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Preface

As scientist-practitioners, we strive to carry out research that has direct
clinical implications and to provide clinical services that are consistent
with our research findings: hence the title of this book — Cognitive-
Behavioral Treatment for Generalized Anxiety Disorder: From Research
to Practice. Over the years, however, we have heard both clinicians and
scientists criticize the scientist-practitioner model. On the one hand,
many clinicians are quick to point out that they do not keep up with
the scientific literature because the writings are not sufficiently relevant
to their day-to-day clinical work. On the other hand, many clinical sci-
entists have been confronted with the reality of research funding where
granting agencies are reticent to provide support for clinical research
that emphasizes issues of external validity such as “generalizability” and
clinical usefulness. Although we acknowledge the challenges inherent to
the scientist-practitioner model, we also believe that it can produce the
most positive outcomes in terms of both clinical research and practice.
Thus, in writing this book, we hope to make a small (but significant)
contribution to bridging the gap between clinical scientists and practi-
tioners. Specifically, by presenting a theoretical model and a treatment
protocol based on the model, we hope to convey the merits of moving
from science to practice (and back again).

This book is intended for psychotherapists working with individuals
with generalized anxiety disorder (GAD). As such, we have done our
best to ensure (although one can never be sure of anything, but more
on that later) that the content and style of the book reflect the needs of
clinicians. In Chapter 1, we present general information on GAD that
sets the stage for the remainder of the book. In Chapter 2, we introduce
a cognitive model of GAD and review the research supporting the model
components. We have made every effort to present the research find-
ings in a way that “talks to clinicians” and is not overly technical (or
overly statistical). We then describe an assessment strategy and present
the main instruments for the evaluation of clients with GAD in Chapter
3. Again, although we typically use a comprehensive assessment strategy

Xi
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in our clinical trials, we have limited the presentation of instruments to
those that therapists might find most useful in their day-to-day clinical
practice. In Chapter 4, we present an overview of the treatment protocol
and attempt to give the reader a sense of the “spirit” of therapy. Chapter
5 goes on to provide a step-by-step guide to treatment, with many exam-
ples of therapist—client dialogue that make the treatment “come to life.”
To increase the clinical usefulness of the guide to treatment, Chapter 5
also includes handouts for all between-session exercises. In Chapter 6,
we review the data bearing on the treatment’s efficacy. Specifically, the
main results from four clinical trials are presented, and secondary find-
ings with regard to treatment mechanisms are also reviewed. Finally,
in Chapter 7, we present some of the main factors that can complicate
treatment and discuss ways that therapists can address these factors.
Throughout the book, we have attempted to strike a balance between
the complexity of the research findings and the need for clinicians to
have a clearly articulated model and treatment protocol for those suf-
fering from GAD. In a sense, we have endeavored to “translate” our
research findings into clinical principles and procedures that both thera-
pists and clients can relate to, and we sincerely hope we have reached
this goal.
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CHAPTER 1

Description of Generalized
Anxiety Disorder

Catherine was the first of three children. During her childhood, she
had often been reminded that, as the eldest child, she should look out
for her two younger siblings. By the time Catherine reached the third
grade, she had begun worrying about her younger brothers. For exam-
ple, if it was raining, she worried about whether one of them might
catch a cold, or if they played rough games, she worried whether one of
them might injure himself. Although her worrying was not a problem,
she was clearly less carefree than most of her friends. In high school,
Catherine succeeded very well in academics and athletics. She always
had good grades and was a member of the swimming and track teams.
Despite worrying less about her younger brothers, she noticed that she
had begun to worry more about the health of her parents, in particular
her mother. For example, she had started calling her mother at work,
sometimes several times a day, to ensure she was all right. Again,
although Catherine did not feel that her worrying was a problem, she
had definitely noticed that moderate levels of worry and anxiety were
something she often had to deal with.

It was only when Catherine went away to college that her worry and
anxiety began to get noticeably out of hand. Being away from home,
she found herself worrying more than ever about her family. She had
also begun to worry about other things such as her grades, financial
situation, and friendships. She started having trouble sleeping, often
lying in bed for hours before finally falling asleep. Although she con-
tinued to do well in school, she found that preparing for exams was
extremely stressful, and this would typically result in Catherine speak-
ing to her teachers or classmates several times to ensure her course
notes were correct. In addition, writing papers seemed to take longer
than usual because Catherine would read over what she had written
several times to reassure herself that she had made no spelling or gram-
mar mistakes.

After college, Catherine began a successful career in marketing,
and eventually got married and had two children. Following the birth
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of her second child, her worry and anxiety began to “spiral out of
control,” and she decided that it might be time to receive some type
of treatment. She described experiencing nearly constant feelings of
fatigue, insomnia, and anxiety about “anything and everything.” She
also noted that these feelings were beginning to interfere with her fam-
ily and work life. Although she loved her children very much, she was
so worried about their health and safety that she was usually tense and
on edge while spending time with them. She found this to be extremely
distressing, and she said that she could no longer enjoy happy moments
in her life because she was so worried about any negative events that
might take place in the future. She was also beginning to feel over-
whelmed at work, yet she refused to delegate any responsibilities to
other employees, stating that she could only be sure that the work was
“done properly” if she did it herself.

Catherine was skeptical about the benefit of any form of psycholog-
ical treatment, since she thought she had “the worrying gene” and was
unlikely to change this part of her character. However, she was tired
of “always feeling stressed out and anxious” and was willing to try
anything to stop feeling this way. When she presented for treatment,
she received an in-depth assessment. Based on her report of excessive
worry about a number of daily life events, and her endorsement of
somatic symptoms such as fatigue, sleep difficulties, and feelings of
restlessness, she was given a diagnosis of generalized anxiety disorder

(GAD).

As can be seen from the preceding illustration of Catherine, GAD can
easily become quite debilitating and greatly reduce one’s quality of
life. Unfortunately, people afflicted with GAD rarely seek professional
help, and when they do, clinicians often have difficulty recognizing the
symptoms as being those of GAD. For these reasons, we will attempt to
accomplish two major goals in this introductory chapter. The first is to
provide a relatively thorough description of the characteristics of GAD.
Specifically, we will discuss the history of the diagnostic category, the
prevalence and associated features of the disorder, and the impairment
that GAD typically engenders. The second goal is to present a “picture”
of what GAD looks like from the clinician’s point of view. What do we
mean when we say “excessive worry and anxiety about a number of
situations?” What is daily life like for someone with GAD? The above
description of Catherine is only one example of the many ways in which
GAD clients can present for treatment. It is our hope that, by thoroughly
presenting information gathered over the course of our clinical practice,
we can begin to provide a detailed picture of this interesting and com-
plex disorder.
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DIAGNOSIS OF GAD

Generalized anxiety disorder is a relatively new diagnostic category that
has undergone several changes within the last few editions of the Diag-
nostic and Statistical Manual of Mental Disorders (DSM; American
Psychiatric Association, 1980, 1987, 1994). As such, it should come as
no surprise that the diagnosis of GAD is at times confusing, even for
anxiety disorder specialists. In the following section, we will review the
evolution of GAD in the DSM, we will describe the many changes that
have been made to the criteria, and we will discuss the reasons behind
these changes. The reader will likely note that while the current diagnos-
tic definition is greatly improved from earlier editions, there is still much
work to be done to arrive at a set of clear and reliable criteria that will
increase the ease with which GAD is diagnosed.

History of the Diagnostic Category

The term GAD first emerged with the publication of the DSM-IIT
(American Psychiatric Association, 1980). At that time, GAD was
viewed essentially as a residual disorder because the diagnosis was not
made if symptoms of panic disorder, obsessive—compulsive disorder,
or phobias were present. The fundamental feature of the disorder was
“persistent anxiety” for at least one month, with clients also required
to endorse symptoms from three out of four categories, including
motor tension, autonomic hyperactivity, apprehensive expectation, and
vigilance/scanning.

To improve upon the broad and vague nature of the DSM-III diag-
nostic criteria for GAD, several important changes were made with the
DSM-III-R (American Psychiatric Association, 1987). First, the core
feature of the disorder shifted from persistent anxiety to excessive or
unrealistic worry. Moreover, GAD could now be diagnosed in the pres-
ence of another mental disorder, so long as the worry and anxiety were
unrelated to the other condition, thereby changing GAD from a residual
problem to a primary diagnostic entity. The minimum duration required
for a diagnosis was changed from one to six months, which is more
consistent with the chronic nature of GAD. Despite these improvements,
the vague somatic criteria remained, with clients requiring six out of
eighteen varied symptoms to meet diagnosis.

GAD in the DSM-IV

With the introduction of the DSM-IV in 1994, the diagnostic criteria for
GAD became significantly streamlined and began to adequately reflect
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TABLE 1.1 DSM-1V Diagnostic Criteria for Generalized Anxiety
Disorder

Excessive anxiety and worry (apprehensive expectation), occurring more days
than not for at least six months, about a number of events or activities (such
as work or school performance).

The person finds it difficult to control the worry.

The anxiety and worry are associated with three (or more) of the following
six symptoms (with at least some symptoms present for more days than not
for the past six months). Note: Only one item is required in children.

Restlessness or feeling keyed up or on edge.
Being easily fatigued.

Difficulty concentrating or mind going blank.
Irritability.

Muscle tension.

Sleep disturbance (difficulty falling or staying asleep, or restless unsatisfying
sleep).

The focus of the anxiety and worry is not confined to features of an Axis I
disorder, e.g., the anxiety or worry is not about having a panic attack (as in
panic disorder), being embarrassed in public (as in social phobia), being
contaminated (as in obsessive—compulsive disorder), being away from home
or close relatives (as in separation anxiety disorder), gaining weight (as in
anorexia nervosa), or having a serious illness (as in hypochondriasis), and the
anxiety and worry do not occur exclusively during posttraumatic stress
disorder.

The anxiety, worry, or physical symptoms cause significant distress or
impairment in social, occupational, or other important areas of functioning.

The disturbance is not due to the direct physiological effects of a substance
(e.g., a drug of abuse, a medication) or a general medical condition (e.g.,
hyperthyroidism) and does not occur exclusively during a mood disorder, a
psychotic disorder, or a pervasive developmental disorder.

Source: American Psychiatric Association. (1994). Diagnostic and statistical
manual of mental disorders (4th ed.). Washington, D.C., pp. 435-436.

the independence of the disorder (see Table 1.1 for the complete DSM-
IV diagnostic criteria for GAD). Although excessive worry and anxi-
ety was retained as the main feature of GAD, the term unrealistic was
dropped and replaced with the notion that the worry is “difficult to con-
trol.” In addition, the minimum duration requirement of six months was
retained. Taken together, these two criteria clearly reflect the fundamen-
tal nature of GAD as a chronic condition that distinguishes itself from
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nonclinical worry by a quantitative difference in worry frequency and
intensity, rather than by a qualitative difference (as was suggested by the
term unrealistic). The criterion of “excessive and uncontrollable” worry
reflects the clinical reality that individuals with GAD generally worry
about the same types of things as everyone else does. The difference
is that they worry more about them and it is harder to stop worrying
once they have started. Indeed, the criterion of “uncontrollable” worry
and anxiety was incorporated to distinguish GAD from nonpathologi-
cal worry (Barlow & Wincze, 1998), highlighting the fact that the dif-
ference between GAD and “non-GAD” worry is primarily a matter of
degree, not content.

Another notable revision to the criteria in the DSM-IV was the
exclusion of many somatic symptoms from the diagnosis. Specifically, all
the autonomic hyperactivity symptoms were removed, as well as a num-
ber of items from the motor tension and vigilance/scanning categories.
The exclusion of the hyperactivity symptoms was particularly beneficial
because they are more likely to be seen among individuals with panic
disorder than those with GAD. As such, prior to this revision, distin-
guishing between panic disorder and GAD was a significant challenge
for clinicians. At present, there are only six somatic symptoms linked to
a GAD diagnosis, and although all but one (that is, muscle tension) can
also be endorsed by clients suffering from other mood or anxiety disor-
ders, the six symptoms are reliably found among GAD clients.

A final noteworthy change to the DSM-IV was the inclusion of “sig-
nificant distress and impairment” to the GAD criteria. Earlier editions
of the DSM described GAD as a disorder that engenders only mild social
and occupational impairment. The prevailing perception of individuals
with GAD was as the “worried well;” that is, people who worry exces-
sively, yet are still able to accomplish most of their daily activities while
maintaining acceptable levels of well-being and quality of life. Given
that worry is a universal experience, it is not surprising that excessive
worry would not be viewed as particularly disabling in one’s day-to-day
life. Yet, both research and clinical experience stand in contradiction to
this belief. In fact, a more apt description of people with GAD is as “the
walking wounded.” Not only do they typically endure symptoms for
many years without receiving treatment, but they may also experience
significant social and economic disadvantages. For example, individu-
als with GAD are often unmarried or divorced, are more likely to have
received disability payments at some time in their lives, and typically
have very low annual incomes (e.g., Blazer, Hughes, George, Schwartz,
& Boyer, 1991; Hunt, Issakidis, & Andrews, 2002). In addition, they
frequently experience significant dissatisfaction with their professional
and personal lives, as well as a diminished sense of well-being (Stein &
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Heimberg, 2004). As such, the DSM-IV revision to the impairment and
distress criterion for GAD is more reflective of the actual presentation
of the disorder.

It is striking that GAD was, and to some extent still is, viewed as a
relatively mild disorder despite its association with poor quality of life,
as well as social and occupational impairment. This inaccuracy is most
likely due to the fact that the impairment associated with GAD is often
compared to that seen in other anxiety disorders. For example, when
discussing the interference in the daily lives of individuals with panic dis-
order, social anxiety disorder (that is, social phobia), or obsessive—com-
pulsive disorder, the associated impairment is quite obvious. Specifically,
individuals with these disorders will often engage in time-consuming
and fear-driven behaviors as well as physical avoidance of specific places
or events, rendering the disability apparent to both themselves and those
around them. For example, individuals with obsessive—compulsive dis-
order characterized by contamination concerns might wash his or her
hands so excessively that they bleed, or an individual with panic disorder
might become so fearful of having a panic attack that he or she rarely
leaves the house. In contrast, the majority of individuals with GAD do
not engage in behaviors that visibly demonstrate marked interference,
nor do they necessarily appear particularly distressed or impaired by
their symptoms. Rather, the lives of GAD clients are more typically
fraught with subtle interference. For example, they might have difficulty
concentrating on specific tasks at work because they are worrying about
their retirement, or fail to enjoy a weekend get-together with friends
because they are concerned about the upcoming work week. Because
these types of worries are commonplace among GAD clients, they have
a considerable negative impact on productivity on a professional level
(more on that later) and pleasure on a personal level (for example, clients
are too preoccupied with potential problems to enjoy the pleasures of
life). Further, due to the longstanding nature of the disorder, there is an
additive effect to these interferences, and feelings of demoralization and
exhaustion are often the end result of years of worrying. Consequently,
although the impairments caused by GAD are sometimes less obvious,
they are no less detrimental to one’s quality of life and are therefore of
significant clinical concern.

In summary, it is clear that the way in which GAD is conceptualized
(and ultimately diagnosed), has undergone sweeping changes since 1980
when it first appeared in the DSM. Successive editions of the DSM have
attempted to define GAD in terms that are more specific, as well as more
reflective of basic and applied research on worry, anxiety, and GAD.
However, although our current ability to diagnose the disorder has defi-
nitely improved with each revision, GAD remains the anxiety disorder
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with the lowest diagnostic reliability (Brown, Di Nardo, Lehman, &
Campbell, 2001). In other words, clinicians have considerable difficulty
agreeing on the presence or absence of GAD, more so than for any other
anxiety disorder. Thus, although the field has come a long way, much
remains to be done before the reliability of the diagnosis of GAD reaches
an ideal level. On a final note, a text revision to the DSM-IV was pub-
lished (American Psychiatric Association, 2000); however, no changes
were introduced to the GAD diagnostic criteria. As such, the DSM-IV
criteria will be referred to throughout the remainder of this book.

CLINICAL PICTURE: WHAT DOES GAD LOOK LIKE?

As is evident from the prior section, the DSM-IV sets out diagnostic
criteria that are quite helpful for the purposes of diagnosis; however, it
does not fully capture the clinical presentation of GAD. In the following
sections, we will therefore describe some of the subtleties of the clinical
picture of clients with GAD, with a special emphasis on their subjective
experience.

Worry Themes

As noted previously, the cardinal feature of GAD in the DSM-IV is
excessive and uncontrollable worry and anxiety about a number of
situations. What exactly does that mean, and how does someone with
GAD present for treatment? The criterion of excessive worry about “a
number of situations” can be confusing to clinicians unfamiliar with
GAD. Would an individual who worries excessively and uncontrollably
about two situations (for example, health and social interactions) meet
this diagnostic criterion? In our experience, the answer to this question
is most often “no.” We have observed that clients who report worry
about a very limited number of subjects usually do not have GAD. As a
result, it is best to be vigilant for other disorders that may better capture
the presenting symptoms. For example, for someone who worries only
about health and social interactions, separate diagnoses of hypochon-
driasis and social anxiety disorder may be warranted.

Clients with GAD really do tend to worry about many different
things. Often, when asked what they worry about, GAD clients will
reply: “What don’t | worry about?” In this sense, “generalized” anxiety
is an apt moniker, as the content of their worries is generalized to almost
everything in their lives. There are of course exceptions to this, where a
client’s worries focus on only two or three particular topics, but this is
not the case for most GAD clients. Typically, a diagnosis of GAD implies
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that the client worries about “almost everything.” In addition, the
worries of GAD clients can spiral from one topic to another. For example,
a client might begin worrying about his health (“What if I get cancer?”)
and subsequently worry about his family and finances (for example,
“Who will take care of my kids if I die? Will they be well provided for?
What if my family can’t afford the funeral?”).

Clinicians will often ask what exactly do GAD clients worry about.
The short answer to this question is that they worry about the same things
that everyone else does (hence, they worry about daily life situations).
That is, they frequently cite worry themes that include family, relation-
ships, work/school, health, and finances. Both research findings and
clinical experience indicate that the worries of GAD clients generally
are not different in content from the worries of nonanxious individuals.
There are, however, two subtle differences that have been observed in
terms of GAD worry. First, it appears that people with GAD consis-
tently worry more about minor matters than both nonclinical individu-
als and people with other anxiety disorders (Brown, Moras, Zinbarg,
& Barlow, 1993; Hoyer, Becker, & Roth, 2001). In fact, minor matters
seem to be the worry topic that is most specific to GAD. Indirect sup-
port for this was provided by Di Nardo (1991, cited in Brown, O’Leary,
& Barlow, 1993), who found that a negative response to the question
“Do you worry excessively about minor matters?” could effectively rule
out a diagnosis of GAD. In practical terms, this means that when a per-
son worries excessively about minor matters (for example, what kind of
toaster to buy, which book to read), that person is likely to have GAD.

GAD clients also tend to worry more about unlikely or remote
future events than do other anxious individuals (Dugas, Freeston et al.,
1998). For example, they might worry about their plane crashing even
though the likelihood of this occurring is very slight, or worry about
how to pay for their unborn children’s university education. Despite
these differences (i.e., worry about minor matters and unlikely/remote
future events), it can be said that individuals with GAD do not generally
worry about topics that are particularly different or unique. Rather, for
the most part, they simply worry more about the same things as every-
one else.

Living in the Future

Individuals with GAD almost always report a poor quality of life,
and much of this has to do with their tendency to live “in the future.”
Stated differently, they have great difficulty living in the moment. Even
when they are involved in something pleasant, they often do not enjoy
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themselves because they are too busy worrying about various future
events. For example, a client with GAD might spend an evening at a
party worrying about the clean-up afterward, or have difficulty fall-
ing asleep the night before a dental appointment because she is worried
about being late for the appointment. The future orientation of individu-
als with GAD is often apparent right from the first therapy session. For
example, the client might ask “Will this therapy work for me?” or “How
long will it take before I feel better?” It may even be difficult for the cli-
nician to obtain information about the client’s current state because of
this tendency to discuss the future.

Although some would argue that living in the future has advantages
such as being better prepared for situations that might occur, it is clear
that an excessive future orientation prevents one from enjoying moments
in the here and now. In fact, many clients with GAD report that they
are unable to enjoy themselves because they are constantly thinking
about what might happen next. Research has shown that individuals
with GAD tend to have thoughts beginning with “What if...?” Clearly,
it is difficult to enjoy the present moment when one is thinking thoughts
such as, “What if I can’t meet my deadline at work?”; “What if my child
gets terribly sick?”; and “What if my husband decides to leave me?”

GAD Client Presentation

Although this topic will be discussed in greater detail in chapter 3, it is
of interest to know how GAD clients appear upon presentation. In terms
of initial contact during assessment, many GAD clients do not appear
particularly anxious or nervous. Unlike patients with panic disorder or
obsessive—compulsive disorder, where the anxiety associated with pre-
senting for treatment is often immediately visible (for example, the cli-
ent is nervous/fidgety and expresses feelings of anxiety at the outset),
GAD clients might initially appear calm and composed. However, one
is struck by the second impression that begins to form once GAD clients
are encouraged to discuss their worries. Some clients might disclose hav-
ing gotten little or no sleep the night before as a result of worrying all
evening about being late for the appointment. They may also describe
elaborate worry chains and a nearly constant background of anxiety
due to the frequency of their worries. Moreover, diagnostic interviews
conducted with GAD clients can be quite lengthy because they often
wish to provide exhaustive detail to all questions out of fear of providing
insufficient or inaccurate information (e.g., “What if I forgot to mention
something important? What if treatment does not go well because of
something I didn’t explain?”).
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An additional noteworthy point relates to the presentation of exces-
sive worry in GAD clients. Specifically, clients will sometimes 7ot use
the term worry when describing their symptoms; therefore, clinicians
will occasionally need to inquire about symptoms using different termi-
nology. For example, in general it can be said that much of the exces-
sive and uncontrollable worry that GAD clients engage in is done in an
attempt to control and prepare for any eventuality in the future. As such,
GAD worry can be seen as extensive “scenario building,” which usually
takes the following form: “What if X happens? Well, then I could do....
But what if Y happens? Well, then I might do....” As such, if the clinician
suspects the presence of GAD, even though the client denies worrying,
then the clinician can inquire about scenario building.

So if clients do not always describe their symptoms as worries, what
do they refer to instead, and why? Some GAD clients will describe their
worries as fears, thereby making their problem appear to be a phobia
rather than GAD. For example, an individual with GAD might describe
a “fear” of driving, but upon further questioning the client voices this
fear as a series of “what if” statements: “What if I get into an accident
and end up in the hospital? What if we can’t pay the hospital bills and
have to sell the house? What if I lose my job from being out of work
due to an accident?” Although the use of words such as fear or anxiety
rather than worry is simply the particular way in which some clients
express their symptoms, the avoidance of the term worry can also be due
to the belief that worry is not a legitimate mental health complaint. That
is, some clients might choose to describe their distress as fear or anxiety
since these words may appear to be more indicative of a mental health
disorder than the term worry.

The Case of Catherine

In keeping with our description of the clinical presentation of GAD, we
will briefly review the course of Catherine’s symptoms as depicted in the
case illustration at the beginning of this chapter. Generally speaking,
we can see an escalation of Catherine’s worries and anxiety throughout
her life. As a child, she worried about the health of her siblings, and
although these worries diminished over the years, she developed new
concerns consistent with the changes in her life. For example, her wor-
ries focused on academic performance when she was attending college;
however, her concerns shifted to work and the health of her children
after she was employed and married with two kids. Her somatic symp-
toms also appear to have progressively increased over the years. While
in college, Catherine began to experience significant sleep disturbance,
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“often lying in bed for hours before she finally fell asleep.” After the
birth of her second child, Catherine’s somatic symptoms increased to an
unmanageable level, as she reported near constant feelings of fatigue,
tension, and restlessness. In our experience, it is the presence of increas-
ingly severe and unmanageable somatic symptoms that often serves as
the impetus for clients to ultimately seek treatment. This appears to
be the case with Catherine, who stated that she was “sick and tired of
always feeling stressed out and anxious.” In fact, it is unlikely that she
expected treatment to address her excessive worries in any way, as she
stated that she believed herself to have “the worrying gene.”

It is of interest to note the many worry-related behaviors that Cath-
erine engaged in over the years in an attempt to deal with, or reduce, her
worries. For example, when her worries about her mother’s well-being
escalated, she began calling her repeatedly during the day to ensure
that she was all right. In addition, while in college, she began seeking
excessive reassurance from her classmates and professors to ensure that
her notes were correct, and she would often reread her papers to make
sure that there were no mistakes. These worry-related behaviors later
continued when she started working, where despite feeling overwhelmed
by her responsibilities at work, Catherine would not delegate any tasks
to other employees in order to ensure that the work was “done properly.”
These types of behaviors not only served to maintain her symptoms,
but were likely to have exacerbated her feelings of fatigue and general
anxiety.

One of the most noteworthy points in Catherine’s case is the inter-
ference and distress caused by her symptoms. Specifically, we see a grad-
ual decrease in her quality of life throughout the years, despite the high
standard of performance she maintained in her professional and personal
life (i.e., academic excellence, successful career, and rewarding family
life). Early on, she described herself as feeling “less carefree” than other
children who were her age, and as she advanced through high school
and college, she appeared to be constantly struggling with chronic stress
and anxiety. The decrease in her quality of life reached an apex follow-
ing the birth of her second child, when she began feeling “tense and on
edge” whenever she spent time with her children. Although some GAD
clients will exhibit interference in their lives through social or occupa-
tional impairment (for example, interpersonal difficulties or job loss),
Catherine’s decreased joy and quality of life, despite her noticeable suc-
cesses, is a good example of an alternate presentation of GAD. That is,
some clients will outwardly present as high functioning through their
ability to maintain a good career and family life, but are nevertheless
quite impaired by their symptoms (albeit in a different manner). Spe-
cifically, individuals like Catherine might report extreme fatigue from
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overwork and a need “to do everything” themselves. Ultimately, they
can experience feelings of “burnout” as a result of their chronic worry
and anxiety.

EPIDEMIOLOGY

Given that GAD is a chronic disorder that often leads to significant dis-
tress and impairment, research on the prevalence and associated features
of the disorder can provide answers to vitally important questions. That
is, how many people suffer from GAD? Are women or men more likely
to be diagnosed with the disorder? When do symptoms typically begin
to occur, how long do they last, and do they occur in isolation? The fol-
lowing sections will address these questions by presenting epidemiologi-
cal data on GAD obtained in both community and clinical settings.

Prevalence in the General Population

Given the numerous changes to the diagnostic criteria of GAD over the
years, and the fact that the current DSM-IV definition appeared rela-
tively recently, one might expect that it would be difficult to report GAD
prevalence ratings with any accuracy. Specifically, many of the large-
scale epidemiological studies on prevalence were conducted using the
DSM-III and DSM-III-R criteria, which are quite different from the
criteria seen in the DSM-IV. As such, it would not be surprising if the
prevalence rates changed markedly from study to study. However, this
does not appear to be the case. In terms of community studies, where
individuals from the general population are queried about symptoms
for various mental health disorders, the prevalence ratings are relatively
uniform. In terms of one-year prevalence rates, the likelihood of GAD
is approximately between 2 and 4%, whereas lifetime prevalence rates
hover between 4 and 7% (see Table 1.2 for actual ratings across studies).
In other words, 2 to 4% of the population will meet criteria for GAD in
any given year, whereas 4 to 7% of the population will develop GAD at
some point in their lives. While this does not make GAD the most com-
mon mental health problem, it is clear that a considerable proportion of
the general population is at risk for either having GAD or developing it at
some point in the future. In fact, the aforementioned ratings might be an
underestimation of the actual prevalence of GAD in the community. As
noted by Kessler and colleagues (Kessler, Walters, & Wittchen, 2004) in
their excellent review on the epidemiology of the disorder, some uncer-
tainty still remains about the basic epidemiological characteristics of
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GAD. This appears to be the result of difficulties in cross-study compar-
isons due to changing DSM criteria, as well as continued debate over the
appropriate criteria and thresholds for a diagnosis of GAD. The authors
conjecture that the true current prevalence of the disorder in the com-
munity might actually be as high as 5 to 8%. Further studies are needed
to determine the precise rate of GAD among the general population.

Prevalence in the Clinical Population

When we move from the community to primary care settings, it appears
that there is a dramatic increase in the prevalence of GAD. Based on
several investigations, including a multicenter study conducted by the
World Health Organization, it appears that 8% of all people who seek
primary care treatment meet diagnostic criteria for GAD (Maier et al.,
2000; Ustiin & Sartorius, 1995). Moreover, among individuals seeing
their physicians for a psychological problem, 25% have a diagnosis of
pure GAD (that is, no comorbid conditions). Indeed, GAD is the m0st
frequent anxiety disorder, and the second most frequent of all mental
disorders, in primary care facilities (Barrett, Oxman, & Gerber, 1988;

TABLE 1.2 Prevalence Ratings for GAD in Three Large-Scale
Community Studies Using DSM-III, DSM-III-R, and DSM-IV Criteria

Study One-Year GAD Lifetime GAD
(%) (%)

Epidemiologic Catchment
Area (ECA) study? 2-3.6 4.1-6.6
(DSM-III criteria)

National Comorbidity
Survey (NCS)® 3.1 5.1
(DSM-III-R criteria)

Australian National Survey

of Mental Health and Well- 3.6 n/a
Being®

(DSM-1V criteria)

“Blazer, Hughes, George, Schwartz, & Boyer (1991).
bWittchen, Zhao, Kessler, & Eaton (1994).
‘Hunt, Issakidis, & Andrews (2002).
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Wittchen et al., 2002). GAD is therefore not only a debilitating disorder
that is associated with poor quality of life, it is also a highly common
problem, particularly in clinical settings.

Age of Onset, Course, and Remission

When is GAD most likely to develop? It appears that the age of onset
for GAD has a bimodal distribution. In other words, there are two
periods when individuals are at greatest risk for developing the disor-
der. Approximately two-thirds of individuals with GAD experience an
early onset of the disorder that occurs between the ages of 11 and the
early 20s. However, a significant minority experience a late onset of the
disorder that develops in middle adulthood (Blazer, Hughes, & George,
1987; Brown, Barlow, & Liebowitz, 1994). In early onset GAD, there
is usually no dramatic life stressor or shift from an earlier condition
that precipitates the development of the disorder, although a gradual
increase in responsibilities and transitional challenges characteristic of
adolescence might play a significant role (Cole, Peeke, Martin, Truglio,
& Seroczynski, 1998; Sprujit-Metz & Sprujit-Metz, 1997). In contrast
to the insidious development of early-onset GAD, it appears that a sig-
nificant life stressor (for example, the death of a loved one or a major
life transition) is more likely to be the precipitating factor for late-onset
GAD (Hoehn-Saric, Hazlett, & McLeod, 1993).

Irrespective of the age at which the disorder developed, the symp-
toms of GAD are generally chronic and unremitting in nature. Moreover,
although there are fluctuations in the severity of GAD over time, with
increases in GAD severity usually occurring in response to life stressors,
episodes of the disorder commonly persist for over 10 years (Kessler,
Keller, & Wittchen, 2001; Stein, 2004). Yet, despite the unremitting
course of the disorder, many individuals with GAD will wait over 25
years before presenting for treatment (Rapee, 1991).

In terms of remission, GAD symptoms rarely abate naturally over
time. In a large-scale study conducted by the Harvard/Brown Anxiety
Research Program (HARP; Yonkers, Warshaw, Massion, & Keller, 1996)
to investigate the natural history of GAD, only 15% of the participants
showed full remission of their symptoms after one year, 25% showed
remittance at two years, and 38% at five years. However, remission was
determined if the participants were symptom-free for eight consecutive
weeks. As GAD symptoms can wax and wane over time, these percent-
ages are underestimations of actual remission rates. In fact, a substantial
number of participants were later found to have “relapsed,” highlighting
the persistence of GAD symptoms and the chronicity of the disorder. In
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essence, unless individuals with GAD receive some form of treatment for
their symptoms, they will likely continue to experience excessive worry
and anxiety throughout most of their lives.

Age and Gender Differences

In terms of the gender makeup of GAD, it seems that the disorder is more
commonly seen among women than it is among men, and this finding
has been reliably and consistently shown in a great deal of research. For
example, in both the National Comorbidity Survey (NCS) and the Epi-
demiologic Catchment Area (ECA) study, both of which are large-scale
U.S. investigations of mental health prevalence rates in the community,
women reported virtually double the rates of GAD than men. Specifi-
cally, in terms of one-year prevalence ratings, approximately 4% of
women were identified with GAD compared to 2% of men (Blazer et al.,
1991; Wittchen, Zhao, Kessler, & Eaton, 1994).

The finding that women are more likely to have a diagnosis of GAD
than men is consistent with the findings obtained for many other anxiety
disorders. In the NCS, prevalence rates were found to be higher among
women for panic disorder, agoraphobia without panic disorder, social
anxiety disorder, and simple phobia. In fact, prevalence rates for having
any anxiety disorder ranged from 22 to 30% for women, compared to
12 to 20% for men (Kessler et al., 1994). A host of psychosocial and
biological theories have been advanced to account for this gender differ-
ence, all of which may have an additive effect on the report of anxiety
among women, but no definitive answer as to why women report more
anxiety concerns than men has yet been found.

Although the relationship between gender and GAD seems to be
relatively clear, age has a more complicated association with the disor-
der. For example, although several epidemiological studies found the
highest prevalence ratings for GAD in middle age (ages 35 to 55) and the
lowest ratings among older adults over the age of 55 (e.g., Blazer et al.,
1991; Wittchen et al., 2002), studies on GAD and aging have revealed
a different pattern. Specifically, GAD appears to be the most common
disorder among older adults, and there might in fact be a steady increase
of GAD rates with age, even for those over 65 (Beekman et al., 1998;
Carter, Wittchen, Pfister, & Kessler, 2001). To further complicate the
issue of age and GAD, a study on worry among older adults found that
those in the 75 or older age category were significantly less worried than
those in the 65 to 74 age category (Doucet, Ladouceur, Freeston, &
Dugas, 1998), thereby contradicting the notion that GAD rates steadily
increase into old age.
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These discrepancies in the reported presence of GAD according to
age group might be due to several factors. First, since GAD is a chronic
disorder with a low rate of remission, it would be expected that middle
aged adults would have a higher lifetime risk for developing the disorder
than others in younger age groups. Second, in terms of the discrepancy in
the prevalence ratings for older adults, it appears that anxiety disorders
go undiagnosed in many older adults because they may also have health
problems with symptoms that are similar enough to those seen in anxiety
disorders to mask the presence of GAD (Stanley & Novey, 2000). As a
result, the identification of GAD, and ultimately the reported rates, might
differ from study to study, depending on the accuracy with which GAD
is differentiated from physical health complaints. In practical terms, it
is difficult to state with any confidence which age group is most likely
to have a diagnosis of GAD. However, since we know that the disorder
frequently begins in adolescence or early adulthood, and is both chronic
and unlikely to remit on its own, we can assume that from middle adult-
hood onward, the rates of GAD are likely to be relatively high.

Comorbidity

Does GAD occur in isolation? In epidemiological studies of GAD, a con-
sistent finding has been that the vast majority of people with the disorder
have other diagnosed problems as well. Specifically, over 90% of indi-
viduals who meet criteria for GAD in a given year will also have at least
one other DSM-IV diagnosis (see Table 1.3 for a list of comorbid condi-
tions). Mood disorders such as major depression and dysthymia are the
most common comorbid conditions; however, more than half of GAD
clients will have an additional anxiety disorder as well (for example,
social anxiety disorder, panic disorder).

The fact that GAD has such a high rate of comorbidity with other
disorders has led several anxiety disorder experts to debate whether
GAD can actually be considered a distinct disorder in its own right. That
is, because individuals with GAD rarely present without other problems,
there is some controversy as to whether GAD is an independent disorder
or simply a “prodromal” condition that serves to promote the develop-
ment of other anxiety or mood disorders (e.g., Akiskal, 1998; Maser,
1998; Roy-Byrne & Katon, 1997). Through several independent lines of
inquiry, including studies on the specificity of symptoms to GAD (e.g.,
Brown, Chorpita, & Barlow, 1998; Maier et al., 2000), the contention
that the disorder is not a unique diagnostic entity has been largely dis-
proved. First, when lifetime prevalence is considered, the rate of comor-
bidity among individuals with GAD is not any greater than what is seen
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TABLE 1.3 Prevalence of Comorbid DSM-IV Disorders for
Individuals with GAD

DSM-IV Disorder One-Month GAD(%)? One-Year GAD(%)®

Alcohol 08.2 06.4
abuse/dependence

Nicotine dependence n/a 14.0

Drug abuse/dependence 5.8 1.4

Major depression 39.3 59.0

Dysthymia 17.7 36.2

Panic disorder 13.9 21.5

Agoraphobia without 5.2 11.3
panic

Social anxiety disorder 21.2 28.9

Specific phobia n/a 29.3

Phobia NOS n/a 10.6

Obsessive—compulsive 5.8 10.0
disorder

Posttraumatic stress 12.4 n/a
disorder

Any somatoform n/a 48.1
disorder *

Any eating disorder n/a 2.5

Any depressive disorder 44.9 70.6

Any anxiety disorder 37.4 55.9

Any of the above 67.8 93.1
disorders

*Data taken from the Australian National Survey of Mental Health and Well-
Being: Hunt, Issakidis, & Andrews (2002).

*Data taken from the Mental Health Supplement of the German National
Health Interview: Carter, Wittchen, Pfister, & Kessler (2001). One-
year prevalence of subthreshold and threshold DSM-IV generalized
anxiety disorder in a nationally representative sample.

* The category “any somatoform disorder” includes pain disorder, hypo-

chondpriasis, and somatization.
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in individuals with other anxiety disorders. In the NCS, although the
great majority of individuals with lifetime GAD had at least one lifetime
comorbid disorder, this was equally the case for those with other anxi-
ety and mood disorders. Second, research has shown that the temporal
priority of GAD is similar to that seen for most other anxiety and mood
disorders. In other words, the onset of GAD does not systematically
precede or follow the onset of comorbid conditions. The one exception
to this rule appears to be that GAD often emerges as the first disor-
der for individuals who experience comorbid depression (Kessler et al.,
2004). Because of the chronic and unremitting nature of GAD, it should
certainly come as no surprise that a longstanding struggle with GAD
symptoms might have negative repercussions on one’s mood. Put simply,
feeling constantly worried and anxious for an extended amount of time
is most likely quite depressing. To some extent, the fact that GAD often
occurs prior to depression is consistent with this hypothesis.

THE COST OF GAD

Although the cost of GAD to the individual in the form of functional
impairment has been debated due to its subtle (yet insidious) presen-
tation, there is little disagreement as to the high cost that the disor-
der exerts on society. When examining the economic burden of mental
health problems, two broad categories have typically been considered:
direct and indirect costs (Dupont et al., 1996; Greenberg et al., 1999).
Direct costs refer to health care utilization, including consultations with
various medical and mental health practitioners, emergency room vis-
its, and use of medication. Indirect costs typically relate to poor work
productivity, absenteeism in the workplace, financial dependence (for
example, social assistance, employment insurance), and caregiver bur-
den. For GAD, the cost to society, both direct and indirect, is surpris-
ingly substantial (see Koerner et al., 2004, for a review).

Direct Costs

Taking all anxiety disorders into consideration, it appears that a diagno-
sis of GAD is associated with one of the highest rates of health care use.
In the NCS, 66% of individuals with GAD reported seeking professional
help for their symptoms (Wittchen et al., 1994). A similar finding emerged
in the Australian National Survey of Mental Health and Well-Being,
where over half of individuals with a GAD diagnosis reported consulting
with health care professionals. Interestingly, of those seeking help, only
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14% consulted a mental health specialist (Hunt et al., 2002). Rather,
when individuals with GAD seek help, they typically seek out the ser-
vices of family physicians, nurses, and medical specialists, which often
results in numerous unnecessary medical tests that are highly costly. In
fact, GAD clients overuse these primary care resources at a surprisingly
high rate, as they have been found to report double the average number
of visits to primary care facilities when compared to depressed clients
(Wittchen et al., 2002). In terms of visits to nonmental health specialists,
the data show that individuals with GAD have very high consultation
rates, in particular with cardiologists and gastroenterologists (Kennedy
& Schwab, 1997; Logue et al., 1993). Most disturbing though is that
despite their numerous medical visits, less than 10% of GAD clients
receive adequate psychological or pharmacological treatment (Wittchen,
2002). This is likely to be due to the fact that the diagnosis of GAD
is often “missed” in frontline care. In practical terms, these findings
highlight the fact that a misdiagnosis of GAD is costly not only to the
individual, who ends up suffering for years from a treatable condition,
but also to society, as untreated GAD costs the health care system dearly
in terms of time, money, and medical resources.

Indirect Costs

In addition to the burden of GAD on the health care system, undiag-
nosed and untreated GAD also has a deleterious impact on work pro-
ductivity. In the Australian epidemiological study, more than half of the
sample had taken at least one disability day in the past month that they
attributed to their anxiety (Hunt et al., 2002). Another study showed
that approximately one-third of individuals with GAD showed a reduc-
tion in work productivity of 10% or more, and 11% decreased their
work productivity by half as a result of their anxiety (Wittchen, Carter,
Pfister, Montgomery, & Kessler, 2000). The impact of these indirect
costs was underscored in a U.S. study on the annual cost of anxiety
disorders in 1990. It was determined that $42 to $47 billion was spent
that year alone as a result of anxiety disorders. Although most of that
cost was attributed to psychiatric and nonpsychiatric medical treatment,
reductions in work productivity accounted for 10% of that amount (that
is, more than $4 billion; Greenberg et al., 1999). Despite the fact that
these figures represent the cost of all anxiety disorders, the contribu-
tion of GAD is substantial. Given that a diagnosis of GAD is associated
with the overuse of health care services and reduced productivity over
years of employment (given the chronicity of the disorder), it represents
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a significant burden on the economy and an important public health
concern.

SUMMARY AND CONCLUDING REMARKS

GAD is unique among the anxiety disorders in that it is a relatively new
diagnostic category. Its first official introduction into the mental health
vernacular was in 1980 with the third edition of the DSM. Since then,
GAD has gone through several revisions in its criteria, and it has been
the subject of much debate, particularly in terms of its place in the DSM
as a distinct diagnostic entity. Most interestingly, basic research and
epidemiological studies have gradually changed the perception of GAD
from a residual disorder with mild associated impairment to a highly
prevalent, chronic, and disabling disorder that exerts a high economic
burden on society.

GAD is also a disorder that exhibits the lowest diagnostic reliability
of all the anxiety disorders, and is frequently misdiagnosed and either
treated inappropriately or not at all. Because so many GAD clients seem
to be “slipping through the cracks” of the health care system (despite
their overuse of that system), it is vital that clinicians become adept at
identifying, understanding, and ultimately treating GAD. As such, the
following chapters will be devoted to the following:

e We will endeavor to give clinicians an understanding of the
cognitive processes that underlie the disorder through the
exposition of an empirically supported model of GAD.

e We will provide helpful strategies and guidelines that will aid
clinicians in recognizing the symptoms of GAD and enable
them to conduct a thorough assessment.

e We will describe a treatment for GAD based on our cogni-
tive model, with primary importance being placed on the
role of intolerance of uncertainty in the maintenance of the
disorder.

e We will review the data on the treatment’s efficacy and pro-
vide potential solutions to the factors that can complicate
treatment.

It is our hope that this book will be a helpful resource for clinicians
working with GAD clients. Although their unique presentation is at
times subtle, and a learning curve can be expected in terms of gaining
proficiency in the assessment and treatment of the disorder, we believe
that increased familiarity with the presentation and inner workings of
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GAD will properly demystify the disorder. We have attempted to incor-
porate as many practical tips and strategies as possible for the diagnosis
and treatment of GAD, in order to maximize the benefit of this book for
clinicians working with individuals suffering from GAD.






CHAPTER 2

A Cognitive Model
of Generalized
Anxiety Disorder

In this chapter, we will present the theoretical and empirical basis of
our cognitive model of generalized anxiety disorder (GAD). Given that
our main goal is to prepare the reader for subsequent chapters describ-
ing our cognitive-behavioral treatment, we have chosen not to present
other models of GAD here. The reader should keep in mind, however,
that other biological, environmental, and psychological models of GAD
have received considerable empirical support. By not formally presenting
these models, we do not mean to imply that they have less scientific and
clinical value than ours; only that they are not germane to the treatment
described in this book. We will refer to the work of others, of course,
in instances where we have integrated their ideas into our model. This
is particularly the case for the final component of our model, cognitive
avoidance, which draws heavily upon the research of others.

Our cognitive model of GAD has four main features: intolerance of
uncertainty, positive beliefs about worry, negative problem orientation,
and cognitive avoidance. Although we have used the term cognitive-
behavioral model in past writings (e.g., Dugas, Gagnon, Ladouceur, &
Freeston, 1998; Robichaud, Dugas, & Conway, 2003), our recent work
suggests that the term cognitive model is a more appropriate label for
our conceptualization of the main processes involved in GAD. Even if
behavioral and emotional (subjective affect and physiological responses)
factors certainly play a role in GAD, it is our contention that cognitive
factors play a more central role in its etiology. Specifically, our model
states that beliefs about uncertainty are pivotal to the development and
maintenance of GAD. As highlighted by cognitive models of psycho-
pathology (e.g., Beck & Clark, 1997), fundamental beliefs direct the
way individuals process information from their environment. This basic
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premise is central to our conceptualization of the etiology of GAD, thus
making the term cognitive model more suitable for our model.

