 0.63 0.60 0.45 
31. Anxiety 0.65 0.66 0.45 
32. Spontaneous major 

panic attacks 0.42 0.48 0.46 0.51 
33. Spontaneous minor 

panic attacks 0.43 0.44 0.43 
34. Anticipatory anxiety 

episodes 0.72 0.72 
35. Situational panic 

attacks 0.72 0.64 

Variance explained by each factor: 
Factor 1:6.823 = 31.1% ; factor 2:6.177 = 6.1% (baseline) 
Factor 1:7.515 = 36%; factor 2:6.891 = 5.1% (week 8) 

factor solution for both  scales for the baseline as well as 
for the week 8 data (PRAS - week 0 : 2 - 9  range f rom 
1.93 to 1.04; week 8: factors 2 -8  range f rom 1.85 to 1.13; 
CRAS - week 0: factors 2-7 range f rom 2.12 to 1.06; 
week 8: factors 2 -8  range f rom 1.79 to 1.05). The eigen- 
values suggest the existence of a general factor, thus 

Table 5. Spearman correlation coefficients between total score 
(tot.), factor 1 (F1) and factor 2 (F2) of the clinician-rated anxiety 
scale (CRAS) and the patient-rated anxiety scale (PRAS) at 
baseline (week 0), week 3 and week 8 (* P < 0.0001) 

Week 0 Week 3 Week 8 
(n= 1152) (n =954) (n=689) 

IRI IRI Ia l  

PRAS F1/PRAS F2 -0.00 0.04 0.05 
CRAS F1/CRAS F2 -0.03 -0.00 0.04 
PRAS F1/CRAS F1 0.47* 0.66* 0.74* 
PRAS F1/CRAS F2 0.50" 0.46" 0.33" 

PRAS F2/CRAS F1 0.53* 0.49* 0.26* 
PRAS F2/CRAS F2 -0.42* -0.40* -0.24* 

PRAS tot./CRAS tot. 0.69* 0.83* 0.82* 

proposing a one-factor solution. To test whether  besides 
this general factor of anxiety a "psychic" and "somatic" 
factor like in the HAS is present  in PRAS and CRAS,  
additional criteria were applied. The screegraph by Cat- 
tell (Idberla 1971) proposes either a four-, three- or two- 
factor solution. Since this criterion is not very decisive in 
suggesting a definite number  of factors, the consistency 
over  t ime of the varimax rotated factor solutions was 
used as an additional criterion for the decision as to 
which factorial solution would be the most  appropriate  
one. Thus, a factor solution seemed appropriate  when 
for all factors the requirement  that the corresponding 
factors for baseline and week 8 were correlated with at 
least 0.50 (Burt coefficient; Schneewind and Catell 1970) 
was fulfilled. Neither  the four- nor  the three-factor solu- 
tion of the CRAS and PRAS met  this requirement.  The 
two-factor solution was the first that met  the criterion. 

Table 3 shows the results for the two-factor solution 
after varimax rotat ion for the 35-item CRAS at baseline 
and week 8. Only loadings exceeding 0.40 are reported.  
I tems in bold type have consistent and satisfactory factor 
loadings at both  time points. Factor  1 can be interpreted 
as an overall panic attack factor including somatic symp- 
toms as well as fear of dying, which are frequently pre- 
sent during major  panic attacks. 

Only three items can be identified as loading higher 
than 0.40 at each of the two t ime points exclusively on 
factor 2; those items describe derealization, depersonali- 
zation and feeling out of control. Consequently,  the fac- 
tor pat tern for somatic symptoms is consistent, the pat- 
tern for psychic symptoms of anxiety is inconsistent. The 
variance explained by both factors is satisfactory at base- 
line ( =  30.5%) as well as at week 8 (=  33.8%). 

Table 4 lists the results of factor analysis with varimax 
rotation for PRAS at baseline and week 8. Factor  2 cor- 
responds to factor i in CRAS and can be considered as a 
factor exclusively reflecting somatic symptoms during 
panic attacks. Factor  1 shows a consistent pat tern in 
items reflecting derealization, depersonalization, loss of  
control, depressed mood,  obsessive-compulsive symp- 
toms as well as phobic and anticipatory anxiety. Again,  
the variance explained by both factors is high (37.2% at 
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baseline, 41.1% at week 8). Comparing the factor pat- 
tern of PRAS and CRAS, the two-factor solution shows 
consistent results for somatic symptoms of anxiety, but 
inconsistencies in psychic symptoms of anxiety. 

Table 5 lists the Spearman correlation coefficients 
between PRAS total score, the exact factor scores of fac- 
tor 1, factor 2 and CRAS total score, factor 1 and factor 
2 and between CRAS factor 1 and 2 and PRAS factor 1 
and 2 at baseline, week 3 and week 8. PRAS and CRAS 
total scores are obtained by addition of the 35 individual 
item scores. 

Because of the inconsistencies in the factorial struc- 
ture of both rating scales, the correlations between the 
corresponding factors of PRAS and CRAS are quite 
low. In contrast, the correlation between PRAS and 
CRAS total scores are satisfactory and again increase 
during the treatment period. Correlations between the 
two factors in each scale show that the two factors mea- 
sure different constructs. 

