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hile progress in the aetiopathology and treatment of panic disorder is indisputable,

research regarding agoraphobia lacks behind. One significant-yet untested- theory by

Guidano and Liotti, suggests the existence of inner representations of fear of "con-

straint" and fear of "loneliness" as two major schemata, important in the pathogenesis
and manifestation of agoraphobia. Activation of these schemata may occur in situations in which
the patient: (a) feels as in an inescapable trap (constraint) or (b) alone, unprotected and helpless
(loneliness). Upon activation, the "constraint" schema elicits such symptoms as asphyxiation, chest
pain, difficult breathing, motor agitation and muscular tension, while the "loneliness" schema elicits
such symptoms as sensation of tachycardia, weakness of limbs, trembling or fainting. Activation of
these schemata by content-compatible stimuli is expected to trigger various, yet distinct, response
patterns, both of which are indiscriminately described within the term "agoraphobia”. In order to
investigate this hypothesis and its possible clinical applications, several mental and physical probes
were applied to 20 patients suffering primarily from agoraphobia, and their responses and perfor-
mance were recorded. Subjects also completed the "10-item Agoraphobia Questionnaire" prepared
by our team aiming at assessing cognitions related to Guidano and Liotti’s notion of "loneliness"
and "constraint". Breath holding (BH) and Hyperventilation (HV) were selected as physical probes.
BH was selected as an easily administered hypercapnea - induced clinical procedure, because of its
apparent resemblance to the concept of "constraint”. Subjects were instructed to hold their breath
for as long as they could and stop at will. Similarly, it was hypothesized that HV might represent a
physical "loneliness" probe, since it can elicit such symptoms as dizziness, paraesthesias, stiff mus-
cles, cold hands or feet and trembling, reminiscent of a "collapsing type" symptomatology. Patients’
responses and performance were recorded by visual analogue scales and heart rate and respira-
tory rhythm were being registered continuously. Although the overall elicited symptoms were not
differentiated in a meaningful way, a significant correlation was registered between duration of
physical probes and scoring of the "10-item Agoraphobia Questionnaire". Duration of BH was in-
versely correlated (r=-0.456, p<0.05) with the score of the 5 "constraint-type" agoraphobic items
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while duration of HV was inversely correlated (r=-0.479, p<0.03) with the score of the 5 "loneliness-
type" agoraphobic items. Assuming that our questionnaire taped the "loneliness" and "constraint”
schema threat, our hypothesis derived from Guidano & Liotti’s assumptions was partially confirmed.

Key words: Agoraphobia, constraint, loneliness, breath holding, hyperventilation.

Introduction

The relationship between panic disorder and ago-
raphobia is far from clear.! Furthermore, although,
DSM-IV ascribes a status to each of them separately,
as well as in combination,? the diagnosis of agora-
phobia as a clinical entity of its own, is on the wan-
ing.>* This trend can be also traced in the psycho-
therapeutic practice where panic disorder takes pre-
ponderance over agoraphobia, the latter being im-
plicitly or explicitly viewed as a psychopathological
state secondary to panic,’ an attitude in contrast to
the one displayed by the early behaviorists.® To that
respect, the theoretical model described by Guidano
and Liotti” may be an advanced working hypothesis
for the study of agoraphobia, as an entity of its own.

According to this hypothesis agoraphobic patients
represent a course of attachment behavior character-
ized by a detachment blockage, with more or less con-
spicuous hampering of exploratory behavior. The de-
tachment blockage is usually created with indirect
patterns, as opposed to a direct prohibition of ex-
ploration. The more common of these patterns are:
(@) Continuous warning from hyperprotective patterns
on the dangers of the outside world and therefore on
the difficulties in dealing with it. (b) Insistence on the
child’s presumed physical and/or emotional weakness,
which makes him or her particularly exposed to the
world’s dangers. (c) Modeling on the agoraphobic par-
ent who, fearing loneliness, keeps the child with him or
her. (d) Threats of desertion or family scenes that make
the child insecure outside of the home. The anxious at-
tachment that emerges provides the child with a con-
flicting self image since the continuous contact and
attention from the parents to the child provide him or
her with a self image as a lovable and valuable person
whereas the continuous limitation of exploration fur-
nishes him or her with a weak and/or fragile self-image
within a threatening and hostile world. The individual
has difficulties reaching the equilibrium between the
efforts needed to obtain protection and to maintain