INTOLERANCE OF UNCERTAINTY

Intolerance of uncertainty, the central feature of our model, refers to a
dispositional characteristic that results from of a set of negative beliefs
about uncertainty and its implications. For example, individuals who
are intolerant of uncertainty believe that uncertainty is stressful and
upsetting, that being uncertain about the future is unfair, that unex-
pected events are negative and should be avoided, and that uncertainty
interferes with one’s ability to function. Although we have previously
defined intolerance of uncertainty in other ways (e.g., Dugas, Gosselin,
& Ladouceur, 2001; Freeston, Rhéaume, Letarte, Dugas, & Ladouceur,
1994), data from converging lines of research suggest that the term dis-
positional characteristic best describes its fundamental nature (much
as anxiety sensitivity can be viewed as a dispositional characteristic of
individuals at risk for panic disorder).

Before reviewing the research on intolerance of uncertainty, we will
briefly describe the clinical and empirical considerations that led us to
this construct. As recently as the 1980s, behavioral and cognitive treat-
ments for GAD fell primarily into two categories: (1) general anxiety
reduction techniques such as progressive muscle relaxation and anxiety
management training, and (2) cognitive interventions such as general
cognitive restructuring or reevaluation. Although these interventions are
efficacious for many clients with GAD, both the empirical literature and
our clinical experience have led us to the conclusion that they are not
sufficient for the long-term management of GAD. In terms of general
anxiety reduction interventions such as progressive muscle relaxation,
data from treatment studies (e.g., Barlow, Rapee, & Brown, 1992; Ost
& Breitholtz, 2000) suggest that relaxation techniques lead to notable
changes in GAD symptoms but that many clients are left with consider-
able residual symptoms. Our clinical experience (as well as some of our
recent data) has led us to a similar conclusion; namely, that although
many clients make significant gains early on in therapy, they often reach
a plateau and find themselves continuing to experience important resid-
ual GAD symptoms following treatment.

As for general cognitive interventions, data from the same multi-
treatment studies cited above (i.e., Barlow et al., 1992; Ost & Breitholtz,
2000) suggest that their efficacy is similar to that of relaxation tech-
niques. In other words, general cognitive interventions appear to lead to
notable but insufficient change for many clients with GAD. One way to
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account for this may be that although there are many forms and varia-
tions of cognitive therapy for anxiety, most emphasize the reevaluation
of probability and cost estimates related to feared outcomes. One of the
aims of cognitive therapy is therefore to help anxious clients reevalu-
ate both the probability that a feared outcome will take place and the
consequences should it occur. For example, imagine a client who fears
job loss. The client might overestimate the probability of this loss tak-
ing place (“If T don’t handle every assignment perfectly, I will lose my
job”), as well as the probability of never finding another job should his
or her current employment be terminated (“Other employers will know
that T was fired from this job and will not want to hire me”). When
using cognitive therapy, the therapist helps the client to reevaluate these
thoughts and arrive at more realistic estimates of both the probability
of job loss and the chances of never finding another job should he or
she get fired. According to the cognitive theory of anxiety, the reevalu-
ation of the probability and costs of the feared outcome should lead
to a corresponding decrease in worry and anxiety about the potential
outcome. Specifically, the client might conclude that an occasional good
but imperfect performance would probably not lead to being fired and
that the person would most likely be able to find another job if his or her
current employment were lost.

When using “standard” cognitive therapy with GAD clients, we
observed something that we had not expected. Specifically, we found
that following the reevaluation of probability and cost estimates, our cli-
ents often reported that their worry and anxiety had not decreased. For
example, one client had this to say about his fear of taking the airplane
once he had reevaluated the chances of his plane crashing during his
upcoming trip: “I know that there is only about one chance in three mil-
lion that my plane will crash, but as long as there is a chance, no matter
how small, I can’t help but worry.” Another client reported the follow-
ing regarding her performance at work: “I know that I could probably
deal with my boss being disappointed in my work performance, but I
can’t stop worrying about it because I just might be devastated.” These
examples illustrate what we have experienced time and time again in
our work with GAD clients: in order to not worry, they seem to require
absolute certainty that either a given event will not occur or that they
will be able to deal with it should it take place. Thus, we have come to
the conclusion that standard cognitive therapy is insufficient for most
individuals with GAD because the usual conclusion of cognitive reevalu-
ation (that is, that a negative event is unlikely to happen and that the
person would probably be able to cope with the occurrence of the event)
is insufficient to help most clients with GAD significantly decrease their
worry and anxiety about the event. Stated differently, the reevaluation
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of probability and cost estimates typically does not lead them to the
conclusion they are looking for; namely, that a potential negative event
would definitely not occur or that they would unquestionably be able to
deal with the event should it occur. This line of reasoning led us to the
idea that individuals with GAD might be intolerant of uncertainty.

Since coming to the conclusion that intolerance of uncertainty might
play an important role in GAD, we have tested this idea using a variety
of approaches. In the following sections, we present the main research
findings that bear on the relationship between intolerance of uncertainty,
worry, and GAD. As a general rule, the research on intolerance of uncer-
tainty (and all other model components) has progressed from nonclinical
studies to investigations in clinically anxious populations. The rationale
behind this research strategy is the following: because nonclinical stud-
ies offer the advantage of testing new ideas in a relatively quick and
cost-efficient fashion, they should be carried out first; clinical studies,
which are much more time consuming and expensive, can then focus
on replicating and extending key nonclinical findings. Generally speak-
ing, the literature on GAD supports this research strategy, as nonclinical
findings have proven extremely useful in designing studies in clinical
populations. Moreover, the vast majority of the results pertaining to the
processes involved in nonclinical worry have been replicated in samples
of clients with GAD, suggesting that nonclinical research can be quite
valuable in terms of understanding the etiology of GAD.

We begin our review with studies examining the specificity of the
relationship between intolerance of uncertainty and GAD. We then turn
our attention to the research that has looked into the nature of their rela-
tionship; that is, the studies that address the question of whether intoler-
ance of uncertainty is a risk factor for GAD. Finally, we summarize the
research on potential mechanisms that link intolerance of uncertainty
and GAD. These latter investigations have attempted to identify cogni-
tive, behavioral, and emotional pathways leading from intolerance of
uncertainty to GAD.

Specificity of Intolerance of Uncertainty

In our initial studies, we tested the relationship between intolerance
of uncertainty and excessive worry in nonclinical individuals. Because
worry is a universal phenomenon, we reasoned that if intolerance of
uncertainty is involved in the etiology of GAD, we should be able to
see a relationship between intolerance of uncertainty and worry in
people from the general population. Our early studies confirmed that
intolerance of uncertainty and worry were in fact highly related among
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nonclinical individuals (e.g., Freeston et al., 1994). We also wanted to
ensure that the relationship between intolerance of uncertainty and
worry was not simply the result of their respective relationships with
anxiety and depression. The findings from our early studies also con-
firmed that this was clearly not the case: the relationship between intol-
erance of uncertainty and excessive worry was largely independent of
their respective relationships with both anxiety and depression (e.g.,
Dugas, Freeston, & Ladouceur, 1997).

To further examine the issue of specificity, we were interested in
knowing if the relationship between intolerance of uncertainty and non-
clinical worry could be accounted for by personal dispositions that are
known to be related to worry and anxiety. To address this question,
we examined the associations between worry, intolerance of uncer-
tainty, perfectionism, and need for control (Buhr & Dugas, 2006). As
expected, we found that worry was more highly related to intolerance of
uncertainty than to perfectionism and need for control. In addition, the
relationship between intolerance of uncertainty and worry was largely
independent, whereas the relationships between worry and both perfec-
tionism and need for control were for the most part accounted for by
intolerance of uncertainty. Put simply, the contribution of perfectionism
and need for control to the tendency to worry is largely explained by
intolerance of uncertainty. From a theoretical perspective, these findings
imply that perfectionism and need for control are not essential compo-
nents within a cognitive model of GAD. From a clinical perspective,
this suggests that helping clients with GAD become more tolerant of
uncertainty should also help them to decrease their perfectionism and
need for control.

We were also interested in knowing if intolerance of uncertainty was
more highly related to worry than to other types of anxious symptoms.
By and large, this line of research has supported the idea that the relation-
ship between intolerance of uncertainty and worry is unique. Although
intolerance of uncertainty is related to other anxious symptoms, which
is not surprising given that different types of anxiety share common vul-
nerabilities, it appears to be more highly related to excessive worry. For
example, intolerance of uncertainty is more highly related to worry than
to obsessions and panic symptoms in nonclinical individuals (Dugas,
Gosselin et al., 2001). Because worry and depression are related, we also
compared the relationships between intolerance of uncertainty, worry,
and depressive symptoms. Again, we found that although intolerance of
uncertainty was related to level of depressive symptoms in nonclinical
individuals, it was more highly related to worry (Dugas, Schwartz, &
Francis, 2004). Although we are aware of one nonclinical study in which
the association between intolerance of uncertainty and worry was not
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significantly higher than the relationship between intolerance of uncer-
tainty and a subset of obsessive—compulsive symptoms (e.g., Holaway,
Heimberg, & Coles, 2006), the weight of the evidence indicates that
intolerance of uncertainty is specifically related to excessive worry in
the nonclinical population. In the following paragraphs, we present the
findings of our research examining intolerance of uncertainty in samples
of clinically anxious clients.

In an initial clinical study, we compared levels of intolerance of
uncertainty in clients with GAD, clients with various other anxiety dis-
orders, and nonclinical control participants (Ladouceur et al., 1999).
The other anxiety disorders group was primarily comprised of clients
with obsessive—compulsive disorder, although social anxiety disorder,
panic disorder, specific phobia, and posttraumatic stress disorder were
also represented. As expected, we found that both clinically anxious
groups had higher levels of intolerance of uncertainty than the nonclini-
cal control group. More importantly, however, clients with GAD were
more intolerant of uncertainty than were clients with other anxiety dis-
orders. Although these findings are instructive, they are limited by the
fact that they do not provide information about levels of intolerance of
uncertainty in specific non-GAD anxiety disorders.

Since this initial clinical study, we have compared levels of intoler-
ance of uncertainty in GAD clients to those of panic disorder clients
(Dugas, Marchand, & Ladouceur, 2005). As expected, we found that
relative to the clients with panic disorder, those with GAD were more
intolerant of uncertainty (i.e., they reported more negative beliefs about
uncertainty and its implications). Interestingly, when both groups were
combined, intolerance of uncertainty was related to level of worry but
unrelated to panic-like symptoms. This implies that having difficulty
tolerating and dealing with uncertainty predicts GAD-like symptoms in
anxious clients who do not necessarily meet diagnostic criteria for GAD
(at least, those with panic disorder). Consequently, intolerance of uncer-
tainty shows some evidence of both diagnostic and symptom specificity.
Further research is required, however, before any conclusions can be
drawn with regard to other anxiety disorders.

In a further clinical test of specificity, we examined whether level
of intolerance of uncertainty could predict the severity of symptoms in
a group of individuals with GAD (Dugas et al., in press). Given that
the variability of symptoms and processes within a group of GAD cli-
ents is limited (all have high levels of worry, anxiety, and intolerance
of uncertainty), we did not necessarily expect to find any significant
relationships. Nonetheless, we found that clients with severe GAD had
more difficulty tolerating uncertainty than those with less severe forms
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of the disorder, lending further support to the sensitivity of the relation
between intolerance of uncertainty and GAD.

In summary, the bulk of the research conducted in both nonclinical
and clinically anxious populations suggests that intolerance of uncer-
tainty has a sensitive and specific relationship to the symptoms of GAD
(in particular chronic, excessive, and uncontrollable worry). Given these
findings, we now turn our attention to the literature bearing on the
nature of the relation between intolerance of uncertainty and GAD.

Evidence for Causality of Intolerance of Uncertainty

Before addressing the question of a potential causal link between intol-
erance of uncertainty and GAD, the criteria for establishing such a link
will be reviewed. In 1997, Helena Chmura Kraemer and her colleagues
proposed a set of conditions to establish causality. The authors con-
vincingly argued that the term causal risk factor should be used when
describing a factor that has a causal influence on another because the
term cause inaccurately suggests that only one factor is involved in the
etiology of a second factor (which is almost never the case). Thus the
term causal risk factor will be used throughout this book when address-
ing the notion of causality. According to Kraemer and her associates,
four conditions must be met for one factor (Factor A) to be considered
a causal risk factor for a second factor (Factor B): (1) Factor A must be
correlated with Factor B; (2) Factor A must precede Factor B; (3) Factor
A must be modifiable (or else it would be considered a fixed marker;
e.g., year of birth, gender); and (4) the manipulation of Factor A must
lead to changes in, or the occurrence of, Factor B. Given our hypothesis
that intolerance of uncertainty is a causal risk factor for GAD, we have
begun to test these conditions. Although the previously reviewed stud-
ies show that intolerance of uncertainty and worry are closely related
(Condition 1), they do not address the other three conditions required to
establish that intolerance of uncertainty is a causal risk factor for GAD.
We have begun to address these issues by experimentally manipulating
level of intolerance of uncertainty and by examining change mechanisms
during the treatment of GAD.

In a nonclinical laboratory study, we attempted to experimentally
manipulate level of intolerance of uncertainty and assess the impact
of changes in intolerance of uncertainty on level of worry (Ladouceur,
Gosselin, & Dugas, 2000). Specifically, we used a gambling proce-
dure to place participants in a situation that included uncertainty and
asked them to place a series of bets where the chances of winning were
one out of three. For half of the participants, we sought to increase
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their intolerance of uncertainty by having the experimenter repeatedly
mention that the chances of winning were poorer in the present study
compared to previous studies. The goal of this procedure was to have
participants interpret their chances of winning as unacceptable. For
the other half of the participants, we aimed to decrease their intol-
erance of uncertainty by having the experimenter frequently mention
that the chances of winning in the current study were better than in
previous studies. The goal of this procedure was to have participants
interpret their chances of winning as acceptable. Unbeknownst to the
participants, however, the gambling outcomes were programmed to be
identical for everyone. All participants were told that if they managed
to “break even,” a donation would be made to a foundation for dis-
advantaged children. Following the gambling procedure, where none
of the participants managed to break even, all were asked to complete
a measure of intolerance of uncertainty (manipulation check) as well
as a measure of worry about the financial needs of the foundation.
The results showed that the experimental manipulation was successful
as participants in the increased intolerance of uncertainty condition
reported higher levels of intolerance of uncertainty than those in the
decreased intolerance of uncertainty condition. Further, participants in
the increased intolerance of uncertainty condition reported more worry
about the needs of the foundation than did participants in the decreased
intolerance of uncertainty condition. Thus, this study provided support
for the notion that level of intolerance of uncertainty can be modified
and that change in intolerance of uncertainty leads to change in worry,
thereby satisfying Conditions 3 and 4 for a causal risk factor as set out
by Kraemer and her colleagues (1997).

In another test of the causality hypothesis, we investigated prece-
dence of change over the course of treatment for clients with GAD. We
reasoned that if intolerance of uncertainty is a causal risk factor for
GAD, changes in intolerance of uncertainty should precede changes in
worry during treatment. Stated differently, if intolerance of uncertainty
is among the factors that lead to worry, it follows that individuals with
GAD would have to succeed in better tolerating uncertainty before they
could succeed in decreasing their worry. We addressed this issue by
examining treatment data for 16 clients who received cognitive-behav-
ioral therapy (CBT) for GAD (Dugas, Langlois, Rhéaume, & Ladou-
ceur, 1998). Participants were asked to rate their levels of intolerance of
uncertainty and worry on a daily basis over the course of therapy (14
to 18 weeks). Following treatment completion, we used the statistical
technique of time-series analysis to examine the temporal relationship
between intolerance of uncertainty and time spent worrying. We found
that changes in intolerance of uncertainty preceded changes in level of
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worry for 11 clients, whereas changes in time spent worrying preceded
changes in intolerance of uncertainty for only one client (no significant
relationships were observed for four clients). Therefore, it appears that
changes in intolerance of uncertainty typically precede changes in worry
during the treatment of GAD. Returning to the conditions set out by
Kraemer and her colleagues (1997), the findings reviewed in this sec-
tion show that three of the four conditions for identifying a causal risk
factor have been satisfied. Specifically, intolerance of uncertainty is
closely related to worry (Condition 1), intolerance of uncertainty can be
modified (Condition 3), and changes in intolerance of uncertainty typi-
cally precede changes in worry over the course of treatment (Condition
4). However, research has yet to address Condition 2, which states that
Factor A (intolerance of uncertainty) must precede Factor B (excessive
worry and GAD). We are currently conducting a five-year longitudinal
study in adolescent samples to address this issue.

Pathways from Intolerance of Uncertainty to GAD

Given that the data accumulated thus far is consistent with the idea that
intolerance of uncertainty is a causal risk factor for GAD, we now turn
our attention to the issue of how intolerance of uncertainty might lead to
GAD. Stated another way, what are the different pathways leading from
intolerance of uncertainty to GAD? In the following paragraphs, we
review two lines of research that address this question. The first involves
studies of information processing and the second is made up of research
on decision making. Together, these lines of research begin to paint a
portrait of the many interacting and dynamic pathways leading from
intolerance of uncertainty to GAD.

Research on the way in which anxious individuals process informa-
tion from their environment has the potential to elucidate the role of
intolerance of uncertainty in GAD. In particular, studies of interpreta-
tional biases in anxious individuals suggest a potential pathway leading
from intolerance of uncertainty to high levels of worry and GAD. Specifi-
cally, these studies show that individuals with GAD have an exaggerated
tendency to make threatening interpretations of ambiguous information
(e.g., Eysenck, Mogg, May, Richards, & Mathews, 1991; Mogg, Brad-
ley, Miller, & Potts, 1994). Thus, when faced with a situation that con-
tains the possibility of two or more outcomes, individuals with GAD
tend to conclude that a negative outcome will ensue. For example, he or
she might conclude that their plane will crash if they experience turbu-
lence during a flight or that they will be late for a meeting if their taxi is
temporarily stuck in traffic.
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On the surface, the finding that individuals with GAD tend to make
threatening interpretations of ambiguous information certainly seems
consistent with the notion that they have difficulty tolerating uncertainty.
In fact, it may be that strongly held negative beliefs about uncertainty
are “responsible” for the tendency to make threatening interpretations
of information that is unclear. In other words, intolerance of uncertainty
may be the factor that best explains this interpretational bias in indi-
viduals with GAD.

To test this hypothesis, we have begun to examine the relationship
between intolerance of uncertainty and the tendency to make threat-
ening interpretations of ambiguous information. In an initial study,
we looked at the relationship between intolerance of uncertainty and
interpretations of ambiguous information in nonclinical volunteers
(Dugas, Hedayati et al., 2005). Participants were instructed to read a
series of fictional diary entries, imagine them as though they were their
own, and rate each entry in terms of its threat value. Half of the diary
entries were ambiguous (“While on my way out tonight I was stopped in
the street”) and the other half of the entries were divided between posi-
tive ones (“I was really pleased when I passed my driving test today; this
calls for a big celebration”) and negative ones (“We had invited some
friends to join us for a barbecue, but no one turned up”). As expected,
the participants with high levels of intolerance of uncertainty rated the
ambiguous diary entries as more threatening. More importantly, threat
ratings of ambiguous entries were more highly related to intolerance of
uncertainty than to levels of anxiety, depression, and worry. Further-
more, the relation between intolerance of uncertainty and threat ratings
was independent of mood ratings. Thus, it appears that in nonclinical
individuals, intolerance of uncertainty may be at the root of the biased
interpretations of ambiguous information. This conclusion is in line with
the cognitive theory of psychopathology that states that fundamental
beliefs (and not symptoms such as anxiety or depression) have a direct
impact on the way we process information from our environment (Beck
& Clark, 1997). Therefore, one potential pathway leading from intoler-
ance of uncertainty to GAD is that individuals who are intolerant of
uncertainty have a strong tendency to make threatening interpretations
of ambiguous information, which may lead to elevated levels of worry
and anxiety about the implications of their interpretations.

Related to the study of information processing, a number of research-
ers have examined the impact of level of worry and anxiety on labo-
ratory decision making. Although intolerance of uncertainty was not
assessed in many of these studies, they are nonetheless quite informative
in terms of understanding the potential role of intolerance of uncertainty
in GAD.
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Richard Metzger and his colleagues (Metzger, Miller, Cohen, Sofka,
& Borkovec, 1990), set out to examine differences between high and
low worriers in terms of decision making, by comparing both groups of
participants on a categorization task that varied in level of ambiguity.
Participants were asked to decide whether or not variations in figures
were members of a novel category. The level of ambiguity was manip-
ulated by modifying one or more features of the figures. The results
showed that high worriers did not differ from low worriers when the
level of ambiguity was low (manipulation of only one feature). However,
for elevated levels of ambiguity (manipulation of more than one feature),
the high worriers took longer that the low worriers to reach a decision.
Thus, it appears that high worriers have greater difficulty dealing with
the uncertainty of highly ambiguous situations.

In a related study, Frank Tallis and his colleagues (Tallis, Eysenck,
& Mathews, 1991) used a computerized search task to compare high
and low worriers. Participants viewed randomly distributed letters on
the computer screen and were asked to determine if a target (the letter
“E”) was among the displayed letters. When the target was present, there
were no differences between the groups. However, when the target was
absent, the high worriers took longer to respond than did the low wor-
riers. Tallis and colleagues concluded that high worriers required more
evidence than did low worriers when making a decision involving greater
levels of ambiguity or uncertainty. Although both studies reviewed above
did not specifically address the role of intolerance of uncertainty, their
findings can be interpreted as showing that high worriers have difficulty
dealing with the uncertainty inherent in ambiguous situations. Because
high worriers typically have elevated levels of intolerance of uncertainty,
one can speculate that intolerance of uncertainty is closely related to the
disparity in performance on the unambiguous and ambiguous tasks.

Having considered the findings of the decision-making studies
described above, we chose to directly examine the impact of intolerance
of uncertainty on decision making. In an initial study, we used a series of
three laboratory tasks to investigate the relationship between intolerance
of uncertainty and decision making in nonclinical participants (Ladou-
ceur, Talbot, & Dugas, 1997). In the first task, we varied the level of dif-
ficulty, whereas in the second and third tasks, we manipulated the level
of ambiguity. As expected, we found that intolerance of uncertainty was
unrelated to performance at all levels of difficulty on the first task. How-
ever, intolerance of uncertainty was related to performance at moderate
levels of ambiguity on the second and third tasks, with the high intoler-
ance of uncertainty participants doing more poorly. Thus, it appears that
intolerance of uncertainty has its greatest effects in moderately ambigu-
ous situations. This seems logical when one considers that unambiguous
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situations generally present little threat to all individuals (including those
high in intolerance of uncertainty) and that highly ambiguous situations
are typically threatening for most people (including those low in intoler-
ance of uncertainty). Unfortunately, for individuals who have high levels
of intolerance of uncertainty, many situations in everyday life are charac-
terized by moderate levels of ambiguity or uncertainty. Therefore, a sec-
ond potential pathway leading from intolerance of uncertainty to GAD
is that individuals who are intolerant of uncertainty may require more
information when making decisions in moderately ambiguous situations,
which may lead to prolonged worry and anxiety about these situations.

In line with other cognitive models of psychopathology, our model
is based on the idea that beliefs (in this case, about uncertainty) are fully
activated when the individual is in a negative mood state. Others (e.g.,
Beck & Emery, 1985) have referred to this as the activation of latent
schemas. Although we prefer the term belief to schema, we agree with
the notion that negative cognition and emotion can interact to contrib-
ute to the development and maintenance of psychopathology. Given the
potential interaction between beliefs and emotional state, we examined
the interaction between intolerance of uncertainty and state anxiety in
nonclinical participants (Talbot, Dugas, & Ladouceur, 1999). In this
study, half of the participants were subjected to the Public Speaking
Task, a state anxiety manipulation where they were told that they would
be speaking in front of a small group of graduate students (although they
did not actually have to make the speech). Participants then completed
a laboratory task that included various levels of ambiguity. Although
level of intolerance of uncertainty and state anxiety were unrelated to
task performance at all levels of ambiguity, they were related to certainty
about having made correct decisions on the task. In particular, partici-
pants with high levels of intolerance of uncertainty who had received
the anxiety manipulation were less confident about their performance
than were the other participants, including those who had received the
anxiety manipulation but were low in intolerance of uncertainty. These
results imply that the combination of high intolerance of uncertainty
and high anxiety leads to lower levels of certainty (confidence) in at least
some decision-making situations. Consequently, a third potential path-
way leading from intolerance of uncertainty to GAD is that individuals
who are intolerant of uncertainty, when anxious, have less confidence
in their decisions in ambiguous situations, which may lead to worry
about the implications of their decisions.

In summary, the data accumulated thus far suggest that individuals
who are intolerant of uncertainty may be at risk for developing GAD
because they tend to: (1) make threatening interpretations of ambigu-
ous information; (2) perform poorly in moderately ambiguous situations;
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and (3) have particularly low confidence in their decisions when anxious.
Although future research will undoubtedly uncover many other pathways
leading from intolerance of uncertainty to GAD, there is good reason to
believe that investigations into the way individuals with varying levels of
intolerance of uncertainty process information will continue to be highly
useful in furthering our understanding of the etiology of GAD.

POSITIVE BELIEFS ABOUT WORRY

The beliefs that individuals with GAD hold about worry have also
received considerable study. In this section, we focus on the research
on positive beliefs about worry because this line of study has direct
implications for the treatment that is presented in the following chap-
ters. However, the reader should keep in mind that negative beliefs about
worry have received formidable empirical support (e.g., Wells & Carter,
1999), and that other cognitive-behavioral treatments focus on changing
these beliefs to help individuals with GAD.

Our research on positive beliefs about worry was initially the result
of our interest in conditioning theory. In line with operant conditioning
principles, we reasoned that positive beliefs about worry could develop
and be maintained by the processes of positive and negative reinforce-
ment. Specifically, if a person notices that the act of worrying is followed
by the attainment of desired outcomes (positive reinforcement) or the
avoidance of undesirable outcomes (negative reinforcement), that person
would be likely to develop positive beliefs about worry (and continue to
worry). With this in mind, we set out to examine positive beliefs about
worry in nonclinical and clinical populations.

First Generation Studies of Positive Beliefs

In our initial studies, we assessed positive beliefs about worry that fell
into two broad categories: (1) worrying can prevent or minimize negative
outcomes (negative reinforcement), and (2) worrying is a positive action
for finding a solution (positive reinforcement). We first found that non-
clinical individuals meeting some GAD criteria reported greater positive
beliefs about worry than did nonclinical individuals meeting none of
the criteria (Freeston et al., 1994). We also found that the relationship
between positive beliefs and level of worry was independent of anxiety
and depression, which suggests that these beliefs make a unique contri-
bution to the explanation of how much people worry. In a second study,
we assessed the same positive beliefs about worry and found that GAD
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clients reported stronger beliefs than did nonclinical moderate worriers
(Ladouceur, Blais, Freeston, & Dugas, 1998). Subsequently, we examined
these positive beliefs in GAD clients, other anxiety disorder clients, and
nonclinical individuals (Ladouceur et al., 1999). Although the GAD cli-
ents reported more positive beliefs about worry than did the nonclinical
individuals, both clinical groups reported similar levels of these beliefs.
These results suggest that although GAD clients have higher levels of
worry than do clients with other anxiety disorders, they do not hold
stronger beliefs about the usefulness of worrying. These findings have
since been replicated in a study comparing GAD clients to panic disorder
clients (Dugas, Marchand et al., 2005), lending further support to the
idea that positive beliefs about worry are a characteristic of clinically
anxious individuals as opposed to being a GAD-specific characteristic.

If positive beliefs about worry are not specific to a diagnosis of GAD,
why are they one of the components of our cognitive model? Simply
put, because specificity and causality are different constructs (although
many people confuse the two). In other words, the fact that positive
beliefs about worry are not exclusively related to GAD does not mean
that they are not involved in the development and maintenance of the
disorder. In fact, although at least one of the model components should
be specific to GAD (otherwise it would not be a GAD model), there is
no need for all components to show evidence of diagnostic specificity.
As discussed previously, given that intolerance of uncertainty is for the
most part specific to a diagnosis of GAD, the model can already be said
to be GAD-specific.

Having acknowledged the distinction between specificity and cau-
sality, we turn to the issue of the evidence suggesting that positive beliefs
are involved in the etiology of GAD. Because experimental manipula-
tions and longitudinal studies of positive beliefs about worry have yet
to be carried out, the only evidence that these beliefs play a role in the
etiology of GAD is indirect at best. For example, the data show that
a treatment that targets positive beliefs about worry not only leads to
a decrease in these beliefs, but also to a reduction in GAD symptoms
(Laberge, Dugas, & Ladouceur, 2000). Furthermore, the degree to
which the beliefs change predicts the extent of improvement in GAD
symptoms. Although these findings are certainly enticing, their implica-
tions are rather unclear given that the treatment targets all model com-
ponents and not only positive beliefs. Nonetheless, further study into the
nature of the relation between positive beliefs about worry and GAD is
clearly warranted.
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Second Generation Studies of Positive Beliefs

In an effort to attain a more comprehensive and clinically useful under-
standing of positive beliefs about worry, our group has revised our con-
ceptualization to include five types of positive beliefs: (1) worrying helps
to find solutions to problems; (2) worrying increases motivation to get
things done; (3) worrying about something in advance can decrease one’s
negative reaction should the event actually occur; (4) worrying, in and
of itself, can prevent bad things from happening (this has been referred
to as magical thinking or thought-action fusion); and (5) worrying
shows that one is a responsible and caring person. Since conceptual-
izing positive beliefs along these lines, we have developed and validated
a questionnaire measuring these five positive beliefs about worry (the
Why Worry-II, which is presented in Chapter 3). In studies using this
questionnaire, we have found that the degree to which nonclinical indi-
viduals endorse the combination of these beliefs predicts the presence
of excessive and uncontrollable worry (Laugesen, Dugas, & Bukowski,
2003; Robichaud et al., 2003). In terms of the specific beliefs, it appears
that the fifth belief (worrying shows that one is a responsible and caring
person) is the best predictor of excessive worry, at least in the general
population (Bakerman, Buhr, Koerner, & Dugas, 2004).

In clinical samples, unpublished analyses of a recently completed
treatment study show that four of these five positive beliefs significantly
decreased over the course of therapy for clients receiving CBT. Only
the second belief (worrying increases motivation to get things done)
did not change during CBT. Interestingly, for clients receiving the other
treatment, applied relaxation, none of the five beliefs decreased over the
course of therapy. Thus, it appears that targeting positive beliefs about
worry in treatment makes a difference; these beliefs do not change unless
they are directly addressed by the therapist and client.

In summary, the data from a number of nonclinical and clinical
studies show that positive beliefs about worry are related to level of
worry and GAD. Although we believe that these beliefs play a role in
the development and maintenance of GAD, the nature of their relation
to GAD awaits clarification via experimental manipulations and longi-
tudinal studies.

NEGATIVE PROBLEM ORIENTATION

According to current models of problem solving (D’Zurilla & Nezu,
1999), the problem-solving process can be broken down into two major
constituents: problem orientation and problem-solving skills. Problem



38  Cognitive-Behavioral Treatment for Generalized Anxiety Disorder

orientation refers to an individual’s general cognitive set when faced
with a problem. As such, it includes perceptions of problems, appraisals
of oneself as a problem-solving agent, and expectations regarding prob-
lem-solving outcomes. Problem-solving skills, on the other hand, refer to
the actual skills required to successfully solve everyday problems. These
skills include: (1) defining the problem and formulating problem-solv-
ing goals; (2) generating alternative solutions; (3) choosing a solution;
and (4) implementing the chosen solution and assessing its effectiveness.
Overall, research has shown that worry and GAD are closely related to
having a negative problem orientation, but that they are largely unrelated
to knowledge of problem-solving skills. Thus, it appears that although
individuals with GAD generally know how to solve their problems, they
have difficulty successfully doing so because they have a negative cogni-
tive set when faced with a problem. That is, they tend to view problems
as threatening, to doubt their problem-solving ability, and to be pes-
simistic about problem-solving outcomes. Thus, the third component
of our cognitive model of GAD is negative problem orientation. In the
following paragraphs, we review the findings from studies using prob-
lem-solving questionnaires as well as those from a recent study using an
innovative structured interview.

Questionnaire Studies of Problem Solving

In our initial studies, we assessed the relationship between problem solv-
ing and worry in nonclinical volunteers using self-report questionnaires
(Dugas et al., 1997; Dugas, Letarte, Rhéaume, Freeston, & Ladou-
ceur, 1995). In both studies, we found that although level of worry was
strongly related to having a negative problem orientation, it was unre-
lated to knowledge of problem-solving skills. In the first study (Dugas et
al., 1995), the findings showed that negative problem orientation contin-
ued to predict worry scores when anxiety and depression were statisti-
cally controlled. That is, the relationship between problem orientation
and worry was not explained by their respective relationships with anxi-
ety and depression. In the second study (Dugas et al., 1997), we added a
measure of intolerance of uncertainty and found further evidence for the
specificity of the relationship between negative problem orientation and
excessive worry. Specifically, negative problem orientation maintained
its relationship with worry when anxiety, depression, and intolerance of
uncertainty were statistically controlled.

Given that negative problem orientation overlaps to some extent
with the personality characteristics of pessimism, low self-mastery, and
neuroticism, we recently examined their respective relationships with
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excessive worry (Robichaud & Dugas, 2005b). In terms of our model,
the main finding was that the relation between negative problem orien-
tation and worry was largely independent of all personality characteris-
tics assessed in our study. In other words, negative problem orientation
makes a specific contribution to the prediction of worry, which cannot
simply be explained by the more general personality features of pessi-
mism, low self-mastery, and neuroticism. Another important finding of
this study was that negative problem orientation was a stronger predic-
tor of worry than of depression when the above-mentioned personality
characteristics were taken into account. Thus, although negative prob-
lem orientation has also been shown to predict depressive symptoms,
it appears to be a stronger predictor of the tendency to worry. Taken
together, the findings from the nonclinical questionnaire studies of prob-
lem solving suggest that negative problem orientation is a sensitive and
specific marker of chronic and excessive worry.

For the most part, the findings of our nonclinical studies have been
supported by those of our clinical studies. For example, we found that
although clients with GAD and nonclinical control participants had rel-
atively equivalent knowledge of problem-solving skills, the GAD clients
had a more negative problem orientation (Dugas, Gagnon et al., 1998).
In terms of comparisons between different clinical groups, we found that
clients with GAD had a more negative problem orientation than clients
with various other anxiety disorders, most of whom had primary obses-
sive—compulsive disorder (Ladouceur et al., 1999). Recently, however,
we found that clients with GAD and those with panic disorder both had
a similar problem orientation (Dugas, Marchand et al., 2005). Thus, it
may be that GAD clients have a more negative problem orientation than
some but not all other anxiety-disordered clients. Although the prelimi-
nary data point to this conclusion, further research including groups of
clients with each anxiety disorder is required to properly address the
question of diagnostic specificity.

In a previous section of this chapter, we reported a study show-
ing that level of intolerance of uncertainty was related to the severity
of GAD within a sample of GAD clients (Dugas et al., in press). In the
same study, we found that level of negative problem orientation was also
related to the severity of GAD symptoms. In fact, intolerance of uncer-
tainty and negative problem orientation were the only model compo-
nents that predicted the severity of GAD. These findings suggest that,
although negative problem orientation may not be specific to a diagnosis
of GAD relative to all other anxiety disorder diagnoses, it does seem to
be quite sensitive to the presence and severity of GAD. Clinically, there-
fore, negative problem orientation appears to be an important target in
the treatment of clients with GAD.
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Interview Study of Problem Solving

According to D’Zurilla and Nezu’s (1999) model of problem solving,
individuals with adequate problem-solving skills will not be efficient
problem solvers if they have a negative problem orientation, because
having a negative problem orientation can interfere with the proper
application of one’s problem-solving skills. For individuals with GAD,
this certainly appears to be the case. Although research shows that they
possess problem-solving skills that are roughly equivalent to those of
nonclinical individuals, clinical experience suggests that they often
have difficulty dealing with relatively minor day-to-day problems. But
how does having a negative problem orientation actually interfere with
solving one’s problems effectively? Does negative problem orientation
always interfere with successful problem solving or does it only interfere
under certain conditions? Does negative problem orientation prohibit
the proper application of all problem-solving skills or only a subset of
the skills? To begin addressing these questions, we recently developed a
comprehensive interview procedure that allows us to examine the impact
of problem orientation on each step of the problem-solving process for
different types of problems.

Generally speaking, the Problem-Solving Interview asks participants
to describe exactly what they would do at each stage of the problem-
solving process (problem definition and goal formulation, generation
of alternative solutions, decision making, and solution implementation
and verification). Furthermore, participants are asked to go through
the problem-solving process for two different problems: a hypothetical
problem and a real-life problem they are currently experiencing. In a
recently completed study, we asked nonclinical participants to complete
the Problem-Solving Interview and a series of questionnaires, including
the Negative Problem Orientation Questionnaire and the Intolerance of
Uncertainty Scale (Robichaud, Dugas, & Radomsky, 2006). Overall, the
findings showed that having a negative problem orientation was related
to poor problem-solving performance under certain circumstances. In
terms of specific results, three findings are particularly important for
our model and treatment. First, regardless of the participants’ level of
intolerance of uncertainty, negative problem orientation was unrelated
to performance at all problem-solving steps for the hypothetical prob-
lem. Second, for participants with low levels of intolerance of uncer-
tainty, negative problem orientation was related to poor performance on
one problem-solving step (that is, decision making) for the real-life prob-
lem. Finally, for participants with high levels of intolerance of uncer-
tainty, negative problem orientation was related to poor performance
on all problem-solving steps for the real-life problem. Consequently,
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it appears that having a negative problem orientation interferes most
with the proper use of problem-solving skills when individuals who are
intolerant of uncertainty have to deal with current problems that have
personal relevance. Given that individuals with GAD typically have high
levels of intolerance of uncertainty, it may be that their negative problem
orientation has a particularly negative impact on their ability to deal
with their personally relevant, day-to-day problems.

The findings of the interview study described above fit nicely with the
clinical procedures described in chapters 4 and 5, which include train-
ing in both problem orientation and problem-solving skills. Namely, it
appears that offering training in the specific steps required to success-
fully deal with personally relevant problems is essential when treating
GAD clients (who typically have a negative problem orientation and are
intolerant of uncertainty). Therefore, the decision to include compre-
hensive problem-solving training in the treatment of GAD is supported
by research that takes into account the complex interrelations between
negative problem orientation, problem-solving skills, intolerance of
uncertainty, and problem relevance.

COGNITIVE AVOIDANCE

The final component of our model, cognitive avoidance, refers to a vari-
ety of strategies that lead to the avoidance of threatening cognitive and
emotional content. In our view, cognitive avoidance strategies can be
divided into two broad categories: (1) implicit or automatic strategies,
and (2) explicit or voluntary strategies. Each one is discussed in turn in
the following paragraphs.

Implicit Cognitive Avoidance Strategies

Since the late 1980s, Thomas Borkovec, a researcher at Penn State Uni-
versity, has studied the avoidant nature of worry. His work has shown
that individuals use implicit avoidance strategies that allow them to
avoid threatening cognitive content and dampen unpleasant physiologi-
cal arousal. In the late 1980s and early 1990s, Borkovec observed that
worry is primarily a lexical or verbal-linguistic mental activity (Bork-
ovec & Inz, 1990). Stated differently, when individuals worry, they do
so with a relative absence of mental imagery. Furthermore, it seems that
the worry of individuals with GAD contains a smaller proportion of
mental images than the worry of nonanxious individuals. Research also
shows that the proportion of mental images contained in the worry of
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GAD clients tends to increase and normalize following successful treat-
ment (Borkovec & Hu, 1990). But what is the clinical relevance of this
finding? To fully grasp the clinical implications of the lexical nature of
worry, one must consider the basic nature of fear and the mechanisms
of fear reduction.

Research examining the cognitive correlates of fear suggests that men-
tal images may play a key role in the generation of the fear response. Spe-
cifically, mental images about a threatening situation are associated with
a stronger emotional reaction than are verbal-linguistic thoughts about
the same situation (Vrana, Cuthbert, & Lang, 1986). One way to think
about this finding is that verbal-linguistic thoughts, such as worry, reduce
one’s emotional reaction when thinking about a feared outcome. Thus, it
may be that the worry of individuals with GAD allows for a dampening
of physiological reactions when contemplating threatening outcomes. In
fact, this appears to be the case, as a number of studies show that GAD
worry is associated with reductions in autonomic hyperactivity such as
tachycardia and hyperventilation. From the perspective of operant condi-
tioning, one could say that verbal-linguistic worry is negatively reinforced
by the avoidance of threatening images and their attendant physiological
activation.

According to the emotional processing theory of fear reduction, fear
is reduced when two conditions are met: (1) the full fear structure in
memory is accessed, and (2) information that is incompatible with the
fear is integrated into the structure (Foa & Kozak, 1986). In terms of
the first condition, the full fear structure is accessed when the individual
experiences “full network activation.” This term nicely encapsulates the
idea that the individual must experience fear with all its referents: behav-
ioral, cognitive, and emotional (both subjective affect and physiological
arousal). When the full fear structure is activated, the individual can then
incorporate new nonthreatening information into the structure. Although,
in our view, the theory of emotional processing does not account for all
instances of fear reduction, it is nonetheless a very useful framework for
understanding how worry interferes with the reduction of fear.

In summary, according to Borkovec’s avoidance theory of GAD,
the primarily verbal-linguistic nature of GAD worry is negatively rein-
forcing because it leads to the avoidance of both threatening mental
images and unpleasant autonomic activation. Moreover, because GAD
worry impedes full network activation, individuals with GAD have dif-
ficulty completely accessing the fear structures stored in their memo-
ries. Ultimately, if the fear structures are not properly accessed, they
will prove more difficult to modify via the integration of new informa-
tion. The end result of the relative lack of emotional processing of fear
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is that individuals with GAD continue to worry about the possibility
that threatening outcomes may occur.

Explicit Cognitive Avoidance Strategies

In addition to the research showing that individuals with GAD use
implicit cognitive avoidance strategies such as the automatic avoid-
ance of threatening mental images, there is also a considerable body
of evidence suggesting that these individuals use a series of explicit or
voluntary cognitive avoidance strategies. These include the following
deliberate strategies: (1) suppressing worrisome thoughts; (2) substitut-
ing neutral or positive thoughts for worries; (3) using distraction as a
way to interrupt worrying; and (4) avoiding situations that can lead to
worrisome thinking. Recent findings have substantiated that all four of
these cognitive avoidance strategies are independently related to exces-
sive and catastrophic worry (e.g., Gosselin et al., 2002; Sexton, Dugas,
& Hedayati, 2004).

How does the use of effortful cognitive avoidance lead to GAD? Of
the cognitive avoidance strategies listed above, the first (thought suppres-
sion) has received the most research attention in terms of how it might
lead to high levels of worry and anxiety. According to recent theories of
thought suppression, attempts to suppress unwanted thoughts can lead
to enhancement and rebound effects. Enhancement effects are observed
when an individual experiences an increase in the target thought dur-
ing attempted suppression, whereas rebound effects are witnessed when a
person experiences an increase in the target thought following attempted
suppression. For example, if you were instructed not to think about a
white bear for one minute (the classic thought suppression paradigm),
you might find that you had many thoughts about a white bear during the
one-minute suppression period (enhancement effect). Similarly, you might
find yourself thinking about a white bear from time to time over the next
few days (rebound effect). Although some theorists have claimed that
enhancement and rebound effects play an important role in most if not
all anxiety disorders (e.g., Becker, Rinck, Roth, & Margraf, 1998; Weg-
ner & Zanakos, 1994), most studies of suppression in GAD suggest that
these effects may not be germane to the worry of individuals with GAD
(e.g., Behar, Vescio, & Borkovec, 2005; Mathews & Milroy, 1994).

It is our position that thought suppression, like the other cogni-
tive avoidance strategies mentioned above, contributes to the develop-
ment and maintenance of GAD via a series of pathways, many of which
involve the avoidance of unpleasant emotional reactions. In the interest
of conciseness, we will discuss only two such pathways. The first involves
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the use of effortful cognitive avoidance strategies, which may serve the
same purpose as the avoidance of mental images in GAD worry; that is,
the dampening of unpleasant emotional arousal. In fact, by temporarily
removing the worrisome thought, effortful cognitive avoidance may even
eradicate the emotional reaction altogether, in a sense “going one step
further” than the avoidance of mental images. Thus, like the automatic
avoidance of images, the effortful avoidance of worrisome thoughts may
interfere with the emotional processing of fear.

The second pathway involves the utilization of active avoidance
strategies, which may lead to the consolidation of negative beliefs about
anxiety. Our work, as well as the work of others, shows that individuals
with GAD have a strong tendency to fear their own anxious respond-
ing (e.g., Mennin, Heimberg, Turk, & Fresco, 2002; Sexton & Dugas,
2004). As mentioned above, by actively using cognitive avoidance strat-
egies, individuals with GAD succeed in temporarily dampening or
eliminating anxious responding. This may, in turn, strengthen negative
beliefs about anxiety (and fear of anxiety) because these individuals do
not learn to deal with their anxious responding. Specifically, they do not
learn that they can “handle” feeling anxious and they do not develop
strategies to deal with the anxious responding. Thus, the use of effortful
cognitive avoidance strategies may contribute to the development and
maintenance of GAD by interfering with emotional arousal (much like
the automatic avoidance of threatening mental images) and by strength-
ening negative beliefs about anxiety and the resulting fear of anxiety.