Discussion 

The correspondence between CRAS and PRAS reflects 
the general relationship between self- and observer anxi- 
ety scales. This relationship can be illustrated most ap- 
propriately by scales covering all aspects of anxiety and 
by scales carefully matched by the number, content and 
scaling of all items that are included in self- and observer 
rating scales. Since the Marks-Sheehan scales correspond 
to these requirements, a part of the general relationship 
between self- and observer rating scales can be obtained 
by comparing the total scores of CRAS and PRAS. The 
high correlations between the CRAS and the Hamilton 
total score as well as between the PRAS and the SCL-90 
total score show that both Marks-Seehan scales are 
highly comparable to the most established concurrent 
rating scales. The correlations between the total scores 
show that matching by number, content and scaling of 
the items increases the compatibility of self- and ob- 
server ratings compared to self and observer rating scales 
with different items (Snaith and Taylor 1985; Lipman et 
al. 1986). 

The correlations between the total scores of indivi- 
dual items of patient- and observer-rated anxiety scales 
increased from baseline to week 8. This finding is in 
line with other psychopharmacological treatment studies 
(M6ller 1990). Since the variances were not higher at 
week 8 compared with baseline, which would suggest 
that that finding be interpreted as caused by a wider var- 
iation due to different outcomes at week 8, most likely 
training effects (in the patient group who are less famil- 
iar with ratings) explain that finding. 

The comparison between CRAS and PRAS leads to 
a number of findings, some proving similarities, other 
discrepancies between self- and observer-rated Marks- 
Sheehan anxiety scales. 

The higher means and standard deviations of the in- 
dividual items of the patient rated anxiety scale reflect 
the fact that patients have a tendency toward evaluating 
themselves as being more severely ill. It is also reason- 
able to assume that some of the discrepancies in stan- 

dard deviations between self- and observer rating are 
due to a different familiarity with rating scales in patients 
and observers as well as due to the considerably higher 
number of patients compared to raters. 

The item-by-item correspondence shows that both 
scales have a high compatibility in items reflecting so- 
matic symptoms, which is demonstrated by correlations 
as well as by factorial structure. However, two items, 
diarrhoea and sweating show neither consistent nor sat- 
isfying factor loadings in both scales. Since the factor 
analytical results are considered as the index of validity, 
it is recommended that these items are dropped. 

The similar stable and consistent factor pattern for 
somatic symptoms in both scales contrasts with the in- 
consistent and instable factor pattern for psychic symp- 
toms. As shown by correlational and factor analyses, 
items reflecting psychic symptoms of anxiety, depression 
and panic attacks are discrepant and not consistent be- 
tween the two scales. According to the results of the 
two-factor solution for CRAS and PRAS the low corre- 
lation between the individual items of CRAS and PRAS 
(Table 1) reflecting psychic anxiety is at least partially 
explained by inconsistencies in the factorial structure 
of the two rating scales. Taking into account that the 
Marks-Sheehan scale does not provide an elaborated 
item description, the individual items are still likely to 
measure different constructs. Owing to the more precise 
connotation of somatic items in everyday language it is 
assumed that a more precise item definition would en- 
hance the correlations. According to our results, the 
consistency of the Marks-Sheehan scale could be im- 
proved by dropping the item "startling easily", an item 
with inconsistent factorial structure between CRAS and 
PRAS and giving up the distinction between major and 
minor spontaneous panic attacks. 

A two-factor solution is equally appropriate and sta- 
ble for both scales. However, the variance explained 
is higher for the patient-rated anxiety scale. For both 
scales factorial analysis showed a somatic and psychic 
factor for anxiety as proposed by Hamilton (1969). 

However, this overall similarity for the two factors 
obtained in the Marks-Sheehan scales as well as in the 
HAS, namely psychic and somatic anxiety, turns out to 
be stable only for the somatic factor when comparing the 
CRAS and PRAS. In both Marks-Sheehan scales, the 
inclusion of items specifically referring to panic attacks, 
which was claimed to be an advantage to the HAS, nei- 
ther increased the consistency nor the distinction be- 
tween constructs of persistent and panic anxiety. This is 
at least partially due to the inconsistencies in the facto- 
rial structure of both Marks-Sheehan scales. The conse- 
quences of these discrepancies for measuring anxiolytic 
drug effects will be discussed in a subsequent paper 
(Maier et al.; this issue). 

Our data provide empirical evidence that the low 
consistencies between self- and observer ratings report- 
ed so far (Williams et al. 1972; M/511er and von Zerssen 
1985; Snaith and Taylor 1985; Lipman et al. 1986) can be 
improved by using a rating scale which matches up item 
by item for self- and observer rating. Although the cor- 
relations between the individual items of the Marks- 
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Sheehan  scale are higher  than those repor ted  for differ- 
ent  self- and observer  scales (Snaith and Taylor  1985; 
L ipman  et al. 1986) the Marks -Sheehan  scales only par-  
tially fulfil the requirements for consistency. Other  sources 
of  d isagreement  may  contr ibute  to the diverging results 
be tween  self- and observer  rating scales: first, the ten- 
dency  of  patients to rate themselves as more  severely ill 
and the t endency  of  observers  to overemphas ize  an im- 
p r o v e m e n t  in therapeut ic  studies; secondly,  the different 
unders tandings  of  raters  and patients of  the mean ing  of  
the items, consequent ly  resulting in different constructs  
measured.  These  crucial points  cannot  be solved by sup- 
plying new rat ing scales, but  by  more  e labora te  i tem de- 
scriptions and training of  pat ients  as well as raters to ob- 
tain a bet ter  compatibi l i ty  be tween  self and observer  rat- 
ing scales. 
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