the sense of freedom and independence. This attitude
towards reality becomes precarious as soon as the
individual finds himself or herself confronting those
specific situations that represent the dilemma, that is :
possible loss of protection (e.g. a situation of loneliness
threatened by the possible breaking off of a sentimen-
tal relationship) or possible loss of the sense of freedom
and independence (e.g. finding oneself involved in a
stable affective relationship with a "controlling" partner
or with one who escapes the possibilities of control).
Agoraphobic patients’ avoidance behavior discloses
the existence of two large categories of stimulus situ-
ations that are avoided: loneliness and constrain. The
majority of agoraphobic patients avoid staying alone
for long periods in their own homes, on the street, or
in public places where there are no familiar or trusted
people. Certain situations are also avoided even when
a trusted companion is nearby. This is when a quick es-
cape is difficult or impossible: crowded places (theat-
ers, movie houses), streets with many traffic lights and
heavy traffic, superhighways, planes or trains, elevators.
The two categories of feared stimuli exist simultane-
ously in the majority of agoraphobic patients Guidano
and Liotti speculate that activation of the two large cat-
egories of stimulus- situations (schemata) in agorapho-
bia "constraint” and "loneliness" may trigger distinct
somatic as well as psychological responses. Upon acti-
vation, the "constraint" schema elicits such symptoms
as asphyxiation, chest pain, difficult breathing, motor
agitation and muscular tension, while the "loneliness"
schema elicits such symptoms as sensation of tachycar-
dia, weakness of limbs, trembling or fainting (Guidano
& Liotti, p. 206). If this hypothesis is confirmed, it might
further delineate the psychopathological picture of ag-
oraphobia, and contribute to the formulation of a more
comprehensive therapeutic approach.

The aim of this study is to evaluate the perfor-
mance and the response of agoraphobic patients to
the administration of distinct (specific) anxiety-elicit-
ing probes and their relationship —if any- to Guidano
and Liotti’s "loneliness" or "constraint" hypothesis.
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Material and method

Subjects

Twenty consecutive consenting drug free agora-
phobic patients referred for Cognitive Therapy at the
Outpatient Clinic of the First Department of Psychiatry
at the Athens University Medical School, Eginition
Hospital, participated the study. Diagnosis was re-es-
tablished with a thorough clinical evaluation, whether
the patients met the DSM-IV criteria for agoraphobia
with or without panic attacks agoraphobia.? Seven
(7) males and thirteen (13) females, their age ranged
from 19 to 44 y/o (mean: 30.3 SD+/- 6.5 y/o0). All pa-
tients fulfilled the criteria for agoraphobia with history
of previous or present panic attack, and none of the
participants suffered from only panic disorder, with-
out agoraphobia. Patients that did not fulfill the DSM-
IV criteria or had another comorbid mental disorder or
somatic illness were not included in the study.

All patients completed a "10-item Constrain and
Loneliness Questionnaire" prepared by our team aim-
ing at assessing cognitions related to Guidano and
Liotti's notion of "loneliness" and "constraint". The
items were selected from the DSM-IV and ICD-108 diag-
nostic guidelines and clinical descriptions, Marks and
Mathews' 5-item Agoraphobia factor from the Fear
Questionnaire’ and from Chambless et al "Mobility
Inventory for Agoraphobia".® The items consist of five
(5) dealing with situations suggestive of a "constraint-
type" of threat ("trapped" and "inescapable") and five
(5) with situations suggestive of a "loneliness-type" of
threat (alone and unprotected). Patients were asked
to rate the frequency of the avoidance they displayed
on a five- point scale (see appendix).

Procedure

During the experimentation day subjects were in-
dividually given imagery stimuli followed by physical
stimuli.

Imagery probes

Two sets of cognitive stimuli in the form of stories
lasting two minutes were prepared and presented to
the patients mainly aiming at activating the hypothe-
sized corresponding cognitive domains. Both involved
imaging places or situations in which either escape is
difficult or help might not be available if needed. The
structure of the text given to subjects was identical
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for all, except that the particular situation represent-
ing the best example of the "loneliness" threat or the
"constraint" threat was obtained from their completed
the "10-item Constrain and Loneliness Questionnaire”,
and incorporated in the plot of the text. Patients in-
dicated by raising their thumb that they managed to
imagine successfully the particular situation (Texts are
available upon request).