CONNECTIONS BETWEEN MODEL COMPONENTS

In this chapter, we have presented the research on the model components
in separate sections. We chose this approach because it seemed like the
most useful way of presenting the model to clinicians who were unfa-
miliar with our work. The reader should keep in mind, however, that
the model components are not mutually exclusive and that they interact
in complex ways that we are just beginning to understand. In particu-
lar, it appears that intolerance of uncertainty is a higher order process
that contributes to all three other model components. From an empirical
point of view, the data show that the relationship between GAD and
the three other model components can be explained, at least partially,
by level of intolerance of uncertainty. From a clinical perspective, these
data imply that intolerance of uncertainty should be addressed at all
phases of therapy and not only when it is directly targeted at the begin-
ning of therapy.
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CLINICAL IMPLICATIONS OF THE MODEL

As mentioned at the beginning of this chapter, our main objective in
developing and validating a cognitive model of GAD was to come up with
a framework that would assist clinicians in working with GAD clients.
We have tried to achieve a balance between “following the data” and
formulating a model that has heuristic value in terms of clinical work.
Although our model and treatment are clearly a work in progress, we
believe that the model, as it now stands, is neither too complex nor overly
simplistic for most clients seeking help for their worry and anxiety.






CHAPTER 3

Diagnosis and Assessment

As discussed in Chapter 1, the identification of generalized anxiety disor-
der (GAD) can present quite a challenge, even for the seasoned clinician.
In fact, anxiety disorder specialists can also find it difficult to recognize
GAD, so it comes as no surprise that GAD has the lowest diagnostic
reliability of all the anxiety disorders. Therefore, in this section, we will
provide a detailed outline of strategies that are helpful for the assess-
ment of GAD in a clinical interview format, particularly in terms of the
differential diagnosis of GAD from other anxiety-related disorders. In
addition, because the use of standardized instruments is very important
in establishing a diagnosis of GAD, useful diagnostic interviews and
self-report questionnaires will be reviewed. Finally, in presenting each
instrument we will add a personal discussion of the strengths and weak-
nesses of each one, as well as integrate thoughts about our experience
with these different measures.

THE CLINICAL INTERVIEW

When perusing the DSM-IV, one is quickly struck by the overlap between
virtually all of the GAD somatic symptoms (that is, restlessness or feel-
ing keyed up or on edge, being easily fatigued, difficulty concentrating or
mind going blank, irritability, and sleep disturbance) and the symptoms
of other anxiety and mood disorders. In fact, of all the somatic symp-
toms included as criteria for GAD, only muscle tension is not included in
the criteria for at least one other anxiety or mood disorder. Obviously,
attempting to establish a diagnosis on the basis of muscle tension alone
is rather difficult. Clinicians should therefore focus their assessment on
the client’s worry in an attempt to establish a diagnosis, rather than
focusing on the somatic symptoms. This is also a useful tip for clinicians
assessing a client who has not been specifically referred for GAD. That
is, simply asking whether the client has been worrying a great deal about
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a number of daily events can increase the chances of recognizing GAD if
the disorder is in fact present.

One of the more tricky aspects involved in the diagnosis of GAD is
attempting to determine whether a client’s worry is excessive and uncon-
trollable, as this may not be as straightforward as it appears. Because it
is fundamentally a subjective call whether a client is worrying excessively
and uncontrollably, clinicians will have to rely on their own judgment to
assess the pathological nature of a client’s worry. Although this may seem
like a daunting task, we have elaborated some useful diagnostic ques-
tions that can help clinicians to assess worry on these two dimensions.

GAD Worry

Given that the notion of excessiveness is subjective and highly dependent
upon an individual’s life circumstances, it is important to begin with
an assessment of the stressors, changes, or difficulties in a client’s life.
This is necessary because a client may be worrying excessively about his
mother’s health, for example, but if his mother was recently diagnosed
with a life-threatening illness or is slated to undergo surgery in the near
future, the level of worry the client is experiencing may be appropri-
ate to his current situation. For this reason, clients should be queried
about possible stressors involving their family, interpersonal relation-
ships, physical health, finances, and work or school. In addition, it is
important to ask about changes in clients’ lives, including positive ones
(for example, a move, graduation from school, or a wedding), as these
transitions can be stressful and it is normal that individuals might worry
more in relation to these events.

So, if worry levels often increase during times of stress or change,
how does one determine whether a client’s worry is excessive? There are
several useful and specific questions that can address this issue. Because
the hallmark of GAD is worry about a number of events or activities,
clinicians should take the time to go through each major life area of
the client’s life to get an idea of the frequency and excessiveness of each
worry. This includes family, interpersonal relationships, work/school,
health, finances, and day-to-day minor matters. In practical terms, clini-
cians should try to get an idea of how frequently clients worried about
each topic over the last six montbhs.

Once the frequency of worry has been established, excessiveness
can be determined through several questions. First, clients can be asked
whether they feel that their worry is excessive: “Does your worry about
X strike you as excessive? That is, do you think that you worry too much
about X?” If clients experience difficulty with this, it might be helpful to
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remind them that this is a subjective question and that the goal is to try to
get an idea of their own perceptions. There is no right or wrong answer to
this question. Second, to address any potential stressors in a client’s life
that may be exacerbating worry about a particular topic, clinicians might
ask: “If everything is going all right with X, do you still worry a great
deal about this topic?” Alternatively, a specific stressor can be incorpo-
rated into the question. For example, “I know that you mentioned your
mother is ill right now, which is obviously causing you to worry a great
deal about her, but do you find that you worry a lot about your family’s
health even when everyone is doing well?” A third way in which to tap
excessiveness is to ask clients to compare their worry to that of others.
That is, “If someone else were in your shoes, would they worry as much
about X as you do?” The most important information to draw from these
questions is whether the individual is worrying frequently about a num-
ber of events, whether the worry is longstanding and not simply the result
of a particular stressor, and whether the level of worry is greater than
what would be expected given the client’s life circumstances.

In addition to frequency and excessiveness, the assessment of GAD
worry should include an evaluation of the client’s sense of control over
his or her worrisome thoughts. Individuals with GAD will often describe
their worries as spinning out of control, with one worry (“What if I get
into an car accident one day?”) engendering others (“What if it’s a seri-
ous accident and I don’t recover? What will happen to my children?”).
This chaining effect of worry, and the resultant feeling of uncontrollabil-
ity that is characteristic of GAD, can be addressed through the analogy
of a freight train. That is, “Is it difficult to control your worry about X?
Does it feel like a freight train, in that it is difficult to put on the brakes
once it has really started up?” Once again, the clinician should ask these
questions about each worry topic. This is important not only to satisfy
the criterion of excessive and uncontrollable worry about a number of
events, but also to allow for differential diagnosis. Since individuals with
various other anxiety disorders will typically report worrying about their
primary fear, it is necessary to make certain that a client with suspected
GAD is truly worrying about a number of topics.

GAD Somatic Symptoms

In order to be diagnosed with GAD, clients need to endorse at least three
of the following six somatic symptoms: restlessness or feeling keyed up
or on edge, being easily fatigued, difficulty concentrating or mind going
blank, irritability, muscle tension, and sleep disturbance. As noted previ-
ously, all of these symptoms, with the exception of muscle tension, can
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be found among the criteria for other mental health disorders. This is
particularly the case for mood disorders, where a depressed or dysthy-
mic client might endorse concentration difficulties, fatigue, and sleep
disturbance. Because of this, it is a good idea for clinicians to ques-
tion clients further about these symptoms to determine whether they
are in fact GAD-related. However, clinicians must first assess whether
clients have experienced a given symptom chronically for it to satisfy the
somatic criteria for GAD. That is, the symptom must be experienced
for at least the past six months and for more days than not. Subsequent
to this, specific questions for certain symptoms can also be asked to
increase clinician confidence in a GAD diagnosis. Specifically, when
querying about muscle tension, clients can be asked: “Do you find that
most of the muscle tension is in your neck and shoulders?” Since chronic
anxiety often leads to tension in that part of the body, individuals with
GAD will usually endorse this symptom. In addition, specifying a par-
ticular location of tension gives clients the feeling that they are “in the
right place.” That is, that they are speaking with someone who really
understands their specific difficulties.

When asking about concentration difficulties, clients can be asked
to expand on their answer if they endorse this symptom: “Why do you
think you have concentration problems? Does it feel like your mind is
running at 100 miles an hour with various worries and that, as a result,
it is hard to focus or concentrate?” Finally, in terms of sleeping difficul-
ties, it is a good idea to get a sense of the type of sleeping problem (that
is, problems falling asleep, staying asleep, or restless sleep), because for
GAD sufferers this is most likely due to excessive worry. For example, if
a client endorses difficulties falling asleep, they can be queried: “Do you
find that your mind starts spinning with worries the moment you put
your head to the pillow?” Alternatively, clients who endorse difficulties
staying asleep or restless sleep can be asked: “Do you find that you are so
preoccupied with worries that you wake up throughout the night?” By
asking clients to provide additional information about how they experi-
ence their somatic symptoms, the clinician will be in a much better posi-
tion to determine if the symptoms are part of the GAD syndrome or if
they reflect the presence of another disorder.

Impairment and Distress

The final criterion required to ascribe a diagnosis of GAD is the presence
of significant distress or interference in the individual’s life as a result of
his or her symptoms. This can certainly be determined by simply asking
clients whether they experience mild, moderate, or severe distress and
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interference due to their worry and anxiety; however, this is also an
opportunity to gather additional information about the impact of the
disorder on the client’s life. As will be discussed at length in later chap-
ters, there is a certain amount of ambivalence that clients often experi-
ence with regard to reducing their worries. Since many view themselves
as “born worriers,” it can be difficult for them to imagine a life without
excessive worry. As such, it will be important for clinicians to have an
understanding of the negative impact that worry has had on the client’s
life, as this is information that can be used later in treatment.

In order to get a good picture of the GAD-related impairment, it
might be helpful to probe specific aspects of the client’s life. For example,
how is this impacting upon the person’s relationships with family and
friends? Is the person constantly seeking reassurance from others to the
degree that it is causing tension? Problems may also arise at work or in
school. Are assignments getting done on time, or is the individual spend-
ing so much time worrying about small details that work productivity
is suffering? Another highly revelatory aspect is that of quality of life. Is
the client enjoying life? More specifically, when engaging in a pleasant
activity, is the client so preoccupied by worries about future events that
he can’t enjoy the moment? Allowing clients to discuss the repercussions
of their worry on their lives can strengthen their motivation for treat-
ment and give them the feeling of being understood.

In summary, there are numerous aspects to consider when making
a GAD diagnosis, the most time-consuming of which is the assessment
of worry. Since worry is a universal human phenomenon, it is important
to verify that the client’s worries are frequent, excessive, and difficult to
control, as well as related to several different events or activities of daily
life. Moreover, the worry must be chronic and longstanding, and not
simply the result of external stressors. The detail described herein can
often result in a rather lengthy clinical interview, particularly when time
is taken to gather specific information about each major worry topic.
However, there are several benefits to spending a full session or two on
information gathering. First, it will increase the clinician’s confidence
in a GAD diagnosis if one is given, and considering its low diagnostic
reliability, it is important to take the time to really understand a client’s
presenting complaints. Second, it allows for a complete “picture” of the
client, which will be quite helpful during the treatment phase. Finally,
clients are more likely to feel that they are understood by the clinician,
which can help to establish a good rapport right from the initial assess-
ment stage.
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OBSTACLES TO THE DIAGNOSIS OF GAD

GAD clients are like most people who present for treatment with mental
health issues, in that they are rarely “textbook cases.” Few, if any, will
walk into the clinician’s office and state that they are experiencing exces-
sive and uncontrollable worry. Unless specifically referred for GAD, the
majority of clients will not even think to mention worry as their primary
complaint. The following are some obstacles to diagnosis, as well as
some practical suggestions to address them.

“I'm Not a Worrier”

For various reasons, clients with GAD might deny that their problem is
excessive worry. This can be due to the belief that worry is not a legiti-
mate complaint, is socially undesirable, or does not reflect the inten-
sity of the individual’s suffering. As a result, the clinician’s task will
involve ascertaining what words the client is using to describe worry and
providing a more expansive definition of worry that the client can accept
and endorse. As mentioned in Chapter 1, frequent alternate terminolo-
gies that clients use in place of worry are: “anxiety,” “fear,” and “pho-
bia.” For example, “I am fearful of everything! I have a phobia about
travel, storms, and even driving a car. I also get really anxious in social
situations.” From this description, the client could indeed have several
specific phobias, as well as some social anxiety. However, by probing
into the reasons underlying these fears, it can quickly become apparent
that these are worries rather than phobias. For example, when asked
why he is fearful about travel, the client might respond: “I’m afraid
that there might be a problem with the plane. What if it crashed? What
would happen to my children? How would my wife cope with being a
single parent?” Given that this response looks like a worry chain, it is
recommended that the clinician probe about other “fears” to determine
whether they are also mislabeled worries.

When clients are reluctant to describe their problems in terms of
worry, we have found it helpful to explain what we mean when we talk
about worry. A useful explanation is as follows:

When I talk about worry, I'm not referring to the kind of worrying
that almost all of us do in our daily lives to some extent. I'm talking
about excessive worry, which is essentially a form of scenario build-
ing. That is, taking anything uncertain in your life and trying to think
of every possible eventuality so that nothing comes as a surprise. For
example, “What if X happens? Well, then I might do this.... But what
if Y happens? Well in that case, I might try to do this....” Some people
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describe this type of scenario building as “fear” or “anxiety,” but it is
still worry. Does this sound like what you do?

By providing an alternate way of describing worry, clinicians can
not only better establish a diagnosis of GAD when that is in fact the
problem, but they can also lay some of the groundwork for the forth-
coming treatment. That is, clients need to be able to recognize that they
are in fact worrying, or they might not see a treatment that targets exces-
sive worry as appropriate for their particular distress.

“Yes, | Have That Too...”

Given that individuals with GAD often describe worrying about “every-
thing,” it should come as no surprise that some will be very worried about
whether they are describing their symptoms properly (that is, “What if
I don’t explain myself well and I’'m misdiagnosed?”). As a result, some
GAD clients can feel the need to provide exhaustive detail in response to
each question, and can also endorse symptoms from many other anxiety
disorders that they are not currently experiencing. That is, if they have
ever experienced symptoms from any particular diagnostic category (as
we all do sometimes), they will respond in the affirmative to questions
about those symptoms. For example, a GAD client queried about social
anxiety might endorse fears of being negatively evaluated by others in
social situations even if this is not causing any particular distress or
interference. Obviously, if a client is endorsing symptoms from every
diagnostic category, the interview can become extremely lengthy, and
the challenge of distinguishing clinically significant problems from those
that are not increases exponentially.

How can a clinician deal with a client who is endorsing virtually
every symptom he or she is asked about, while still maintaining rapport
and identifying multiple concurrent disorders if comorbidity is present?
First, the clinician can discuss this issue at the outset. Clients can be
told that they will be asked about a variety of symptoms, many of which
probably will not apply to them, and only those symptoms that they are
actually experiencing (or have experienced in the past) will be discussed
in more detail. It is also a good idea to discuss the difference between
experiencing a symptom (which is common to most people) and hav-
ing the symptom be a serious problem for the individual. One way to
address this is by saying the following;:

We are going to be discussing a lot of different types of symptoms
today so that we can determine which ones are problematic for you
and which ones aren’t. I will always start off by asking some general
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questions that require a yes or no answer. If the symptom applies to
you, [ will ask you about it in more detail, but if it doesn’t apply to you,
we will simply move on to the next. I want to remind you that most
of the symptoms that I will be talking to you about today are things
that many people experience to some degree from time to time in their
lives. For example, many people are afraid of snakes, but we wouldn’t
classify this fear as a “disorder” unless it significantly interfered with
their lives and caused them great distress. That means that when I ask
you about particular symptoms, it is best to say yes to a question only
if I am describing something that you experience quite often and that
is really bothering you or interfering with your life. Do you have any
questions about that?

By taking the time to “set the stage” for the interview, clients are less
likely to endorse almost every symptom. As a result, identifying the dis-
orders that are actually a problem for the individual can become clearer
and the length of the interview can be reduced as well. However, if cli-
ents are still endorsing virtually every symptom throughout the clini-
cal interview, clinicians might want to ask: “Is this something that you
experience excessively or severely and is it causing you great distress?”
Eventually, clients can be expected to focus more specifically on their
clinically significant problems. As stated beforehand, GAD clients will
occasionally engage in this overreporting behavior out of a concern that
if they fail to disclose anything, they might be improperly diagnosed. It
is important for clinicians not to lose patience with clients, but to bring
them back on course gently in order to maintain a good working rela-
tionship at this initial therapeutic stage.

Misdiagnosing Symptoms as GAD

Another common problem in diagnosis is the labeling of GAD when
the disorder is not in fact present. Although this will be discussed in
greater detail in the differential diagnosis section, a frequent reason
for this problem is due to the introduction of mental health terms into
the common vernacular. That is, more and more, clients will describe
increases in anxiety as “panicking,” bouts of low mood as “depression,”
and ruminations as “obsessing.” In the case of GAD, just as it is likely
for clients to describe their worries as fears, it is also common for clients
with other anxiety or mood disorders to state, “I worry about many
different things.” Because of this, clinicians always need to subquestion
clients about their worries. For example, a client might state that they
worry about school, work, and social situations. On the surface, this
is suggestive of worry about several different daily life events (which is
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characteristic of GAD), but the underlying fear for these disparate situ-
ations might be a fear of negative evaluation that is better accounted for
by a diagnosis of social anxiety disorder. Such a potential misdiagnosis
underscores the importance of not only being thorough in the assess-
ment of GAD, but also in the evaluation of other anxiety and mood
disorders as well.

DIFFERENTIAL DIAGNOSIS

As noted previously, of all the anxiety disorders, GAD can be one of
the trickiest diagnoses to make. Even in anxiety clinics where clinicians
are expecting to encounter GAD, it is not an obvious or straightforward
diagnosis. Certainly, for clinicians in nonspecialized settings, it can be
even more of a challenge to identify. The problem is aggravated by the
fact that when medical practitioners refer anxious clients for psychologi-
cal treatment, they will occasionally note only “generalized anxiety” in
the referral. However, in these cases, “generalized anxiety” can refer to
any of the anxiety disorders, not necessarily GAD, as the locus of the
anxiety was probably not thoroughly assessed. In essence, clients who
are described as having “generalized anxiety” may be suffering from an
anxiety disorder other than GAD, and clients with GAD may be mis-
diagnosed as having another anxiety/mood disorder. For this reason, it
is helpful to have some guidelines to aid in the differential diagnosis of
GAD in relation to specific anxiety disorders.

Hypochondriasis (Health Anxiety)

Classified as one of the somatoform disorders, hypochondriasis has also
been called health anxiety, and it is defined as an excessive preoccupa-
tion with having a serious disease or illness. The disorder is the result of
the misinterpretation of physical symptoms and bodily sensations. For
example, a persistent cough or a small bump on a part of the body may
be erroneously interpreted as signs of cancer. Individuals with hypo-
chondriasis will frequently consult with medical specialists for their
feared illnesses, although the reassurance they receive from these visits is
typically short-lived, as they tend to persist in their belief that the disease
or illness is in fact present although undiagnosed.

Because of the excessive preoccupation and worry about health,
hypochondriasis can resemble GAD. As such, if a client reports exces-
sive and uncontrollable worry about her health, the clinician is faced
with a dilemma: does the client have GAD, hypochondriasis, or both
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disorders? If a client only reports excessive worry about her health, that
is, she does not list worries about any topics other than her fears about
having contracted a specific disease, then a diagnosis of GAD would
not be appropriate. In this case, a diagnosis of hypochondriasis would
likely be warranted. However, if a client reports excessive worries about
other topics in addition to concerns about health, then the primary issue
becomes the discrimination between a diagnosis of GAD or a diagnosis
of GAD and hypochondriasis (with the primary disorder being estab-
lished based on which problem is causing the individual greater distress
and interference).

To aid in this discrimination, there are several useful questions that
clinicians can ask. First, a primary distinction between both disorders
relates to the belief that the feared disease or illness is already present.
With GAD, individuals tend to report excessive worries about one day
developing a serious disease such as cancer; thus, the focus is on the
possibility of developing the disease. With hypochondriasis, individuals
tend to focus on their conviction that they may have already developed
the disease, and as a result, numerous medical consultations are sought
out to identify and begin treating the feared illness. Clients can therefore
be asked the following question: “Do you think that you may already
have a serious disease or illness that has simply not been diagnosed vyet,
or are you mostly worried about potentially getting this disease in the
future?” If clients report that the main focus of their health concerns is
about the possibility of developing a health condition in the future (and
the consequences thereof), then a diagnosis of hypochondriasis can be
ruled out, as the concerns are most consistent with a diagnosis of GAD.
If clients instead report the conviction that they have already contracted
a disease not yet identified, then a diagnosis of hypochondriasis might
be more appropriate.

Other useful questions relate to the erroneous interpretations of
physical symptoms or bodily changes. Individuals with hypochondriasis
have a tendency to catastrophically misinterpret any physical change as
evidence of a serious illness. As such, a slight discoloration of the skin, a
rash, or a cough is taken as proof of having contracted a disease. Clients
can therefore be asked the following: “Do you often perceive changes
in your body or physical symptoms as evidence that you have in fact
contracted a serious illness?” As stated previously, GAD clients might
worry excessively about their health and the possibility of becoming ill,
but they are less likely to focus on the interpretation of minor physi-
cal symptoms. In a related vein, individuals with hypochondriasis often
devote excessive time to scanning their bodies for physical changes,
seeking reassurance from others, obtaining information about medical
conditions, and consulting with medical specialists. Body scanning can



Diagnosis and Assessment 57

involve palpating minor lumps to the point where they become inflamed,
or repeatedly checking one’s body to ensure that there are no physical
changes. Excessive information seeking includes reading various text-
books about the symptoms of different medical conditions and seeking
out diagnostic information on the Internet.

In terms of medical consultations, individuals with hypochondriasis
can present for the same tests on several occasions, out of a conviction
that a specific disease is present but unidentified. Often, the medical
visits are for very frivolous or minor concerns, and although individuals
with GAD will also frequently consult with medical specialists, they are
less likely to return for the same tests multiple times. With respect to
hypochondriasis, all of these behaviors provide only brief reassurance.
For example, clients might feel relieved following a medical visit where
no illness was found; however, that relief is short-lived; before long, the
individual with hypochondriasis will once again become convinced that
the feared disease is present. GAD clients, however, might see several
medical specialists for their concerns, but the worries are assuaged once
the results of medical tests are provided. As a final note, if the clinician
determines that a client merits a diagnosis of hypochondriasis in addi-
tion to GAD, a simple way to determine which disorder is primary is
to ask the client which problem is most distressing. This can be accom-
plished with a pie chart, where clients are asked: “If this pie represents
all the problems that you are struggling with now, how much of the pie
would the health anxiety take? How much would GAD take?” In this
manner, clinicians can determine whether GAD should be the focus of
treatment or whether it is secondary to another condition.

Social Anxiety Disorder

Social anxiety disorder is characterized by an intense fear of social or
performance situations, where one might be judged or thought of nega-
tively. Individuals with social anxiety tend to engage in significant avoid-
ance of feared social situations, and they typically experience extreme
anxiety when anticipating an upcoming social event or activity. It is an
anxiety disorder that can manifest itself in multiple situations, including
parties, business meetings, one-on-one conversations, or crowded areas
where one might be prone to be judged or observed by others. Because of
both the heterogeneity of situations where an individual with social anxi-
ety might feel anxious, and the tendency to worry about these situations
prior to entering them, the disorder can appear quite similar to GAD.
As with hypochondriasis, if worries are relegated exclusively to con-
cerns about being judged or negatively evaluated in social situations,
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then a diagnosis of GAD is likely not warranted. However, it can be a
challenge to determine whether disparate worries about various situa-
tions are in fact subsumed under a diagnosis of social anxiety disorder.
A primary distinction between GAD and social anxiety is the underlying
fear. If, for example, a client reports worrying about several situations
(e.g., work, school, interpersonal/relationships), clinicians should ask
about the fear that is motivating the worry. Clients with social anxiety
will consistently endorse a fear that they might be observed or evaluated
by others, or that they will do something embarrassing or humiliating
in front of others. Although GAD clients can also endorse this fear, they
will likewise endorse other concerns as well, thereby satisfying the crite-
rion of worries about a number of daily events.

The picture becomes more complex if clients appear to report GAD
worries in addition to social concerns. The question then becomes: Does
the client have a diagnosis of GAD where one of the worry topics is
social/interpersonal situations, or is a secondary diagnosis of social
anxiety disorder merited? A good way to determine this is to ask about
avoidance behavior. One of the hallmarks of social anxiety disorder is
significant avoidance of social situations, the extent of which is distress-
ing to the individual and interferes with his or her life. For example,
a client with social anxiety might avoid initiating conversations with
others, attending social gatherings with friends, or eating and writing
in public. Although GAD clients might engage in a certain amount of
avoidance of triggers for their worries, it is their excessive worry and
anxiety that is causing most of their distress and impairment, not the
avoidance behavior. As such, clients can be asked the following: “When
you think about your fear of social situations, what would you say is
most distressing and interfering for you: the fact that you worry exces-
sively about these situations or the fact that you avoid them?” GAD cli-
ents will frequently endorse greater distress and impairment from their
worries, whereas individuals with a diagnosis (either primary or second-
ary) of social anxiety disorder will often endorse avoidance.

Obsessive—Compulsive Disorder

Obsessive—compulsive disorder (OCD) is an anxiety disorder character-
ized by the presence of obsessions or compulsions that cause significant
interference and distress. Because obsessions are intrusive and recurrent
thoughts, they can, at times, appear quite similar to GAD worries, once
again rendering the discrimination between GAD and other anxiety dis-
orders a challenge. In terms of overt behavioral compulsions such as
excessive handwashing, touching or tapping of objects in a ritualistic
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manner, or excessive checking of locks and appliances, the presence of
these behaviors is clearly specific to OCD. As such, if clients endorse
these types of overt compulsions, a diagnosis of OCD is warranted.
However, individuals with OCD can also experience solely the presence
of obsessions without associated compulsions. Since both obsessions
and worries are essentially cognitive intrusions, the distinction between
both is not immediately evident. Although there are certain obsessions
that are more obviously distinct from GAD worries, such as an obses-
sional impulse to stab a loved one compared to an excessive worry about
completing work tasks on time, there are cognitive intrusions that are
less easily distinguishable. For example, thoughts about harm occurring
to one’s child can be viewed as either an obsession or a worry. Discrimi-
nating between the two can be effectively done by querying clients along
several dimensions about their thoughts.

First, the content of worries tends to be about real-life daily events
(e.g., work or school performance, punctuality, interpersonal relation-
ships). In contrast, obsessive thoughts are typically considered odd or
inappropriate, such as sexual or blasphemous thoughts. Moreover,
although obsessions can take the form of thoughts (for example, “What if
I hit someone with my car while driving?”), they can also be experienced
as vivid visual images (for example, an image of punching someone) or
impulses (for example, an urge to scream obscenities in church). Wor-
ries, on the other hand, are experienced mostly as thoughts and rarely
take the form of images or impulses. Second, obsessive thoughts are seen
by the client as unwanted and intrusive. That is, they are experienced
as highly unpleasant and distressing, and the client will typically make
a concerted effort to resist or avoid the thoughts. This is not the case
with GAD worries. The content of the worries is not typically viewed as
inappropriate and is largely ego-syntonic. In fact, as will be discussed in
later chapters, many worries experienced by GAD clients are viewed as
serving a positive function (for example, “The fact that I worry about
the health of my children shows that I am a caring mother”). Finally, the
content of obsessions tends to be static in nature. That is, individuals
with OCD typically experience repeated intrusions of the same distress-
ing thought, image, or impulse. Worries, however, are largely dynamic
in nature, as the content will shift from day to day, and they are expe-
rienced as a continually evolving scenario. For example, worries about
the health of one’s child (“What if my child gets injured at school?”)
will typically lead to other worries (“What if the injury is serious, and
my child never recovers? What if my child’s performance at school and
ability to make friends is affected? How will this impact my family?”).
As such, through a careful assessment of the content and the nature of



60  Cognitive-Behavioral Treatment for Generalized Anxiety Disorder

a client’s thoughts, clinicians can differentiate between GAD and OCD
with confidence.

Major Depressive Disorder and Dysthymic Disorder

Major depressive disorder (or depression) is characterized by persistent
feelings of sadness and loss of interest in previously enjoyed activities
for a period of at least two weeks. Dysthymic disorder (or dysthymia)
is a less severe, although more chronic form of depression, as symp-
toms must be present for at least two years. There are two main reasons
why discriminating between these disorders and GAD can prove to be
a challenge. First, there is an overlap in terms of somatic symptoms.
Specifically, lack of concentration, sleeping difficulties, and fatigue are
associated with both GAD and depression/dysthymia. Second, depressed
or dysthymic individuals are prone to ruminations, that is, the passive
and repetitive focus on one’s distress and the meaning of that distress
(Nolen-Hoeksema, 1998). This kind of dwelling thought process could
easily resemble GAD worry. Moreover, GAD and depression/dysthymia
have been found to co-occur quite frequently. As such, it is important to
determine whether clients are suffering from either one or both disorders
in order to begin developing a proper treatment strategy. The following
are a few helpful suggestions that can be used to aid in the differentia-
tion of these disorders.

In terms of somatic symptoms, the experience of muscle tension,
particularly in the neck and shoulders, has been found to be specific to
GAD. As a consequence, participants who endorse this symptom, in addi-
tion to other GAD somatic symptoms, are likely to merit a diagnosis of
GAD. However, not all GAD clients endorse significant muscle tension,
and because of the considerable overlap between the disorders, clinicians
should ultimately place the diagnostic focus on the client’s thought con-
tent rather than their somatic symptoms. That is, the emphasis should
be placed on distinguishing between GAD worries and depressive rumi-
nations. A primary distinction between worries and ruminations is
the temporal focus. Individuals who worry tend to focus on potential
negative events in the future (that is, negative things that might hap-
pen), whereas those who ruminate tend to focus on negative events that
have taken place in the past (that is, negative things that have already
happened). One potential complication with this distinction is the fact
that worries can occasionally relate to past events. For example, a client
might be preoccupied about an exam that they failed the week before.
On its surface, this thought appears to be a depressive rumination as it
involves a negative event in the past. However, whether it is a worry or a
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rumination will depend on why the client is focusing on that particular
concern. That is, this may in fact be a GAD worry if the individual is
thinking about a past event in terms of its future repercussions, whereas
it is more likely to reflect depression if the individual is dwelling on the
event as yet another example of failure. As with other disorders, the
best way to confidently diagnose GAD is to obtain detailed information
about the content of the client’s thoughts and the reasons underlying
their troublesome thoughts (see Table 3.1 for an overview of the differ-
ential diagnosis of GAD and the previously discussed disorders).

In summary, differential diagnosis with respect to GAD can be quite
a challenge. This is due not only to the inclusion of relatively subjective
criteria for the disorder in the DSM-IV (that is, excessive and uncontrol-
lable worry), but also to the high comorbidity rates between GAD and
other disorders. As such, it is extremely important to take the time to
properly assess the thought content of clients. Although this process of
assessment might seem lengthy, the information derived is invaluable
both to clinicians and to the client. Clinicians can feel confident that
when a diagnosis is made, it accurately reflects the symptom presenta-
tion of their clients, and clients can leave the assessment with a better
understanding of themselves and their distress. Although the previous
information was primarily described in a clinical interview format, it is
our belief that the use of structured diagnostic tools is vital to a complete
and thorough assessment. As such, the following section will address the
various structured assessment tools that are most relevant to GAD and
to our particular treatment protocol.

STRUCTURED DIAGNOSTIC INTERVIEWS

Although many clinicians prefer to use nonstructured clinical interviews
when assessing their clients, our experience has been that the use of
structured diagnostic interviewing is essential when attempting to iden-
tify GAD. Furthermore, we have found that clients respond very well
to the structured nature of the interview, and often interpret the highly
structured and in-depth nature of the interview as a sign that they are
“in the right place.” In fact, many clients have never had a thorough
investigation of their anxiety and welcome the opportunity to discuss
the many facets of their anxiety and anxiety-related problems.

The main advantage of structured diagnostic interviewing is that
the clinician is less likely to make the mistake of not going beyond cli-
ents’ presenting complaints. By inquiring about a broad range of emo-
tional problems, the clinician may discover that what appeared to be
a simple case of GAD is in fact a case of many comorbid conditions.
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TABLE 3.1 Differential Diagnosis: Tips for Discriminating between
GAD and Other Anxiety and Mood Disorders

GAD

Hypochondriasis

1. Excessive worry about several
topics, which might include disease
or illness

2. Worry about potentially contracting

a disease in the future, but no
conviction that it is already present
but undiagnosed

3. May present for medical
consultations, but visits are not
excessive regarding feared disease

4. No presence of persistent
misinterpretation of bodily
symptoms or changes

GAD

1. Excessive preoccupation with
disease or illness

2. Belief that one has already
contracted the feared disease

3. Excessive medical consultations and
reassurance-seeking; reassurance
provided is short-lived

4. Physical symptoms are erroneously
interpreted as signs of a serious
illness (despite evidence to the
contrary)

Social Anxiety Disorder

1. Worry about several different
events in daily life that can include
social/interactional situations

2. Worries are not confined to
negative social evaluation concerns

3. Worries about social situations are
more distressing and impairing than
avoidance

GAD

1. Worries exclusively relate to
situations where the individual
might be judged negatively by others

2. Underlying fear of all worries is of
being judged or evaluated negatively
by others

3. Avoidance of social situations
causes significant distress and
impairment

Obsessive—Compulsive Disorder

1. Worries about real-life daily events

2. Worries are not seen as
inappropriate; the content is often
ego-syntonic (e.g., worries about
family can be viewed as evidence of
the individual’s caring and empathy
toward others)

3. Content of worries is dynamic (i.e.,

takes the form of a continually
evolving scenario)

GAD

1. Obsessive thoughts are considered
odd or inappropriate

2. Thoughts are seen as intrusive and
unwanted; the content of which
causes significant distress

3. Content of thoughts is typically
static (i.e., repetition of the same
thought, image, or impulse)

Depression

1. Muscle tension as a unique somatic

symptom

2. Cognitive content is worry

3. Focus is on negative events that
may occur in the future

1. Muscle tension is not associated
with depression

2. Cognitive content is rumination

3. Focus is on negative events that
have occurred in the past
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This is particularly the case with clients who are experiencing a great
deal of distress as a result of their primary presenting complaint. Their
focus on the most disruptive symptoms can lead them to ignore or fail to
disclose other concurrent problems unless specifically queried. As noted
previously, not only is GAD a disorder with a high comorbidity rate,
but disentangling GAD from other secondary diagnoses can be quite a
challenge. It is therefore highly advantageous to use a structured assess-
ment tool in order to ensure that all other relevant disorders are properly
queried.

Another advantage of structured diagnostic interviewing is that it
provides information that can be used to establish a “baseline,” which
can then be used as a comparison point for changes over treatment and
thereafter. This is useful not only for the clinician to monitor progress in
treatment, but also for clients themselves, as over the course of treatment
they might be unaware or dismissive of the extent of positive changes
they have made. A final advantage worthy of mention is that structured
diagnostic interviews prevent the clinician from “drifting” away from
standard diagnostic criteria to a more idiosyncratic or personal interpre-
tation of the criteria for the specific disorders contained in the different
classification systems. Thus, there are a number of important advantages
to structured diagnostic interviewing that more than compensate for the
disadvantages of using this methodology. There are, however, at least
two disadvantages to using these interviews that are discussed below.

The first and most obvious disadvantage of structured diagnostic
interviewing is that the interviews can take a considerable amount of
time to administer, anywhere from 20 minutes to 2 hours depending on
the interview used and the client’s problems. Although this does not nec-
essarily present a difficulty in the context of research, it is definitely an
important consideration for clinicians working in nonresearch settings,
whether they work in the public or in the private sector. The second dis-
advantage worthy of mention is that there is an important learning curve
to the proper use of diagnostic interviews. Until the clinician becomes
accustomed to using an interview, there is a chance that the interview
will feel “artificial” and may even interfere with the establishment of
a sound working relationship with the client (although, in our experi-
ence, this is quite rare). Thus, clinicians should expect that they might
feel awkward the first few times that they use an interview. Overall,
however, the advantages of structured diagnostic interviewing outweigh
the disadvantages. It is important, though, that clinicians follow certain
guidelines when using structured diagnostic interviews. In the following
paragraphs, we will describe the main guidelines for using most assess-
ment interviews. Although the list is not meant to be exhaustive (inter-
views typically come with clinician manuals that describe the guidelines
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in detail), it is meant to give the reader a sense of the “spirit” that goes
into structured diagnostic interviewing.

Guidelines for Using Structured Diagnostic Interviews

When using structured diagnostic interviews, clinicians should take §
or 10 minutes before beginning the interview to explain why a struc-
tured approach is helpful for the diagnosis and conceptualization of the
client’s problem. The client should be prepared for the structure and
organization of the interview by the provision of a general description of
how it will proceed. For example, the clinician may want to present the
following notions:

Today, I will be using a structured interview to help us to gain a
better understanding of your difficulties. As you will see, I will ask a
wide variety of questions, some of which will be relevant to your situ-
ation and some of which will not. It is important that I ask you all of
these questions because it is easy to focus on just one problem without
verifying if you have other problems that might be related to your pre-
senting complaint. In other words, we need to ascertain if there are
problems that may not be so obvious to you that are contributing to
your difficulties. That is why I will be asking you about so many differ-
ent things today. Does that seem reasonable to you? Do you have any
questions before we proceed with the interview?

Another important point that clinicians should keep in mind is that
they should not be apologetic for using a structured diagnostic inter-
view (which is what most clinicians tend to do the first few times they
conduct a structured interview). In our experience, it is important that
the clinician model confidence when using a validated assessment strat-
egy. Although lengthy, the interview should be presented as a valuable
tool that will not only allow the clinician to thoroughly understand the
client’s problems, but also allow the client to leave the session with a
better understanding of him- or herself. In terms of the actual interview
process, the clinician should pose each question as it is formulated in
the interview. Only if the client does not fully understand the question
should a different formulation of the question be used. If the clinician is
not clear on the meaning of the client’s answer, additional explanations
should be sought. For example, the clinician may ask what clients mean
when they say that they are “panicked at work.” As mentioned previ-
ously, clinicians should also not be overly reliant on clients’ answers to
their questions. For example, when the client’s answers appear to contra-
dict earlier information, the clinician should point this out and ask for
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clarification. In addition, if difficulties arise in discriminating between
disorders, some of the suggestions provided in the differential diagnosis
section can be used.

Description of Structured Diagnostic Interviews

What follows is a description of the main diagnostic interviews that can
be used for the identification of GAD. Although the list is not exhaustive,
the three interviews that are described represent the most commonly used
instruments to diagnose GAD as well as various other Axis I disorders.

Anxiety Disorders Interview Schedule

The Anxiety Disorders Interview Schedule for DSM-IV, Current Ver-
sion (ADIS-IV; Di Nardo, Brown, & Barlow, 1994), is a semistructured
interview commonly used by researchers and practitioners to assess all
anxiety disorders and screen for mood disorders, somatoform disorders,
psychoactive substance use disorders, psychotic disorders, and medical
problems. Although the ADIS-IV also exists in a Lifetime Version, the
Current Version of the ADIS-IV provides sufficient information for a
comprehensive assessment of most clients. The interview yields informa-
tion on the presence of Axis I disorders with severity ratings on a 9-point
Likert scale (0-8). Research has shown that the diagnostic reliability of
the anxiety disorders obtained with the ADIS-IV is satisfactory, with
improvements over the ADIS-III-R (Brown, Di Nardo, Lehman, &
Campbell, 2001). The main advantage of the ADIS-IV is that it includes
a Clinical Severity Rating Scale that allows for an evaluation of the sever-
ity of each condition that is identified. This information allows the clini-
cian to establish the severity of each disorder, to determine which is the
primary disorder when multiple disorders are diagnosed (with primary
disorder meaning the most severe disorder), and to ascertain a baseline
level of severity that can be used as a comparison point for treatment
progress. In addition, the questions to be posed for the different anxiety
disorders are in-depth enough to get a relatively rich picture of each of
the client’s problems if comorbidity is present. The main disadvantages
of the ADIS-IV are that it does not cover certain disorders that are often
comorbid with anxiety (such as eating disorders) and that it can take
anywhere from 30 minutes to 2 hours to administer.

Structured Clinical Interview for DSM

The Structured Clinical Interview for DSM-IV-TR for Axis I disorders,
Patient Edition (SCID-I/P; First, Spitzer, Gibbon, & Williams, 2002)
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contains modules for anxiety disorders, mood disorders, psychotic dis-
orders, substance use disorders, somatoform disorders, eating disorders,
and adjustment disorders. In terms of its psychometric properties, given
that the SCID-1/P has only recently been updated to conform to the DSM-
IV-TR, the research examining its psychometric properties is ongoing
and has yet to be published. However, research with earlier versions of
the SCID for Axis I disorders shows that these versions have acceptable
psychometric properties (Williams et al., 1992; Zanarini et al., 2000).
In addition to the Patient Edition of the SCID-I, there also exists a Cli-
nician Version (SCID-CV: First, Spitzer, Gibbon, & Williams, 1996),
which was designed for use in clinical settings. However, because the
Clinician Version does not include many specifiers, subtypes, and even
disorders, we recommend using the Patient Edition. The main advan-
tage of the SCID-I/P is that it covers a broad range of Axis I disorders,
not only in comparison to the SCID-CV, but also in comparison to the
ADIS-IV, which focuses more extensively on the anxiety and mood dis-
orders. The main disadvantage of both the SCID-I/P and SCID-CV is
that unlike the ADIS-1V, they do not provide ratings of severity. Rather,
they exclusively provide information about the presence/absence of dis-
orders. Moreover, questions related to the assessment of the anxiety dis-
orders, particularly GAD, are not as detailed and specific as those found
in the ADIS-IV. Because of this, discriminating among the anxiety dis-
orders may be more difficult when using the SCID.

Mini International Neuropsychiatric Interview

The Mini International Neuropsychiatric Interview for DSM-1V, Eng-
lish Version 5.0.0 (MINI; Sheehan & Lecrubier, 1998) is a brief struc-
tured Axis I diagnostic interview designed for use in clinical settings by
psychiatrists and general practitioners. It includes modules for the anxi-
ety disorders, mood disorders, substance use disorders, eating disorders,
and psychotic disorders. Like the SCID, the MINI requires clients to
provide yes or no answers to the clinician’s questions. Unlike the SCID-
I/P, however, the MINI asks few questions about each diagnosis in an
effort to minimize the duration of the interview. The MINI, which is
clearly the briefest of the structured diagnostic interviews reviewed here,
has a mean duration of approximately 20 minutes (see Lecrubier et al.,
1997; Sheehan et al., 1997). As such, the main advantage of the MINI
is the brief time required for its administration. Its main disadvantage
is that research has yet to clearly establish its reliability for the diagno-
sis of GAD (Lecrubier et al., 1997). In our own research, however, we
have found that the MINI provides valid and reliable information with
regards to the diagnosis of GAD.
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SELF-REPORT QUESTIONNAIRES

Self-report questionnaires are an extremely useful assessment modality
because they are both highly informative and very practical. As these
measures are easily administered, many of them are standardized with
clear guidelines for their interpretation. What follows is a selection of
the main self-report questionnaires for the assessment of GAD symptoms
and the model components (measures of associated anxiety, depression,
and quality of life are also briefly discussed). Again, it is worth noting
that we will focus solely on the measures used by our research group.
Although there are many other excellent self-report questionnaires for
the assessment of the symptoms and processes involved in GAD, we will
restrict the following presentation to the instruments that directly map
onto our treatment rather than attempting to present a comprehensive
list of measures for GAD.

Guidelines for Using Self-Report Measures

In our experience, the flexible use of self-report measures greatly facili-
tates the assessment of treatment progress. A general strategy for using
self-report questionnaires might be to administer a comprehensive bat-
tery of questionnaires before beginning treatment, to select a limited
number of questionnaires that the client will complete every week or
so during treatment, and to readminister all questionnaires following
treatment. A typical example of this strategy would be to give the client
all questionnaires described below as a between-session exercise before
the first and last treatment sessions, and to have the client complete
the measures of worry and intolerance of uncertainty in the waiting
room before each treatment session. In our experience, filling out the
measures of worry and intolerance of uncertainty on a weekly basis
provides extremely useful information about the client’s progress and
the required treatment length. In terms of the interpretation of the cli-
ent’s responses to the self-report questionnaires, some general guide-
lines are provided below. However, clinicians should keep in mind that
responses to individual items may be just as informative as the total
score in terms of helping to establish treatment priorities. Moreover, the
clinician should review the responses to the self-report questionnaires
with the client in order to validate the client’s responses and show the
client that his answers are being taken into account for treatment plan-
ning. For example, simply discussing the items scored highest on each
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questionnaire can go a long way in helping the client see the usefulness
of the comprehensive assessment.

One final point about the self-report questionnaires merits discussion.
Specifically, these measures, like the structured diagnostic interviews
previously discussed, should be used as complements to the information
obtained during interviews. In other words, the client’s responses to the
questionnaires should be interpreted while keeping in mind matters such
as the client’s comorbid conditions, current life circumstances, and “per-
sonality style.” As a general rule, one would expect that a client with
many comorbid disorders, who is currently experiencing many stressors,
and who has a dramatic or flamboyant personality style, would have
inflated scores on the self-report questionnaires. Keeping these caveats
in mind, the following is a description of the main measures used for
clients with GAD at our clinic.

Self-Report Measures of GAD Symptoms

Worry and Anxiety Questionnaire

The Worry and Anxiety Questionnaire (WAQ) (Dugas, Freeston et al.,
2001) is made up of 11 items covering DSM-1V diagnostic criteria for
GAD. Items such as “Do your worries seem excessive or exaggerated?”
and “To what extent does worry or anxiety interfere with your life,
for example, your work, social activities, family life, etc.?” are rated
on a 9-point Likert scale (0-8). The WAQ has satisfactory test-retest
reliability and good known-groups validity (Dugas, Freeston et al.,
2001). Our research indicates that the WAQ, when used as a diagnos-
tic instrument, leads to many false positives but few false negatives.
Stated differently, many individuals meeting GAD diagnostic criteria
on the WAQ will not meet the same criteria on a structured diagnostic
interview (false positive). However, rarely will an individual who does
not meet GAD diagnostic criteria on the WAQ meet the same criteria
on a diagnostic interview (false negative). Given that our group devel-
oped the WAQ as a screening instrument for GAD, the fact that the
WAQ is more inclusive than actual diagnostic measures is consistent
with our intent; there is little cost to a false positive (having to further
assess the individual before rejecting the diagnosis of GAD) whereas
there are great costs associated with a false negative (for example, not
providing the appropriate treatment to someone suffering from GAD)
(see Appendix 3.1).
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Penn State Worry Questionnaire

The Penn State Worry Questionnaire (PSWQ) (Meyer, Miller, Metzger,
& Borkovec, 1990) is comprised of 16 items designed to evaluate the ten-
dency to engage in excessive and uncontrollable worry. Items are rated
on a 5-point Likert scale ranging from 1 (“not at all typical of me”) to
5 (“very typical of me”). Examples of items are “My worries overwhelm
me” and “I know I shouldn’t worry about things but I just can’t help it.”
The PSWQ has high internal consistency (a = .86 to .95), which indicates
that items are responded to in a consistent manner. The PSWQ also has
very good four-week test-retest reliability, 7 = .74 to .93, which suggests
that responses remain stable over time (Molina & Borkovec, 1994). The
questionnaire also shows evidence of convergent and divergent validity
as it is more highly correlated with other measures of worry than with
measures of anxiety and depression (Molina & Borkovec, 1994).

Since its development, the PSWQ has established itself as the gold
standard for the assessment of worry. Over the past decade, the major-
ity of studies on worry and GAD have used the PSWQ. One advantage
of the PSWQ is that it offers a quick, valid, and reliable assessment of
the tendency to engage in excessive and uncontrollable worry. A second
advantage of the PSWQ is that a great deal of normative data on the
measure is available, which makes the interpretation of the client’s score
easier and more meaningful. In our opinion, however, one disadvan-
tage of the PSWQ is that it contains five inverted items (items that mea-
sure the absence of worry such as “I find it easy to dismiss worrisome
thoughts” and “I never worry about anything”). Thus, clients need to be
particularly attentive to the formulation of items when responding to the
PSWQ, and clinicians need to ensure that they are correctly scoring the
measure. A copy of the PSWQ is provided in Appendix 3.2.

Self-Report Measures of Model Components

Intolerance of Uncertainty Scale

The Intolerance of Uncertainty Scale (IUS) (Original French version:
Freeston et al., 1994; English translation: Buhr & Dugas, 2002) consists
of 27 items relating to the idea that uncertainty is unacceptable, reflects
badly on a person, and leads to frustration, stress, and the inability to
take action. Items are rated on a 5-point Likert scale ranging from “not
at all characteristic of me” to “entirely characteristic of me.” Items from
the TUS include “It’s unfair having no guarantees in life” and “When it’s
time to act, uncertainty paralyses me.” Like the original French version,
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the English translation of the TUS shows excellent internal consistency,
a = .94, good test-retest reliability over a five-week period, r = .74, and
good convergent and divergent validity when assessed with measures of
worry, depression, and anxiety (Buhr & Dugas, 2002).

Since the inception of our research program on GAD, the TUS has
consistently outperformed measures of other anxiety-related constructs
such as perfectionism and need for control in terms of predicting levels
of worry and identifying individuals with GAD. Furthermore, the TUS
is sensitive to changes over treatment (Dugas, Gagnon, Ladouceur, &
Freeston, 1998). Thus the main advantage of the IUS resides in its sen-
sitivity and specificity to excessive worry as well as to the presence and
severity of GAD. It is a good measure to administer weekly to clients,
because reductions in IUS scores can indicate good treatment progress.
The main disadvantage of the IUS relates to its fluctuating factor struc-
ture, which interferes with the possibility of identifying subscales that
might reflect underlying dimensions of intolerance of uncertainty. For
this reason, the TUS should be used as a global measure of intolerance of
uncertainty and normative data exist only for the total score. See Appen-
dix 3.3 for a copy of the TUS.

Why Worry-I1

The Why Worry-II (WW-II) (Original French version: Gosselin, Ladou-
ceur, Langlois et al., 2003; English translation: Holowka, Dugas, Fran-
cis, & Laugesen, 2000) is a 25-item revised English version of the Why
Worry (WW) questionnaire (Freeston et al., 1994), designed to assess
positive beliefs about the function of worry. Items are rated on a 5-point
Likert scale from “not at all true of me” to “absolutely true of me.” Its
design incorporates five subscales that reflect different dimensions of
beliefs about worry. These five subscales include beliefs that: (1) worry
aids in problem solving (e.g., “The fact that I worry helps me plan my
actions to solve a problem™); (2) worry helps motivate (e.g., “The fact that
I worry motivates me to do the things I must do”); (3) worrying protects
the individual from difficult emotions in the event of a negative outcome
(e.g., “If I worry, I will be less unhappy when a negative event occurs”);
(4) the act of worrying itself prevents negative outcomes (e.g., “My wor-
ries can, by themselves, reduce the risks of danger”); and (5) worry is a
positive personality trait (e.g., “The fact that I worry shows that I am a
good person”). The English version of the WW-II shows a high internal
consistency (a =.93), high test-retest reliability at six weeks (» = .80), and
good convergent and divergent validity with other measures of positive
and negative beliefs about worry (Holowka et al., 2000).
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Although there exist other measures of positive beliefs about worry
such as the Positive Beliefs subscale of the Consequences of Worrying
Scale (Davey, Tallis, & Capuzzo, 1996), the WW-II is the only question-
naire entirely devoted to the assessment of beliefs about the usefulness of
worrying (or positive beliefs about worry). Furthermore, the WW-II taps
the five types of beliefs that have been identified in our previous research
and that are specifically targeted by our treatment. Thus, there are some
important advantages to using the WW-II for the assessment of positive
beliefs about worry. The main disadvantage of using the WW-II for the
assessment of positive beliefs is that self-report may not be the opti-
mal format for identifying these beliefs. Not surprisingly, we have found
that many clients are not fully aware of their beliefs about worry and
that some clients who are aware may not wish to disclose these beliefs
because they represent a form of secondary gain of having GAD. Thus,
for a client reporting few positive beliefs about worry, the clinician may
want to investigate these beliefs further during the session to ensure that
the responses on the questionnaire are in fact indicative of the client’s
true beliefs. The WW-II is reproduced in Appendix 3.4.

Negative Problem Orientation Questionnaire

The Negative Problem Orientation Questionnaire (NPOQ) (Original
French version: Gosselin, Pelletier, & Ladouceur, 2001; English transla-
tion: Robichaud & Dugas, 2005a) is a 12-item measure that assesses the
dysfunctional cognitive set of negative problem orientation. Participants
rate each item on a 5-point Likert scale ranging from “not at all true of
me” to “extremely true of me,” according to how they react or think
when confronted with a problem. Sample items include “I see problems
as a threat to my well-being” and “I often see problems as bigger than
they really are.” An initial psychometric evaluation of the measure sug-
gests that the NPOQ is unifactorial, with excellent internal consistency
(a = .92), high test-retest reliability over five weeks (r = .80), and good
convergent and discriminant validity (Robichaud & Dugas, 2005a).
The main reason that the NPOQ was developed was that: First, until
now, there existed no stand-alone measure of problem orientation. All
measures of problem orientation were embedded in questionnaires that
assessed many facets of problem solving, including knowledge of prob-
lem-solving skills. Given that the self-report of problem-solving skills
has been found to be unrelated to worry and GAD (Davey, 1994; Dugas,
Freeston, & Ladouceur, 1997; Dugas, Gagnon, et al., 1998), it appeared
that a measure exclusively assessing problem orientation was called for.
The main advantage of the NPOQ is that it is brief and easy to admin-
ister. Furthermore, unlike previous self-report measures of negative



72 Cognitive-Behavioral Treatment for Generalized Anxiety Disorder

problem orientation (e.g., Social Problem-Solving Inventory—Revised;
D’Zurilla, Nezu, & Maydeu-Olivares, 1998), the NPOQ is comprised
solely of items that reflect the cognitive process or predisposition of neg-
ative problem orientation. Specifically, it is devoid of items that reflect
the potential emotional, behavioral, and cognitive consequences of hav-
ing a negative problem orientation (e.g., feelings of frustration regarding
problem solving, avoidance of solving one’s problems). The main disad-
vantage of the NPOQ is that it has only recently been developed and that
validation data using clinical samples has yet to be collected. A copy of
the NPOQ is provided in Appendix 3.5.

Cognitive Avoidance Questionnaire

The Cognitive Avoidance Questionnaire (CAQ) (Original French ver-
sion: Gosselin et al., 2002; English translation: Sexton & Dugas, 2004)
contains 25 items assessing the tendency to use five types of cognitive
avoidance strategies. The CAQ subscales measure the following strate-
gies: (1) suppressing worrisome thoughts (e.g., “There are things I try not
to think about™); (2) substituting neutral or positive thoughts for worries
(e.g., “I think about trivial details so as not to think about important
subjects that worry me”); (3) using distraction as a way to interrupt wor-
rying (e.g., “I often do things to distract myself from my thoughts”); (4)
avoiding actions/situations that can lead to worrisome thinking (e.g., “I
avoid actions that remind me of things I do not want to think about”);
and (5) transforming mental images into verbal-linguistic thoughts (e.g.,
“When I have mental images that are upsetting, I say things to myself
in my head to replace the images”). Items are rated on a S-point Likert
scale ranging from “not at all characteristic of me” to “entirely charac-
teristic of me.” The CAQ has good internal consistency, a =.95 for the
total scale, and very good test-retest reliability over four to six weeks (r =
.85). The CAQ also shows evidence of convergent and divergent validity
when used with measures of worry, thought suppression, and disposi-
tional coping styles (Sexton & Dugas, 2004).

The main advantage of the CAQ is that it covers a broad range
of cognitive avoidance strategies. But like the NPOQ, its psychomet-
ric properties have yet to be adequately explored in clinical samples of
individuals with GAD or other anxiety and mood disorders. Although
the Original French version of the CAQ has shown promise in clini-
cal samples, the English translation awaits further testing. The CAQ is
reproduced in Appendix 3.6.
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Self-Report Measures of Associated Symptoms

There are many ancillary self-report measures that one might want to
use to complement the assessment of GAD. Generally speaking, we have
found it useful to assess associated anxiety, depression, and quality of
life. In our experience, it is important to assess for somatic anxiety with
a self-report measure such as the Beck Anxiety Inventory (Beck, Epstein,
Brown, & Steer, 1988). Even if, theoretically, GAD is not associated
with exceptionally high levels of somatic anxiety, a significant minor-
ity of individuals with GAD have more of a somatic profile than would
normally be expected. Furthermore, our data suggest that many indi-
viduals with GAD also present with subclinical levels of panic disorder
symptoms. Thus the assessment of somatic anxiety provides valuable
information in terms of treatment issues.

The second set of symptoms that should be assessed when conducting
a comprehensive assessment of GAD is general depression. To this end, a
self-report questionnaire such as the Beck Depression Inventory-II (Beck,
Steer, & Brown, 1996) can be very useful. Data from a number of stud-
ies show that individuals with GAD often have high levels of depressive
symptoms. In fact, it may be that many individuals with GAD only decide
to seek professional help when they become demoralized or depressed
about their constant worry and anxiety. Thus, the assessment of depres-
sion is an important part of a comprehensive assessment of GAD.

The final factor that the clinician should assess is quality of life.
In the field of psychotherapy (and pharmacotherapy), there is increas-
ing emphasis on the assessment of nondisorder specific variables such as
quality of life. There is good reason for this trend because simply being
free of DSM-defined symptoms does not necessarily mean that the cli-
ent has attained a quality of life that is comparable to that of individu-
als from the general population. The assessment of quality of life with
measures such as the Quality of Life Inventory (Frisch, 1994) also fits
well with current models of wellness that emphasize that the absence of
disorders does not necessarily imply that a person is healthy and well.

SUMMARY AND CONCLUDING REMARKS

A comprehensive assessment of GAD is important for many reasons.
First, given that the diagnostic reliability of GAD is lower than that
of most other anxiety disorders, a careful and complete assessment is
warranted. In theory, the identification of GAD may seem relatively
straightforward; however, in practice this is not usually the case. Second,
because individuals with GAD often meet diagnostic criteria for other



74 Cognitive-Behavioral Treatment for Generalized Anxiety Disorder

disorders as well, it is important to determine not only what, if any,
other problems a given client is suffering from, but also which problem
is most severe and requires immediate attention. Third, a comprehensive
assessment provides a broad range of baseline scores that can be used
to measure the client’s progress in areas such as symptoms, processes,
general psychopathology, and quality of life.

One of the criticisms of the scientist-practitioner model is that
treatment research is not always informative for clinicians because the
methods used in treatment research are not thought to be amenable to
everyday clinical practice. Perhaps nowhere is this more apparent than
for assessment. However, it may be that this situation is in part attribut-
able to clinician perceptions of what clients are willing to engage in for
the proper assessment of their difficulties. Our own experience has been
that most clients appreciate receiving a thorough assessment battery and
understand its importance. Moreover, by having clients complete most
of the self-report measures as between-session exercises, the burden of
assessment can be significantly reduced.
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APPENDIX 3.1

Worry and Anxiety Questionnaire (WAQ)

75

1. What subjects do you worry about most often?

a) d)
b) e)
<) f)

For the following numbers, please circle the corresponding number (0-8).

2. Do your worries seem excessive or exaggerated?

0 1 2 3 4 5 6 7 8
Not at all Moderately Totally
excessive excessive excessive

3. Over the past six months, how many days have you been bothered by
excessive worry?

0 1 2 3 4 5 6 7 8
Never 1 day out of 2 Every day

4. Do you have difficulty controlling your worries? For example, when you
start worrying about something, do you have difficulty stopping?

0 1 2 3 4 5 6 7 8
No Moderate Extreme
difficulty difficulty difficulty

5. Over the past six months, to what extent have you been disturbed by the
following sensations when you were worried or anxious? (Rate each
sensation with the following scale.)

0 1 2 3 4 5 6 7 8

Not at all Moderately Very severely
___ Restlessness or feeling keyed up or on edge

____ Being easily fatigued

____ Difficulty concentrating or mind going blank

__ Irritability

Muscle tension
Sleep disturbance (difficulty falling or staying asleep, or restless
unsatisfying sleep)
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APPENDIX 3.1 (continued)

6. To what extent does worry or anxiety interfere with your life? For example,
your work, social activities, family life, etc.?”

0 1 2 3 4 5 6 7 8
Not at all Moderately Very severely

* English translation of original French version, from: Dugas, M. J., Freeston, M.
H., Provencher, M. D., Lachance, S., Ladouceur, R., & Gosselin, P. (2001). Vali-
dation dans des échantillons non cliniques et cliniques. [The Worry and Anxiety
Questionnaire: Validation in clinical and nonclinical samples]. Journal de Théra-
pie Comportementale et Cognitive, 11, 31-36.
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APPENDIX 3.2
Penn State Worry Questionnaire (PSWQ)*

Please enter a number (1 to 5) that best describes how typical or characteristic
each item is of you.

1 2 3 4 5
Not at all Somewhat Very
typical typical typical

1. ___ IfTIdon’t have enough time to do everything, I don’t worry
about it

2. _____ My worries overwhelm me

3. _ Tdon’ttend to worry about things

4. _______ Many situations make me worry

5. ___ TknowIshouldn’t worry about things but I just can’t help it

6. ____ When I’m under pressure, I worry a lot

7. ____ Tam always worrying about something

8. ___ Ifind it easy to dismiss worrisome thoughts

9. _ Assoon as I finish one task, I start to worry about everything
else I have to do

10. __ Inever worry about anything

11. _____ When there is nothing more that I can do about a concern,
I don’t worry about it anymore

12. ____ Tve been a worrier all my life

13. ____ TInotice that I have been worrying about things

14. __ Once Istart worrying, I can’t stop

15. ___ Tworry all the time

16. ___ Tworry about projects until they are all done

Reversed items: 1, 3, 8,10, 11

* Reprinted from Meyer, T. J., Miller, M. L., Metzger, R. L., & Borkovec, T. D.
(1990). Development and validation of the Penn State Worry Questionnaire,
Behaviour Research and Therapy, 28, 487-495. (With permission from Elsevier.)
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APPENDIX 3.3

Intolerance of Uncertainty Scale (IUS)

You will find below a series of statements which describe how people may react
to the uncertainties of life. Please use the scale below to describe to what extent
each item is characteristic of you. Please enter a number (1 to 5) that describes
you best.

1 2 3 4 5

Not at all Somewhat Entirely

characteristic characteristic characteristic

of me of me of me

1. Uncertainty stops me from having a firm opinion

2. Being uncertain means that a person is disorganized

3. Uncertainty makes life intolerable

4. It’s unfair not having any guarantees in life

S. My mind can’t be relaxed if I don’t know what will
happen tomorrow

6 Uncertainty makes me uneasy, anxious, or stressed

7. Unforeseen events upset me greatly

8 It frustrates me not having all the information I need

9 Uncertainty keeps me from living a full life

10. One should always look ahead so as to avoid surprises

11. A small unforeseen event can spoil everything, even with
the best of planning

12. __ When it’s time to act, uncertainty paralyses me

13. Being uncertain means that I am not first rate

14. When I am uncertain, I can’t go forward

15. When I am uncertain I can’t function very well

16. Unlike me, others always seem to know where they are going
with their lives

17. Uncertainty makes me vulnerable, unhappy, or sad

18. I always want to know what the future has in store for me

19. I can’t stand being taken by surprise

20. The smallest doubt can stop me from acting

21. I should be able to organize everything in advance

22. Being uncertain means that I lack confidence

23. I think it’s unfair that other people seem sure about their future

24, Uncertainty keeps me from sleeping soundly
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APPENDIX 3.3 (continued)

25. I must get away from all uncertain situations
26. The ambiguities in life stress me
27. I can’t stand being undecided about my future”

* Reprinted from Buhr, K., & Dugas, M. J. (2002).The Intolerance of Uncertainty
Scale: Psychometric properties of the English version, Behaviour Research and
Therapy, 40, 931-945. (With permission from Elsevier.)
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APPENDIX 3.4

Why Worry-Il (WW-I1)

Below are a series of statements that can be related to worry. Please think back
to times when you are worried, and indicate by entering a number (1 to 5) to
what extent these statements are true for you.

1 2 3 4 S
Not at all true Slightly true Somewhat true  Very true  Absolutely true

1. If T did not worry, I would be careless and irresponsible

2. If T worry, I will be less disturbed when unforeseen events occur

3. I worry in order to know what to do

4. If I worry in advance, I will be less disappointed if something
serious occurs

5. The fact that I worry helps me plan my actions to solve a
problem

6. The act of worrying itself can prevent mishaps from occurring

7. If I did not worry, it would make me a negligent person

8. It is by worrying that I finally undertake the work that I must do

9. _______ Tworry because I think it can help me find a solution to
my problem

10. The fact that I worry shows that I am a person who takes
care of their affairs

11. Thinking too much about positive things can prevent them
from occurring

12. The fact that I worry confirms that I am a prudent person

13. ——— If misfortune comes, I will feel less responsible if I have been
worrying about it beforehand

14. By worrying, I can find a better way to do things

15. Worrying stimulates me and makes me more effective

16. The fact that I worry incites me to act

17. The act of worrying itself reduces the risk that something
serious will occur

18. By worrying, I do certain things which I would not decide
to do otherwise

19. The fact that I worry motivates me to do the things I must do

20. My worries can, by themselves, reduce the risks of danger

21. If T worry less, I decrease my chances of finding the best solution

22. The fact that I worry will allow me to feel less guilty if

something serious occurs
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APPENDIX 3.4 (continued)

23. If I worry, I will be less unhappy when a negative event occurs
24. By not worrying, one can attract misfortune
25. The fact that I worry shows that I am a good person

WW-II Subscales:

Worry aids in problem solving: items 3, 5, 10, 14, 21

Worry belps motivate: items: 8,15, 16, 18, 19

Worrying protects the individual from difficult emotions in the event of a negative
outcome: items: 2,4, 13,22,23

The act of worrying itself prevents negative outcomes: items: 6, 11,17, 20, 24

Worry is a positive personality trait: items: 1,7,9,12,25
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APPENDIX 3.5

Negative Problem Orientation Questionnaire (NPOQ)*

People react in different ways when faced with problems in their daily lives
(e.g., health problems, arguments, lack of time, etc.). Please use the scale below
to indicate to what extent each of the following items correspond to the way
you react or think when confronted with a problem. Please enter the number
that best corresponds to you for each item.

1 2 3 4 S

Not at all Slightly Moderately Very Extremely

true of me trueof me  trueof me trueof me  true of me

1. I see problems as a threat to my well-being

2. I often doubt my capacity to solve problems

3. Often before even trying to find a solution, I tell myself that
it is difficult to solve problems

4. My problems often seem insurmountable

5. When I attempt to solve a problem, I often question my abilities

6. I often have the impression that my problems cannot be solved

7. Even if I manage to find some solutions to my problems, I
doubt that they will be easily resolved

8. I have a tendency to see problems as a danger

9. My first reaction when faced with a problem is to question
my abilities

10. I often see my problems as bigger than they really are

11. Even if I have looked at a problem from all possible angles,
I still wonder if the solution I decided on will be effective

12. I consider problems to be obstacles that interfere with

my functioning

* Reprinted from Robichaud, M., & Dugas, M. J. (20035). Negative problem orien-
tation (part I): Psychometric properties of a new measure. Behaviour Research and
Therapy, 43, 391-401. (With permission from Elsevier.)
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APPENDIX 3.6

Cognitive Avoidance Questionnaire (CAQ)

People react differently to certain types of thoughts. Using the following scale,
please indicate to what extent each of the following statements is typical of the
way that you respond to certain thoughts. Please enter the appropriate number

(1toS).
1 2 3 4 S
Not at all A little Somewhat Very Completely
typical typical typical typical typical

1. o There are things that [ would rather not think about

2. . I avoid certain situations that lead me to pay attention to
things I don’t want to think about

3. _ I replace threatening mental images with things I say to
myself in my mind

4. - I think about things that concern me as if they were
occurring to someone else

5. . I have thoughts that I try to avoid

6. . I try not to think about the most upsetting aspects of some
situation so as not to be too afraid

7. . I sometimes avoid objects that can trigger upsetting thoughts

8. . I distract myself to avoid thinking about certain disturbing
subjects

9. . I avoid people who make me think about things that I do
not want to think about

10. _ I often do things to distract myself from my thoughts

11. . I think about trivial details so as not to think about
important subjects that worry me

12. _ Sometimes I throw myself into an activity so as not to
think about certain things

13. . To avoid thinking about subjects that upset me, I force
myself to think about something else

14. . There are things I try not to think about

15. . I keep saying things to myself in my head to avoid visualizing
scenarios (a series of mental images) that frighten me

16. . Sometimes I avoid places that make me think about things I
would prefer not to think about

17. _ I think about past events so as not to think about future
events that make me feel insecure

18. - I avoid actions that remind me of things I do not want to
think about

19. When I have mental images that are upsetting, I say things

to myself in my head to replace the images
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APPENDIX 3.6 (continued)

20. . I think about many little things so as not to think about
more important matters

21. . Sometimes I keep myself occupied just to prevent thoughts
from popping up in my mind

22. _ I avoid situations that involve people who make me think
about unpleasant things

23. . Rather than having images of upsetting events form in my

mind, I try to describe the events using an internal
monologue (things that I say to myself in my head)

24, I push away the mental images related to a threatening
situation by trying to describe the situation using an
internal monologue

25. I think about things that are worrying other people rather
than thinking about my own worries

CAQ Subscales:

Suppressing worrisome thoughts: items 4, 11, 17, 20, 25

Substituting neutral or positive thoughts for worries: items 3, 15, 19, 23, 24

Using distraction as a way to interrupt worrying: items 8, 10, 12, 13,21

Avoiding action/situation that can lead to worrisome thoughts: items 7, 9, 16,
18,22

Transforming mental images into verbal-linguistic thought: items 1,2, 5, 6, 14



CHAPTER 4

Treatment Overview

Over the years, a number of psychological treatments have been devel-
oped for generalized anxiety disorder (GAD). Many of these treatments
are based on theoretically derived accounts of GAD (e.g., Borkovec,
2006; Roemer & Orsillo, 2002; Wells, 2006), some of which have
received empirical support in randomized controlled trials (e.g., Bork-
ovec & Costello, 1993; Borkovec, Newman, Pincus, & Lytle, 2002).
Among those shown to be efficacious in controlled treatment studies,
either the treatments in their entirety, or significant components thereof,
can be subsumed under the heading of cognitive-behavioral therapy
(CBT). Our treatment, which we shall describe at length in the following
two chapters, is one such treatment. It is based on a theoretical model of
GAD that has been empirically supported (see Chapter 2) and the effi-
cacy of our protocol has been supported by four randomized controlled
trials (see Chapter 6). The present chapter will provide an overview of
our treatment by discussing its core modules, thereby paving the way
for the next chapter, which describes the actual implementation of the
treatment strategies.

TREATMENT OUTLINE

The term CBT is used to describe a broad range of therapeutic modali-
ties. Although most psychological treatments that have been shown to
be effective for GAD carry the CBT label, they differ greatly from one
another in terms of underlying models, treatment targets, and proce-
dures. For example, in the CBT protocol “Mastery of Your Anxiety and
Worry” developed by Michelle Craske and her colleagues (Craske, Bar-
low, & O’Leary, 1992), treatment components include relaxation, prob-
ability estimation, and decatastrophizing, all of which are considered
cognitive-behavioral interventions. However, none of these techniques
is employed in our treatment package. This is largely due to our concep-
tualization of GAD as a syndrome that is driven by pervasive, excessive,
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and uncontrollable worry. As such, we consider worry to be the primary
focus of treatment, and the somatic symptoms of GAD (that is, restless-
ness or feeling keyed up or on edge, being easily fatigued, difficulty con-
centrating or mind going blank, irritability, muscle tension, and sleep
disturbance) are viewed as being largely the result of pathological worry.
The noteworthy consequence of such a conceptualization is that the treat-
ment does not directly target the somatic symptoms of GAD. In other
words, treatment strategies such as applied relaxation and anxiety man-
agement training are not part of the treatment described in this book.
Rather, all treatment modules bear directly on pathological worry, and
concomitant reductions in associated somatic symptoms are expected to
occur as a function of reductions in worry. Data from our clinical trials
support this contention because it was found that decreases in worry
lead to decreases in the somatic symptoms of GAD (see Chapter 6 for
more detail).

Overall Goal of Treatment

Although the treatment described in this book aims to achieve a number
of therapeutic goals, the ultimate goal of our treatment package is to
help clients develop a greater tolerance for uncertainty in their everyday
lives. Without a doubt, having the ability to tolerate, cope with, and
even accept uncertainty is incompatible with the excessive and uncon-
trollable worry seen in GAD. One way to view worry is as a form of sce-
nario building, where individuals go over every potential outcome of an
uncertainty-inducing situation in order to control or be fully prepared
for each outcome. If individuals have a greater acceptance and tolerance
for uncertainty, the extensive “mental preparation” of worry no longer
becomes necessary. However, learning to tolerate uncertainty is not as
easy as it might seem. For this reason, the overarching focus of treatment
is to target intolerance of uncertainty both directly (Module 2) and indi-
rectly (Modules 3, 4, and 5). Specifically, Module 2 targets intolerance
of uncertainty directly by helping clients to not only recognize uncer-
tainty, but to become familiar with their reactions to it. In addition,
they are encouraged to seek out, rather than avoid, uncertainty-inducing
situations, and refrain from engaging in the many behaviors that they
typically do to reduce or control uncertainty (for example, reassurance
seeking). Modules 3, 4, and 5 target intolerance of uncertainty indirectly
by addressing specific components that are impacted by intolerance of
uncertainty and serve to maintain or exacerbate excessive worry. The
focus of Module 3 is to help clients realize that they often hold positive
beliefs about the function of worry and that these beliefs contribute to
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the perception that uncertainty can be avoided by worrying. Module 4
teaches clients to deal with their problems by devoting attention to actual
problem solving rather than worry. This module targets intolerance of
uncertainty indirectly due to the construct’s relationship with problem
solving. Given that problems are inherently uncertain, encouraging cli-
ents to approach their problems and solve them despite the uncertainty
can further decrease their intolerance. Finally, Module 5 targets intol-
erance of uncertainty indirectly by having clients face the uncertainty
involved in their worst fears through imaginal exposure. Throughout
treatment, learning to tolerate uncertainty is a constant undercurrent,
and issues related to intolerance of uncertainty are discussed and dealt
with accordingly.

Treatment Modules

The treatment includes the following modules: (1) psychoeducation and
worry awareness training; (2) uncertainty recognition and behavioral
exposure; (3) reevaluation of the usefulness of worry; (4) problem-solving
training; (5) imaginal exposure; and (6) relapse prevention. This chapter
presents the rationale and “spirit” of each module, whereas chapter 5
will present the “nuts and bolts” of the treatment. It is important for the
reader to keep in mind that the treatment strategies described in chap-
ter 5 are in fact examples of ways of targeting the cognitive processes
believed to underlie GAD. They are by no means exhaustive or even
ideal for all clients. By clearly understanding the principles laid out in
this chapter, the therapist* will be in a position to adapt the treatment
to clients’ specific needs while continuing to target the underlying pro-
cesses involved in maintaining GAD.

MODULE 1: PSYCHOEDUCATION AND
WORRY AWARENESS TRAINING

As with most CBT protocols, the first few sessions of treatment are
devoted to psychoeducation. The therapist provides clients with infor-
mation about the structure of sessions, the guiding principles of cogni-
tive-behavioral interventions, and the primary role of worry in GAD. In
addition, clients learn to monitor their worrying on a day-to-day basis.

* Whereas the term clinician was used in the discussion of the assessment of
GAD, the term therapist will be used in the sections dealing with the provision of
treatment.
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Psychoeducation about CBT

Although the interventions used in CBT differ according to the disor-
der and the particular treatment protocol being used, there are certain
general principles of CBT that it is important to impart to clients. Obvi-
ously, some of the principles will come as a surprise to many clients, as
they may have preconceived notions about psychological treatment or
may be unfamiliar with CBT. Therefore, it is necessary to take the time
to explain to clients what CBT involves, so that they are fully aware of
what will take place in treatment and what is expected of them. For
these reasons, the following principles should be addressed at the outset
of therapy:

e CBT is based on a model that emphasizes the relationship
between thoughts, behaviors, and emotions. Given that there is
a bidirectional interplay between our thoughts, behaviors, and
emotions (that is, subjective affect and physiological responses),
effecting change in one area can lead to changes in the others.
As such, clients can willfully alter their cognitive, behavioral,
and emotional reactions to situations when provided with the
proper tools to do so. However, clients will primarily focus on
changes to their thoughts and behaviors throughout the course
of therapy, as they are often the most amenable to direct inter-
vention (i.e., it is more difficult to manipulate or change one’s
emotional state in a volitional manner).

® CBT provides a new way of understanding the problem. Many
clients begin treatment with the perception that their problem
is impossible to control because it is the direct result of their
genetic makeup or of deep-seated unconscious conflicts. CBT
is designed to give clients a greater sense of control and mas-
tery by helping them to understand their problem in a new
way. This is done through a gradual process of guided discov-
ery, where new concepts are presented to clients as hypotheses
they can test using behavioral experiments. CBT is therefore a
very empowering treatment approach, as clients are not simply
“given” an explanation of their problem, but rather encour-
aged to test the validity of different hypotheses (with a gentle
nudge in the right direction from the therapist).

e CBT relies on active collaboration between clients and thera-
pists. Some clients might come into treatment with the expec-
tation that therapists will “cure” them of their problem with
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little effort on their part. This is certainly not the case with
CBT. Both client and therapist work together in order to effect
change. If clients do not participate in their own treatment, it
is very unlikely that they will see any substantive improvement
in their symptoms.

CBT aims to provide clients with tools that allow them to
deal with the problem independently. In keeping with the col-
laborative nature of treatment, one of the tasks of the thera-
pist is to assist clients in acquiring skills that will help them
with their problem. Of course, it is the client’s responsibility
to learn and to practice the skills taught in session. Symptom
reduction is largely due to the effort clients put into acquiring
the necessary skills and implementing them accordingly. There
is no magic cure for GAD, and clients need to be aware that it
is only through their own diligence that they will improve.

CBT is brief and time-limited. The number of sessions for CBT
typically ranges from 12 to 20, depending upon the particular
diagnosis and severity of the problem. This is done for a very
good reason: the ultimate goal of CBT is to teach clients to
become their own therapist. As such, treatment should last
long enough to ensure that clients have properly acquired the
necessary skills, but not so long as to foster dependency. By
encouraging autonomy in clients, CBT enables them to leave
treatment with a clear and concrete plan for maintaining their
gains (with the possibility of making further progress).

CBT is structured and directive. Given that CBT is a skill-
based protocol that is also time-limited, sessions are relatively
structured. As such, therapists set an agenda for sessions that
typically includes reviewing the exercises carried out in the
past week, revisiting material discussed in previous sessions,
presenting and discussing new material, and assigning exer-
cises for the following week. Given that this format of treat-
ment may seem unfamiliar to certain clients, it is important to
make them aware of the typical session plan.

CBT is based on the here and now. A central tenet of CBT is
that treatment focuses on factors that contribute to maintain-
ing the problem (for example, what the client is doing, think-
ing, and feeling now), rather than emphasizing the factors that
contributed to the development of the problem (e.g., family
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history, childhood conflicts). The reason for this is that identi-
fying the origins of a problem does not, in and of itself, solve
the problem. This is particularly true with respect to anxiety
disorders, as what is maintaining the anxiety in the present
might be very different from what originally led to its develop-
ment. This is not to say that the therapist should never devote
time to a discussion of the origins of the problem, only that it is
often not necessary to do so in order to help clients with their
current problem.

® Between-session exercises are an integral part of CBT. The
hallmark of CBT is the prescription of exercises to all clients
from session to session (we will use the term between-session
exercises throughout this book in lieu of the more common
homework exercises because the latter has a negative under-
tone for many clients). It is important that clients be made
aware of this at the outset, and queried about their willingness
to devote time and attention to home exercises throughout the
duration of treatment. Clients who are unwilling to complete
between-session exercises are unlikely to show substantial
progress in therapy. Since CBT is skill-based, mastery of the
skills discussed in treatment will only occur through repeated
practice between sessions. Without the completion of home
exercises, any symptom reduction that occurs might be tenu-
ous at best because the skills are likely to be poorly acquired,
rendering the client vulnerable to relapse following cessation
of treatment.

Despite the fact that there are many principles to be considered, which
may seem a little overwhelming, it is nevertheless necessary to review
them at the outset for two major reasons. First, prior to starting any
treatment, it is our opinion that clients should be fully aware of what
treatment will involve and what is expected of them. They ultimately
must decide whether the proposed treatment is a good match for them
or not. Second, given that clients will be expected to contribute signifi-
cantly to their own treatment, both in and out of session, it is important
that they agree to put forth the effort. Clients who appear to have low
treatment motivation should be queried extensively about this, in order
to discriminate between an unwillingness to work in treatment and a
fear of what will be required of them. In the case of the former, CBT
might not be appropriate (at least at that time) since it is unlikely that
clients will progress if they are unwilling to fully engage in treatment.
In the latter case however, the therapist might choose to discuss clients’
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particular fears and explain that nothing will be asked of them unless
they understand the rationale behind the request, feel able to do it (albeit
on occasion with difficulty), and agree to it.

Psychoeducation about GAD

The second major psychoeducational component involves the provision
of information about GAD. This should include two parts; specifically,
a description of the diagnosis of GAD and the introduction of a model
of the disorder. In terms of explaining the diagnosis, the therapist should
strive to describe GAD and its associated symptoms in simple and easily
comprehensible terms. Clients might have been told in the past that they
have a diagnosis of GAD, but they will often be unclear about what that
means. As such, it is important to take the time to explain that GAD is
an anxiety disorder that is characterized by excessive and uncontrol-
lable worry about a number of daily events, and to review the somatic
symptoms of the disorder. In addition, we feel that it can be beneficial
to describe anxiety problems (and certainly excessive worry) in terms
of a dimensional system. The majority of clients are likely to view their
problem within a medical framework, where GAD is a disease that can
be “cured.” From a CBT perspective, this is not only inaccurate, but it
lays the groundwork for unrealistic expectations about treatment (that
is, “I will be cured of my worry”). By presenting GAD and excessive
worry along a continuum, clients can see their problem as an excessive
manifestation of a normal phenomenon, with all individuals scattered
along the worry continuum (as opposed to being clustered at each end).
Moreover, it allows the therapist to discuss the realistic expectation of
moving one’s worry level away from the pathological dimension (that is,
excessive worry) to a more manageable, or normal, level.

The second part of GAD psychoeducation involves the presentation
of a model of the disorder (which is a standard element of most CBT
protocols). It is essential that clients understand the role that their own
thoughts, behaviors, and emotions have in keeping their problem alive,
and this phenomenon is highlighted using a pictorial model. Within our
treatment protocol, we utilize a preliminary model at the outset, and then
continually add components as new treatment modules are introduced
(see Chapter 5). Given that our protocol introduces several factors that
are involved in the maintenance of GAD, it is our belief that presenting
the model in its entirety right from the beginning of treatment can be
overwhelming for some clients. Moreover, by presenting our model in
a stepwise and gradual fashion, clients are more likely to understand it
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and focus on the particular component being targeted, without becom-
ing distracted by other components of the model.

Our initial model of GAD includes the symptoms associated with a
diagnosis of GAD. The therapist elaborates upon the triggers of a worry
cycle, and then subsequently describes “what if” questions, worry, anxi-
ety, demoralization, and exhaustion. The therapist also provides clients
with a simple, clinically useful definition of worry. Once again, given
that worry is an internal event, it is important that both the client and
therapist agree on a definition of worry so that there is a common lan-
guage and a common target in treatment.

Worry Awareness Training

Worry awareness training involves the identification of worry themes
and the classification of worries into one of two categories: (1) worries
about current problems, and (2) worries about hypothetical situations.
During this phase of treatment, the between-session exercise involves
the following: three times a day, clients stop what they are doing and
take note of any worries they may be experiencing “in the moment,”
their level of anxiety, and the type of worry. Given that not all worries
fall neatly into one of the two categories, worry awareness training
allows clients to begin developing a greater tolerance for uncertainty.
For example, clients who are experiencing pain and worrying about
having a serious illness may find it difficult to place the worry into
one or the other category (“The pain is real but the cancer might not
be”). By going ahead and categorizing the worry as being either about
a current problem or about a hypothetical situation, clients are being
asked to make a decision even if they are unsure about the correct clas-
sification (in fact, there may not be a definitive correct classification in
cases such as these). It should be noted, however, that in such situa-
tions, the therapist may want to encourage clients to consider the worry
as a concern about a hypothetical situation because clients with GAD
often worry about outcomes that do not materialize. Thus, through
worry awareness training, clients learn to recognize worry episodes as
they occur, distinguish between worries about current problems and
worries about hypothetical situations, and tolerate uncertainty by fol-
lowing through with the categorization of worries despite the uncer-
tainty-inducing nature of this task.
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MODULE 2: UNCERTAINTY RECOGNITION
AND BEHAVIORAL EXPOSURE

This second module of treatment lays the foundation for all subsequent
modules and is therefore one of the most important. The therapist should
take care not to rush through this phase of treatment in order to ensure
that clients are in a position to really benefit from all treatment modules.
The primary goals at this stage are the following:

e To help clients understand the relationship between intoler-
ance of uncertainty and excessive worry.

e To recognize that uncertainty-inducing situations are largely
unavoidable.

e To recognize the various manifestations of intolerance of
uncertainty.

¢ To seek out and experience uncertainty-inducing situations.

Exploring the Relationship between Intolerance
of Uncertainty and Excessive Worry

As described in Chapter 2, a great deal of research has uncovered
the close relationship between intolerance of uncertainty and exces-
sive worry. As such, it is a good idea for the therapist to spend a little
time telling clients, in a confident manner, about this relationship. For
example, clients should know that intolerance of uncertainty is clearly
the best predictor of excessive worry (see Dugas, Schwartz, & Francis,
2004), and that when people learn to tolerate uncertainty, they tend to
worry less (see Ladouceur, Gosselin, & Dugas, 2000). That is, once an
individual has become tolerant of uncertainty, he or she cannot worry
excessively. This is due to the fact that worry can be construed as an
attempt to consider all potential eventualities of a future situation; in
other words, it is an attempt to reduce uncertainty by thinking about
every possible outcome for a given situation. If an individual is no longer
intolerant of uncertainty, there is no need to engage in the prolonged
mental activity of excessive worry. Because intolerance of uncertainty is
such an important concept to the understanding and reduction of worry,
clients should have a clear understanding of this information before
moving on to other modules (see Chapter 5 for useful analogies for intol-
erance of uncertainty).
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Recognizing That Certainty Is Impossible to Attain

Clients with GAD will often see the goal of treatment quite differ-
ently from the one that is truly desirable for GAD symptom reduction.
Specifically, they might expect to achieve certainty in their lives as a
means of worrying less. This is not, however, an achievable goal. Con-
sidering the necessarily uncertain nature of day-to-day life, seeking
out absolute certainty is not only impossible, it also guarantees that
one will have to continue striving for certainty on a daily basis as new
situations arise. The impossibility of this goal therefore needs to be
addressed early on in this stage, and it is important that clients under-
stand and agree with the true goal of therapy (i.e., developing a greater
tolerance for uncertainty), as it is more desirable for GAD symptom
reduction. A good way to achieve this is to break down the construct
of intolerance of uncertainty into its component parts: uncertainty and
intolerance. Clients seeking to reduce their worry can either choose to
address the first component (i.e., increasing certainty) or the second
component (that is, increasing tolerance). In a Socratic fashion, thera-
pists can help clients discover which of these goals is more realistic,
more attainable, and more likely to lead to lasting reductions in worry
and anxiety levels.

Identifying the Manifestations of Intolerance of Uncertainty

Another important goal in this treatment module involves helping cli-
ents to recognize the different ways in which their intolerance of uncer-
tainty manifests itself in their lives. We have found that most clients are
largely unaware of the profound impact intolerance of uncertainty has
on their lives. Generally speaking, intolerance of uncertainty is problem-
atic because clients will expend a great deal of energy using a myriad of
behavioral and cognitive strategies in an attempt to avoid uncertainty-
inducing situations. In fact, they typically have been using these strat-
egies for such a long time that they have become automatic. For this
reason, it is necessary that clients become aware of the various manifes-
tations of their intolerance of uncertainty and recognize the impact of
these behaviors.

The driving force behind the manifestations of intolerance of
uncertainty is an overwhelming urge to eliminate or circumvent the
experience of uncertainty. These manifestations fall into two general
categories: approach and avoidance strategies. Approach strategies
refer to the behaviors that involve approaching a given situation in
order to eliminate one’s feelings of uncertainty. Examples of approach
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strategies include repeatedly seeking reassurance from others before
making a decision and obtaining excessive information about a given
subject (for example, going to dozens of stores when buying a gift for
someone to ensure that one has the perfect gift). Avoidance strate-
gies, on the other hand, involve attempts to circumvent uncertainty by
avoiding uncertainty-inducing situations altogether. Examples of this
strategy include putting off completing a report until the last minute (so
that feelings of uncertainty are present for only a short period of time)
and not accepting a promotion at work (because of the uncertainty
involved in taking on new responsibilities). The reader will notice that
both types of strategies result from the belief that uncertainty is aver-
sive, and that regardless of whether one approaches or avoids a given
situation, the net effect is to eliminate the uncertainty-inducing ele-
ments. By having clients become aware of the extent to which they
avoid uncertainty, therapeutic motivation can be further enhanced,
which is of course extremely important for successful treatment.