Physical probes

Since no formal physical probes exist aiming at ex-
clusively activating the "constraint” and "loneliness"
cognitive domain, we chose to apply physical stimuli
relevant to the notion of "constraint” and "loneliness"
in a least- stressful format and evaluate subjects’ per-
formance and/or possibly elicited symptoms.

Many patients being in "trapped" places report ex-
periencing difficulties in breathing, tightness in the
chest, palpitations, or a feeling of suffocation, symp-
toms that can be elicited by hypercapnea induced by
C0, administration." Breath holding (BH) was select-
ed as an easily administered hypercapnea-induced
clinical procedure, because of its apparent resem-
blance to the concept of "constraint".

The patient was asked to take a deep inhalation of
room air and to hold his breath for as long as pos-
sible. The patient pushed his nostrils closed with his
fingers and closed his mouth completely immedi-
ately after the end of the deep inhalation, and kept
them closed during the BH. He removed his fingers
from his nose as soon as he terminated the BH test.
The examiner was behind him, measuring the BH du-
ration with an electronic chronometer

Similarly, it was hypothesized that "hyperventila-
tion" (H/V) might represent a physical "loneliness"
probe, since it can elicit such symptoms as dizziness,
paraesthesias, stiff muscles, cold hands or feet and
trembling,'? reminiscent of a "collapsing type" symp-
tomatology. Subjects were asked to hyperventilate,
i.e. deep and fast breathing, for about 60 breaths/
min, for as long as they could and stop at will. The
examiner was behind him, measuring duration time
with an electronic chronometer

Measurements

A Visual Analogue Scale VAS (0-100) for the 13
items of DSM-IV Panic Attack was completed before
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and after each stimulus. Each of the VAS consisted of
a 10 cm line ranging from 0 "l don't feel it at all" to
100 "l feel it excessively", (table 1).

Statistical analysis

Descriptive statistics were used to explore the
sample’s demographic and clinical characteristics.
The Sperman’s (rho) coefficient was used to calculate
bivariate correlation between the dependent varia-
bles (Loneliness VAS story, Constriction VAS story, BH
VAS, HV VAS, BH time, HV time) and the independent
variables (age, gender).

Results

Descriptive statistics from the available variables
to enter in the analysis are presented in table 2.
Regarding the "10-item Constrain and Loneliness
Questionnaire" the 20 agoraphobic patients rated
an avoidance level of 427.5+196.3 For the 5 items
representing the loneliness scale the mean avoid-
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ance score was 243.7+131.5 while for the 5 items rep-
resenting the constrain avoidance patients scored
183.7+100.4 (p<0.000).

The symptoms elicited by the two mental probes
as measured in the VAS of the 13-items of DSM-IV for
panic attack were more intense for the constrain sit-
uation (117.94£153.8) compared to that elicited by the
loneliness situation (62.1+105) (p=0.001)

The correlation matrix of all variables in the study
are presented in table 2. Significant correlations
between the score of avoidance in both constrain
and loneliness situation were found for the physical
probes but not for the mental ones.

The total score of the five items of the agoraphobic
scale representing the "constraint" construct was in-
versely correlated with the breath holding (BH) dura-
tion (r=—0.456, p<0.05). On the other hand, the total
score of the five items of the same scale representing
the "loneliness" construct was inversely correlated

Table 1. Descriptive statistics from the variables entered in the analysis. (Data from 20 agoraphobic patients).

Mean Standard deviation Min-Max
Age (years) 30.3 6.5 19-44
Loneliness scale 183.7 100.4 25-425
Constriction scale 243.7 131.5 25-425
BH time (sec) 41 20 7-67
HV time (sec) 68.4 39.7 19-184
Loneliness VAS story 62.1 105 0-380
Constriction VAS story 117.9 153.8 0-450
BH VAS 95.2 91.5 0-300
HV VAS 252.7 232.4 20-880

Loneliness scale
Constriction scale

BH time (sec)

HV time (sec)
Loneliness VAS story
Constriction VAS story

BH VAS

HV VAS

Sum of scores for the five items of the “10-item Constrain and Loneliness Questionnaire”
Scale suggestive of a loneliness-type of threat that patients avoid

Sum of scores for the five items of the “10-item Constrain and Loneliness Questionnaire”
suggestive of a constraint-type of threat that patients avoid