Experiencing Uncertainty-Inducing Situations

Once clients begin to realize how much time and energy they expend
on seeking to reduce uncertainty (and the futility of attempting to
eliminate it), an alternate strategy is presented. Specifically, rather
than avoiding uncertainty, clients are encouraged to seek out and
experience it. This is essentially a form of in-vivo exposure, where
the feared stimuli are uncertainty-inducing situations. As with more
traditional forms of exposure, clients should be encouraged to experi-
ence and tolerate uncertainty in a gradual manner. With that in mind,
initial uncertainty exposures might involve not checking and reread-
ing low-priority e-mails before sending them, or refraining from
seeking reassurance prior to making a minor decision. The goal is to
allow clients to experience some anxiety while tolerating uncertainty,
without becoming overwhelmed. Exercises in tolerating uncertainty
should be conducted throughout treatment so that clients can develop
“momentum” and become increasingly comfortable with uncertainty
in their lives. One noteworthy advantage to seeking out uncertainty
is that clients begin to add some variety and flexibility to their daily
lives (which runs counter to the rigidity they are often accustomed
to). In fact, many clients report that these exercises are unexpectedly
positive experiences that provide a sense of mastery and freedom. The
therapist should initially assist clients in devising uncertainty expo-
sure exercises; however, clients should develop their own exercises
later on in therapy.
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MODULE 3: REEVALUATION OF THE
USEFULNESS OF WORRY

In Module 3, the primary goal is to assist clients in identifying their
beliefs about the usefulness of worry and to begin reevaluating these
beliefs. This treatment target might seem counterintuitive at first glance,
particularly since clients have deliberately sought help for their exces-
sive worry and anxiety. As such, the reader might question whether
clients actually hold positive beliefs about the usefulness of worry. In
fact, many clients are unaware of, or hesitant to discuss, the positive
beliefs they have about their worries. However, the therapist should be
careful not to hastily conclude that clients do not see any usefulness
in their worries, even if an initial investigation does not point to this
conclusion. As discussed in chapter 2, our research suggests that indi-
viduals with GAD hold positive beliefs about worry from any of the
five following categories: (1) worry helps them find solutions to their
problems; (2) worrying can serve a motivating function, thereby aiding
them in getting things done; (3) worry can serve as a buffer for nega-
tive emotions by preparing them for dreadful outcomes should they
occur; (4) worry, in and of itself, can prevent negative outcomes from
occurring (also called magical thinking or thought-action fusion); and
(5) worrying about people or situations shows that they are caring and
compassionate people. Although not all clients with GAD hold every
one of these beliefs, our clinical experience has taught us that they
typically hold at least some of them.

Before expanding upon ways to address this module of treatment,
it should be noted that our position is zot that positive beliefs about
worry are always mistaken or erroneous. In fact, worry can be use-
ful for a number of reasons. However, findings from many studies
show that individuals with GAD hold these beliefs to a greater extent
than people who do not have GAD (e.g., Dugas, Gagnon, Ladouceur,
& Freeston, 1998; Ladouceur et al., 1999). Furthermore, it appears
that the usefulness of worry decreases as worrying becomes exces-
sive, as is the case for individuals with GAD (Pruzinsky & Borkovec,
1990). Stated differently, relative to individuals with moderate levels
of worry, clients with GAD not only believe that worrying is more
useful, but they appear to worry to such an extent that it is actually
less useful.
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Why Address Positive Beliefs about Worry?

The reader might wonder why it is that identifying and reevaluating
beliefs about the usefulness of worry is a necessary treatment module.
If the ultimate goal of treatment is to assist clients in reducing their
worry to a more manageable level (and not to eliminate it altogether),
then it might seem relatively benign to hold strong beliefs about the use-
fulness of worry. However, this is not the case. Although clients pres-
ent for treatment to reduce their worries and anxiety, this is largely in
a “general sense.” There is often a paradox present when it comes to
clients’ relationship to their worries. For example, they may generally
wish to feel less anxious and worried, while concurrently believing that
it is very important to continue worrying about their children. As such,
when faced with the notion of actually worrying less about specific top-
ics (for example, one’s children), clients may be ambivalent about change
if their beliefs about worry have not been properly addressed. By taking
the time to let clients identify their beliefs about the function of specific
worries, and ultimately begin to challenge their actual usefulness, treat-
ment motivation and compliance can be enhanced.

A second goal of this phase of treatment is to help clients think about
what it really means to worry less. This can be a very emotional experi-
ence for clients. Most individuals with GAD have difficulty remember-
ing a time when they did not worry. Although they present to treatment
in order to reduce their worry and anxiety, many have not given much
thought to what their lives would be like without the constant “back-
ground” of worry. Therefore, it is important for the therapist to allow
clients to discuss any fears or feelings of loss they might have regarding
this potentially significant change.

Identifying and Reevaluating Positive Beliefs about Worry

Returning to the issue of identifying clients’ beliefs about the useful-
ness of worry, any strategy that will facilitate the identification and
disclosure of these beliefs can be therapeutically useful. Since clients
may hesitate to “admit” they are seeking treatment for something they
believe has a positive dimension, it is important that the therapist take
the time to explain that it is common for clients to see a positive side to
their emotional problems. One of the main treatment strategies that we
use to encourage disclosure is the lawyer—prosecutor role-play, which
is described in Chapter 5. With this method, clients are encouraged to
present arguments in favor of the usefulness and value of their worries.
Although we have found this role-play very useful in helping clients to
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identify arguments for (and against) the usefulness of their worries, other
strategies are useful as well (see Chapter 5 for other helpful tactics).
Once clients have identified their positive beliefs about worry, the
therapist can proceed to help clients reevaluate these beliefs. In other
words, clients are encouraged to begin thinking about whether their
worries are as useful as originally thought. This type of reevaluation will
set the stage for the next treatment modules. Specifically, if worrying is
not as useful as once believed, that is, if it does not in fact help to solve
problems or protect loved ones, then perhaps clients need to develop
alternate strategies for achieving these goals. The problem solving and
imaginal exposure modules that follow are therefore a natural progres-
sion from this treatment module. The process of reevaluation of beliefs
can be viewed as the most “cognitive” of all treatment modules. The pri-
mary goal is to help clients to acknowledge that their beliefs are thoughts
and not facts, and to ultimately develop a more flexible belief system. So
rather than adopting a “search and destroy” strategy, where thoughts,
assumptions, and beliefs are identified, reevaluated, and replaced by
more appropriate or productive ones, this phase of treatment has a much
more modest goal. Specifically, cognitive and behavioral strategies are
used to help clients recognize that their beliefs about the usefulness of
worry are interpretations and not facts, to see that other interpretations
(or beliefs) also have some merit, and to wonder if perhaps they have
overestimated the actual usefulness of their worries. At the same time,
clients can begin the process of “imagining a life without worry.”

MODULE 4: PROBLEM-SOLVING TRAINING

In our opinion, one of the important innovations of this treatment is
the use of specific strategies for each type of worry. For worries about
current problems, we have found that the application of sound problem-
solving principles is an extremely helpful treatment strategy. That is,
rather than worrying about a problem, it is better to actually solve it!
As such, once the reevaluation of beliefs about the usefulness of worry
has been completed, the treatment turns to problem-solving training for
worries about current problems. Obviously, worries about hypothetical
situations (for example, worries about situations that have not happened,
and in most cases, never will) are not addressed with problem solving.
In fact, attempting to solve a problem that may well never exist is not
only unproductive, but can actually lead to increased worry. A specific
treatment strategy for this type of worry is presented in the next module
(see Module 5: Imaginal Exposure). However, for worries about current
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problems, taking an action-oriented stance such as problem solving is, in
our opinion, the most appropriate treatment strategy.

There are two discrete elements involved in this treatment module,
improving problem orientation and applying problem-solving skills. As
mentioned previously, problem orientation refers to the way in which an
individual views problems and problem solving, and is therefore consid-
ered a cognitive set. Problem-solving skills, on the other hand, refer to the
steps that an individual carries out in order to actually solve a problem.
These include (1) defining the problem and formulating problem-solving
goals; (2) generating alternative solutions; (3) choosing a solution; and
(4) implementing the chosen solution and assessing its effectiveness (see
D’Zurilla & Nezu, 1999, for a detailed description of these steps). In our
treatment, we devote as much time to assisting clients in enhancing their
orientation toward problems as we do to the application of skills. As
such, both of these problem-solving dimensions are treated as separate,
albeit complementary, elements.

Given that problem-solving training was not specifically designed for
individuals with GAD, it should come as no surprise that it needs to be
modified to meet the specific needs of this client population. As a result,
we modified “standard” problem-solving training by placing a strong
emphasis on the role of uncertainty in both the problematic situation and
the problem-solving process, and by consistently distinguishing between
the passive process of worry and the active process of problem solving.

Improving Problem Orientation

Uncertainty in the Problem-Solving Process

Social problems (that is, problematic situations that occur in the natu-
ral social environment) have many uncertainty-inducing qualities. For
example, the problem itself might be ambiguous or vague, the effects of
the chosen solution are unpredictable, and the repercussions of an inef-
fective solution are difficult to estimate. Not unexpectedly, for a client
who is intolerant of uncertainty, the problem-solving process is likely to
be construed as threatening and aversive. It should therefore come as no
surprise that GAD clients have a negative orientation toward problems
and problem solving.

As noted earlier, learning to tolerate uncertainty in daily life is cen-
tral to our treatment and is addressed either directly or indirectly in
every session. The introduction of problem orientation and problem-
solving skills is no exception. The presence of uncertainty in the prob-
lem-solving process is therefore discussed in session, as well as any fears
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that clients might have about the process. The futility of searching for
certainty, particularly as it pertains to daily life problems, is also dis-
cussed. Rather than worrying about problems, clients are encouraged to
“move forward” with problem solving despite the inherent uncertainty
of the situation. Not only is this beneficial to clients because they learn
how to deal with everyday problems, but they are also given yet another
opportunity to increase their tolerance for uncertainty. Thus, in terms of
initially addressing problem orientation, it is important to acknowledge
the uncertainty of the problem situation, address the client’s negative
thoughts/emotions in relation to problem solving, and encourage action
toward the problem.

The Impact of a Negative Problem Orientation

The impact of a negative problem orientation is best seen in the con-
sequences of this cognitive set. Specifically, if clients are threatened
by problems, doubt their ability to solve them, and anticipate a nega-
tive outcome irrespective of effort, then it is likely that they will react
negatively on an emotional, cognitive, and behavioral level. In terms
of emotions, clients are likely to be frustrated, irritated, anxious,
or depressed when confronted with problems, given their predisposi-
tion to view them as threatening. In terms of cognitions, a negative
evaluation of problems is likely to lead GAD clients to worry exces-
sively about problems when they arise. In addition, if problems are
left unsolved, they can generate new problems over time, which them-
selves can become worry topics. In this manner, holding a negative
problem orientation can be seen as maintaining, and at times exacer-
bating, the worry cycle. Finally, in terms of behavioral consequences,
clients might avoid or delay solving problems because they view the
problems as threatening and have a negative outcome expectancy.
This final consequence relates directly to the importance of discuss-
ing problem orientation prior to addressing problem-solving skills.
Specifically, so long as problems are seen as threatening and unlikely
to be effectively dealt with irrespective of effort, clients are unlikely
to use their problem-solving skills (no matter how good they are). As
a consequence, a series of strategies designed to encourage clients to
approach problematic situations, rather than avoid them, are used in
this treatment (see Chapter 5 for strategies for improving negative
problem orientation).
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Applying Problem-Solving Skills

In terms of problem-solving skills, the emphasis is placed on two ideas.
First, the problem-solving skills component is not presented as “learning
about new skills.” This is because most people are intuitively aware of
the general steps involved in solving problems. Rather, the emphasis is
placed on learning how to use the skills effectively. Improperly defining
a problem, setting unrealistic goals, or being unsure about how to select
a potential solution are more likely to be the difficulties that people
encounter with problem solving. Focusing on mastering the skills, rather
than learning what they are, will be more reflective of the client’s experi-
ence. Second, clients are encouraged to tolerate uncertainty throughout
the problem-solving process. At each step of this process, the goal is
to achieve the best result for that particular individual, not the perfect
result. In other words, problem solving is expected to be a deliberate and
rational process where clients do the best they can at each step. Once they
have completed a problem-solving step, clients need to move forward to
the next stage of problem solving, without the certainty that they made
the “perfect” or the “right” choice. In essence, the implementation of
one’s problem-solving skills is an exercise in tolerating uncertainty.

One noteworthy point related to the use of problem solving as a
way to tolerate uncertainty is that in reality, things might not turn out
as expected. Even when one is highly organized, it is impossible to have
complete control (or certainty) over one’s social environment. Unex-
pected events can arise, people might not react as planned, and solutions
might not work out as well as expected. However, events such as these
can promote one’s tolerance for uncertainty. When clients do not attain
their desired goal and come to realize that they can handle unexpected
adversity, they greatly benefit from their “mistake.” In this way, moving
forward with problem solving, despite the uncertainty of the process,
represents a “win-win” situation for individuals with GAD. Once they
have had some experience in dealing with current problems via problem
solving, the therapist can then begin assisting clients in addressing the
second type of worry; that is, worry about hypothetical situations.

MODULE 5: IMAGINAL EXPOSURE

In this treatment module, the therapist introduces clients to a strategy
for dealing with worries about hypothetical situations. As noted before-
hand, problem solving is not appropriate for situations that have not
yet occurred (and may never happen). As such, we recommend imagi-
nal exposure to the fears that underlie these types of worries. One of
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the great advantages of including both imaginal exposure and problem-
solving training in the treatment of GAD is that clients acquire tools
for dealing with their worries from an intrapersonal and interpersonal
perspective. Given that internal (e.g., avoidance of threatening mental
images) and external (e.g., avoidance of uncertainty-inducing situations)
processes play important roles in GAD, providing clients with strategies
for dealing with both types of processes is vitally important. Thus, by
combining both types of treatment interventions that address the inner
experience of clients (e.g., imaginal exposure), as well as their situational
or interpersonal experiences (e.g., problem-solving training), therapists
are in a good position to foster change in a greater proportion of their
clients.

As noted previously, imaginal exposure is used to address worries
about hypothetical situations. Examples of worries about hypothetical
situations include worrying about a loved one being involved in a serious
car accident, becoming seriously ill when one has a clean bill of health,
and going bankrupt in the absence of financial difficulties. In terms of
the model components, imaginal exposure is used to target cognitive
avoidance. As mentioned in Chapter 2, this model component (and
its corresponding treatment strategy of cognitive exposure) has been
largely influenced by the research of Thomas Borkovec, who developed
a compelling theory of GAD that focuses largely on implicit cognitive
avoidance. The main element of this theory proposes that GAD worry is
negatively reinforced by the automatic avoidance of threatening mental
images and unpleasant emotional arousal. In other words, by worrying
in “words” rather than mental images, GAD clients avoid the physiolog-
ical reactions typically associated with imagery. This successful affec-
tive avoidance subsequently reinforces verbal-linguistic worry, as well as
the continued avoidance of mental images. However, affective avoidance
also interferes with the emotional processing of fears and ultimately con-
tributes to the maintenance of high levels of worry and GAD.

In addition to recognizing the role of implicit cognitive avoidance
in GAD, our model also acknowledges the role of explicit or voluntary
attempts to avoid worrisome thoughts. It is our position that the use of
effortful cognitive avoidance strategies (for example, thought suppres-
sion and distraction) plays an important role in GAD by interfering with
emotional processing (much like the automatic avoidance of threatening
mental images) and by amplifying negative beliefs about anxiety and the
resulting fear of anxiety (see Chapter 2 for a more detailed account of
the role of implicit and explicit cognitive avoidance in GAD).

In our model of GAD, both implicit and explicit expressions of cogni-
tive avoidance are given equal importance. Thus, we conceptualize cogni-
tive avoidance as a broad array of strategies that include the following:
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1. Avoidance of mental imagery in favor of verbal-linguistic
thoughts while worrying (implicit avoidance).

2. Attempts to suppress worrisome thoughts (explicit avoid-
ance).

3. Attempts to replace worrisome thoughts by pleasant or neutral
thoughts (explicit avoidance).

4. Attempts to use distraction to stop the worry process (explicit
avoidance).

5. Avoidance of situations that might trigger worrisome thoughts
(explicit avoidance).

It is our contention that clients with GAD use these cognitive avoidance
strategies because, at some level, they believe that thoughts and emo-
tional arousal can be unpleasant or dangerous. Thus, imaginal expo-
sure, which teaches clients to fully experience threatening mental images
and emotional arousal, is a treatment strategy that either directly or
indirectly can impact upon all five aforementioned instances of cognitive
avoidance. However, as with problem-solving training, imaginal expo-
sure should be adapted to the specific needs of clients with GAD.

For the most part, the manner in which imaginal exposure is typi-
cally carried out is appropriate for GAD clients. Specifically, it involves
being exposed to two things: (1) the mental image of a threatening situa-
tion, and (2) the subjective feelings and physiological indices of anxiety.
This is ideal for GAD clients, as they tend to avoid mental images when
thinking about threatening material, and they typically fear their own
anxiety reactions. Furthermore, since GAD clients will often “jump”
from one worry topic to another, the prolonged nature of imaginal expo-
sure is also particularly beneficial for clients. Having said this, there is
one important way in which imaginal exposure should be modified in
order to meet the specific needs of clients with GAD: uncertainty-induc-
ing information should be incorporated into the exposure scenario.

Although this might seem like a minor change to standard imaginal
exposure, it is in fact a fundamental modification. Keeping in mind that
current theories of exposure underscore the importance of not “hold-
ing back” when identifying the exposure material in order to fully acti-
vate the fear structure (Foa & Kozak, 1986), this information should
be interpreted in terms of the fear structures that are germane to clients
with GAD. Clinically, we have often observed that imaginal exposure
can go “too far” with our clients, because a clear negative outcome
may be less threatening than an uncertain one (that is, if the worst has
already taken place, there may be little left to fear). In our treatment, it
is essential that the therapist strives to attain a balance between helping
clients address fearful outcomes while still being exposed to uncertainty.
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In fact, the actual situation that is depicted in the exposure scenario may
simply be the means by which clients emotionally process their intoler-
ance to, or fear of, uncertainty. In order to better understand the manner
in which we present imaginal exposure to clients, please refer to Chapter
5. Once clients have had considerable practice with imaginal exposure
(both in and out of session), the treatment can progress to the final mod-
ule, namely relapse prevention.

MODULE 6: RELAPSE PREVENTION

This final treatment module is designed to help clients maintain their
gains following treatment and to potentially increase their progress over
time. Although the time-limited nature of CBT is discussed at the outset
of treatment, many clients experience difficulties ending treatment after
only a few months. As such, it is important that when treatment ends,
clients leave with a sense of confidence in their skills, and a feeling of
hope and optimism in their ability to continue improving over time.

There are several ways in which therapists can foster the mainte-
nance of gains and continued symptom improvement following treatment
termination, all of which are expanded upon in Chapter 5. Essentially,
the final sessions of therapy should involve a review of the knowledge
and skills acquired throughout treatment. Clients should also be encour-
aged to continue practicing their new skills and prepare for stressors that
may arise. It is worth noting that the therapist can model good habits
throughout treatment, which will ultimately aid clients to continue pro-
gressing long after therapy has ended. For example, many clients will
downplay their treatment gains simply because they are not fully aware
of the progress they have made. It is not uncommon for clients to expect
treatment success to “look” quite dramatic, with a change in their emo-
tional state taking place from one day to the next. This, of course, does
not occur very often, as progress typically takes place in a gradual fash-
ion. As such, many clients might not fully appreciate the progress they
have made. The therapist can counteract this by not only frequently
praising successes, but also by keeping a written record of progress every
week. Clients who see this type of behavior in their therapists are more
likely to emulate it once they become their “own therapist.” Both in and
out of treatment, motivation is vital to continued success; as such, it is
extremely important that clients learn to regularly praise and reward
themselves for their progress. Clients who stay motivated and confident
stand a good chance of experiencing additional symptom reduction and
enhanced quality of life after treatment has ended.
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SUMMARY AND CONCLUDING REMARKS

The overall goal of the treatment described in this book is to help clients
develop a greater tolerance for uncertainty. This is accomplished directly
by helping them to (1) understand the role of intolerance of uncertainty
in GAD; (2) identify the many ways in which intolerance of uncertainty
impacts upon their daily lives; and (3) deliberately expose themselves to
uncertainty-inducing situations. Tolerance for uncertainty is also fos-
tered indirectly by helping clients to (1) reevaluate their beliefs about
the usefulness of worry; (2) learn to apply effective problem-solving
principles to daily problematic situations; and (3) use imaginal expo-
sure to process their worry-related fears. Throughout treatment, clients
are encouraged to seek out and deal with uncertainty. Ultimately, they
are encouraged to view uncertainty as not only unavoidable, but as an
opportunity to grow and to develop as a human being. For GAD clients,
one of the greatest benefits of dealing with unexpected events (and mak-
ing mistakes now and then) is that they can begin to see how they are
able to cope with adversity when it arises. As a result, clients can gain a
sense of empowerment, which can greatly improve their quality of life.

As a final note, it is worth returning to the important role that thera-
pist attitudes play in treatment success. Although our treatment protocol
has received considerable empirical support (see Chapter 6), the spe-
cific treatment procedures represent only part of the “efficacy picture.”
Without positive therapist attitudes, such as openness and flexibility,
even the best treatment protocol will not prove to be helpful for clients
with GAD. Although one of our main goals in writing this book was to
describe a set of theoretically driven treatment procedures, the reader
should keep in mind that common therapy factors such as therapist
attitudes are at least as important as the specific procedures described
herein. Ultimately, increasing our ability to help individuals with GAD
will not only depend on perfecting our treatment protocols, but also on
focusing on how we deliver treatment.






CHAPTER 5

Step-by-Step Treatment

In this chapter, we will present a step-by-step illustration of our treat-
ment protocol. Although the manual we use in our clinical trials has a
session-by-session layout, the description presented in this chapter fol-
lows a more flexible format. Specifically, as with the treatment overview
(see Chapter 4), this chapter is set up according to the different treatment
modules. Therapists are encouraged to spend as much time as neces-
sary on any given module before moving on to the next. Guidelines are
provided as to when particular modules can be introduced with the ulti-
mate goal of providing a flexible manual that can be tailored to the indi-
vidual needs of each client. Throughout the chapter, examples of ways
of presenting the material are provided. Although these formulations
are based on our experience with generalized anxiety disorder (GAD)
clients, they remain only examples of how to present the material; thera-
pists will undoubtedly want to modify the wording in order to better suit
their “clinical style.”

MODULE 1: PSYCHOEDUCATION AND
WORRY AWARENESS TRAINING

Presenting the Principles of Cognitive-Behavioral Therapy

The first objective in our treatment is to present the principles of cogni-
tive-behavioral therapy (CBT). Clients are likely to be unsure of what
will be involved, so it is important to explain the principles from the
outset. This ensures that clients will have some understanding of what is
required of them, and the therapist will be in a position to assist them in
developing realistic expectations.

It is important that the presentation of CBT principles not be deliv-
ered in a rigid or authoritarian manner. Rather, Socratic questioning
should be employed whenever possible to encourage the comprehen-
sion (and appreciation) of the principles of CBT. For example, when
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presenting the bidirectional relationship between thoughts, emotions,
and behaviors, an illustrative example can be particularly helpful:

Therapist: One of the guiding principles of CBT is that there is a strttong
relationship between the way we think (our thoughts), the way
we feel (our emotions), and what we do (our behaviors). We
will often represent this relationship with a triangle:

THOUGHTS

EMOTIONS « » BEHAVIORS

Therapist: Each one of these three factors influences the other two. For
example, let’s say that you are afraid of dogs. If you are walk-
ing down the street, and all of a sudden you see a dog, what
are you likely to think? (Here, the emphasis is on getting cli-
ents to participate, and provide the answers themselves.)

Client: I might think: “Uh-oh, there’s a dog. He might attack me!”

Therapist: That’s right. And how will that influence how you feel and
what you do?

Client:  Well, T would probably be afraid and anxious, and T would
either turn around and walk the other way or cross the
street.

Therapist: Exactly. Your thought (“he might attack me”) can lead you to
feeling fearful and anxious, and to avoid the dog.

THOUGHTS
“The dog might attack me!”
EMOTIONS / \ BEHAVIORS
Feeling afraid and anxious Cross the street

Therapist: Now, if you do cross the street and get away from the dog,
what might you think and feel?

Client: I would probably feel less anxious. I might say to myself that I got
away from the dog, and now he can’t bite me, so I’'m safe.

Therapist: Right. So, just as your thoughts can influence your behav-
iors and your emotions, so can that relationship go in other
directions as well. Your behaviors can influence your thoughts
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THOUGHTS
“I got away from the dog.
I’'m safe.”
EMOTIONS / \ BEHAVIORS
Less anxious h Keep moving away

and emotions, and your emotions can have an impact on your
thoughts and behaviors. CBT makes use of this relationship
to help you to understand your problem in a new way, and to
help you to become less anxious and worried and have a bet-
ter quality of life. That is, when you have been “living” with
your problem for some time, you may have developed ways of
understanding and dealing with it that are actually maintain-
ing the problem or even making it worse. CBT will help you to
see your problem differently and teach you new ways of deal-
ing with it that are more helpful and effective.

The active collaboration between client and therapist and the comple-
tion of weekly between-session exercises are also important CBT prin-
ciples to address. Clients need to be aware that they will be expected
to participate significantly in their own treatment. If they do not put
forth the effort, both in and out of session, they are unlikely to see any
notable improvement in their symptoms. Although this information is
extremely important, it can sound authoritarian or intimidating to cli-
ents, particularly at the start of treatment when they are still unsure
about what treatment will involve. Again, by using Socratic questioning,
the information can be presented in a nonthreatening manner and can
ultimately enhance client motivation. An example of how to present this
is as follows:

Therapist: One of the major features of CBT is that you and I are both
considered experts. You are an expert when it comes to your
particular problem, so the knowledge that you have about
your problem will be invaluable in treatment. On the other
hand, I am an expert at understanding problems in a new way
and at teaching skills that people can use to deal with their
problems. That means that it is very important that we work
together in session. I will need you to participate in sessions
because it is the work that you put into dealing with your
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problem that will lead to real change. Does that make sense? I
will also be giving you exercises to do between sessions every
week to practice new skills or to test out new ideas. Why do
you think it’s important to do these exercises?

Client: T have no idea. I'm actually a little surprised about all this. T
thought that you were going to be fixing my problem.

Therapist: Actually, ’'m not going to “fix” the problem. You are. I am
just going to help you discover ways of dealing with your prob-
lem, but it is you who will be responsible for actual change.

This point is a vital one, particularly in CBT. As noted previously, some
clients might expect to adopt a passive stance, where almost all the work
will be done by the therapist. If clients do not explicitly state their expec-
tations regarding treatment, the therapist might want to take the time
to ask them what they think therapy will involve. In this manner, any
false preconceptions can be dispelled early on. Returning to our above
example, a possible discussion of these issues might be:

Therapist: Keeping in mind your role in treatment success, why do you
think that between-session exercises are necessary? Before you
answer, let me give you an example. Let’s say that you decide
that you want to learn to play the piano, so you sign up for 12
weekly one-hour lessons. What will happen if you only play
the piano during your lessons and not at home?

Client:  I'd probably be a pretty mediocre piano player.

Therapist: Probably. But why is that? What’s the difference between
only playing during your lessons and practicing what you have
learned in the time between your lessons?

Client: Well, obviously, I would play better if I practiced more.

Therapist: That’s right. When you learn anything new, whether it is play-
ing the piano, learning how to drive, or acquiring new ways to
manage your anxiety, it is only through repeated practice that
you improve your skills and feel confident while using them.
In other words, it would be a bit of a waste of time if you
didn’t put your best effort into practicing the skills that you
will learn in session. Without repeated practice, you wouldn’t
have much experience with your skills in the “real world” and
you probably wouldn’t feel much better.

An alternative method of presenting the rationale for between-session
exercises is to present them as “behavioral prescriptions.” That is, just as
a physician prescribes medication when a patient is not feeling well, the
therapist assigns a weekly “prescription” for between-session exercises.
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As discussed in Chapter 4, the therapist should also take the appropri-
ate steps so that clients are not fearful of what will be required of them
in terms of these exercises. It is a good idea to take a few minutes to
explain to clients that they will not be asked to do anything unless they
understand why it is important, have a good idea of how to do it, and
know what to expect. Moreover, clients should always be asked whether
they agree with the suggested exercise. Do they clearly see its usefulness?
Do they feel capable of doing it? Does it seem too overwhelming? If so,
what could they do that would be less anxiety provoking, but would still
be worthwhile? When between-session exercises are demystified in this
manner, clients are more likely to be motivated and actually carry out
their exercises.

Although the discussion of the major principles of CBT might seem
to be a lengthy process, it has several notable advantages. First, it allows
the therapist to ensure that clients are not holding unrealistic expecta-
tions about treatment. Second, client motivation can be enhanced by
clearly outlining the reason for its importance and its contribution to
treatment success. The discussion of the principles of CBT also allows
clients to be fully aware of what treatment will involve and what is
expected of them. Since clients must ultimately determine whether CBT
is appropriate for them, this information is necessary in order for the cli-
ent to make an informed decision. Finally, by taking the time to explain
these principles, the therapist can also contribute to the establishment
of a strong therapeutic alliance, which can make a key contribution to
positive treatment outcomes.

Explaining the GAD Diagnosis

One cannot assume that a client who has been given a diagnosis of GAD
has received a proper explanation of what that diagnosis entails (unless
the treating clinician provided the diagnosis). As such, psychoeducation
should also include a detailed description of GAD. This information is
provided to ensure that clients understand their disorder and to begin
to “normalize” their experience. Among the elements that can be dis-
cussed is the fact that GAD is one of the anxiety disorders and that
its main feature is excessive worry about multiple daily life events. The
chronicity of the disorder can also be underscored by discussing the fact
that although the minimum duration is six months for a diagnosis of
GAD (by definition), many individuals with GAD cannot recall a time
when they did not worry excessively. The associated somatic symptoms
of GAD, such as fatigue, irritability, and muscle tension, should also be
reviewed. However, in keeping with our objective of targeting excessive
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worry, these symptoms are best described primarily as the product of
longstanding worry.

Given that the description of GAD is meant to inform clients about
their problem and to begin normalizing their experiences, some time
should be taken to discuss the categorical and dimensional models of
mental health as they pertain to GAD. Our position is that GAD, like
many other mental health disorders, is best viewed from a dimensional
perspective. Specifically, we believe that, for the most part, GAD is an
excessive manifestation of a set of symptoms that everyone experiences
to varying degrees from time to time. One way for the therapist to dis-
cuss this is in the following manner:

Therapist: One way to think of GAD is as an “all-or-nothing” disorder.
In other words, either you have it “completely” or you don’t
have it at all. This is sometimes referred to as the categorical
perspective of mental health.

[] []

GAD present GAD absent

Therapist: Another way to think about GAD is as a set of symptoms
that can be placed on a continuum. Because everyone worries
to some degree, we should all be on that continuum, albeit at
different places.

P »
< »

No worry/anxiety Extreme worry/anxiety

Therapist: Unlike the categorical model, where everyone is placed in one
of the two “boxes,” the dimensional model places everyone
at different points on a continuum, with some people being
closer to the “no worry/anxiety” end and some closer to the
“extreme worry/anxiety” end. So how do we decide when
someone has GAD? Essentially, we draw a line on the contin-
uum that represents our best estimate of clinically significant
GAD symptoms; we then assign a diagnosis of GAD to people
who surpass this line or threshold.
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No worry/anxiety Extreme worry/anxiety
No GAD GAD

Therapist: Is there a great difference between individuals who fall just
a little to the left of the line and those who fall just a little to
the right? Of course, the answer is no, but in order for men-
tal health practitioners to have a common language, we need
to determine a “clinical threshold” so that we can agree on
what constitutes a diagnosis of GAD. When determining a
person’s place on the GAD continuum, clinicians typically
take into consideration the severity of the symptoms as well as
the extent to which the symptoms lead to distress and impair-
ment. In other words, in the absence of distress and impair-
ment, a person with high levels of worry and anxiety would
probably not receive a diagnosis of GAD.

As can be seen from the description of the dimensional model, emphasis
is placed on the universality of anxious symptoms. As a result, assign-
ing a GAD diagnosis becomes a matter of degree. For clients who are
fearful about entering treatment for a “mental health problem,” this
type of description can be helpful in and of itself. By thinking of GAD
as an extreme form of a normal phenomenon, these clients often feel
less threatened by the prospect of receiving help for their worry and
anxiety.

Introduction to the Model: The Symptoms of GAD

As discussed previously, our model of GAD is presented in a stepwise
fashion in order to ensure that clients do not become overwhelmed from
the outset. The first pictorial illustration is a basic model, where only the
symptoms associated with a diagnosis of GAD are presented (see Appen-
dix 5.1 for the first model). Before trying to modify the symptoms of
GAD, clients should have a clear idea of what these symptoms are. This
is especially important in GAD given that its main feature, excessive
and uncontrollable worry, is a covert (or internal) event that cannot be
directly observed. When presenting the initial GAD model, the therapist
should walk through each step, eliciting examples from the client along
the way. An example of this presentation might be the following:
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Therapist: There is often a situation or trigger that starts off the chain of
symptoms. This situation can be an event, or even the memory
of an event, that leads to the next phase, the “What if...?”
question. For example, having a difficult personal encounter,
becoming aware of a physical sensation, reading a newspa-
per article, or watching a television newscast can all trigger a
worry cycle. “What if...?” questions are thoughts that begin
with “What if...” or the equivalent (for example, “Wouldn’t it
be terrible if...?”) Can you think of an example in your own
life?

Client:  Well, my wife was late coming home from work yesterday, so
I started thinking, what if she got into a car accident?

Therapist: Great example. In that case, your wife being late from work
is the situation or trigger, and this led you to the “What if...?”
thought, “What if she was in an accident?” However, the cycle
does not end there. Once you said that to yourself, did you
think about anything else?

Client: I started thinking all sorts of things, such as how would our
children cope if she were seriously injured. At the same time,
I was thinking about keeping the phone line free in case the
police called to tell me she was in an accident.

Therapist: Some of those thoughts are worries, and they are set in motion
by “What if...?” questions. They usually involve a chain of
several thoughts, such as “What if my work contract doesn’t
get renewed; I don’t know how I will pay all my debts; I won’t
have a penny to spare; I won’t be able to keep my head above
water; I might not be able to keep my car.” You had a chain of
similar thoughts after you said to yourself “What if my wife
got into an accident?”

In order to avoid any misunderstandings, it is important that the client
and therapist agree on a definition of worry. A simple and useful defi-
nition that we have used is the following: “Worry is a thought process
that is concerned with future events where there is uncertainty about the
outcome, the future being thought about is a negative one, and this is
accompanied by feelings of anxiety” (Macleod, Williams, & Bekerian,
1991). In this definition, the emphasis is placed on the notion that worry
is a thought process that is relatively distinct from anxiety, which is
the emotional response that typically accompanies worry. The definition
also highlights the idea that worry is future-oriented and is related to
uncertainty. Given that this final component (that is, that worry relates
to uncertainty) will be expanded upon at length throughout treatment,
its introduction at the outset sets the stage for the following sessions.
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Before moving on to the remaining steps in the model, more detail
about worry should be provided. Specifically, therapists should discuss
the types of triggers (that is, external and internal) that can set off a
worry chain, as well as the two types of worries (that is, worries about
current problems and worries about hypothetical situations). An exam-
ple of this discussion is as follows:

Therapist: Triggers for a worry cycle can come in two general forms.
Some worries are triggered by external, observable situations;
for example, an argument with a friend, or in your case, your
wife’s lateness in returning from work. Other worries are
triggered by internal events, such as a physical sensation or
another worry. For example, feelings of tightness in the chest
might trigger worries about heart problems, which might in
turn trigger worries about finances (e.g., “What if I can’t pay
the medical bills?”). As for the worries themselves, they can
be separated into two major types: (1) those that concern cur-
rent problems (the problem already exists), and (2) those that
concern hypothetical situations (the problem doesn’t exist yet,
and in many cases, never will). When you were worried about
your wife potentially being in a car accident, you were expe-
riencing the second type of worry; you were worrying about
a situation that hadn’t actually happened. However, if you
were worried about the consequences of an argument with
a friend, you would be experiencing the first type of worry;
you would be worrying about a problem that already exists.
We distinguish between these two types of worries because,
in this treatment, you will use different strategies to deal with
each type. Does all this make sense so far?

Client:  So far so good. I had never thought about my worries as falling
into different categories. That seems to make sense, though.

Therapist: Now, let’s return to our model. Once you have started a
worry cycle, how do you feel physically?

Client:  Pretty tense. When I was thinking about my wife being in a
car accident, I had knots in my stomach.

Therapist: That feeling of emotional discomfort is what we generally
refer to as anxiety. For people who have GAD, anxiety is often
a consequence of worry. In other words, chronic worry leads
to anxiety, which may take the form of physical or psycho-
logical symptoms. Muscle tension and fatigue are examples
of physical signs of anxiety, whereas irritability and difficulty
concentrating are examples of psychological signs of anxiety.
That feeling of “knots in your stomach” is an example of a
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physical feeling. It is important to keep in mind that worry
is a type of thought whereas anxiety is a type of emotion.
We know that thoughts influence emotions and emotions
influence thoughts, so it follows that if you are able to better
control your worrisome thoughts, you will also feel less anx-
ious. Now, the final part of this cycle relates to something we
talked about when we were discussing the criteria for a GAD
diagnosis; specifically, the fact that GAD is a chronic condi-
tion. If you think about your worrying episodes, do they only
happen once in a while and for brief time periods?

Client:  Absolutely not! They go around and around in my head almost
every day, and sometimes it can go on for hours.

Therapist: And for how long have you been experiencing this?

Client: It seems like I’ve been a worrier my whole life.

Therapist: Then no one knows better than you do that continually
“spinning” through these worry cycles is exhausting, both
physically and mentally. In the model, this state is referred to
as demoralization and fatigue, and as you know, it is the con-
sequence of months and even years of worry and anxiety.

Worry Awareness Training

Once the first model has been presented (and the importance of worry
underscored), the next phase is introduced; namely, worry awareness
training. As mentioned beforehand, one must first clearly “see” a symp-
tom before attempting to reduce it. In the case of GAD, it is important
that clients become experts at recognizing their own worries and clas-
sifying them as either being about a current problem or a hypotheti-
cal situation. Given that some clients feel that they already think too
much about their worries, the therapist will occasionally encounter some
“resistance” when asking clients to systematically monitor their worries.
However, once clients begin worry awareness training, they typically
realize within a short period of time how important and helpful this
training can be. As such, worry awareness training is the first between-
session exercise “prescribed” by the therapist.

Clients are asked to record their worries three times a day, at pre-
determined times, in their Worry Diary (see Appendix 5.2 for a copy of
the Worry Diary). Specifically, clients record the date and time the worry
occurred, the description of the worry, their level of anxiety at that time
(on a scale from 0 to 8), and the worry type (about a current problem or
a hypothetical situation). Once clients have completed the between-ses-
sion exercise, the therapist should ask what they discovered about their



Step-by-Step Treatment 117

worries as a result of filling out the diary. In a Socratic fashion and using
client examples of worries, the following points should be covered:

o Clients usually have recurrent worry themes. Although most
will say that they worry about “everything,” most clients will
have a few worry themes that consistently recur.

* A worry chain can last a few minutes or a few hours. Since
the goal of treatment is not to eliminate worry, but rather to
reduce it to more manageable levels, clients need to see just
how much of their time is being consumed by worry. In addi-
tion, seeing how one worry can lead to others shows the perni-
cious cycle of worry chains.

* Worries involve future events. Even when a worry is rooted in
a past event (e.g., failing an exam a week ago), it is typically
about the future repercussions of the past event (e.g., “How
will this affect my grade point average at the end of term?”).

o Worries can involve both a current problem and a bypothetical
situation. A client can be worried about chronic pain (which is
a current problem) and also be worried that the pain is a sign
that he or she may have a serious illness such as cancer in the
future (which is a hypothetical situation). This is usually the
result of a worry chain, where a client begins worrying about
a topic, for example chronic pain, which leads to worrying
about other things, such as cancer.

Although it is important to ensure that clients properly understand
the distinction between both types of worry, care must be taken when
expanding on this topic. Given that GAD clients are prone to reassur-
ance seeking before making a decision, they should be encouraged to
classify their worries even when they are not certain of their “proper”
classification. This recommendation will become clearer as the second
treatment module is introduced.

MODULE 2: UNCERTAINTY RECOGNITION
AND BEHAVIORAL EXPOSURE

Intolerance of uncertainty is targeted in the second treatment module
and is therefore the next component to be integrated into the model of
GAD (see Appendix 5.3 for a copy of the model that includes intolerance
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of uncertainty). As stated in Chapter 4, developing a greater tolerance
for uncertainty is the foundation on which the treatment is built; as such,
it should be consistently tied in to the subsequent modules. The central
goals for the therapist at this stage are (1) to ensure that clients under-
stand the primary role of intolerance of uncertainty in the development
and maintenance of excessive worry and anxiety, and (2) to encourage
clients to begin recognizing and dealing with uncertainty in their day-
to-day lives. There are several useful analogies that the therapist can use
in integrating intolerance of uncertainty into the model of GAD, includ-
ing the following;:

Therapist: We are now going to begin expanding upon our initial model
of GAD by adding “intolerance of uncertainty” to its back-
ground. Intolerance of uncertainty can be seen as the fuel for
worry. The more someone is intolerant of uncertainty, the
more that person is likely to start asking “what if” questions
that lead to worry. So what is intolerance of uncertainty?

Allergy Analogy

Therapist: Obviously, most people dislike uncertainty more or less, but
what do we mean when we talk about being intolerant of uncer-
tainty? One way to think about intolerance of uncertainty is
as a psychological allergy. People with an allergy, to pollen
for example, will have a very strong reaction to even a minute
quantity of the substance. That is, they might start sneezing,
coughing, and their eyes might redden when exposed to a very
small amount of pollen. In the same way, people who are intol-
erant of uncertainty are “allergic” to uncertainty. Even when
there is only a small amount of uncertainty, they will have
a strong reaction; in this case, excessive worry and anxiety.
For example, someone who is intolerant of uncertainty might
worry a great deal about his or her plane crashing because
even though it is unlikely, there is still a small chance that it
could happen.

Filtered Lenses Analogy

Therapist: Another way to think about intolerance of uncertainty is to
see it as wearing special filtered glasses. Instead of wearing
“rose-colored glasses,” people who are intolerant of uncer-
tainty are wearing “uncertainty glasses.” These people look
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at the world through their filtered lenses and see uncertainty
more often and faster than other people do. Even when there
is only a small amount of uncertainty in a situation (like the
possibility of their plane crashing), they will see it immediately
and react to it. People who wear these filtered lenses put a
great deal of effort into looking for uncertainty in their envi-
ronment, and if the world is “colored with uncertainty,” they
often do not see much else. In other words, people who are
intolerant of uncertainty are experts at recognizing uncer-
tainty very quickly and thinking about all the potential bad
things that could result from it.

The Manifestations of Intolerance of Uncertainty

In the next phase of this treatment module, clients become familiarized
with all the strategies they use to eliminate uncertainty in their lives. Most
clients are unaware of the amount of energy they expend trying to attain
a sense of certainty. It is therefore important that the therapist assist them
in becoming aware of all their behavioral and cognitive strategies:

Therapist: If we know that people with GAD are intolerant of uncer-

Client:

tainty and that they do everything they can to push it away,
how do you think this affects their lives? More importantly, if
we agree that you have difficulty tolerating uncertainty, what
do you do to deal with “uncertain” situations?

I don’t know. I never really thought about it. I know that I
worry a lot about things that are uncertain.

Therapist: That’s certainly the most obvious thing that people do when

Client:

they are intolerant of uncertainty: they worry. Worrying is often
used by people with GAD as a way of trying to think about
every possible outcome in an uncertain situation so that the sit-
uation feels more predictable and less uncertain. Can you think
of anything else that you do in order to feel less uncertain?

I don’t think that there is really anything else that I do.

Therapist: It’s not surprising to hear you say that because most people

are not aware of the many things they do to feel a sense of cer-
tainty. However, there are, in fact, several things that people
with GAD do to either increase feelings of certainty or avoid
uncertain situations altogether. For example, they might ask
for reassurance from their friends and families before making
even a minor decision, or they might delay completing a proj-
ect until the last minute so that once it is finished they have as
little time as possible to worry about it.
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TABLE 5.1 Examples of Manifestations of Intolerance of Uncertainty

“Approach” Strategies
1. Wanting to do everything yourself and not delegating tasks to anyone else.

Example: Doing all the housework yourself because otherwise you cannot
be certain that it will be done right.

2. Looking for a lot of information before proceeding with something.

Examples: Reading a lot of documentation on a topic; asking for the same
information from a number of people; and shopping for a very long time
before choosing a present for someone.

3. Questioning a decision you have already made because you are no longer
certain that it was the best decision.

4. Looking for reassurance (asking others questions so that they will reassure
you).

5. Rechecking and doing things over because you are no longer sure you did
them correctly.

Example: Rereading e-mails several times before sending them to make sure
that there are absolutely no mistakes.

6. Overprotecting others, doing things for them (e.g., family members and
children).

“Avoidance” Strategies
1. Avoiding fully committing to certain things.

Examples: Not fully committing to a friendship or romantic relationship
because the outcome is uncertain; not fully engaging in therapy because
there is no “guarantee” that it will work.

2. Finding “imaginary” reasons for not doing certain things.

Examples: Finding excuses to not move out of the family home; not doing
exercise that you know is good for you by telling yourself that you might
not be able to stand the discomfort of exercising.

3. Procrastinating (putting off until later what you could do right away).

Examples: Putting off a phone call because you are not certain how the
person will react; delaying making a decision because you are not certain
that it is the right decision; not doing anything in the end because you are
not certain about your decision (e.g., choice of film or restaurant).
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The therapist can then present the client with a list of various manifes-
tations of intolerance of uncertainty (see Table 5.1) and ask the client
to think about and record which ones he or she currently engages in.
The therapist may also want the client to provide personal examples of
manifestations of intolerance of uncertainty. Although it is a good idea
to distinguish between strategies that represent approach behaviors (for
example, asking for reassurance to reduce feelings of uncertainty) and
those that represent avoidance behaviors (for example, not committing
to a relationship because the outcome is uncertain), the therapist should
underscore that both types of strategies have the same effect. Specifi-
cally, clients are expending a great deal of time and energy trying to
eliminate uncertainty at all costs. By recording this information, clients
will begin to get a better idea of how intolerance of uncertainty affects
their way of dealing with day-to-day activities.

Once the manifestations of intolerance of uncertainty have been
reviewed, the therapist and client can begin discussing ways to address
the client’s intolerance of uncertainty. In this stage of treatment, clients
are encouraged to acknowledge their options and to consider the impli-
cations of each by discussing the two components of the construct of
intolerance and uncertainty:

Therapist: If we think about intolerance of uncertainty as the “fuel” for
worry, the question then becomes: How do we change this?

Client:  Yes, it certainly does seem to be easier said than done.

Therapist: Well, we can start by looking at the two parts of the term
intolerance and uncertainty. If you want to decrease your
worrying and anxiety, you can either increase your tolerance
or increase your certainty. Does that make sense?

Increase tolerance
Intolerance of Uncertainty

Increase certainty

Therapist: Which one would you say you have been doing so far?

Client:  Well, I have been trying to increase my certainty I suppose.

Therapist: And would you say that that strategy is working?

Client: I guess not, since I'm here. I still worry and have anxiety all
the time.

Therapist: That’s right. Why do you think that choosing to increase
certainty is not an effective strategy?

Client: I don’t know.
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Therapist: One of the reasons is because uncertainty is absolutely

Client:

unavoidable. Everyone’s lives are fraught with uncertainty,
and each day there is something new that comes up that has
some degree of uncertainty. For example, we cannot be cer-
tain that we will be in good health in the future even if we are
presently healthy. Also, we cannot know for certain if we will
always have a job or if our relationships will always turn out
well. No matter how much we plan our lives, there is often
something unexpected that comes up. So what does that say
about the strategy of increasing certainty?

That it doesn’t work. Actually, now that I think about it, try-
ing to increase my certainty means that I will have to keep
doing all those things every day. I guess that means my only
other option is to try to increase my tolerance.

Therapist: Exactly. So that means that we need to think about how you

Client:

can increase your tolerance for uncertainty. The challenge, of
course, is that even if you can see the need to increase your
tolerance for uncertainty, there is a big difference between rec-
ognizing what you want to change and actually changing it.

Yes, I was about to ask you how I go about changing my atti-
tude toward uncertainty. It seems like that might be hard to

do.

Therapist: Actually, in order to change an attitude or a belief, it is best to

start by changing your behavior. Let’s use an analogy. If you
were afraid of public speaking because you thought that the
audience might scrutinize and criticize you, it would probably
be more helpful to practice speaking in public rather than try-
ing to “convince” yourself that the audience would be indulgent
and noncritical. Through your actions, you could ultimately
change your beliefs about public speaking. The same holds
true for learning how to tolerate uncertainty. By acting “as if”
you are tolerant of uncertainty, you can start to change your
beliefs about uncertainty. A good way to do this is to ask: “If
I were tolerant of uncertainty, what would I do in this situa-
tion?” From there, you can start deciding what actions to take
to begin increasing your tolerance for uncertainty.

As a between-session exercise, clients are invited to complete at least one
“tolerating uncertainty experiment” a week and to record their results
on the Uncertainty and Behavior Monitoring form (see Appendix 5.4 for
a copy of the form). These exercises are designed to help clients develop
new ways of dealing with uncertainty. Like any exposure-type exercise,
tolerating uncertainty experiments should follow a gradual progression.
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The first experiment should be relatively simple and cause only a moder-
ate level of anxiety to ensure success.
Examples of initial experiments include:

e Clients send a low-priority e-mail without rereading it or
checking it for spelling errors.

e Clients who frequently seek reassurance from others for minor
decisions (e.g., what to make for dinner), make a minor deci-
sion without asking anyone for reassurance.

e Clients go to a restaurant or a movie without reading any
reviews.

e Clients call a friend unexpectedly and invite that person out
for a social gathering (e.g., coffee, a movie).

Initially, clients should not conduct tolerating uncertainty experiments
that are related to major worry themes. For example, if a client’s pri-
mary worry is about his or her children’s safety, asking that client to
refrain from checking on them when they are playing outside might
be too difficult at first. Rather, as clients become more comfortable
with tolerating uncertainty, the exercises can gradually address more
anxiety-provoking situations. As such, clients might progress from not
checking low-priority e-mails to refraining from checking moderate to
high-priority e-mails as their confidence grows.

Suggestions When Facing Uncertainty

The therapist can expect that clients will be quite anxious about engag-
ing in these initial behavioral experiments because they involve behaving
in a way that is in stark contrast to the way that clients have undoubtedly
acted for years. As such, the following suggestions or guidelines can be
presented by the therapist at the outset:

e Record the experiment. It is always a good idea to keep a
record of the experiments you did, of how you expected them
to turn out, and of how they actually went. Without a record
of what you have done, you won’t be able to track your prog-
ress and see all the work that you have completed.

o Start small and be realistic. The first time you try to toler-
ate uncertainty, choose something that you will find a little
difficult, but not so difficult that you are unlikely to do it.
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The more successful experiments you complete, the more your
motivation to try new exercises will increase.

e Expect to be anxious or uncomfortable. The first time we
attempt any new behavior, it is normal to feel anxious or ner-
vous. This is not a sign that the behavior is inappropriate or
that we should not be doing it. In fact, if you are feeling a little
anxious while doing the exercise, you are on the right track. If
you think about anything new that you have learned in your
life, such as the first time you drove a car, you were probably
quite anxious. However, with time and practice, that discom-
fort went away.

e Motivation does not precede action — it follows it. This is
an extremely important principle. Many people say that they
would like to change their behaviors (e.g., start an exercise
regimen, quit smoking), but they are waiting for the motiva-
tion before they begin making the change. The flaw in this
logic is that “waiting” for motivation is unlikely to be helpful.
Once you begin to change your behavior, for example going to
the gym on a daily basis, your new behavior itself will give you
the motivation to continue. That is to say, the more you get,
the more you want. The same holds true for these experiments.
Do not “wait” for the motivation to start tolerating uncer-
tainty, simply start facing uncertainty and the motivation will
follow.

MODULE 3: REEVALUATION OF THE
USEFULNESS OF WORRY

The third treatment module involves addressing positive beliefs about
the usefulness of worry. As discussed in Chapters 2 and 4, individuals
with GAD tend to overestimate the usefulness of their worries, which
can ultimately impact upon treatment compliance. Specifically, clients
are less likely to want to reduce their worries if they believe that they
have a functional purpose. One way to introduce this concept to clients
is in the following manner:

Therapist: We have already discussed how intolerance of uncertainty is
the fuel for worry and that it is the main factor that we will
address throughout treatment. However, we also want to start
looking at other factors that are involved in keeping the worry
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cycle going. We will be introducing the first of these today.
That is, we will be discussing any beliefs you might have about
the usefulness of worrying. (See Appendix 5.5 for a copy of
the model that includes positive beliefs about worry.)

When discussing positive beliefs about worry, it is important to take a
nonjudgmental stance so that clients can feel at ease about disclosing
these beliefs. It is not uncommon for clients to think that their therapist
will disapprove of any admission of positive beliefs about worry because
of the inherent “contradiction” in such beliefs (“I want to worry less, but
I think worrying is useful”). One way to take a nonjudgmental stance is
to normalize the experience for clients and to illustrate the commonality
of such a belief system:

Therapist: Our beliefs about the usefulness of certain actions or behav-
iors obviously have a strong impact on what we do. It makes
sense that we keep doing the things that we believe are useful
and let go of the things that we do not find useful. In the same
way, the more we feel that worrying is useful, the more likely
we are to continue worrying. In fact, research has shown that
people with GAD differ from people with moderate levels of
worry by their tendency to believe that worrying is particu-
larly useful. Have you ever thought that some of your worries
might be useful?

Client: I don’t think so. I wouldn’t be here if I did.

Therapist: Well, that’s true in a way. If you weren’t bothered by your
excessive worry and anxiety, you would not have come for
treatment. However, sometimes people with GAD will say
that although they dislike their worrying in general, they find
that specific worries can be useful. For example, some people
will say that although in general they worry too much and
would like to worry less, they still believe that it is good that
they worry about work because it keeps them motivated. What
do you think about that?

We have often found that a good method for drawing clients out when it
comes to topics they might be hesitant to disclose (such as admitting to
positive beliefs about worry) is to frame the question in a “other people
have said” format as illustrated above. In our experience, clients are
more likely to disclose if they believe that it is a common phenomenon.
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Identifying Positive Beliefs about the Usefulness of Worry

In order to assist clients in identifying their positive beliefs about worry,
the therapist will first need to present the most common beliefs typically
held by individuals with GAD. As stated previously, our research has
shown that positive beliefs typically fall into five categories. Although
at this time we encourage therapists to solely present the different belief
categories, the following descriptions include an exposition of some of
the “logical flaws” that clients are likely making in terms of these beliefs.
During treatment, it is recommended that clients first identify their own
beliefs about worry (and generate personal examples from their own
worries) before introducing any challenges to those beliefs.

1. The belief that worrying helps to find solutions to problems.
This category includes beliefs that worry helps to solve prob-
lems and find better solutions, that it increases vigilance or
preparedness, that it contributes to a more well thought out
or efficient reaction, and that it helps to prevent or avoid prob-
lems. An example might be: “It is good that I worry about my
problems at work because it ensures that I pay attention to
them and solve them efficiently.” Although there is some truth
to this, there are also a few problems with this belief. Although
low levels of worry can, at times, be helpful in generating solu-
tions to problems, high levels of worry actually interfere with
the problem-solving process. This is because worry makes
us see all the ways that our solutions might fail. So worry, in
many cases, actually makes solving problems more difficult.

2. The belief that worrying serves a motivating function that
ensures things will get done. This is a common belief among
GAD clients who often believe that worrying about something
that needs to get done will ensure that it does in fact get done.
Examples of this include: “If T worry about my grades in
school, I’ll study harder and do well,” and “If I worry about
the way my house looks to others, I will be more likely to keep
it clean.” The main problem with this belief is that worrying
is confused with caring. For example, “Worrying about my
next exam means that it is important, so worrying will make
me study harder.” However, if a person worries less about an
upcoming exam, this does not mean that they will suddenly
become complacent. Rather, it means that they will be less
anxious about the exam while preparing for it. In fact, being
very worried about something often leads to inactivity because
of the negative emotional reactions that are associated with
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worry. This can particularly be seen with GAD clients, where
a common manifestation of intolerance of uncertainty is to
procrastinate or avoid. As such, worry might actually have the
opposite effect from what was originally intended.

. The belief that worrying can protect a person from negative
emotions. This category reflects the notion that by worrying
“in advance” about a potential negative event, negative feel-
ings such as disappointment, sadness, or guilt will be pre-
vented should the event actually occur. For example, “If I
worry about my husband being injured in a car crash, I will
be able to handle it without being overwhelmed by sadness if
it occurs.” Some individuals with GAD believe that worrying
is like “putting money in the bank.” They believe that if the
feared event takes place, they will have already “invested” in
their negative reaction in advance, thereby allowing them to be
less affected by the event. Some of our GAD clients have told
us that “If something happens to someone I love and I haven’t
worried about it in advance, I would feel very guilty.” This
way of thinking puts the person in a position where they must
worry constantly, “just in case.” One of the problems with
this type of thinking is that when negative events do occur,
people who have worried about them are unlikely to feel better
than people who have not worried about them. Worry does
not protect people from negative feelings because no one feels
prepared when an unexpected negative event occurs (e.g., the
sudden loss of a loved one, a car accident).

. The belief that worrying, in and of itself, can prevent nega-
tive outcomes. This category reflects the belief that the act
of worrying can affect the outcome of events. Specifically,
that one’s worries are directly responsible for the nonoccur-
rence of negative events or the occurrence of positive events.
This type of belief is sometimes called thought-action fusion.
For example, “I have always worried about my child being
involved in a serious car accident; it has never happened, so
my worrying must be working.” This type of thinking is, of
course, logically flawed, as the nonoccurrence of an event
could be attributed to any number of things. For example, an
individual might believe that his plane didn’t crash because he
worried about it beforehand. However, it could just as easily
be due to the remoteness of the particular event (i.e., planes
crash infrequently), the skill of the pilot, or the clear weather
during the flight. Another problem with this type of belief is
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that it usually involves selective attention. For example, a cli-
ent might report that when he worries about presentations
at work beforehand, he does well. However, has he ever not
worried about a presentation and done well regardless? Con-
versely, has he ever worried about a presentation and not done
well? Individuals with this type of belief will often search out
evidence that confirms their beliefs and ignore any disconfir-
matory evidence.

5. The belief that worrying represents a positive personality trait.
This involves the belief that the act of worrying shows that an
individual is caring, loving, or conscientious. An example of
this might be “I’m the worrier in my family; if I worried less,
my parents would be disappointed in me; they would think
that I don’t care about them anymore.” Implicit in this belief
is the assumption that individuals who worry less are less car-
ing, loving, or conscientious. Obviously, this is untrue. In fact,
most high worriers likely know someone who holds similar
positive character traits in the absence of excessive worry,
thereby contradicting their belief.

Once all five of the positive beliefs about worry have been presented,
clients are encouraged to begin looking at their own worries and start
identifying some of these beliefs. Using the Positive Beliefs about Worry
form (see Appendix 5.6 for a copy of the form), which can be completed
between sessions, clients are asked to write down examples for each
personally relevant belief (they can use their Worry Diary to assist them
in thinking about what purpose specific worries appear to serve). They
can also use the form to identify any other beliefs that they might have
about the usefulness of worry.

Following the identification of clients’ positive beliefs about the
function of their worries, the therapist should address why it is impor-
tant to identify these beliefs and potentially reevaluate them:

Therapist: So, why do you think that it is a good idea to identify some of the
positive beliefs you have about the usefulness of your worries?

Client: I don’t know.

Therapist: As I mentioned earlier, we tend to keep doing the things that we
feel are useful. So as long as you feel that some of your worries
are highly useful, you are unlikely to want to reduce them. It
is important that we look at what advantages you receive from
worrying and whether it is in fact helpful. I am not saying that
there is no usefulness to worry. Instead, I would like us to see
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if your beliefs are actually true by looking at the evidence and
deciding whether worrying less would actually have a negative
effect on your life. In addition, we want to make a distinction
between worrying occasionally and worrying excessively. This
is because when we talk about looking at whether worry is in
fact really useful, we are actually talking about the usefulness
of excessive worry and all the behaviors that go along with it
(that is, reassurance-seeking, procrastination).

Strategies for Reevaluating Positive Beliefs about Worry

In this phase of treatment, the therapist walks a fine line between chal-
lenging the client’s beliefs and allowing the client to express them in a
nonjudgmental manner. Positive beliefs about worry are sometimes diffi-
cult to identify. One reason for this is that clients may not be fully aware
of their positive beliefs. Some clients might say that although they know
“intellectually” that their worries do not serve a useful purpose, they
nevertheless “feel” that they do. Other clients report that although they
usually believe that their worries are not helpful, at times they wonder if
their worries can help them to deal with life’s problems.

A second reason for the difficulty in identifying positive beliefs about
worry is that clients might not be willing to acknowledge these beliefs.
As mentioned above, many clients are hesitant to discuss their positive
beliefs about worry because the beliefs are inconsistent with their con-
sultation motive. Clients sometimes believe that it is unacceptable to be
ambivalent and to see a positive side to a behavior they would like to
decrease. In fact, some clients have mentioned that they did not think the
therapist would be receptive to these ideas and wondered if disclosure
of positive beliefs about worry would be interpreted as treatment resis-
tance. Other clients fear that they will “lose face” if they admit to having
these paradoxical beliefs. For all these reasons, it is important that the
therapist actively encourage the client to become aware of, and acknowl-
edge, their positive beliefs about worry. One method that we have found
to be extremely useful in attaining this goal is the lawyer—prosecutor
role-play.

Lawyer—Prosecutor Role-Play

In this role-play, the client is first asked to identify a specific worry, for
example, “Worrying about my children shows that I am a good parent.”
The client is then asked to take on the role of a lawyer who must con-
vince the members of a jury that the worry is useful. Once all arguments
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have been exhausted, the client then plays the role of a prosecutor who
must convince the members of the jury that the worry is in fact not use-
ful. We have found that this role-play allows clients to consider “both
sides of the coin” in a nonthreatening context. Specifically, because they
are taking on different roles, clients are given the opportunity to argue
against their previous statements without appearing to be contradictory.
Consistent with the principles of motivational interviewing (Miller &
Rollnick, 2002), the therapist uses Socratic questioning to help clients
reconsider the actual usefulness of worrying when playing the role of
the prosecutor. In this case, examples of questions include: “Is there
anything else you do that shows you are a caring parent? Do you know
any ‘good’ parents who don’t worry excessively?” The goal of this phase
of treatment is to allow clients to begin questioning the actual usefulness
of their worries in order to reduce ambivalence and increase motivation
for change.

Specific Challenges to the Different Beliefs about Worry

When assisting clients in challenging their positive beliefs, it is impor-
tant that the therapist address the beliefs regarding a specific worry and
not the general belief itself. For example, a client might worry exces-
sively about the health of his children because he believes it shows good
parenting qualities. In this case, challenges would be to the belief, “Wor-
rying about my children’s health shows that I am a good parent,” and
not to the general belief “Worry represents a positive personality trait.”
With that in mind, a list of helpful challenging statements for each of the
positive beliefs about worry is presented in Table 5.2.

Reevaluation of Positive Beliefs: A Life without Worry?

One of the by-products of discussing the actual usefulness of worry,
and potentially changing clients’ perceptions in such a way that they
no longer see worry as particularly useful, is that they must now con-
sider alternatives to worrying. Relatedly, many clients report feelings
of grief when they realize that they have spent years engaged in the
largely fruitless act of worry. As such, therapists might wish to dis-
cuss these topics following the reevaluation of positive beliefs about
worry.

In terms of alternatives to worry, the upcoming modules of prob-
lem-solving training and imaginal exposure can be presented as alter-
native (and more action-oriented) strategies for dealing with adversity.
In particular, following challenges to the beliefs that worry helps with
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TABLE 5.2 Challenges to Positive Beliefs about the Usefulness of Worry

1. Worry aids with problem solving. Example: If I worry about problems
that come up at work, I am able to find better solutions to them.

Possible Challenges:

Do you actually solve your problems by worrying, or are you just going over
the problem again and again in your head?

Does worry get you to actually solve your problems, or do you become so
anxious that you delay solving your problems or avoid them altogether?

Are you confusing a thought (worry) with an action (problem solving)?

2. Worry as a motivating force. Example: If I worry about my performance at
work, then I will be motivated to succeed.

Possible Challenges:
Do you know anyone who is successful at work and who is not a worrier?

Are you confusing worrying with caring? That is, is it possible to want to
succeed at work and not worry about it all the time?

Does your worry really improve your performance? Are there negative
repercussions as a result of your excessive worry about work? (For example,
difficulty concentrating, memory problems, intense anxiety.)

3. Worry protects against negative emotions. Example: If I worry about my
son potentially getting a serious disease, I will be better prepared
emotionally if it happens.

Possible Challenges:

Has anything bad ever happened that you had worried about before? How
did you feel? Were you buffered from the pain or sadness that it caused?

Does worrying about things that might never happen actually increase your
negative emotions in the here and now?

4. Worry, in and of itself, can prevent negative outcomes. Example: When I
worry about an upcoming exam at school, I do well; when I don’t worry,
I don’t do well.

Possible Challenges:
Have you ever done poorly on an exam even though you worried?

Is your rule about worry (that is, worry = good outcome; don’t worry = bad
outcome) based on real evidence or is it an assumption? For example, is it
possible that you only remember the exams you did well on when you
worried, and that you forget those you didn’t do well on when you worried?

Were you really not worrying when things didn’t go well on some exams, or
are you just remembering it that way to support your assumption?
- Continued
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TABLE 5.2 Challenges to Positive Beliefs about the Usefulness of Worry

Could you test this theory? For example, could you track your worry prior to
all exams and then look at your performance on each exam?

5. Worry as a positive personality trait. Example: The fact that I worry about
my children proves that I am a good and caring parent.

Possible Challenges:

Is there anything else you do that shows you are a good and caring parent? Is
it only worrying about your children that shows caring and love?

Do you know any other parents that you would consider “good and caring”
but who do not worry excessively?

Have you suffered any negative consequences from friends or family because
of your excessive worry? Has anyone ever considered your excessive worry
as a negative personality trait? For example, have your children ever said
that you smother or nag them too much, or have your friends ever not taken
you seriously because you worry so much?

6. The cost of worry: Potential challenges for all worry beliefs

Has excessive worrying about this topic impacted on your relationships with
your family or friends?

Has excessive worry impacted on your work performance? Do you find that it
takes you longer to complete tasks than other people who worry less?

Has your excessive worry led to high levels of stress and fatigue?

How much time and effort do you spend each way worrying about this
topic? Do you get better results from your worrying (for example, a better
relationship with your children, superior work or school performance)
compared to people who worry less?

problem solving and motivation, the therapist can draw a sharp dis-
tinction between the passive stance of worrying about problems and
the active stance of actually going out and solving one’s problems. By
discussing these alternatives within the module of positive beliefs about
worry, the therapist can tie the upcoming modules to the current one
and thus emphasize the logical flow of treatment.

A second area of discussion involves what the client’s life might look
like if she worried less. It is important for the therapist to keep in mind
that most clients with GAD have suffered from chronic worry and anxi-
ety for the greater part of their lives. Many cannot even conceive of a life
without chronic worry. This discussion can be extremely emotional, and
some clients will be quite tearful, voicing feelings of loss and frustration
for time wasted. Although it is helpful to return to this discussion near
the end of treatment, clients should begin giving some thought to how
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they would like to occupy their time if they are not spending hours wor-
rying. As such, some alternatives to excessive worry might include tak-
ing a class or spending more time with family and friends. As with many
clients with anxiety disorders, so much time is consumed by the anxious
symptoms that GAD clients have probably not had the time or the energy
to set treatment goals for themselves other than symptom reduction.

As a final note, this treatment module, more than any other, should
be applied in a flexible manner. Specifically, although the reevaluation
of positive beliefs about worry is an important part of our treatment
protocol, our research findings (and clinical experience) show that these
beliefs are quite variable among clients with GAD. Despite the fact that
the majority of GAD clients believe that worrying is highly useful, thera-
pists can encounter individuals who hold few, if any, of these beliefs.
Thus, the therapist should not assume that all clients believe that worry-
ing serves a functional purpose. Nonetheless, given that positive beliefs
about worry can interfere with all treatment modules (for example, a cli-
ent who believes that worrying less is dangerous may avoid fully engag-
ing in treatment), it is crucial that therapists assess these beliefs early on
in treatment.

MODULE 4: PROBLEM-SOLVING TRAINING

As noted in Chapter 4, the problem-solving training module is split into
two phases: (1) improving problem orientation, and (2) applying prob-
lem-solving skills. In the following sections, each one of these phases
is presented separately; however, the reader should keep in mind that
both phases are inexorably linked. For example, until clients recognize
that their problems are not entirely aversive and threatening, they are
unlikely to implement their problem-solving skills no matter how good
they are.

Improving Problem Orientation

When the concept of negative problem orientation is presented to cli-
ents, two main ideas should be initially introduced. First, in terms of
the model, an additional factor is being incorporated into our under-
standing of GAD and excessive worry. Second, problem solving is intro-
duced as a practical alternative to worry if we can agree that worrying
about problems is not especially useful. This second idea, that clients
can “replace” excessive worry with actual problem solving, should be
underscored repeatedly throughout this module. Excessive worry about
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problems is not an active strategy, although clients might initially view
it as such. On the other hand, the active process of problem solving can
actually lead to change in a problematic situation.

Therapist: We have been spending some time talking about whether
excessive worry is actually beneficial. In some instances, we
have found that worrying excessively can have the opposite
effect to what you previously believed. For example, worry-
ing excessively about projects at work can make you so anx-
ious that rather than motivating you to work on them, you
procrastinate instead. So, if worry is not that useful, what do
you think you could do instead?

Client: I don’t know. I have been thinking a lot about that, and I
assume that I should just stop worrying, but that’s easier said
than done. How can I just stop worrying?

Therapist: You are absolutely right. It would be great if you could just
shut off worry like a light switch, but it’s not that simple, is
it? As ’m sure you remember, I have been having you clas-
sify your worries as either being about current problems or
hypothetical situations. We are now going to start working
on specific strategies for each of those worry types. The first
one I will be introducing today is problem solving as a way
to deal with your worries about current problems. So you are
not simply going to “stop worrying,” but start replacing worry
with a more productive strategy.

Client:  Well, ’'m really not very good at solving my problems.

Therapist: Well, if that’s true, then it is even more important to start
working on this. But what you just said about your ability to
solve problems relates exactly to what we will be discussing
today: negative problem orientation. Negative problem orien-
tation is a factor that contributes to excessive worry, and it
interferes with your problem-solving ability on many levels.
(See Appendix 5.7 for a copy of the model that includes nega-
tive problem orientation.)

Prior to beginning a discussion on negative problem orientation and its
impact on both problem solving and the worry cycle, it is a good idea for
therapists to briefly discuss with clients some of the research findings in
the area. For example, it is helpful for clients to know that the research to
date suggests that excessive worriers are just as skilled at problem solv-
ing as people who worry less. However, excessive worriers have a more
negative problem orientation. In other words, they have more negative
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attitudes and beliefs about problems and problem solving. The following
is a suggestion for the presentation of negative problem orientation:

Therapist: What is negative problem orientation? It refers to the way
we view problems, and the way we view ourselves as problem
solvers. People who have a negative problem orientation tend
to (1) view problems as threatening; (2) doubt their ability to
solve problems; and (3) believe that problem solving will turn
out badly no matter what. In other words, people with a nega-
tive problem orientation will say to themselves: “I don’t like
problems, I’'m not good at solving them, and when I try to solve
them, it doesn’t work.” Have you ever thought like that?

Client:  Absolutely. I hate dealing with problems and I do think that
I’m not good at solving them. I usually ask other people for
advice on how to deal with them.

Therapist: If you remember, when we first talked about intolerance of
uncertainty, I told you that it has a number of effects on your
thoughts (i.e., worry) and your behaviors (e.g., reassurance-
seeking). Negative problem orientation works in the same
way. When you have negative beliefs about problems and your
ability to deal with them, this has a strong impact on your
emotions, your thoughts, and your behaviors.

Negative Problem Orientation

Viewing problems as threatening
Doubting ability to solve problems
Pessimism about the outcome of problem solving

Emotional Consequences Cognitive Consequences Behavioral Consequences
Frustration, irritation, Worries about problem, Avoidance, procrastination,
anxiety, and depression new problems, new worries  impulsive problem solving

When presenting the consequences of negative problem orientation, it
is best for therapists to encourage clients to generate examples through
Socratic questioning. This can be achieved by logically linking the
beliefs underlying negative problem orientation to the expected impact.
For example:
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Therapist: So, if a person saw problems as entirely threatening and
believed that she was a poor problem solver, how do you think
she is likely to feel when a problem comes up?

Client:  Probably pretty annoyed. I hate it when there is a problem. I
also get anxious.

Therapist: Exactly, so the emotional effect for you is that you have lots
of negative feelings like irritation, annoyance, and anxiety
whenever you encounter a problem.

When discussing the consequences of a negative orientation, there are
several possibilities that can be considered. In terms of behavioral con-
sequences, clients have a tendency to avoid or delay solving problems for
as long as possible. However, if left unsolved for long enough, one prob-
lem can create new problems over time. Other behavioral consequences
include asking others to solve the problem rather than dealing with it
personally, or solving it impulsively in order to worry about it for the
least amount of time. The cognitive consequence of a negative problem
orientation, however, is what makes this construct such a central factor
in the worry cycle. This can be discussed with clients in the following
manner:

Therapist: So what do you think the impact of your negative orienta-
tion toward problems has on your thoughts? Do you think it
makes you worry less or more?

Client: It makes me worry more.

Therapist: Why do you think that is?

Client:  Well, if I’'m not solving a problem, I am going to continue to
worry about it.

Therapist: That’s right. So long as you are not using an active strategy to
deal with your problems, you are likely to continue to worry
about them. In fact, if you leave problems unsolved for long
enough, they can create new problems. On the other hand,
have you ever tried to not think about your problems, that is,
to ignore them instead of worry about them?

Client:  Absolutely. I think T go back and forth between worrying
about problems and ignoring them.

Therapist: That leads to another consequence of negative problem ori-
entation, which involves not being very good at recognizing
problems when they come up. If you ignore problems, you are
less likely to see them early on and deal with them. Are you
starting to see how your attitude toward problems is having a
huge impact on your life?
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At this stage in treatment, we recommend that therapists incorporate
the role of intolerance of uncertainty into the discussion. This will not
only highlight the consistency of intolerance of uncertainty throughout
treatment, but will also allow therapists to normalize negative prob-
lem orientation with respect to GAD. It is important that clients realize
that if they are intolerant of uncertainty, then having negative beliefs
about problems and problem solving is a natural consequence of their
intolerance.

Therapist: Why do you think that people with GAD have such a nega-
tive problem orientation? Why would you be more likely to
have negative beliefs about problems and problem solving than
someone who worries less?

Client: I don’t know.

Therapist: A major reason for the relationship between GAD and nega-
tive problem orientation has to do with intolerance of uncer-
tainty. As we have discussed before, intolerance of uncertainty
is the fuel for worry. Even a little bit of uncertainty causes
people with GAD to worry, and they tend to view the world
through a filter where they are constantly searching out uncer-
tain situations. Let’s see how this relates to problems. First of
all, how would you define a problem?

Client: I would say that a problem is something that does not have an
obvious solution and that could turn out badly.

Therapist: So a problem is a situation that has no obvious solution and
that could have a negative effect in the future. In other words,
the outcome of problem solving is uncertain.

Client: Isee ... problems are uncertain, so they set off my intolerance
of uncertainty.

Therapist: That’s right. When we look at it this way, it makes sense
that you would find problems threatening. At the same time
though, you have been working on changing that intolerance
by repeatedly conducting tolerance of uncertainty experi-
ments. A good way to see problem solving is as just another
one of those experiments.

Client:  But how am I supposed to change my negative problem orien-
tation? Will T just have to use positive thinking?

Therapist: That’s a great question. The answer to that is no. We are
now going to start discussing ways to change your negative
problem orientation, but that does not mean just “thinking
positive.” Instead, it means learning to be more realistic, flex-
ible, and balanced in your thinking by acknowledging both
the negative and the positive sides of situations.
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Strategies for Improving Problem Orientation

Although there are a number of different strategies that can be used to
help clients improve their problem orientation, we typically focus on
three of these strategies. Specifically, we believe that it is beneficial to
assist clients in (1) recognizing problems before it is too late; (2) see-
ing that problems are a normal part of life; and (3) seeing problems as
opportunities rather than threats. For additional therapeutic strategies,
the reader is referred to the work of D’Zurilla and Nezu (1999) on prob-
lem-solving therapy.

Recognizing Problems Before It Is Too Late

One of the consequences of finding problems aversive is the tendency to
avoid recognizing problems as they come up in daily life. Often, prob-
lems can start out small and it is only when they are ignored that they
begin to grow and become more serious and complex. For example, a cli-
ent might have had a misunderstanding with a colleague at work. If left
unsolved, the colleague might begin to hold a grudge and believe that the
client is an uncaring or selfish person. The colleague might then begin
to tell other coworkers about the problem, thereby making the problem
more complex as other people are brought into the situation. From this
example, it is evident that if the problem had been dealt with immedi-
ately, it probably would have been easily resolved. Instead, by ignoring
or failing to see the problem, it developed into a “minor crisis” at work,
with many people involved. This example clearly shows the importance
of dealing with problems as soon as they arise. In order to assist clients
in improving their ability to recognize problems when they arise, we
recommend using two strategies: (1) using one’s emotions as cues, and
(2) developing a recurrent problem list.

In terms of the first strategy, a common obstacle to identifying prob-
lems is the tendency that many people have to interpret their negative
emotions as the problem. For example, many clients identify their prob-
lem as frustration or stress. However, these emotions are not the problem
(in terms of problem-solving theory). Rather, they are likely to be the by-
product of the actual problematic situation. For example, if a person has
many reports to do at work and he is very anxious and stressed about it,
the problem is not that he is stressed. Instead, the problem is that he has to
complete the reports; his anxiety and stress are due to the fact that he has
this particular problem. With this in mind, clients can begin to use their
emotions as a cue that there is a problem in their social environment:
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Therapist: The first strategy is to use your emotions as cues. Your nega-
tive feelings can be used to let you know that there might be
a problem. When you are feeling anxious, stressed out, or
demoralized, you can ask yourself: “Is there a problem I am
not seeing that is leading to these emotions?” Our emotions,
when we are attentive to them, can be very useful in help-
ing us to recognize problems. This strategy has two advan-
tages. First, it will allow you to recognize your problems more
quickly and potentially avoid having a small problem become
a big problem. Second, it will help you to see your negative
emotions in a more “positive” light. In this case, they serve an
important function as an early detection system.

The second strategy is to encourage the client to write a list of recurrent
problems. It is common to almost everyone that certain problems keep
coming up again and again. Examples of recurrent problems include
difficulties with a work colleague and end-of-the-month financial prob-
lems. However, every time problems recur, most of us have a tendency to
react to them with surprise and disappointment, as if they were occur-
ring for the first time. By writing out a list of recurrent problems, clients
will be better able to recognize them quickly when they arise. In addi-
tion, the accompanying feelings of surprise and disappointment are less
likely to develop simply because the problem is expected. This second
strategy can be incorporated into a between-session exercise whereby
clients are asked to keep the list accessible at all times in order to be bet-
ter able to recognize problems quickly and react to them with less anger
and disappointment.

Seeing Problems as a Normal Part of Life

It should come as no surprise that individuals with a negative problem
orientation have a tendency to feel resentful when problems develop.
One of the reasons for this is that they will often view problems as abnor-
mal (“If T plan for everything and reduce all uncertainty in my life, no
problems should ever arise. It is not normal for me to have unexpected
problems come up.”). However, one of the difficulties with believing that
problems are abnormal is that the individual will expend a great deal
of energy trying to avoid problems rather than dealing with them. As
with attempting to eliminate uncertainty, this is an exercise in futility.
Having to deal with problems is a normal and unavoidable part of life.
As such, therapists should spend some time discussing this issue with
clients. The goal is to allow them to see that everyone has problems to
varying degrees in their lives:
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Therapist: Having to deal with problems is a normal and inescapable
part of life. Try to find someone who has no problems and
you will come to the same conclusion. If a person believes that
it is abnormal to have problems, that person will spend more
time feeling annoyed by the problem than trying to solve it. It
is much more useful to put that energy into solving the prob-
lem, getting it over with, and not worrying about it anymore.
For some people, the reason why they feel that problems are
abnormal is because they attribute their problem to personal
incompetence or deficiencies. For example, if you believe that
you have problems because you are flawed in some way (“I just
don’t have it when it comes to getting along with people”), you
will tend to see your problems as being abnormal. However,
it is important to remember that all of us have problems no
matter how intelligent, sociable, attractive, or skillful we may
be. It might seem that some people do not have problems, but
this is probably because they deal with them quickly and effi-
ciently. By not attributing your problems to “who you are,”
but instead to the fact that you are a human being (and all of
us have problems from time to time), you will be better able to
see your problems as a normal part of life and to start dealing
with them more efficiently.

Seeing Problems as Opportunities Rather Than Threats

This final strategy for addressing a negative problem orientation is
extremely important in getting clients to take action toward their prob-
lems. It is no secret that when a situation is viewed as entirely aversive,
one is unlikely to approach it. In our daily lives, we have a tendency to
avoid threats and approach opportunities. The goal of this treatment
strategy is to assist clients in becoming more flexible in thinking about
problems. Specifically, clients are encouraged to see some of the oppor-
tunities that exist in solving problems rather than focusing entirely on
the negative aspects. It is important to note, however, that this does not
mean that the threatening components of a problem are ignored. No one
enjoys dealing with problems, but if there is a challenge or opportunity
in a problematic situation, then clients are more likely to attempt to
deal with it. As such, therapists should assist clients in starting to view
problems as situations that can carry an opportunity, while at the same
time remaining aware of the threat. This is accomplished by helping
clients to see that problems do not need to be slotted into the following
categories:
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[] []

Threat Opportunity

Seeing a problem as either completely negative or completely positive is
an extreme way of viewing the problem. In reality, there are a multitude
of points between those two extremes. Rather, clients can be encouraged
to see both of these extremes as lying on a continuum:

Threat Opportunity

It is unrealistic to expect clients to see their problems as only rep-
resenting an opportunity, but this continuum can allow them to view
their problems as not 100% threatening either. By looking at problems
and trying to extract the opportunities from the situation, clients can
perhaps shift a little from the “threat” extreme and move closer to the
“opportunity” extreme. This can be accomplished by getting clients
to ask themselves: “What is the opportunity for me in this situation?”
Opportunities that can be found in problematic situations include acquir-
ing new skills or sharpening existing ones, and improving relationships
with coworkers, friends, and family. The following are a few examples
of how perceptions of threat can be shifted on the continuum toward
perceptions of opportunity:

Example 1: A Job Interview. The initial reaction to this situation
might be: “I hate interviews. Why do I have to go through this
agony? I never do well in these types of situations. I will make
a fool of myself just like the last time. I just wish it was over.”
A more flexible way of thinking might be:

I'm really nervous before going to an interview. What is the
threat in this situation? Well, 1 might not do well during the
interview and not get the job. Who knows, I might even make
a real fool of myself. What is the opportunity for me in this
situation? Maybe I need to learn to show others just what I am
capable of doing. Interviews are not easy, but it would be great
if I could learn to sell myself. That is a skill that I will need
many times in my life. I guess I could try to look at this as an
opportunity to get experience interviewing and to get better
each time.

Example 2: The Illness of a Loved One. The initial reaction to
this situation might be: “Someone who I am close to is suffer-
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ing from a serious illness that requires expensive treatment.
Why does this have to happen to our family? It’s awful to have
to spend so much money on this medication. One day we won’t
be able to afford it any longer. This is so unfair.” A more flex-
ible way of thinking might be:

I feel sad and frustrated about this whole thing. What is the
threat in this situation? Well, the illness could get worse and
who knows where that could lead? Even if the medication
works, we could not be able to afford it for much longer. What
is the opportunity for me in this situation? It is certainly dif-
ficult to see how illness can be an opportunity. I guess I could
see this situation as an opportunity to show that I really care.
I could help out as much as possible and try to be a model of
hope and strength. Although I am certainly distressed, I see this
as an opportunity to be strong for someone I love.

Therapists can use the two previous examples to help clients identify
opportunities within varied problematic situations. Again, it is impor-
tant that clients not be under the impression that they simply need to
“think positive.” Instead, the goal is to try to find a challenge or oppor-
tunity in a situation that was previously seen as altogether threatening.
A between-session exercise can be implemented here to help clients
identify opportunities in problem situations. For example, clients can
be asked to look through their Worry Diary and identify any current
unsolved problems that are leading to worry, then try to think about
(and record) the challenges or opportunities present in at least one prob-
lem with the ultimate goal of perceiving it as less threatening. Once cli-
ents have integrated some flexibility in thinking about their problems,
therapists can move to the next phase of problem-solving training.

Applying Problem-Solving Skills

Although we have already discussed how problem-solving skills appear
to be mostly unrelated to GAD, this does not mean that GAD clients
have a good problem-solving ability. As mentioned previously, it is clear
that their negative problem orientation interferes with the proper use of
their problem-solving skills, which considerably decreases their ability
to solve problems. Relatedly, because one’s negative problem orientation
can interfere in different ways with the proper application of each prob-
lem-solving skill, it is important that orientation be addressed both on
its own and within the context of each skill. Furthermore, although the
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problem-solving skills of GAD clients do not seem to be extremely poor,
they are not particularly strong either. That is, even though their skills
are similar to those of people from the general population, it appears
that most people are not especially skilled at effectively working through
the problem-solving steps. Thus, although our model identifies nega-
tive problem orientation as the main problem-solving factor involved in
GAD, our treatment includes comprehensive problem-solving training,
which includes the review and practice of each problem-solving skill.

One thing that we have consistently noticed in treatment is that
although GAD clients are willing to work on each step of the problem-
solving process, they often have difficulty completing a stage and mov-
ing on to the next. This is likely to be due to their desire for certainty and
for the “perfect” solution. As such, the goal of this phase of treatment is
not only to help clients to refine their problem-solving skills, but also to
encourage them to tolerate uncertainty by moving forward in the pro-
cess despite the uncertainty inherent in each step (that is, problem defini-
tion and goal formulation, generation of alternative solutions, decision
making, and solution implementation and verification).

Problem Definition and Goal Formulation

Before trying to solve a problem, one must first properly define it.
Although this might seem obvious, our clinical experience has taught us
that many people define their problems in vague or confused terms. In
addition, we have observed that many of our clients do not “separate”
their problems, so that their problem definition actually includes several
problems at once. In many ways, this is the most important step in effec-
tive problem solving, since a poorly defined problem can have a negative
impact on all the remaining steps. For example, if a person is being given
more files to work on at his job than he can handle, an ill-defined prob-
lem definition might be: “My boss is a selfish man who takes advantage
of me.” If the problem is defined in this way, it becomes difficult to think
of a goal for problem solving (“How can I make my boss more sensitive
and caring?”) and the remaining steps become impaired as well. In this
case, a more appropriate problem definition might be: “My boss gives me
more files to work on than I can handle.” When the problem is defined in
this way, the resultant goals and potential solutions are clearer and more
achievable (for example, “My goal is to have my workload lightened.”).

In order to effectively define a problem, the following guidelines can
be considered. A good problem definition should:

¢ Be defined in clear and concrete language.
® Be comprised of facts, not assumptions.
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¢ Answer three questions:
— What is the situation?
— What would I like the situation to be?
— What is the obstacle that is interfering with the attainment
of the desired situation?

¢ Focus on the central conflict, namely, the discrepancy between
the actual and the ideal situation. When a problem is under
one’s direct control, emotional consequences should not be
considered the main problem. In situations where one has
little or no control, emotion management can be the central
problem (for example, “How do I cope with the illness of my
spouse?”).

e Not be overly narrow in its scope. For example, a problem
defined as “How can I write five reports in one hour?” is quite
narrow in scope and, as such, only allows for one or two solu-
tions. Alternatively, a problem defined as “How can I com-
plete my reports more efficiently?” allows for a broader array
of solutions.

One point to note about the problem definition stage is that it can
often require readjustments throughout the problem-solving process.
For example, a problem definition provided by the client may initially
include more than one problem. This type of error is quite common,
and will occasionally go unnoticed by the therapist upon first glance at
the problem definition. However, if difficulties arise in subsequent steps
of the problem-solving process as a result of a poor problem definition,
the therapist and client should return to this initial step and adjust the
definition as necessary.

When formulating goals, it is important to keep the following three
guidelines in mind. First, goals should be clear, concise, and defined in
concrete terms. When goals are defined in vague or unclear terms, it can
be difficult to know not only how to achieve them, but also if they have
been achieved. For example, if my goal is “to be happy,” it is difficult to
know if T have achieved it (that is, “How often do I want to be happy?
How happy should I be?”). The second guideline is that goals should be
realistic and attainable. Problem solving is most effective when the like-
lihood of achieving a goal (and resolving the problem) is high. If goals
are unrealistic, clients will tend to become frustrated or disappointed.
The final guideline is to be aware of the timeline for achievement of
a particular goal. Depending upon the problem, clients might develop
short- or long-term goals. While it is not surprising that some goals take
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longer to achieve than others, it is important that clients expect this so as
not to experience feelings of disappointment. In addition, it can be help-
ful to set short-term goals even when the final goal is a long-term one. It
can be quite demotivating to invest effort in a situation when no return
is expected for an extended period of time. For example, if someone has
decided to change her level of fitness and has set a certain weight and
body fat percentage as her ultimate goal, it would be a good idea for
her to set intermediary targets in order to remain motivated and driven
toward the final goal.

Unlike the problem definition step, where clients are encouraged to
ensure that only one problem is included in the definition, it is acceptable
at this stage to have more than one goal. However, this is specifically in
reference to the time in which the goal is expected to be accomplished,
meaning that one can have both short- and long-term goals for a par-
ticular problem.

Generation of Alternative Solutions

This stage of problem solving is often referred to as the “brainstorm-
ing stage.” The idea is to generate as many potential solutions to the
problem as possible, in order to increase the chances of finding the best
solution. Although this may appear to be an easy thing to do, very few
people actually take the time to generate multiple solutions before mak-
ing a decision. In fact, most people will think of only one solution, and
then apply it without considering other possibilities. Alternatively, some
people will come up with several solutions; however, they are the same
solutions that they came up with in the past that were either ineffec-
tive or only worked in the short term. Why does this occur? There are
two primary obstacles to the development of numerous and varied solu-
tions. The first obstacle is habit. As noted previously, we tend to return
to “tried and true” solutions when solving problems in our daily lives.
Although this can be beneficial for many of our problems, sticking with
the same strategies out of habit can, at times, prevent us from finding a
better solution. The second obstacle to the generation of alternative solu-
tions is convention. By doing things in a conventional manner, we might
have the impression that we are doing “the right thing,” even when this
is not the case.