Duration of time that patients voluntary hold their breath

Duration of time that patients voluntary hyperventilated

Score in a VAS (0-100) for the 13-items of DSM-IV for panic attack that patients rated
after they imagined a place or situation in which help might not be available if needed

Score in a VAS (0-100) for the 13-items of DSM-IV for panic attack that patients rated
after they imagined a place or situation in which escape is difficult

Score in a VAS (0-100) for the 13-items of DSM-IV for panic attack that patients rated
after they voluntary hold their breath

Score in a VAS (0-100) for the 13-items of DSM-IV for panic attack that patients rated
after they voluntary hyperventilated




PSYCHIATRIKI 25 (3), 2014

CONSTRAINT AND LONELINESS IN AGORAPHOBIA 175

Table 2. Correlation matrix from all variables entered in the analysis.

Constriction Age  Gender Loneliness Constriction BH HV BH HV
scale VAS story VAS story VAS VAS time  time
Loneliness 42 -.19 -.26 .10 .35 -.06 .09 -.26 —.48*
Constriction scale .03 .00 .30 .29 -.15 .20 -46* -32
Age .32 .05 -.29 -.21 -17 12 A7
Gender .23 .20 .11 .26 -.24 -.05
Loneliness VAS story .69** .38 .21 -35 -34
Constriction VAS .21 -.02 —.B67** —47*
BH VAS .32 .16 -.20
HV VAS 43 -33
BH time .31
HV time

with the duration of hyperventilation HV (r=-0.479,
p<0.03). Since the HV-loneliness correlation is depend-
ent to HV-constrain correlation a test of significant dif-
ference between dependent correlation was made but
no significant difference was found (r= 0.749, p=0.227)

Discussion

Although no discriminant validity was document-
ed between the avoidance type (constrain and lone-
liness) and the scores of elicited anxiety responses by
the mental and physical probes, the significant cor-
relations found between a self report measure that is
the responses of the constraint and loneliness ques-
tionnaires and the objective physiological meas-
ure of duration of hyperventilation and duration of
breath holding argue in favor of the presumed hy-
pothesis The fact that our sample primarily consisted
of long standing cases of agoraphobia with a less
prominent panic element, coupled with the applica-
tion of physical probes under least- demanding con-
ditions might be a sufficient explanation regarding
the severity of the elicited symptoms. On the other
hand, these "least demanding or threatening" chal-
lenges did favor the evaluation of the subjects’ opti-
mum capacity for BH or HV.

Thus, in our study we found that higher rating on
"constraint” is correlated with a shorter BH duration
and higher rating on "loneliness" is correlated with a
shorter duration of HV. Both findings merit some com-
ments: Zendbergen et al”® found that BH duration is
shorter in panic as well as in other anxiety disorders,
compared to healthy volunteers. However, it has
been reported that BH duration is not a reliable index

of panic disorder,”* and is shorter in panic disorder
than in Generalized Anxiety Disorder.”” Furthermore,
McNally & Eke'® and Eke & McNally'” found that the
duration of BH could not reliably predict the levels of
anxiety in students. In brief, while the duration of BH
seems to be shorter in patients with anxiety disorders
than healthy volunteers, the specificity of this index
is not further differentiated among the anxiety disor-
ders, or between panic disorder and the other anxiety
disorders. Among PD patients shorter BH after caf-
feine challenge was recorder in patients with more se-
vere baseline psychopathology (Masrrakis et al'®) Our
findings may reconcile some discrepancies: shorter
BH duration might hold true only for those patients
that score high on items related to "constraint-type"
of threats. It is therefore possible that the exposure
to a constraint threat such as BH may trigger its cor-
responding inner schema representations that forced
patients regardless of their diagnostic category - to
stop this procedure earlier.

Regarding HV, Clark and Hemsley" found that HV
causes many symptoms similar to the ones appearing
during a panic attack, Bonn et al*® found that 67% of
patients with agoraphobia and panic attacks were not
in a position to finish a HV test (60 breaths/min for
3 minutes) as opposed to 4% of the healthy volunteers.
Telch et al*' reported that duration of hyperventilation
significantly predicted agoraphobia status among
panic disorder patients even after controlling for dif-
ferences in demographic and clinical characteristics.
But, while HV is a well known panic- inducing clinical
and research probe, in our study this test seems to be
a sensitive probe for those agoraphobic patients that
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scored higher on items related to "loneliness-type"
of threat. Thus, the patients with an excessive "lone-
liness-type" schema behaved like the typical panic
patients, in comparison to those having an excessive
"constraint" schema. It is possible that the activation of
the "loneliness" schema may have led patients to stop
hyperventilation in order to avoid bigger exposition
to non controllable symptoms.