At this stage, the most effective way to generate multiple creative
solutions is to use the following three principles of brainstorming:
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1. Deferment of Judgment Principle. According to this princi-
ple, clients need to suspend any judgment or evaluation of solu-
tions when trying to generate them. In order to come up with
varied solutions, it is important not to censor oneself from the
outset (e.g., “Oh, that’s just a silly solution; I won’t consider
that one”). During the subsequent decision-making step, inap-
propriate solutions will be eliminated, so there is no need to
screen or remove any solutions during this step. With this in
mind, clients are encouraged to come up with solutions that
might even be considered “crazy,” since these types of solu-
tions can facilitate the generation of other original and uncon-
ventional solutions that might be more appropriate.

2. Quantity Principle. From a logical standpoint, clients are
more likely to come up with a good solution for a particular
problem if they have many potential solutions from which to
choose. As such, the second principle of brainstorming states
that the more solutions that an individual can think of, the
better. Therapists should encourage the generation of at least
10 or 12 solutions for a particular problem.

W

Variety Principle. This principle states that more good qual-
ity solutions are available when there is variety in the types
of solutions generated. A mistake that many people make is
to generate multiple solutions that all reflect the same general
idea. For example, for a “weight” problem, solutions such as
taking up jogging, swimming, or hiking are all solutions that
fall within the same set: they all involve physical activity. If
clients only generate potential solutions that fall within one
set, there is little actual variety of choice. Varied solutions for
a weight problem might include taking up jogging, changing
one’s diet, and spending a weekend at a health spa. Although
all these solutions address the problem, they do not reflect the
same set.

Although the therapist should keep in mind the “deferment of judgment”
principle at all times (and not negatively evaluate a solution), once cli-
ents have completed their list of solutions, it is a good idea to initially
run through the list and discuss ways to improve it. For example, the
therapist and client should discuss ways of formulating as many of the
solutions as possible in concrete behavioral terms. “Taking up jogging”
is a good example of a concrete solution in that it is clear what would
be required of the individual should this solution be chosen. However,
a solution such as “develop a more positive self-esteem” is a much less
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concrete strategy. If a client chose this solution, he might have a new
problem, namely, figuring out how to go about enhancing self-esteem!
As a final note, creative and practical solutions can sometimes be
found by combining two or more solutions. We have often found that
the combination of two mediocre solutions can create one excellent solu-
tion. Such modifications can also help clients to consider every solution
generated, even those that initially seem crazy, unrealistic, or silly.

Decision Making

This stage involves going over the list of alternative solutions and ulti-
mately choosing the best solution for the problem. This stage can be
particularly difficult for GAD clients, as they will often try to find the
perfect solution. The problem with this type of thinking is that it can
prevent clients from moving forward in the problem-solving process. It
is therefore important that therapists remind their clients that this stage
is just another step of the problem-solving process and that it should not
become another topic for excessive worry. Rather, it can be viewed as yet
another way to practice tolerating uncertainty.

In order to effectively complete this stage of problem solving, clients
need to look at the available solutions and pick the best one for their
particular problem. This is achieved by asking clients to evaluate each
solution and determine which one has the most advantages and the few-
est disadvantages. Therapists can guide clients through this process by
asking them to consider four questions for each alternative solution:

1. Will this solution solve my problem? A solution that does
not address the problem or the stated goals is probably not the
best one to choose.

2. How much time and effort are involved in this solution?
From a practical point of view, a solution is probably not
ideal if it involves an excessive amount of time and effort to
complete.

3. How would T feel if T use this solution? When picking a
solution, the emotional consequence of a particular solution is
certainly a factor for consideration. Some options might make
clients feel anxious or nervous, and others might leave clients
feeling bad about themselves.

4. What are the consequences of this solution for myself and
others in both the short- and long-term? A good solution should
have more positive than negative consequences, for oneself and
others, both now and in the future.
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Although all four of these questions are important, the therapist should
be mindful that clients are not using them to eliminate all imperfect
solutions. That is, every solution will have some advantages and disad-
vantages, simply because if there existed a solution that solved the prob-
lem, required little time and effort, made the client feel good, and had
no negative personal or social consequences, it would have already been
found. As such, clients need to ask all four questions for each potential
solution, and then decide which one best fits the problem.

Solution Implementation and Verification

Solution implementation involves planning how to carry out a chosen
solution, and then actually implementing it. This can be a very difficult
stage for GAD clients because it tends to “activate” their intolerance
for uncertainty. Specifically, there are no guarantees whether a chosen
solution will work as expected, and that can be quite difficult for many
clients. However, because clients will have had previous experience with
tolerating uncertainty, they should have developed some “momentum,”
such that implementing a chosen solution can be seen as just another
exercise in tolerating uncertainty.

Prior to carrying out a solution, clients should plan the steps involved.
This will not only ensure that they will know what to do, but will also
increase the likelihood that they will actually carry out the solution.
The steps involved should be concrete and specific, and depending upon
the complexity of a solution, a timeline for the execution of each step
can also be established. However, the therapist needs to keep in mind
that the goal involves not only knowing what to do, but actually doing
it! In other words, GAD clients should not be overly meticulous or seek
excessive information when devising their plan, as this could be a way of
avoiding the actual implementation of the solution. In most cases, how-
ever, by taking the time to plan the major steps involved in implementing
the solution, clients are more likely to carry it out. Therapists should
praise their clients for any movement toward implementing their solu-
tions, and remind them that they are not only working toward solving
their problems in an active manner, but also increasing their tolerance
for uncertainty.

The second part of this final step involves the important task of veri-
fying if the solution that was carried out is working as planned. As noted
previously, one of the reasons that problems are so stressful is that it is
impossible to predict exactly what will happen once a solution is imple-
mented. As such, it is necessary to assess whether or not the solution is
actually working, and this can be accomplished by setting up “markers”
along the way. Clients are encouraged to think of some index that will
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let them know if the solution is working as planned. These indices can be
observable information, such as higher grades if the problem was poor
performance at school, or a check of one’s mood following implemen-
tation of the solution (for example, “Am I feeling better since I put my
solution into action?”).

One of the major reasons why it is important to establish checks is
to spot whether the solution is 7o# working early on. Even with the best-
laid plans, a chosen solution might not solve the problem. Clients should
be able to identify this as soon as possible in order to begin taking steps
toward correcting the situation. If a solution is in fact ineffective, clients
can begin troubleshooting the source of the problem by returning to ear-
lier steps. Was the solution carried out effectively? Did it best answer the
decision-making questions? Was the problem correctly identified? Was
the goal realistic and achievable? By walking through the various steps,
clients can usually identify where problem solving went astray. If, on the
other hand, a solution is working, then clients should be encouraged to
reward themselves for a job well done.

One Final Note about Problem Solving

Perhaps the greatest challenge when introducing problem solving to
clients is the tolerance for uncertainty required by therapists. There is
no perfect answer for any of the problem-solving steps, and therapists
themselves might initially feel unsure throughout the process. However,
this can be highly beneficial in session, as there is the opportunity for
therapists to model comfort with the uncertainty at various steps. Our
suggestion for the ideal method of presentation in this phase of treat-
ment is to initially use a working example to illustrate the effective use
of all the problem-solving steps. This can then be followed by collabora-
tively working through the client’s problem in session, and then having
the client carry out the chosen solution. Although this will likely be
difficult for clients because it involves solving their own problem, the
assistance of the therapist allows this to be an intermediary stage that
is less anxiety provoking (see Table 5.3 for a list of helpful questions
that the therapist can ask clients when working through the problem).
Finally, as a between-session exercise, clients should be encouraged to
walk through the steps alone and record the results of each step on the
Resolution of a Problem form (see Appendix 5.8 for a copy of the form).
Once clients have developed some confidence in their problem-solving
ability, treatment can move to the next module.
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TABLE 5.3 Steps to Effective Problem Resolution

1. What is the problem? That is, what is the current situation, what would
you like it to be, and what is the obstacle that is keeping you from
achieving your ideal situation?

2. What goal would you like to achieve? Is it realistic and achievable?

3. What are all the possible solutions to this problem? Keep in mind to: (a)
defer judgment (“crazy” solutions are all right); (b) come up with at least
10 solutions; and (c) generate varied solutions.

4. Which is the best (not the perfect!) solution? Specifically, which solution
best answers the following questions: (a) Will this solve your problem? (b)
How much time and effort is involved in this solution? (¢) How would you
feel if you use this solution? (d) What are the consequences of this solution
to yourself and others in both the short and long term?

5. How will you carry out this solution? That is, what steps do you need to
take to actually start implementing this solution?

6. How will you know if this solution is working? What checks or markers
will you use that will tell you whether your solution is going as planned?

MODULE 5: IMAGINAL EXPOSURE

In this treatment module, clients learn a specific strategy for dealing
with worries about hypothetical situations. These types of worries are
not amenable to problem solving because the feared situation has not
happened (and may never happen); therefore, any attempts at problem
solving would be unproductive. Instead, clients learn how to expose
themselves to a mental image of their fears in order to address their
tendency to engage in cognitive avoidance (both implicit and explicit).
This treatment module can be very difficult for clients because it involves
focusing on thoughts and images that they have tried very hard to avoid
for a long time. It is therefore extremely important that therapists take
the time to properly explain the rationale behind this treatment module.
The rationale for the use of imaginal exposure is somewhat complex,
and as with any treatment strategy, clients must fully understand why
they are being asked to do something before they actually do it.

The Futility of Cognitive Avoidance
The first aim is to illustrate to clients how attempts at avoiding thoughts

can be counterproductive. As mentioned previously, research on thought
suppression has shown that, in some instances, trying to suppress a
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thought can result in a paradoxical increase in that thought. As most
clients are unaware of this phenomenon, an effective way to illustrate
the effects of thought suppression is to ask them to engage in the white
bear experiment.

Instructions for the White Bear Experiment

Therapist: Today we are going to talk about cognitive avoidance, which is
the tendency to try to avoid certain thoughts. However, before
we do, I would like you to try a little experiment with me. For
60 seconds, I am going to ask you to close your eyes and think
of anything that you like. Anything at all, there are no restric-
tions, except for one small thing: I want you to absolutely not
think about a white bear. T don’t want you to picture a white
bear or even think the words white bear. But other than that,
you can think of anything else. I am going to time you while
you do this, and T will simply ask you to raise your hand every
time, if any, the thought crosses your mind. Are you ready? Go.”
(The therapist then records how many times the client raises his
hand.) “So, how did it go? Do you remember how many times
the thought of a white bear came up?”

Client:  Almost the entire time; at least seven or eight times.

Therapist: That’s interesting. How many times did you think of a white
bear on your way over to my office today?

Client:  None.

Therapist: How about yesterday? How many times did the “white bear”
thought come up?

Client: None, again.

Therapist: Interesting. So all day yesterday and today you did not have a
single thought about a white bear. And yet, when I specifically
asked you not to think of one for one minute, you were unable
to. Why do you think that is?

Client: I have no idea.

Therapist: Well, research shows that trying not to think about some-
thing doesn’t work. In fact, it can produce two types of oppo-
site effects. One is the enhancement effect, which you just
experienced. That is, trying to deliberately suppress a thought
can bring on that very thought while we are trying to avoid
it. The second effect is the rebound effect. In this case, after
trying to suppress a thought, it might tend to pop up in your
mind. In the case of our experiment, you might find that you
will think about a white bear on the way home or this evening.
So what does all this say about your worries?
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Client: I guess it means that if I try not to think about something
unpleasant, like my children getting injured or killed in a car
accident, I’ll actually end up thinking about it even more.

Therapist: That’s right. Trying to block or avoid upsetting worries can
actually lead to more worries popping up in your mind.

An Alternative to Avoidance and Neutralization

In order to clearly illustrate the importance of exposure in reducing fears,
the therapist should discuss the concepts of avoidance, neutralization, and
exposure in terms of behavioral rather than cognitive avoidance. That is,
it is easier to discuss these abstract concepts in reference to a specific
observable fear before relating them to the cognitive construct of worry.
A useful example is elaborated upon below, using a dog phobia analogy:

Therapist: Why do you think that we tend to avoid the things that we fear?
Very simply, we do it because avoidance works. If T am afraid
of something, once I avoid it, I feel less anxious. For example, if
I am afraid of dogs, and I see someone approaching with a dog
while am walking down the street, I will probably become very
anxious. However, what will happen once I cross the street?

Client:  You'll feel better.

Therapist: That’s right. Once I avoid the dog, ’ll probably feel less anx-
ious. Let’s look at this using a graph, where the horizontal line
represents time and the vertical line represents anxiety.

Cross the street

A

See a dog Time
Therapist: Using this graph, we can see that once I see the dog my anxi-
ety goes up, but the moment that I cross the street (and avoid
the dog), my anxiety goes down. What is the problem with
this? What do you think will happen to my fear of dogs so
long as I avoid them?
Client:  You’ll probably continue to be afraid of them.
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Therapist: That’s right. In fact, I might become even more afraid of

them over time, because I might say to myself: “Good thing I
avoided those dogs; who knows what would have happened?”
If we look at this continued avoidance on a graph, it would
look like this (see below), with a dip in anxiety every time I
avoid and an increase in anxiety every time I see a dog. We
call this the avoidance curve, and we can see that avoidance
decreases anxiety in the short term, but maintains the fear in
the long term.

A Avoid Avoid Avoid Avoid
n
X
i
e
t
y
See a dog See a dog See a dog See a dog
Time

One of the reasons that we recommend discussing the maintaining effect
of avoidance is to allow clients to see how exposure to a feared situation
is the best way to reduce anxiety in the long term. However, it is also
important that clients understand the right way to conduct exposure. As
such, the role of neutralization is also discussed because it can pose a
particular problem to the effective execution of imaginal exposure:

Therapist: Unfortunately, avoidance is not the only way that we maintain

Client:

our fears. Neutralization can have a similarly negative effect.
Neutralization refers to a deliberate attempt to reduce the
experience of anxiety while in a fearful situation. For exam-
ple, if I am afraid of dogs, I might decide that I need to con-
front my fear and stop avoiding them. With that in mind, I go
to visit my friend at his house, since he has a dog. Once there, I
get very anxious, so I decide to look out the window and think
of something else. What will happen to my anxiety?

It will probably go down.

Therapist: That’s right. It will probably go down, but not all the way

since I'm still in the same room with the dog. Also, once I look
back at the dog, my anxiety goes back up. This time, I try to
lower my anxiety by looking at the dog’s tail instead of his
teeth, which again makes me feel less uncomfortable. These
behaviors are examples of neutralization, and if we were to
draw this on a graph, it would look like this:
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Neutralize

A

n

X Look at dog
i

e

t

y

See a dog

Time

Therapist: This graph, which illustrates the neutralization curve, shows
how each time I neutralize, my anxiety goes down a little
bit. The problem with this behavior is that, like avoidance, it
maintains anxiety in the long term, even though it decreases
it somewhat in the short term. So, how do you think we can
bring anxiety down in the long term?

Client:  Probably by not avoiding and neutralizing.

Therapist: Exactly. Basically, we can reduce anxiety in the long term by
exposing ourselves to feared situations. But when we do this,
we have to do it for long enough, and often enough, for the
anxiety to go down and stay down. In other words, if you stay
in a feared situation long enough, without doing anything at
all, your anxiety will go down naturally. (See graph below.)

Do nothing; sit with anxiety

o =

See a dog Ti
ime
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Therapist: This graph illustrates the exposure curve, and it teaches us a

N -

powerful lesson: “If I stay in a fearful situation and do noth-
ing, my anxiety goes down. Perhaps this is not as scary as I
thought.” Unfortunately, we don’t really believe that lesson
until we conduct exposure several times. Each time we do, the
feeling of anxiety does not go up quite as high, and it takes
less and less time to go back down. (See graph below.)

1" exposure
2" exposure

3" exposure

4™ exposure

5" exposure

Time

Therapist: So all of this means that if we want to reduce anxiety in the

long term, it is best to face our fears through exposure, to
stay in the situation until our anxiety goes down, and to do it
repeatedly. Does all this make sense so far?

Once therapists have taken the time to explain the role of avoidance
and neutralization in maintaining fears, as well as the therapeutic role
of exposure, it is important to return the conversation back to client

worries.

Therapist: So how do avoidance, neutralization, and exposure work

when we think about worries? Well, the same logic applies to
our thoughts. For example, if a person is very afraid that she
might become seriously ill in the near future, she might try
very hard not to think about that possibility. This avoidance
of scary thoughts is referred to as cognitive avoidance. So by
trying not to think about your fears, you are in fact main-
taining them. (See Appendix 5.9 for a copy of the model that
includes cognitive avoidance.) Neutralization, which in some
ways is similar to cognitive avoidance, also contributes to
maintaining your fears. When you are worried about a poten-
tial problem, you might tell yourself: “It won’t happen” or “It
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won’t be that bad if it does.” These thoughts serve to neutral-
ize or lessen your discomfort; however, as with neutralizing
a fear of dogs, these thoughts end up maintaining your wor-
ries. When we worry about a hypothetical situation, we often
think about it repeatedly and for short periods of time, all
the while trying not to think about the worst that could hap-
pen. Unfortunately, this does not allow us to get over our fear
of the situation. The only way to really process or digest the
fear is to think about it intensely, for a relatively long period
of time, and repeatedly. So this means that the best way to
deal with worries about hypothetical situations is to conduct
exposure to those fears; that is, thinking about your fear for
a prolonged period of time (30 to 60 minutes) every day for a
few weeks until your fear decreases.

Client:  That sounds scary.

Therapist: Yes, most people do find the idea of exposure scary. But we
are going to do this at your pace. However, it is a good idea to
keep in mind that you have been trying to avoid fully think-
ing about these situations for a long time, and you are still
worrying about them. What does that tell you about cognitive
avoidance as a strategy?

Client:  That it doesn’t work.

Therapist: Exactly. So now it is time to try a new strategy. When it
comes to dealing with anxiety, you need to face your fear in
order to eliminate it in the long run. Shall we try it?

Preparing the Exposure Scenario

The preparation of the exposure scenario can be broken down into four
steps: (1) identifying the exposure theme; (2) preparing a preliminary
draft of the scenario; (3) finalizing the scenario; and (4) recording the
scenario for repeated exposure. If difficulties are encountered in any
of these steps, it might mean that the client does not fully understand
the logic of exposure or does not feel prepared to undertake imaginal
exposure. In either case, the therapist might find it useful to return to the
rationale to increase client confidence and motivation.

Identifying the Exposure Theme: The Downward Arrow Technique

The first step in preparing the exposure scenario is to identify the expo-
sure theme (i.e., the fear that will be targeted in imaginal exposure).
One way to accomplish this is to use the downward arrow technique,
which has also been referred to as the vertical descent or catastrophizing
technique (see Burns, 1989; Provencher, Freeston, Dugas, & Ladouceur,
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2000; Vasey & Borkovec, 1992). We recommend that therapists use the
following steps in order to access core fears:

1. Therapists begin by asking clients to formulate their worry
in simple terms. For example, “What if my flight runs into
turbulence?”

2. Clients are then asked the following question: “If your
worry came true, what might happen next?” or “If your worry
actually happened, what could that lead to?”

3. Once the client has identified the next link in the worry
chain (e.g., “The plane could crash”), therapists can then ask
the same question a second time, with the goal of moving pro-
gressively further down the fear hierarchy.

4. Once clients respond to this second prompt, therapists
repeat the question until the client is no longer able to pro-
vide an answer to the prompt, suggesting that the core fear has
been identified (e.g., “I could die”).

An example of a client’s responses to the downward arrow tech-
nique is provided below for a work-related worry:

“I will not be able to make a deadline at work.”

“My boss will be upset.”

“I will lose my job.”

“I won’t be able to find another job.”

When using the downward arrow technique, it is important that thera-
pists not direct clients in their answers, but simply follow their lead.
Furthermore, it is important to strike a balance between accessing an
important fear while not going so far that the client is unable to fully
engage in the exposure process. Specifically, if a client mentions that the
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scenario is too “far fetched,” this can indicate that an outcome identified
earlier in the downward arrow would be a more appropriate exposure
theme for that particular client. For example, using the work example
presented above, a client might eventually come up with the fear “I could
end up on the street, homeless and penniless, with all my friends becom-
ing disgusted with me.” Most likely, clients will say that this scenario is
in fact ridiculous because they know that it will not happen. It is there-
fore not appropriate for the exposure scenario.

Preparing a Preliminary Draft of the Exposure Scenario

Once the exposure theme has been identified, the client is asked to write
a first draft of an exposure scenario. This is typically done as a between-
session exercise on the Scenario for Exposure form (see Appendix 5.10
for a copy of the form). Based on current conceptualizations of emotional
processing (e.g., Foa & Kozak, 1986) and our own clinical experience, it
is useful to provide the client with guidelines that fall into two categories:
content and form. In terms of content, the scenario should include: (1) the
fearful situation or context; (2) the client’s reactions to the situation; and
(3) the meaning ascribed to the situation and the reaction. In terms of form,
the scenario should be described: (1) in the first person; (2) in the present
tense; (3) with great detail, including information from the senses (i.e.,
sight, touch, taste, smell, hearing); and (4) without neutralization (that is,
any information that might decrease the client’s anxiety during exposure).
If a looped audiotape will subsequently be used to record the scenario, it
should last one to five minutes when read slowly and with expression (sim-
ply because looped tapes typically last one to five minutes).

Therapists should keep in mind that the client has probably been
trying to avoid thinking about his fear for some time. As such, the first
draft of the exposure scenario will likely need some work during the
next session (although the client may have worked very hard to pro-
duce the initial scenario). For example, a client who feared that her child
would be involved in a serious car accident produced the following first
draft for exposure:

I imagine that my child is involved in a car accident. I rush to the
scene of the accident, and there are ambulances and bits of bro-
ken glass all over the highway. Then I see her; she is sitting in the
grass beside the road, and she has blood on her. Her arm is all cut
and swollen — it looks like it might be broken. The paramedics
lift her onto a stretcher and put the stretcher into the back of the
ambulance. I get into the back of the ambulance and sit beside the
stretcher, and hold her hand in mine. She looks at me and smiles. I
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realize I'm crying uncontrollably. The paramedic puts an oxygen
mask on her just to be safe; inside the ambulance little lights on
machines are blinking, and there’s that funny hospital smell. At
the hospital they take her in to see the doctor and I have to wait
outside. I feel very anxious, so I sit down and try to calm down.
After a few minutes, the doctor comes out to see me. He smiles at
me and says, “It looks like she’ll be all right....”

Although this was a good first draft that followed most of the rules of
form and content, it clearly contained many elements that served to avoid
full (or functional) exposure. For example, elements such as “I hold her
hand in mine. She looks at me and smiles” and “It looks like she’ll be all
right...” are attempts at neutralizing the scenario and reducing anxiety.

Finalizing the Scenario

Once clients bring their first exposure draft to the next session, the ther-
apist’s primary challenge is to assist them in improving the scenario.
Some examples of neutralization to be on the lookout for are “I imag-
ine...” because it reminds clients that the scenario is not real, and the
inclusion of a “happy ending” that is clearly at odds with facing one’s
worst fear. Returning again to the example of the client’s core fear that
her child could be in an accident, the final scenario is reproduced below.
Note that the scenario is much improved and is now appropriate for
imaginal exposure:

My child is in a terrible car accident. I rush to the scene of the
accident, and there are ambulances, sirens going off, mangled
cars, and bits of broken glass all over the highway. Then I see
her; her little body is sprawled face down on the road, and she’s
covered in blood. Her face is all cut and swollen — it hardly
looks like her. The paramedics lift her onto a stretcher — they
have blood all over them too — and put the stretcher into the
back of the ambulance. T get into the back of the ambulance and
sit beside the stretcher, and hold her cold hand in mine. I realize
I’m crying uncontrollably. The paramedic puts an oxygen mask
on her; inside the ambulance little lights on machines are blink-
ing, and there’s that awful hospital smell. At the hospital they
rush her into the emergency room and I have to wait outside. I
feel like my legs are going to collapse and I'm shaking all over,
so I sit down and try to control myself. After what seems like
hours, the doctor comes out to see me. He clears his throat and
says, “I’ll get right to the point; her condition is critical....”
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Recording the Scenario for Repeated Exposure

Once the scenario has been finalized, clients record it on a looped tape
or compact disc, reading the text slowly, with appropriate pauses and
emotional expression. Therapists might wish to hear the audio record-
ing, as some clients will read the text quickly and in a monotone fash-
ion in an effort to neutralize some of its emotional overtones. If this is
the case, clients should record the scenario a second time, but with the
appropriate pace and emotion.

Conducting Exposure

Imaginal exposure involves an important learning curve. Learning to
visualize a feared scenario can take time and practice, as well as learn-
ing to sit with anxiety and tolerate it until it dissipates. Furthermore,
the prospect of exposure can be daunting for someone who has used
avoidance as a way to cope with his or her fears. As such, it is imperative
that the first exposure session be carried out in the therapist’s office.

The First Exposure Session

Therapists will want to prepare clients for exposure by presenting the
first exposure session as a learning experience where clients will have an
opportunity to begin learning the skill of exposure. As such, the objec-
tive of the first session is not to experience “successful” exposure, but
rather to begin learning what it feels like to attempt imaginal exposure.
Clients are asked to assume a comfortable sitting position, and then
begin listening to the recorded exposure scenario. Prior to beginning,
however, therapists should mention that it is initially quite difficult to
stay focused on an exposure theme and that clients will undoubtedly find
their minds wander during exposure. When this happens, they should
simply return to the scenario. During the actual in-session exposure,
we recommend asking clients to provide an anxiety rating from 0 to 10
(with O representing “no anxiety” and 10 representing “extreme anxi-
ety”) every minute of the exercise, on the therapist’s cue. Following the
exercise, therapists can then create a graph of the client’s anxiety level
throughout exposure. The imaginal exposure session should continue
until the client’s anxiety more or less returns to its baseline level.

Subsequent Exposure Sessions

After clients have had some in-session experience with imaginal expo-
sure, they can begin practicing exposure at home. Clients need to perform
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exposure every day, with each exposure lasting approximately 30 to 60
minutes. The objective is for clients to stay focused on the scenario for
as long as necessary to experience the “exposure curve,” that is, a rise in
anxiety, which then stays elevated for several minutes, and subsequently
descends gradually to the preexposure baseline level. Therapists should
encourage their clients to continue their daily exposures until they expe-
rience little to no anxiety when listening to their exposure scenario. For
each exposure conducted between sessions, clients can fill out the Expo-
sure Summary form (see Appendix 5.11 for a copy of the form) which
is useful for monitoring daily progress. This form asks for their level of
distress prior to the exposure, immediately after, as well as the maximum
level experienced during the exposure.

Once clients have emotionally processed their fear (i.e., they no lon-
ger experience significant anxiety when listening to their scenario), they
can choose to use imaginal exposure to address another core fear (i.e.,
a fear that underlies worries about other hypothetical situations). In our
experience, because each core fear underlies worries about many hypo-
thetical situations, the number of exposure scenarios that is required for
each client is quite limited. In fact, we have found that the vast major-
ity of clients require only one or two exposure scenarios in order to
considerably decrease their worries about a vast array of hypothetical
situations. When the therapist and client feel that termination of treat-
ment is imminent, they can move to the final treatment module, relapse
prevention.

MODULE 6: RELAPSE PREVENTION

The final treatment module deals with maintaining gains and preventing
relapse following treatment termination. Although we refer to this stage
as relapse prevention, data from our clinical trials show that many clients
actually continue improving following treatment termination (see Chap-
ter 6). As such, the goal at this stage of treatment is to help clients con-
tinue using the skills acquired in treatment with the hope that progress
will be maintained long after the final session is over. We break down
this module into three components: (1) daily maintenance; (2) identifica-
tion of at-risk situations; and (3) preparation for at-risk situations.

Daily Maintenance

Daily maintenance is based on a very simple idea; namely, that strate-
gies that helped clients to get better will also help them to stay better.
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In other words, if clients stop using the skills acquired in therapy, it is
unlikely that they will maintain their treatment gains in the long term.
This means that it is in the clients’ best interest to continue reevaluating
their positive beliefs about worry, addressing life’s problems by using
effective problem-solving strategies, and processing fears through expo-
sure. Most importantly, however, clients should continue developing an
ever greater tolerance for uncertainty. The best way for clients to take
charge of their own symptom maintenance is by learning to become
their own therapist:

Therapist: Now that treatment is coming to an end, it is important
that you learn to become your own therapist. What I mean
by this is that you will start to take on the role that I have
been assuming in treatment. In addition to teaching you the
necessary skills you need to manage your symptoms, I moni-
tored your progress on between-session exercises and helped
you to troubleshoot any problems that came up. It is this role
that you will need to fill now. Once treatment ends, you will
need to assign yourself exercises, carry them out, and monitor
your progress. For example, you can work on correcting your
beliefs about worry, and apply strategies like problem solving
or cognitive exposure to worries that come up in your daily
life. Being your own therapist also implies regularly evaluat-
ing your method of reacting to worries, encouraging yourself
to persevere even when it’s difficult, and congratulating your-
self for both your large and small successes.

Some clients enter treatment with the belief that when therapy ends,
they will no longer be worried or anxious. This is obviously not the
case. In our treatment, as with most other CBT protocols, clients do
not typically end treatment entirely symptom-free. Rather, a successful
treatment experience will see clients leaving with a significant reduction
in symptoms, an array of new tools and strategies for dealing with their
symptoms, and a number of successes using those skills under their belt.
Considering how long most clients have suffered with GAD, it is unre-
alistic to expect to be symptom-free after only a few months. However,
if clients continue working with the skills acquired during treatment,
there is no reason to believe that further improvement will not occur.
The ultimate goal of daily maintenance is that the skills learned in ther-
apy become automatic, and that clients use these skills without being
fully conscious of each decisional step. This goal, however, will only be
attained if clients regularly use the strategies over extended periods of
time.
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Identifying At-Risk Situations

The identification of at-risk situations is important because it helps cli-
ents adopt realistic expectations about how their worry and anxiety will
fluctuate following the termination of treatment. Therapists will want to
help their clients become aware that everyone experiences decreases in
their quality of life during periods of high stress or negative mood. For
GAD clients, stressors such as moving, changing employment, or expe-
riencing interpersonal difficulties, as well as times when they are feeling
more tired or “down” than usual, can serve as triggers to increase worry
and anxiety (see Appendix 5.12 for a copy of the model that includes
mood state and life events). These types of fluctuations in symptoms
are perfectly normal. They only become a problem when clients inter-
pret them catastrophically (i.e., “I am so worried and anxious again! I
undid all the progress I made in treatment!”). As such, it is important
that clients learn to identify these periods of stress so that they will not
be caught off guard when they are feeling more worried and anxious.
In fact, clients can use increases in their symptoms as a “red flag” that
alerts them to apply their newly acquired skills and work on them in a
structured manner.

It is also equally important that clients have realistic expectations for
themselves. Progress in therapy does not mean that clients will experi-
ence a smooth and regular decrease in worry and anxiety. For all clients,
there are weeks where their symptoms are higher, other weeks where
worry and anxiety might drop sharply, and still other weeks where there
is little or no change. This intermittent fluctuation in worry and anxi-
ety can also be expected following treatment. Experiencing a period of
greater worry and anxiety should not be viewed as a failure or a relapse.
Rather, it is an opportunity to continue working on the skills that will
ultimately give clients a better chance at long-term protection against
excessive worry and anxiety.

Preparing for At-Risk Situations

One of the best ways that therapists can assist clients in preparing for
difficult situations in the future is to clearly distinguish between a lapse
and a relapse. The key difference between both events is the reaction
that clients have to a rise in their symptoms:

Therapist: It is important to keep in mind that there is a significant dif-
ference between a lapse and a relapse. A lapse can be under-
stood as the result of normal fluctuations in worry and anxiety
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levels. A relapse, on the other hand, is more or less a return
to the state you were in before treatment began. Therefore, to
experience an increase in worry and anxiety from time to time
is unavoidable and is not necessarily a relapse. However, your
reaction to an increase in worry and anxiety is an important
factor in determining whether a lapse will become a relapse.
For example, let us suppose that two individuals worry a lot
during a three-day period. In the middle of the week one of
the two realizes that an accumulation of work has been caus-
ing his stress and worry. He tells himself that he will try to
finish his excess workload as soon as possible, within reason,
and will relax on the weekend. He can always work for two
hours Sunday morning if he hasn’t finished by Friday. By the
end of the week, he has finished his work and is satisfied and
relaxed. The other individual is also stressed and worried
because of an accumulation of work. He does all that he can
to finish, but he is not very optimistic about finishing by Fri-
day. By 5 p.m. on Friday the individual has finished her work
and says, “What a crazy week! I am never able to get through
a surplus of work without worrying about it all week! It took
all my energy! What will it be like next time? I probably won’t
be able to handle it....” We can see from this example that the
second person is on her way to a full-blown relapse simply
because she reacted to the situation catastrophically.

One way that clients can prepare themselves for both treatment
termination and any at-risk situations that might occur is to develop a
plan of action before the end of therapy. Since one of the goals of treat-
ment is to teach clients how to become their own therapists, they should
be encouraged to set goals for future progress without the therapist’s
help. For example, a client with continuing worries about her job might
decide to plan additional tolerance of uncertainty experiments and to
use effective problem-solving strategies for any work-related difficulties
that arise. In this manner, clients can continue working regularly with
their acquired skills and develop a greater sense of control over their
worry and anxiety.

One Final Point
As treatment comes to an end, it may be important to return to an

issue that was discussed right at the start of treatment: the distinction
between normal and excessive worry. Paradoxically, if clients have made
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great strides during treatment, the therapist may have to encourage them
to accept a certain level of worry in response to life’s daily problems.
We have found that some clients forget that moderate levels of worry
and anxiety are unavoidable and a normal part of life. These clients
may have unrealistic expectations and may be at risk for relapse. As
such, they may need to be reminded that everyone has moments where
they are more anxious and stressed. This is certainly not a sign that
treatment was unsuccessful. In fact, clients who leave treatment feeling
that their worry and anxiety are manageable and their quality of life is
improved have made wonderful progress. As such, they should be heart-
ily congratulated.



166  Cognitive-Behavioral Treatment for Generalized Anxiety Disorder

APPENDIX 5.1

Model 1: The Symptoms Associated with Generalized Anxiety
Disorder
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APPENDIX 5.

3

Model 2: The Role of Intolerance of Uncertainty
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APPENDIX 5.4
Handout for Model 2: Uncertainty and Behavior Monitoring Form

What is my chosen behavior?

What, if any, discomfort did I feel while doing it?

What were my thoughts while doing it?

Now that I have done it, what do I think?
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APPENDIX 5.5

Model 3: The Role of Positive Beliefs about Worry
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APPENDIX 5.6
Handout for Model 3: Positive Beliefs about Worry Form

Below are a number of beliefs that people can have about worry. They
have been grouped into different categories. Please indicate by checking
off “YES” or “NO” whether you have experienced each type of belief
about worry; if “YES,” write down a personal example for each.

1. Beliefs about worry as something that can help you to resolve
problems. This means all beliefs that convey the idea that wor-
rying helps to fix problems, find better solutions, become more
aware of problems, be better prepared to face them, react bet-
ter when problems occur, and avoid potential problems.

YES: NO:

Personal example:

2. Beliefs that worry is a good way to motivate yourself. This
means all beliefs that convey the idea that worrying will moti-
vate you to do things you would otherwise avoid. These beliefs
can relate to responsibilities at work, household tasks, social
activities, or leisure activities.

YES: NO:

Personal example:

3. Beliefs about worry as a way to protect oneself from negative
emotions. This means all beliefs that convey the idea that by
worrying about something beforehand, you can protect your-
self from subsequent deception, disappointment, or guilt if the
event actually occurs.

YES: NO:

Personal example:
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4. Beliefs that the act of worrying can have an effect on events.
This means all beliefs that convey the idea that the act of wor-
rying itself can have an effect on events, that worries have
power over the occurrence or non-occurrence of events.

YES: NO:

Personal example:

5. Beliefs about worry as a positive personality trait. This means
all beliefs that convey the idea that a person who worries is
considerate, prudent, and cares about the well-being of others.
These beliefs also imply that worrying about someone is proof
of love or caring.

YES: NO:

Personal example:

Can you think of any other examples of beliefs about worry, that don’t
fit into the preceding categories?

YES: NO:
If YES, please describe:
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APPENDIX 5.7

Model 4: The Role of Negative Problem Orientation
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APPENDIX 5.8
Handout for Model 4: Resolution of a Problem Form

Problem definition and problem-solving goal(s):

Potential solutions:

Chosen solution:

Application of the solution and evaluation of the results:

Observations and comments:
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APPENDIX 5.9

Model 5: The Role of Cognitive Avoidance
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APPENDIX 5.10
Handout 1 for Model 5: Scenario for Exposure Form
The goal of this exercise is to develop a scenario for exposure that has

the following characteristics:

1. It should take one to five minutes to read, when read slowly
and with expression.

2. It should not contain elements of neutralization (for exam-
ple, words like “maybe” and “not so bad,” which can reduce
the effectiveness of the exposure).

3. It should be composed in the present tense (as though the
scenario is happening in the present).

4. Tt should be frightening but believable.

5. It should refer to your senses (sight, hearing, smell, etc. —
including these helps you to form a clear mental image).

Please continue on another page
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APPENDIX 5.11
Handout 2 for Model 5: Exposure Summary Form

Theme of scenario:

To complete before exposure:

1. Time :
2. What is the level of distress associated with your thought
right now? (Circle the number that best corresponds to your
level of distress before the beginning of the exposure session.)

0 1 2 3 4 S 6 7 8
none a little moderate considerable extreme

To complete after exposure:

1. Time :

2. What is the level of distress associated with your thought right
now? (Circle the number that best corresponds to your level of
distress after the end of the exposure session.)

0 1 2 3 4 ) 6 7 8
none a little moderate considerable extreme

3. What was the maximum level of distress that was associated
with your thought during exposure? (Circle the number that
best corresponds to your maximum level of distress during the
exposure session.)

0 1 2 3 4 S 6 7 8
none a little moderate considerable extreme

4. Did you neutralize your thought while you were listening?

Yes: No:

If yes, in what way?
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APPENDIX 5.12

Model 6: The Influence of Mood State and Life Events'’

Situation

ntolerance of t nrﬁrfainf&fn/pr:mr‘r:
Intoler: . ]
ntofer ™ What if...?
Intolercgce of uncertainty
Intolercfce of uncertaint
Intolercfice 1
Intolercfic
Intolerciic]
Intolerclic]
c|
c|
C

vy
tt

Mood
State

Life
Events

Intoler.
Intoler.
Intoler.
Intolerclce of uncertainty gntolerance of unc
Intolerafce of uncertainty fntolerance of unc
I /ncertainty fntolerance of unc

Negative |ncertaini\gfiolerand

problem  |1¢qpeaiaial

orientation Anxiety
nce

Intolerance of uncertainty
[ntolerance of uncertainty

b
T

Cognitive
avoidance

2NN
tolerance of uncertainty
tolerance of uncertainty

Demoralization
Exhaustion

! Reprinted from Behaviour Research and Therapy, 36, Dugas, M.]., Gagnon, F.,
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conceptual model, 215-226, (1998), with permission from Elsevier.



CHAPTER 6

Treatment Efficacy

In Chapters 4 and 5, we presented our cognitive-behavioral treatment
of generalized anxiety disorder (GAD). In the current chapter, we will
review the data on the treatment’s efficacy. We will begin with a dis-
cussion of the advantages and limitations of different criteria for estab-
lishing a treatment’s efficacy. We will then review the main findings
from four studies that have tested the treatment using a randomized
controlled design, where clients are randomly assigned to one of two or
more experimental conditions.

CRITERIA FOR ESTABLISHING TREATMENT EFFICACY

There are many ways of assessing treatment efficacy in clinical trials.
As mentioned previously, the comprehensive assessment of GAD clients
offers several advantages, the most important being that each assess-
ment method provides different information on clients’ state and prog-
ress. In the following sections, we discuss three of the most widely used
criteria/methods for assessing treatment efficacy in clinical trials: diag-
nostic remission, statistical comparisons of mean effects, and clinically
significant improvement. Whereas the criteria for diagnostic remission
and clinically significant improvement are applied to each participant,
statistical comparisons of mean effects are assessed for entire groups or
subgroups of participants.

Diagnostic Remission

In many clinical trials for GAD, diagnostic remission (that is, not meet-
ing GAD diagnostic criteria following treatment) is used as one of the
main criteria for treatment success. The assessment of diagnostic remis-
sion is an attractive success criterion for many reasons. First, it is non-
ambiguous; clients are either in remission or not in remission. Second,
it is based on information contained in diagnostic manuals such as the
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Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition
(DSM-1V) (American Psychiatric Association, 1994). Third, the assess-
ment of diagnostic remission facilitates communication with clients,
their families, other health professionals, and third-party payers such as
insurance companies. For example, insurance company representatives
will not want to know if treatment led to reliable changes in standard-
ized measures of worry and anxiety; they will want to know if clients no
longer meet GAD diagnostic criteria following treatment.

Although the assessment of diagnostic remission is attractive for the
aforementioned reasons, it is an incomplete (and at times, inaccurate)
way of evaluating client progress. One of the main problems with using
diagnostic remission as a treatment success criterion resides in its either—
or nature. As mentioned in the preceding paragraph, clients either meet
GAD diagnostic criteria or they do not. Like any measurement tech-
nique based on a yes/no answer, the assessment of diagnostic remission
can be an unreliable method of appraising client progress. To illustrate
this point, imagine a client who continues to be a very high worrier
following treatment, but only has two of the six GAD somatic symp-
toms (e.g., restlessness and difficulty concentrating). This client would
meet the conditions for diagnostic remission (three somatic symptoms
are required to meet GAD criteria), but the remaining GAD symptoms
would likely continue to lead to important interference and distress
in the client’s life. In this case, therefore, the answer to the either—or
diagnostic question would not capture the interference and distress that
result from the client’s considerable residual symptoms.

Another notable problem with the remission criterion is that GAD
has relatively low diagnostic reliability; even experienced clinicians often
have difficulty agreeing on the presence or absence of GAD. This prob-
lem is further complicated by the fact that therapists tend to underesti-
mate GAD symptoms following treatment because they “want” their
clients to be in remission. This is why treatment studies typically call
upon an independent evaluator (someone not involved in other aspects
of the study) to assess diagnostic remission. For these reasons, the assess-
ment of diagnostic remission is insufficient as a sole marker of treatment
efficacy. Combined with the methods described in the following para-
graphs, however, diagnostic remission may provide the answer to one
part of the important question of treatment efficacy.

Statistical Comparisons of Mean Effects

In addition to assessing diagnostic remission, clinical trials typically
submit data to statistical comparisons of mean effects. These analyses
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can be used to examine within-group effects (e.g., to compare post-
treatment scores to pretreatment scores in one treatment condition);
between-group effects (e.g., to compare posttreatment scores in two
treatment conditions); and within-between group effects (e.g., to com-
pare pre- to posttreatment changes in two treatment conditions). Gener-
ally speaking, differences are considered “real” when there is less than
a 5% probability that they are the result of chance fluctuations. Thus,
in most cases, the expression “statistically significant effect” means that
there is a 95% probability that the observed effect is real and not due to
random variations.

In recent years, statistical significance testing, which is also referred
to as probability testing, has come under intense criticism. The main
critique of probability testing is that it addresses a dichotomous question
(much like diagnostic remission). Obviously, the “5% principle” should
not be applied in a rigid fashion, but clear guidelines on how to carry
out probability testing in a flexible and justifiable way are lacking. Given
these (and other) limitations of probability testing, it is now widely rec-
ommended that researchers also report the size of the observed effects.
Roughly speaking, an effect size can be conceptualized as a standard-
ized measure of the magnitude of an effect. Thus, by combining the
calculation of effect size (magnitude of effect) with probability testing
(“realness” of the effect), statistical comparisons of mean effects can
provide a considerable amount of information about treatment efficacy.

Statistical comparisons of mean effects have many advantages.
First, they are firmly grounded in scientific theory and research and
are widely acknowledged to be the most important means of assessing
treatment efficacy. Second, as mentioned above, they allow researchers
to compute the magnitude of effects as well as the probability that the
observed effects are true effects and not the result of chance varia-
tions. Third, statistical comparisons of mean effects allow researchers
to arrive at general conclusions about the treatment under study (for
example, that on average, the treatment leads to significant change for
individuals afflicted with a particular disorder).

Although statistical comparisons of mean effects have many advan-
tages, they also have some serious limitations, not the least of which
is that they do not provide information on particular individuals par-
ticipating in the clinical trial. By focusing on within- and between-
group differences, these tests do not offer information about treatment
progress for individual clients. Further, statistical tests do not tell us if
the observed changes are clinically significant. It may be that a group
of individuals is statistically improved following treatment, but this
does not necessarily imply that the individuals have made changes that
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translate into real improvements in their daily lives. Only tests of clini-
cal significance directly address this question.

Clinically Significant Improvement

In addition to the assessment of diagnostic remission and statistical
significance, many recent treatment studies include the evaluation of
clinically significant improvement. Simply stated, clinically significant
change is attained when a client returns to normal functioning following
treatment. In a landmark article, Neil Jacobson and Paula Truax (1991)
reviewed both a rationale and a methodology for calculating clinically
significant change. Although there exist more sophisticated methods for
calculating the clinical significance of change, the methods described by
Jacobson and Truax have the benefit of being both relatively simple and
informative. Furthermore, a study of the accuracy of different meth-
ods of calculating clinical significance suggests that those described by
Jacobson and Truax are equivalent to more complex methods (Atkins,
Bedics, McGlinchey, & Beauchaine, 20035). Basically, the authors argue
that two questions should be addressed when assessing the clinical sig-
nificance of each client’s change. First, is the client’s progress reliable? In
other words, is the client’s response to treatment most likely real or due
to chance variations? Second, following therapy, does the client display
greater similarity to people with GAD or to those without GAD? From
a statistical perspective, this question can be formulated in the follow-
ing way: do the client’s posttreatment scores on measures of GAD fall
closer to those of untreated GAD clients or to those of individuals from
the general population? According to Jacobson and Truax, the answers
to these two questions will provide key information about the clinical
significance of client progress.