Assuming that our questionnaire taped the "loneli-
ness" and "constraint” schema threat, our hypothesis
derived from Guidano & Liotti’s assumptions was
partially confirmed. However, the findings and the
conclusions of the present study should be consid-
ered as preliminary, due to its several limitations such
as the small number of patients, the lack of a control
group, and the, as yet not definitely standardized,
"10-item Constrain and Loneliness Questionnaire".
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Clinical implications from the empirical confirma-
tion of Guidano & Liotti’s assumptions will be mainly
in psychotherapeutic practice. Agoraphobic pa-
tients should be able to recognize the relationship
between heir "need for freedom" and their inner
constrain-loneliness constructs and therapy should
eventually aim at modifying those schemata.

In order to further test our hypothesis, a more
comprehensive series of valid stimuli for the pre-
sumed schemata in conjunction with more sensitive
recording methods of cognitive, emotional, somatic
and behavioral responses are needed.

If verified, our hypothesis will be consistent with
the revision supported in DSM-5 (Wittchen et al*?)
that Agoraphobia should be conceptualized as an in-
dependent disorder with more specific criteria rather
than a subordinate, residual form of PD.

APPENDIX
“10-ITEM CONSTRAIN AND LONELINESS QUESTIONNAIRE”
Name Age
Date

Please indicate the degree to which you avoid the following places or situations because of discomfort or anxiety.
Read carefully and rate your amount of avoidance when you are alone.

Avoidance Rating (%)
1 Never 0
2 Rarely 25
3 About half of the time 50
4 Most of the time 75
5 100

Avoid

0 25

50 75 100

1 Crossing the center of an empty square

2 | Staying at home alone

Going to crowded social and religious
gatherings (church-wedding, visit etc)

Walking alone on deserted streets

Driving or riding a car in a traffic jam

Being far away from home

Going to a crowded theater

o[ N[o|lo|d

Standing in the center of gatherings (politi-
cal, athletic etc)

—_ |~~~ |~

—~ |~~~ |
~ |~ |~ [~ |~
—_~ |~~~ |
~ |~ |~ [~ |~

Being far from medical care

Sitting in the center of a crowded
restaurant or cafeteria
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EykNwBIGpog kKat povala
ctnv ayopacpobBia:
Epmmelpikn OlEPEUVNGN

A. NexMBavidng, X. KouAng, I. Namakwotag

A" Yuxatpikny KAvikrj Mavemotnuiov ABnvawy, Atyiviiteio Noookopeio, ABriva

Wuxiatpkn 2014, 25:171-178

O gpeuvnTikég mpoomdOeleg Siepelivnong Tng artiomaboyévelag Tng Ayopagofiag umoAeimovtal
OUYKPITIKE PE TIG mpooTdBeleg yia tn Siepevvnon tou Mavikov. Ot Guidano & Liotti €xouv mpo-
Teivel Bewpia yla Tnv Ayopagofia n omoia dev éxel peletnBel emapkwe. Ot ocuyypageic umoBé-
TOLV TNV UMAPEN TWV ECWTEPIKWY AVATIOPACTACEWY POBoU «eEYKAWPIoHOU» Kal @ofiou «uova-
&1d¢» wg ta dvo peiCova oxrpata mou oxetiCovtal Apeca Pe TNV maboyéveon Twv eKONAWOEWVY TNG
Ayopagofiac. H evepyomoinon Twv CUYKEKPIUEVWY OXNHATWY EMTEPXETAL OE CUVONKEC OTIG OTTOIEG
0 aoBevng atobdvetat: (a) maydeupévog, xwpic Stapuyn (EykAwPiopodg) kat (B) pévog, anpootd-
TeEUTOC 1 aponrdntog (Hovadld). H evepyomoinon tou oXNUATOC EYKAWPBIOHOU EMPEPEL CUUTITW-
pata 6mwe aiodnua acuéiag, mdévo otov Bwpaka, SucKoAia oTnV avamvor, KIVNTIKA avnhouxia,
MUTKA TAON €VW N €vePyoToinon Tou OXAMATOC HOVAIAG ETPEPEL CUPMTWHATA OTTWE aicOnua
taxukapdiag, aduvauia, Tpéuo | aicbnua katdppevonc. H evepyomoinon autwy Twv oxnUATwy
and gpebiopata cupPatd pe auTtd avapévetal va mupodoTtrioouv molkia, aAAd Siakpitd, €idn
anmavtoEwy Ta omoia 0To CUVOAOG TouG TEplypagovTal otnv Ayopagofia. H pehétn otdxevoe otn
Slepelivnon authg NG Bewpiag Kal TwV KAIVIKWY EQAPUOYWYV TTOU aTTopPEOUV amod auth. & 20
aoBeveic pe Ayopagofia xopnyndnkav ocwpaTikéG Kal vonTikéG SOKIPACIEG Kal KataypdenKkav ol
aAmavTOoELC TOUG Kal N amodoor Touc. EmmAéov ol aoBeveic cuumAipwoav to «Epwtnuatoldyto 10
Anppatwy yia tnv Ayopagofia» To omoio mpoteivetal and Tnv opdda pac we katdAAnAo epyaleio
Yla TNV KATAYPAPr TWV YVWOLWV EKEIVWV Ol OTTOIEC OXeTI(OVTAL HE TNV €VVOLA TOU «EYKAWBIOHOU»
KAl TNG «Hovagldcy. Q¢ owpaTikEG SOKIYATIEC EMEAEYNOAV TO EKOUOIO0 KPpATnua TN avamvong (KA)
kat n unépmvola (Y). To KA emeAéyn wg pia KAvikn Sokipacoia n omoia pe EUKONO TPOTO TTPOKAAE(
UTTIEPKATTVOIA Kal TIPOCOMOLAlEL HUE TNV €vvold TOU «EYKAWRIoOHOU». ZnTrnke amd toug acbeveic
va Kpatrioouv 600 To SuVATOV TTEPICCOTEPO TNV AVATIVON TOUC Kal va Slakopouv tn Sokipacia
o6tav atcBdvovtav ot dev umopouv va cuveyxiocouv mAéov. H Y BewpriBnke 611 mpooopotdaletl pe
NV évvola TG «ova&ldc» agou ekAVel cupntwpata {AANng, mapalodnaieg, kpva xépla Kat Todia,
TPOMO, Pavopeva SNAWTIKA CUUTTTWHATOAOYIAG TUTTOU KATAPPEVOEWC. Ol amavInoElg Twv aoBe-
VWV KATtaypd@nKav eVw UTTAPXE CUVEXNG TTAPaKoAoUONon Tou KapdlakoU Kal avamveuoTikol pub-
pov. Ta cupmTwPaTa ToU EKAUBNKav amd Ta epebiopata oto 6UVOAS Toug Sev StagopoTmolndnkav
HETA&Y TOUG. ZNUAVTIKA OUWG CUOXETION KATAYPAPNKE PETAED TNG SIAPKELING TWV QUOIKWY 60-
KIHaolwv Kat Tng Babuoloynong tou «Epwtnuatoloyiouv 10 Anuudtwy yia tnv Ayopagofia». H
Xpovikn Siapkela tou KA cuoxeTiotnke apvntikd (r=-0,456, p<0,05) pe tn Babuoloyia Twv 5 Any-
MATWVY eYKAWBIOHOU TOU EpWTNHATONOYIOU EVW N XPOVIKN SIAPKELA TNG Y CUCXETIOTNKE APVNTIKA
(r=-0,479, p<0,03) pe T Babpoloyia Twv 5 ANPPATWY povaéldg Tou EpWTNUATOAOYIOU. ZUVETIWC,
ME TNV MpoUméBeon 6TI TO EpWTNUATOAGYIO AvVATIAPIOTA TO OXMa amelN¢ EYKAWPBIoUOU Kal pova-
€1d¢, n Bewpia Twv Guidano & Liotti ev pépetl empPBePfatwveral.

NéEerg evpetnpiov: Ayopagofia, eykAwPiopdg, povaéld, ekouclo KpATnUa TNG Avamvong,
UTTéPTTVOLA.
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