The assessment of the clinical significance of change is helpful in
a number of ways. First, it allows one to evaluate treatment gains for
each individual client. Thus, clinical significance testing provides idio-
syncratic information that can ultimately help us to understand why
some clients benefit from treatment more than others do. The measure-
ment of clinical significance also offers information that is meaning-
ful to clients. For example, many GAD clients want to know if they
have “really” changed over the course of treatment, and if they are now
“normal” in terms of their worry and anxiety. Although group analy-
ses cannot directly answer these questions, clinical significance testing
mabkes this type of information available to clients. Finally, the methods
described by Jacobson and Truax can be easily modified for the pur-
poses of a given study. For example, in our own treatment studies, we
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have typically defined treatment response (or reliable change) as a 20%
reduction in pretreatment scores.

Although the assessment of clinically significant change offers many
advantages, it is not without limitations. One of the problems with the
assessment of clinical significance is that treatment response and end
state functioning are ultimately questions requiring a yes/no answer,
and as such, are prone to the limitations inherent in the evaluation of
dichotomous responses. Another limitation of clinical significance test-
ing relates to the reliability of the calculations. For example, when calcu-
lating a “cut score” that best distinguishes the GAD population from the
general population on a given measure, one must rely on the available
normative data for that particular measure. Obviously, the validity of
the chosen cut score will be the direct result of the quality of the avail-
able normative data.

As with the other measurement methods described herein, the assess-
ment of clinically significant change is insufficient in and of itself for
the assessment of treatment efficacy. However, by combining it with the
evaluation of diagnostic remission and statistical comparisons of mean
effects, researchers can present a fairly comprehensive and accurate pic-
ture of the efficacy of a given treatment. In the following sections, we
focus mainly on these assessment strategies in presenting the findings
from our clinical trials. The reader should also know that posttreat-
ment results presented in this chapter are based on all clients entering
treatment. For clients not completing treatment (and thus, not attending
posttreatment assessments), pretreatment scores were carried forward
to posttreatment. In other words, in the absence of posttreatment data,
we assume that clients made no progress. Although this is a conservative
approach, it is the most appropriate way of evaluating a treatment’s effi-
cacy because one simply should not assume that a client made progress
in the absence of data. Therefore, the posttreatment data presented in
the following sections are based on all clients entering treatment or what
is often referred to as the “intent-to-treat” sample.

STUDIES OF TREATMENT EFFICACY

Since we formulated our cognitive-behavioral treatment for GAD, we
have tested its efficacy in different ways. Specifically, we have compared
our treatment to a passive control condition (waiting list) and to an
active control condition (applied relaxation). We have also compared
our treatment to a nonspecific active control condition (active listening)
in terms of its ability to facilitate medication discontinuation.
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Study 1. Cognitive-Behavioral Therapy and Wait-List Control

In our initial controlled clinical trial, we assessed the efficacy of our cog-
nitive-behavioral treatment (CBT) protocol by comparing it to a wait-
list control condition (Ladouceur, Dugas, Freeston et al., 2000). The
treatment, which was administered over 16 weekly sessions, consisted of
the procedures outlined in chapter 5. The study sample consisted of 26
adults, 20 women and 6 men, with a mean age of 40 years. All partici-
pants had a primary diagnosis of GAD. In an effort to have a clinically
representative sample, we did not exclude clients taking psychotropic
medication or having other psychological conditions. We did require,
however, that medication use be stable and that comorbid conditions be
less severe than the GAD. Of the 26 study participants, most had comor-
bid anxiety disorders and one third of them were taking medication for
their anxiety.

Study participants were assessed with a structured diagnostic inter-
view, the Anxiety Disorders Interview Schedule for DSM-IV (ADIS-IV),
which was used to diagnose and establish the overall severity of GAD
and any comorbid conditions. Participants also completed a series of
self-report questionnaires, which were used to assess the study’s main
outcome variables: pathological worry, GAD somatic symptoms, asso-
ciated anxiety, and depression. In addition, participants were asked to
complete a measure of intolerance of uncertainty so that we could assess
the impact of treatment on underlying cognitive processes (although
most measures used in our treatment studies are described in Chapter 4,
the reader may want to consult the original treatment articles for a full
description of all measures used in each study). Although participants
completed other questionnaires (such as measures of common therapy
factors), we will restrict our discussion to the variables mentioned above
because they represent the study’s main outcomes and processes.

In the first phase of the study, participants were randomly selected
to receive treatment (7 = 14) or be placed on a 16-week waiting list
(n =12). As expected, we found that relative to participants in the wait-
list condition, treated participants had higher rates of GAD diagnostic
remission and showed greater statistical and clinical change on all out-
comes (overall GAD severity, pathological worry, GAD somatic symp-
toms, associated anxiety, and depression). Although these results were
encouraging, they were not surprising given that the treatment condition
was being compared to a wait-list control condition. Although waiting
lists typically lead to some improvement in symptoms (mostly because
clients have positive expectations about the treatment they will soon
be receiving), they nonetheless represent the least stringent of control
conditions. Therefore, in this type of study, one must take a close look
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at the magnitude of change (or effect size) that results from receiving the
treatment (see below).

In the second phase of the study, the 12 participants in the wait-list
condition were offered the same 16-week treatment. Once wait-listed
participants had received treatment, we examined treatment effects for
the entire sample of 26 participants and found that 20 of 26 participants
(77%) no longer met GAD diagnostic criteria at posttreatment. We also
noted statistically significant decreases on all outcomes from pre- to
posttreatment. More importantly, effect sizes were large (by convention,
d' = 0.8 or greater is considered a large effect size) for all outcome vari-
ables: d' = 3.2 for overall GAD severity, d' = 2.4 for pathological worry,
d' = 1.6 for GAD somatic symptoms, d' = 0.9 for associated anxiety, and
d' = 1.1 for depression. When we examined the clinical significance of
change, we found that 65% of participants were high responders (20%
change on at least two thirds of outcome measures) and that 62% met
criteria for high end state functioning (within nonclinical range on at
least two thirds of outcome measures).

In the final phase of the study, we examined the maintenance of
treatment gains during the year following treatment termination.
Remarkably, all participants were available for follow-up assessments as
none had dropped out during the treatment or follow-up phases of the
study. Overall, we found that participants maintained their treatment
gains over the follow-up period. In terms of diagnostic status, 77% of
participants continued to be in diagnostic remission at six-month and
one-year follow-ups. Moreover, statistical comparisons of posttreatment
and follow-up means showed that treatment gains were maintained on
all measures of outcome. Finally, at one-year follow-up, there was a
slight and nonsignificant decrease in the percentage of participants who
were high responders (62% as opposed to 65% at posttreatment) and
who met criteria for high end state functioning (58% compared to 62%
immediately following treatment).

Of interest, we found that changes in intolerance of uncertainty
closely paralleled changes in symptoms during treatment and follow-up,
supporting the idea that intolerance of uncertainty is an important treat-
ment target. In particular, the treatment led to statistically significant
decreases in intolerance of uncertainty, and these changes were main-
tained at six-month and one-year follow-ups. Furthermore, for most
clients, changes in intolerance of uncertainty preceded changes in time
spent worrying over the course of therapy, further supporting the notion
that intolerance of uncertainty is an important treatment target (Dugas,
Langlois, Rhéaume, & Ladouceur, 1998). In fact, the latter finding sug-
gests that the treatment may exert its effects on pathological worry by
first leading to changes in intolerance of uncertainty.
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Overall, the results from our first randomized clinical trial indicated
that approximately three out of four participants were GAD-free fol-
lowing treatment and at one-year follow-up. Moreover, about 60% of
participants met conditions for high end state functioning immediately
following treatment and at one-year follow-up. Although the treatment
did not lead to ideal outcomes, the results indicated that the majority of
clients benefited greatly in both the short and long term.

Study 2: Group CBT and Wait-List Control

In our second clinical trial, we set out to test the efficacy of our treatment
when offered in a group format (Dugas, Ladouceur, Léger, Freeston et
al., 2003). We hypothesized that therapeutic factors unique to group
therapy such as altruism, vicarious learning, interpersonal learning, role
flexibility, and group cohesiveness might be advantageous for many cli-
ents with GAD. We also wondered if the group therapy format might
help reduce client demoralization, which is a common complication of
GAD. Finally, we noted that the group format has produced impressive
treatment gains in individuals with other anxiety disorders.

As we had done in our first clinical trial, we assessed the efficacy
of the treatment by using a wait-list control condition. The total sample
consisted of 52 adults (37 women and 15 men) with a mean age of 41
years. All study participants had a primary diagnosis of GAD. Again,
we did not exclude clients with comorbid conditions (if the comorbid
conditions were less severe than the primary diagnosis of GAD) or tak-
ing psychotropic medication for their anxiety (if the medication use was
stable). Most participants (35) had at least one additional disorder and
9 of them were taking medication for their anxiety. The study’s main
outcome variables were similar to those of the previous treatment study.
Namely, we assessed overall GAD severity, pathological worry, GAD
somatic symptoms, associated anxiety, and depression. Participants also
completed a measure of social adjustment (adaptive functioning within
various social contexts) as well as the Intolerance of Uncertainty Scale.

In the first phase of the study, the participants either received treat-
ment immediately (7 = 25) or were placed on a waiting list (z = 27).
Those in the immediate treatment condition were divided into five
groups, with four to six participants per group. The treatment, which
consisted of the procedures described in Chapter 5, was administered
over 14 weekly two-hour sessions by two clinical psychologists. As
anticipated, results from the first study phase showed that compared to
those on the waiting list, treated participants had higher rates of remis-
sion and showed greater statistical and clinical change on all measures
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of outcome: overall GAD severity, pathological worry, GAD somatic
symptoms, associated anxiety, depression, and social adjustment.
Again, these results are not surprising given that the treatment was
compared to a waiting list, which is a nonstringent control condition.

During the second phase of the study, which began after the 14-week
waiting period, wait-listed participants were divided into five treatment
groups, with four to six participants per group. Once all participants
had received treatment, we examined posttreatment outcomes for the
entire sample. The percentage of participants no longer meeting GAD
diagnostic criteria was 60%. Not surprisingly, we found statistically sig-
nificant decreases on all study measures. Pre- to posttreatment effect
sizes were medium to large for all outcomes: d' = 1.8 for overall GAD
severity, d' = 1.6 for pathological worry, d' = 1.2 for GAD somatic symp-
toms, d' = 0.9 for associated anxiety, d' = 1.0 for depression, and d' =
0.7 for social adjustment. Although the effects sizes obtained with group
treatment were considerable, they were nonetheless not as large as those
obtained in the previous study of individual treatment.

The clinical significance of pre- to posttreatment change was again
assessed according to treatment response and end state functioning.
Consistent with our previous study, treatment response was defined as
a 20% change in pretreatment scores, and end state functioning was
defined as a score that was within one standard deviation of the mean
of normative nonclinical samples. Following group treatment, 60% of
participants were high responders (20% change on at least two-thirds
of outcome measures) and 65% of participants met criteria for high end
state functioning (within nonclinical range on at least two-thirds of out-
come measures).

In the study’s final phase, we assessed all available participants over
a two-year follow-up period (at six months, one year, and two years
following treatment). The percentage of participants no longer meeting
diagnostic criteria was 88 % at six-month follow-up, 83% at one-year fol-
low-up, and 95% at two-year follow-up. When we looked at the question
of change in various outcomes from posttreatment to follow-up assess-
ments, we found no evidence of deterioration on any of the outcome
measures over the two-year period. In fact, we found that worry scores
actually decreased during the two-year follow-up. Thus, in terms of
pathological worry, participants were doing better two years after treat-
ment than immediately after the end of treatment. Finally, we examined
clinically significant improvement over the two-year follow-up period
and found an increase in the percentage of high responders (72% at two-
year follow-up as opposed to 60% at posttreatment) as well as in the
percentage of participants meeting criteria for high end state functioning
(72% at two-year follow-up compared to 65% at posttreatment).
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Although the follow-up data are impressive, they may represent
an overestimation of continued progress as the number of participants
available for each assessment steadily decreased over time, with only
39 participants being available for the two-year follow-up evaluation. It
may be that participants not doing as well over the follow-up phase of
the study were less motivated to attend all assessments, thus leading to
an overestimation of remission rates during follow-up. Nonetheless, at
the very least, it appears that clients typically maintained their treatment
gains in the two years following treatment termination.

With the goal of investigating treatment mechanisms, we subse-
quently examined the relationship between intolerance of uncertainty
and the various treatment outcomes (Dugas, Ladouceur, Léger, Langlois
et al., 2003). When examining pre- to posttreatment changes, we found
that changes in intolerance of uncertainty predicted changes in patho-
logical worry and GAD somatic symptoms, above and beyond common
therapy factors such as therapist characteristics, treatment credibility,
and client motivation. In terms of pretreatment to follow-up changes, the
results indicated that only client motivation and pre- to posttreatment
changes in intolerance of uncertainty predicted changes in pathologi-
cal worry and GAD somatic symptoms at two-year follow-up. Thus, it
appears that the extent to which clients become more tolerant of uncer-
tainty over the course of treatment predicts their GAD symptoms imme-
diately after treatment, as well as up to two years following treatment
termination. These findings further add to the evidence indicating that
intolerance of uncertainty is an important target when treating individu-
als with GAD.

Overall, the findings from the individual and group treatment stud-
ies suggest that both treatment formats are efficacious. Individual treat-
ment, however, appears to be more effective than group treatment in
terms of short-term progress, as evidenced by higher GAD remission
rates and larger effect sizes on most outcome measures. Interestingly,
the follow-up data suggest that individual and group treatment provide
clients with similar long-term gains. As a case in point, when remis-
sion rates were calculated in the most conservative way possible for the
group treatment study (by assuming that clients unavailable for follow-
up assessments had relapsed), the percentage of participants in remis-
sion was 71 at one-year follow-up and 77 at two-year follow-up. A final
notable comparison of the individual and group treatment studies con-
cerns dropout rates. None of the participants in the individual treatment
study dropped out of treatment, whereas 10% of those in the group
treatment study did not complete the full treatment. Thus, it may be
that individual treatment is an acceptable format to a greater propor-
tion of clients with GAD. This, in turn, may be the result of the greater
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flexibility of individual treatment, which provides the therapist with
more “room” to adapt treatment to the specific needs of each client. In
summary, although the findings of the group treatment study are very
encouraging, the data suggest that individual treatment is the optimal
treatment format for those who suffer from GAD.

Study 3: CBT, Applied Relaxation, and Wait-List Control

In this ongoing study, we are in the process of comparing our CBT pro-
tocol to applied relaxation and wait-list control (Dugas, Savard et al.,
2004). Given that our previous treatment studies had shown that our
CBT protocol leads to statistically and clinically significant change,
our main objective in carrying out this study was to test our treatment
against a well-established intervention, namely applied relaxation. We
chose applied relaxation as an active control condition for a number of
reasons. First, applied relaxation has received empirical support for the
treatment of GAD (Chambless et al., 1998). Thus, we reasoned that it
would allow for a relatively stringent test of our treatment’s comparative
efficacy. Second, applied relaxation is widely used in clinical settings. We
felt that this was important to increase the study’s clinical usefulness.
And finally, the therapeutic procedures involved in applied relaxation
are very different from those involved in our treatment. We wanted the
comparison condition to be distinct from our treatment so that we could
draw firm conclusions about treatment differences in terms of both out-
comes and treatment mechanisms. We also included a wait-list condition
in order to replicate the finding that both treatments were superior to
being placed on a waiting list.

One of the main challenges we faced in designing this study was
dealing with potential allegiance effects. In simple terms, allegiance
effects may occur when researchers wittingly or unwittingly favor a con-
dition to which they feel a certain loyalty. This can occur when research-
ers compare a treatment they have developed with other treatments. To
counter potential allegiance effects, we took a series of steps. First, we
hired independent assessors (senior doctoral students not involved with
other aspects of the study) to administer diagnostic interviews and other
assessment procedures at all measurement times. Most importantly, the
assessors were not involved in treatment delivery and were unaware of
participants’ experimental condition. Second, we hired a psychologist
who was not trained in CBT (she had received training in eclectic ther-
apy) to be the main therapist for both treatment conditions. In this way,
we hoped to limit biases concerning one type of therapy over the other.
We also reasoned that by using a therapist who had not trained in CBT,
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the study’s results would generalize to more therapists, not only those
who had extensive training in cognitive-behavioral theory and treat-
ment. Finally, weekly clinical supervision was offered by one “expert”
in each treatment condition. In the applied relaxation condition, clinical
supervision was provided by an experienced psychologist who was not
previously involved in the development and validation of our cognitive-
behavioral treatment.

For this study, we recruited 65 adults with a primary diagnosis of
GAD. The sample consisted of 43 women and 22 men, with a mean age
of 39 years. Once again, comorbid diagnoses and medication use were
allowed, but within the limits described in the previous treatment stud-
ies (57% had comorbid conditions and 55% were taking medication for
their anxiety). The treatment outcome variables were similar to those
of our previous treatment studies; participants completed measures of
overall GAD severity, pathological worry, GAD somatic symptoms,
associated anxiety, and depression. Given that we were also interested
in comparing treatment mechanisms across conditions, we assessed all
components of our cognitive model. That is, participants completed
measures of intolerance of uncertainty, positive beliefs about worry,
negative problem orientation, and cognitive avoidance.

The participants were first randomly allocated to the experimental
conditions: 23 were assigned to CBT, 22 to applied relaxation, and 20
to the waiting list. Participants in the treatment conditions received 12
weekly individual sessions of CBT or applied relaxation, with all ses-
sions lasting 50 to 60 minutes. We decided to offer our CBT protocol
in a slightly “condensed” format (12 sessions as opposed to 16 sessions
in our previous individual treatment study) because we felt that 12 ses-
sions might prove sufficient to cover all treatment modules. In hindsight,
it appears we were somewhat overly optimistic, as is discussed below.
The applied relaxation condition, which was also offered over 12 weekly
sessions, included training in: (1) tension awareness; (2) tension-release
for 16, 7, and 4 muscle groups; (3) relaxation by recall; (4) relaxation
by counting; (5) conditioned relaxation; and (6) relapse prevention. The
treatment conditions were matched on a number of important features
such as duration of treatment, use of a clearly articulated theoretical
model, and number of between-session exercises. At the time of writing
this chapter, only the pre- to posttest data have been published and will
therefore be presented here.

At posttest, the results indicated that participants in the CBT condi-
tion had made the most gains, followed by those in the applied relax-
ation condition, and finally by those in the wait-list condition. This
pattern held up for every measure we administered. For example, we
found GAD diagnostic remission rates of 70% for CBT, 55% for applied
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relaxation, and 15% for the waiting list. In addition, effect sizes for
change in overall severity of GAD were 2.4 in the CBT condition, 1.4
in the applied relaxation condition, and 0.7 in the wait-list condition (in
this study, wait-listed participants made surprisingly large gains). Per-
haps the most meaningful finding at posttreatment was that effect sizes
followed the same pattern for GAD somatic symptoms, which were not
targeted in the CBT condition yet were directly addressed in the applied
relaxation condition. Effect sizes for change in GAD somatic symptoms
were 1.1 for CBT, 0.7 for applied relaxation, and 0.5 for the waiting list.
This finding lends support to the hypothesis that treatments for GAD
do not necessarily need to directly target the somatic symptoms of cli-
ents in order to help them attain important change in these symptoms.
Thus, it seems that decreases in pathological worry lead to reductions
in GAD somatic symptoms, suggesting that anxiety reduction strategies
such as applied relaxation may not be essential in helping clients with
their somatic symptoms.

Although the findings reviewed in the previous paragraph support
the differential efficacy of CBT, it should be noted that effect sizes for
the CBT condition were generally smaller than in our previous individ-
ual treatment study. For example, the pre- to posttreatment effect size
was d' = 1.1 (as opposed to d' = 2.4) for the measure of pathological
worry. Thus, although worry scores decreased by an average of a little
over one standard deviation after 12 sessions of CBT (this study), they
decreased by over two standard deviations following 16 sessions of CBT
(the previous individual treatment study). Moreover, our clinical experi-
ence in offering the 12-session treatment was that most clients would
have benefited from a few additional sessions to more fully integrate the
implications of the treatment’s underlying principles. We have thus come
to the conclusion that in this particular case more is better and that 14
to 16 regular 50-minute sessions are generally required to fully cover the
treatment modules and their various applications.

In terms of treatment mechanisms, preliminary analyses show that
all model components significantly improved from pre- to posttreatment
in the CBT condition. In other words, clients receiving CBT became
more tolerant of uncertainty, had less positive beliefs about worry, had
a less negative problem orientation, and were less likely to engage in
cognitive avoidance. By contrast, clients receiving applied relaxation
only attained change on one of the four underlying processes, namely
intolerance of uncertainty. Stated differently, applied relaxation did not
help clients to reevaluate their positive beliefs about worry, to change
their problem orientation, or to “face their fears.” It is our view that the
greater efficacy of CBT can be explained by the fact that all model com-
ponents are directly targeted and consequently modified. At this time,
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however, this conclusion remains speculative and further research on the
mechanisms of treatment is needed.

The finding that applied relaxation led to greater tolerance for uncer-
tainty is certainly intriguing. Here, we offer two hypotheses that might
account for this finding. First, applied relaxation provides clients with
a skill to manage their anxiety. As mentioned previously, clinical cogni-
tive theory has taught us that fundamental beliefs (in this case, about
uncertainty) may be activated by negative mood states such as anxiety.
Thus, it seems probable that negative beliefs about uncertainty are less
apparent (and thus, less disturbing) when clients have concrete anxiety
management skills such as applied relaxation. A second explanation for
the finding resides in the fundamental nature of relaxation. When in a
relaxed state, clients learn to “let go” of their physiological arousal and
subjective anxiety. It may be that some clients generalize the idea of
letting go and begin to let go of their desire to predict and control the
uncertainty of everyday life. Thus, applied relaxation can (indirectly)
lead to the reevaluation of fundamental beliefs about uncertainty. Our
clinical experience suggests that this is indeed the case with a significant
minority of clients receiving training in applied relaxation. It is worth
repeating, however, that only CBT led to positive changes in the other
three model components; as such, applied relaxation does not adequately
address the underlying processes identified by our cognitive model.

Study 4: CBT and Medication Discontinuation

It is well established that many individuals with GAD struggle with
long-term medication use (Ashton, 2001). In particular, the use of ben-
zodiazepines over extended periods of time can lead to a number of
problems. First, their long-term use is associated with both physical
dependency and tolerance effects. Second, their extended use sometimes
leads to important side effects such as nausea and difficulty concentrat-
ing. And finally, many long-term benzodiazepine users report high levels
of psychological dependency and are unable to cease their medication
use. Given these considerations, we were interested in knowing if our
treatment could help GAD sufferers who are long-term benzodiazepine
users to discontinue their medication.

In this study (Gosselin, Ladouceur, Morin, Dugas, & Baillargeon,
in press), we recruited 61 individuals with a primary diagnosis of GAD.
The sample consisted of 36 women and 25 men, with a mean age of 50
years. All participants had been taking benzodiazepines for at least one
year, with a mean duration of use of over seven years. All participants
reported a desire to discontinue their medication use, and 59% reported
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having already unsuccessfully tried to cease taking benzodiazepines.
In line with our previous treatment studies, comorbid diagnoses were
allowed. Eighty percent of participants had at least one secondary dis-
order, with social anxiety disorder being the most frequently diagnosed
condition. Participants were randomly assigned to CBT plus medication
taper (n = 31) or active listening plus medication taper (nz = 30). The CBT
condition was again based on the procedures described in this book. In
the active listening condition, clients explored their life experiences with
the goal of facilitating both self-awareness and understanding of their
anxiety. The therapist’s role was to provide an empathetic and nonjudg-
mental environment within which clients could talk about themselves.
By using a nonspecific psychotherapy condition such as active listening,
we hoped to determine if the specific modules of our treatment were
responsible for group differences, as opposed to common therapy factors
such as the therapist—client working alliance and the change expecta-
tions that come with working with a competent health care provider.
As for the medication taper procedure, it aimed for a decrease of the
daily dose of benzodiazepines by 25% every two to three weeks over the
course of treatment.

Each participant received 12 combined sessions of medication taper
and psychotherapy (either CBT or active listening), with each combined
session lasting 90 minutes. In the first part of the session, the participant
met with a physician for about 20 minutes to review progress, assess
withdrawal symptoms, and determine the following week’s dose. In the
second part of the session, the participant met with a clinical psycholo-
gist to receive either CBT or the nonspecific active listening intervention.
Participants were assessed at pretreatment, posttreatment, and at three
follow-ups (three months, six months, and one year after treatment ter-
mination). The assessment instruments and procedures were similar to
those used in the previously described studies, with the addition of a
medication self-monitoring agenda (and the use of urine tests to confirm
the validity of the self-reports of medication intake).

Overall, the results show that CBT was more efficacious than
active listening in combining with medication taper to produce ben-
zodiazepine discontinuation. At posttreatment, 74% of participants
in the CBT condition had attained complete benzodiazepine cessation
whereas only 37% of those in the active listening condition had attained
a similar result. Furthermore, these findings remained fairly stable dur-
ing the year following treatment termination, with significantly more
participants in the CBT condition having attained complete cessation
of their benzodiazepines at all follow-up times. It should be noted,
however, that we found no between-group differences on the quantity
of benzodiazepines taken. Although this latter finding stands in sharp



194  Cognitive-Behavioral Treatment for Generalized Anxiety Disorder

contrast to the rates of complete discontinuation, it is nonetheless con-
sistent with the findings of other studies involving medication taper
procedures. Specifically, many studies suggest that the final stage of
medication tapering (complete cessation) is the most difficult for long-
term users. Consequently, it may be that one of the main benefits of
CBT is to provide clients with “tools” that allow them to successfully
navigate the challenges involved in the final stage of medication taper-
ing, namely complete cessation.

We were also interested in comparing CBT and active listening in
terms of their respective impacts on the presence and severity of GAD.
We first looked at diagnostic remission at posttreatment and found that
65% of participants in the CBT condition no longer met GAD crite-
ria whereas only 20% of participants in the active listening condition
achieved similar results. Over the follow-up phase of the study, the rates
of diagnostic remission increased in both conditions, but percentages
remained significantly higher in the CBT condition than in the active
listening condition. For example, at one-year follow-up, remission rates
were 71% in the CBT condition and 40% in the active listening condi-
tion. We also examined the statistical significance of change on several
measures of GAD severity. Overall, we found that both conditions led to
decreases in the symptoms of GAD and associated depression. Analyses
comparing both groups showed that relative to participants in the active
listening condition, those in the CBT condition reported significantly
lower levels of worry and intolerance of uncertainty at posttreatment.
Furthermore, these between-group differences were maintained over
most follow-up assessments.

In summary, the findings from this study suggest that the combina-
tion of CBT and a supervised medication taper is helpful for individuals
with GAD who are long-term benzodiazepine users. First, it appears
that CBT plus taper is more effective than active listening and taper in
helping clients to discontinue their use of benzodiazepines. Second, rela-
tive to active listening, CBT leads to greater treatment gains in terms of
diagnostic remission and symptomatic improvement. It is noteworthy
that most clients receiving CBT plus taper were able to both discontinue
their use of medication and attain diagnostic remission of GAD. It may
be that the 65% post-CBT remission rate is actually a conservative esti-
mate because some participants may have been struggling with increases
in anxiety due to medication cessation. Thus, it seems that receiving
a combination of CBT and supervised medication taper can be doubly
beneficial for many long-term benzodiazepine users with GAD: they can
rid themselves of both their medication and their GAD.
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GENERAL CONCLUSIONS

The general conclusions that can be drawn from the above review of the
four randomized clinical trials of the treatment described in this book
are presented in Table 6.1.

Short-Term Effects

Taken together, the general conclusions about the short-term effects of
our CBT protocol presented in Table 6.1 suggest that 12 to 16 weekly
sessions of treatment lead to very positive outcomes for approximately
two thirds of clients with GAD. In fact, across studies, the data are
quite consistent, with remission rates ranging from 60 to 77% and high
end state functioning rates ranging from 62 to 65%. Furthermore, when
one considers that all analyses were carried out using the full intent-to-
treat sample (with pretreatment scores carried forward to posttreatment
for noncompleters), the results are very encouraging indeed. In fact, the
results appear to be superior to those reported in treatment studies using
general anxiety reduction interventions. It is noteworthy that the diag-
nostic remission rate of 55% obtained in the applied relaxation condi-
tion of Study 3 is similar to those of other studies of general anxiety
reduction interventions (e.g., Ost & Breitholtz, 2000, found that 53% of
GAD clients were below the GAD diagnostic threshold following applied
relaxation). Based on the findings from the individual treatment studies,
it could be argued that relative to a general anxiety reduction interven-
tion such as applied relaxation, the GAD-specific treatment helps about
20% more clients attain diagnostic remission. Given that the GAD litera-
ture is replete with studies showing that different treatments are roughly
equivalent, this difference in remission rates is certainly notable.

It is also worth noting that treatment efficacy did not seem to be
adversely affected by the gradual withdrawal of medication, in this case
benzodiazepines. In Study 4, not only did the treatment lead to an incre-
ment in the efficacy of a supervised medication taper procedure, it also
led to diagnostic remission in 65% of GAD clients (as opposed to 20%
in the active listening condition). Given that many individuals enter ther-
apy with the hope of decreasing or ceasing their use of medication, these
findings suggest that this may be an attainable goal for many clients
with GAD. Considering the great number of individuals who suffer from
GAD and who are long-term benzodiazepine users, the importance of
offering concrete “tools” to assist them in their efforts to stop using their
medication cannot be overstated.
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In terms of treatment acceptability and adherence, the data show
that very few clients drop out of treatment before all modules have been
covered. In the four treatment studies, dropout rates never exceeded
10% (with the highest rate being observed in the group treatment study).
Thus, the data show that at least 90% of clients who enter therapy actu-
ally go on to complete all phases of the treatment. This suggests that the
vast majority of clients perceive the treatment as being credible, accept-
able, and relevant to their situation. In fact, this is exactly what clients
reported on a measure of treatment credibility that we administered in
every study (because the measure was not used to assess treatment effi-
cacy, it was not systematically presented in this chapter). On a more
general note, these data suggest that the treatment “makes sense” to
those who suffer from GAD. In fact, the vast majority of participants
mentioned that the focus on worry rather than the physiological symp-
toms of anxiety was helpful. As mentioned previously, given that the
treatment led to important gains in terms of both pathological worry
and GAD somatic symptoms, it certainly does not seem necessary to
directly target the somatic symptoms for most clients.

Long-Term Effects

As evidenced from the long-term effects listed in Table 6.1, treatment
gains are for the most part maintained over extended periods of time.
For example, diagnostic remission rates tend to stay the same or increase
over periods of one to two years. Furthermore, group treatment appears
to lead to further reductions in pathological worry over a two-year fol-
low-up period. Finally, although the percentage of individuals no longer
using benzodiazepines decreased from posttreatment to one-year fol-
low-up in Study 4, there was an increase in the percentage of remitted
clients over the same period of time. It is a truism that helping anxi-
ety-disordered individuals to “get better” is much easier than helping
them to “stay better.” Thus, it is our position that the follow-up data
are just as important as the posttreatment data when considering the
treatment’s impact. In terms of personal and social costs, the long-term
maintenance of treatment gains and the prevention of recurrent bouts of
GAD have the potential to make the greatest difference not only to those
afflicted with GAD, but also to their families and the health care system
in general. Considering that GAD typically has a chronic and unrelent-
ing course, the finding that over three quarters of treated individuals are
in remission one and two years after treatment is encouraging indeed.
Although it is vital that we obtain data on the long-term effects
of treatment, it should be noted that follow-up assessments present
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TABLE 6.1 General Conclusions Based on the Studies of Treatment
Efficacy

Short-Term Effects

1.  Most clients attain GAD remission (60 to 77%) and high end state
functioning (62 to 65%) following treatment.

2. The treatment leads to statistically significant decreases (with effect sizes
ranging from 3.2 to 0.9) in GAD symptoms, associated anxiety, and
depression.

3. The treatment appears to be more efficacious than applied relaxation.

4. Combined with medication taper, the treatment helps most GAD clients
who are long-term benzodiazepine users to cease their medication
(74%) or attain GAD remission (65%).

5. Adherence is high as very few clients (0 to 10%) drop out before all
treatment modules have been covered.

Long-Term Effects

1. Treatment gains in terms of diagnostic remission, GAD symptoms,
associated anxiety, and depression are maintained for at least one year
after treatment termination (two years for group treatment).

2. In terms of pathological worry, further gains are made over the two
years that follow treatment termination (for group treatment).

3.  Combined with medication taper, the treatment leads to the maintenance
of treatment gains over a one-year period (slight decrease in the
percentage of clients no longer using benzodiazepines but slight
increase in the percentage of clients in remission of GAD).

certain problems. Most notably, as researchers, we are unable to properly
control for the impact of participants’ various life experiences during the
extended follow-up phases of treatment studies. In all our studies, we
systematically take note of instances where clients change their medica-
tion or receive additional therapy following treatment. However, there
are many other life experiences that can impact upon the maintenance
of treatment gains, many of which we are unable to properly take into
account. For example, a work promotion can lead to an increase or a
decrease in worry and anxiety. Thus, although the assessment of the
maintenance of treatment gains is extremely important, one should keep
in mind that researchers have no control over day-to-day events that may
contribute to further improvement or relapse in treated individuals.
Finally, it should be noted that preliminary data are consistent with
the notion that the treatment exerts its effects on worry and anxiety by
way of changes in the model components. For instance, the data show
that the treatment leads to reductions in intolerance of uncertainty,
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positive beliefs about worry, negative problem orientation, and cogni-
tive avoidance. Furthermore, pre- to posttreatment changes in intol-
erance of uncertainty typically precede changes in worry and predict
the severity of GAD symptoms as much as two years after treatment.
Although much work remains to be done to grasp the complexity of the
mechanisms underlying the successful treatment of GAD, these initial
data suggest that identifying variations in the model components can
be helpful in understanding how the treatment exerts its effects on the
symptoms of GAD.



CHAPTER 7

Addressing
Complicating Factors

In this, the final chapter, we will review the factors that can compli-
cate treatment and discuss ways that therapists can deal with them. It is
easy to consider complicating factors exclusively from the perspective of
the client. For example, the problems that are typically discussed in the
psychotherapy literature include the presence of comorbidity and low
treatment motivation. Although these are important factors (and will be
discussed below), there are a number of characteristics that relate both
to the therapist and to the context in which the treatment is offered that
should not be overlooked. Thus, what follows is a discussion of compli-
cating factors organized into three categories: client factors, therapist
factors, and contextual factors.

CLIENT COMPLICATING FACTORS

Client complicating factors can be divided into what the client brings to
the therapy session (intratherapeutic factors) and what the client expe-
riences outside of therapy (extratherapeutic events). Although extra-
therapeutic events (for example, an important deadline at work or an
argument with a close relative) can play an important role in treatment,
they will not be discussed here because we know very little about how
the myriad of life events experienced by generalized anxiety disorder
(GAD) clients combine and interact to influence the outcome of treat-
ment. On the other hand, based on the empirical data and our clinical
experience, we are in a position to discuss the impact of intratherapeutic
factors on the delivery, receipt, and success of treatment. Specifically, we
will review the following client complicating factors: comorbidity (Axis
I, Axis I, and medical comorbidity), medication use, and low treatment
motivation.

199
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Comorbidity with Axis | Disorders

As mentioned at the outset of this book, comorbidity in individuals with
GAD is the norm rather than the exception. In fact, epidemiological
surveys have found that over 65% of individuals with GAD have at least
one additional Diagnostic and Statistical Manual of Mental Disorders,
Fourth Edition (DSM-1V) diagnosis. Given this high rate of comorbid-
ity, the possibility that additional diagnoses can interfere with the treat-
ment of GAD needs to be addressed. However, a perusal of the GAD
treatment literature suggests that Axis I comorbidity is not as much of
a problem as was once thought. For example, there is evidence that the
presence of comorbid conditions does not necessarily have a negative
impact on treatment adherence and efficacy. Moreover, the successful
treatment of GAD often leads to decreases in the severity of comor-
bid conditions, even when the conditions were not addressed in therapy
(Borkovec, Abel, & Newman, 1995). There is also evidence, however,
that suggests that the presence of some comorbid conditions, in particu-
lar panic disorder, can have a detrimental impact on the treatment of
GAD (Brown & Barlow, 1992). Thus, it seems that the question of Axis
I comorbidity is a complex one, and that some comorbid conditions have
a greater impact on treatment efficacy than others.

In analyzing the data from our own treatment studies, we have con-
sistently found that Axis I comorbidity does not negatively impact treat-
ment outcome. In other words, successfully treated participants had just
as many comorbid Axis I conditions as those who did not fully benefit
from treatment. However, it is possible (and even probable) that each
of our treatment studies did not have a sufficient sample size to allow
us to properly test the hypothesis of lower efficacy in comorbid partici-
pants. In order to correctly address this question, we recently pooled the
data from three completed treatment studies and reexamined the impact
of Axis I comorbidity on treatment outcome (Provencher, Ladouceur,
& Dugas, 2006). We found that 73% of participants had at least one
comorbid Axis I condition, with the most common additional diagno-
ses being specific phobia, social anxiety disorder, panic disorder, and
major depressive disorder. The pooled data also showed that following
the treatment of GAD, there was a decrease in the number of comorbid
conditions despite the fact that they were not addressed in treatment.
Finally, we found that although comorbidity did not affect outcome
immediately following the end of treatment, a different pattern emerged
at six-month follow-up. Specifically, follow-up outcomes were less favor-
able for participants with panic disorder or with multiple comorbid con-
ditions. Thus, it appears that clients with comorbid panic disorder or
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with several additional conditions might receive significantly fewer ben-
efits in the long term from the treatment described in this book.

Although it is difficult to speculate on the many ways in which the
presence of multiple comorbid conditions can have a negative impact fol-
lowing therapy (and we will not do so here), our experience with clients
who have a comorbid diagnosis of panic disorder suggests that their
anxiety sensitivity (that is, the tendency to interpret anxious responding
in a catastrophic way) may interfere with the maintenance of treatment
gains. Specifically, we have found that these clients sometimes fall back
into the habit of trying to avoid or neutralize their distressing thoughts
in an effort to avoid experiencing anxiety. Obviously, avoidance and
neutralization run counter to the principles of exposure and can lead to
a return of excessive worry and anxiety following treatment. Thus, for
clients with a comorbid diagnosis of panic disorder, the therapist might
want to spend additional time on the exposure module of the treat-
ment in order to help them to continue facing their occasional distress-
ing thoughts and anxiety once therapy has ended. The therapist might
also want to schedule a few booster sessions following treatment so that
emerging difficulties can be dealt with before they lead to a significant
deterioration in the client’s state.

Although the data from the study described above did not show that
a diagnosis of major depressive disorder can negatively impact treat-
ment, our clinical experience suggests that extra care should be taken
when treating depressed clients with the procedures described in this
book. Specifically, we have observed that high levels of depression can
complicate the proper use of imaginal exposure. For clients with elevated
levels of depression, it is particularly important that the therapist pay
close attention to the exposure scenario to ensure that it does not con-
tain too many depressogenic elements. For example, we recently treated
a client with primary GAD, secondary (but relatively severe) depression,
and a medical diagnosis of irritable bowel syndrome. Not surprisingly,
one of his major worry themes concerned the potential consequences
of his medical condition. In his first attempt at imaginal exposure, he
developed a scenario wherein he was socially isolated because of compli-
cations due to his irritable bowel syndrome (for example, having to wear
a colostomy bag). Rather than provoking an anxious response, exposure
to this scenario led to feelings of sadness and loss. The client was asked
to modify his exposure scenario with the goal of accessing more fear and
less sadness. The final scenario described a dating situation in which the
client felt quite anxious because he did not know if he would be able to
hold off his symptoms of irritable bowel syndrome until he got home. In
contrast to the first exposure scenario, the final scenario led to elevated
levels of anxiety and the processing of his fear.
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In summary, the presence of Axis I comorbidity does not generally
complicate the treatment described in this book. However, long-term
outcomes can be compromised in clients with multiple comorbid condi-
tions or in those with comorbid panic disorder. As for clients who also
suffer from depression, the client and therapist should work together
closely to ensure that the content of the exposure scenario leads to an
anxious response rather than feelings of sadness. Having said this, the
presence of comorbid depression does not seem to interfere with the
short- or long-term efficacy of the treatment.

Comorbidity with Axis Il Disorders

A second complicating factor that clients can bring to therapy relates
to personality style or the presence of comorbid personality disorders.
Although many therapists believe that clients who have rigid and inflex-
ible ways of relating to others benefit less from anxiety disorder treat-
ments, the data do not clearly support this position in the case of GAD.
In fact, most findings suggest that the presence of personality disorders
has a negligible impact on the efficacy of cognitive-behavioral therapy
(CBT) for GAD (e.g., Dreessen, Arntz, Luttels, & Sallaerts, 1994). Thus,
there seems to be a discrepancy between the perceptions and beliefs of
therapists, and the findings of empirical studies in terms of the impact
of comorbid personality disorders. One reason for this might be that
different personality disorders have dissimilar effects on treatment pro-
cesses and outcomes (which is highly likely). If this is indeed the case, the
proper assessment of the impact of each comorbid personality disorder
would require an extremely large sample of GAD clients. To our knowl-
edge, a GAD treatment study of this size, with the proper assessment of
personality disorders, has never been carried out. Thus, we are left with
clinical anecdotal reports and insufficiently powered studies to estimate
the impact of comorbid personality disorders on the processes and out-
comes of CBT for GAD.

In terms of the treatment described in this book, we have yet to
examine the relationship between comorbid personality disorders and
treatment outcome. This is quite simply because we did not system-
atically assess clients for the presence of personality disorders in our
previous clinical trials (although we are doing so in a current trial).
However, our clinical experience has been similar to that of many other
therapists. That is, we have observed that certain types of personal-
ity styles appear to be associated with lower treatment adherence and
enactment, as well as poorer treatment outcomes. For example, we have
noticed that GAD clients with elevated levels of avoidant-related beliefs
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often have difficulty with the problem-solving and imaginal exposure
modules of treatment. Given that both these treatment modules require
clients to endure discomfort in the short term in order to make progress
in the longer term, beliefs such as “I should avoid unpleasant situations
at all costs” and “I cannot tolerate unpleasant feelings” can seriously
interfere with treatment adherence and enactment. When working with
these clients, we have found it useful to proceed at a slower pace and
address the avoidant-related beliefs and low distress tolerance as they
come up during therapy. Similarly, we have also found that clients with
high levels of histrionic-related beliefs such as “people will pay atten-
tion only if I act in extreme ways” and “I don’t have to bother to think;
I can go with my gut feeling” often have difficulty applying sound prob-
lem-solving principles. In cases such as these, we typically extend the
problem-solving module of treatment to allow clients to “experiment”
and compare impulsive and rational problem-solving approaches.
Although the actual impact of specific personality disorders on the
efficacy of our GAD treatment has not been formally assessed, the afore-
mentioned examples of how some personality disorders can interfere with
treatment certainly make intuitive sense. Now that we have systemati-
cally incorporated the measurement of Axis II disorders in our pretreat-
ment assessment protocol, we hope to be able to eventually address this
issue with more than anecdotal clinical evidence. In the meantime, we
will continue to pay close attention to the interactions between the vari-
ous personality styles of our GAD clients and their treatment outcomes.

Comorbidity with Medical Conditions

Comorbidity with medical conditions can also affect the treatment of
GAD. Although, to our knowledge, there is no published data on the
relationship between the presence of medical conditions and the efficacy
of psychological treatments for individuals with GAD, it is clear that
some medical conditions require special attention. For example, a cli-
ent with a heart condition requires medical clearance to proceed with
imaginal exposure given the potential impact of exposure on heart rate
and exertion. Having said this, we have found that in the vast majority
of cases, clients with heart conditions are given the “green light” by their
cardiologist to engage in imaginal exposure. Thus, our experience has
been that only a small minority of cardiac patients should not employ
exposure methods. Typically, these individuals have serious heart condi-
tions that require them to avoid most forms of physical exertion. Obvi-
ously, very few individuals have such serious heart conditions.
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A second medical issue that may impact the course of treatment is
when a client has had a serious disease that is in remission. For GAD
clients who have had a serious medical condition such as cancer, it is
no surprise that cancer relapse is often a central worry theme. In such
situations, the therapist may wonder if imaginal exposure to a scenario
involving cancer relapse is appropriate, both from a clinical and ethical
point of view. Although we have not encountered many of these situa-
tions, we have found it useful to address them on a case-by-case basis.
If the client is excessively worried about relapse, is not at high risk for
relapse, and is willing to undergo exposure to mental images depict-
ing relapse, then the use of imaginal exposure is probably appropriate.
However, if these conditions are not met, then worry about relapse may
be dealt with using other strategies such as problem solving with either
an instrumental or emotional focus.

A final issue that we have encountered from time to time is a related
one, but not a medical condition per se. We have found that some preg-
nant women are reluctant to experience the “negative thoughts” that
make up their worst case scenarios during exposure. For these women,
the idea of focusing on threatening mental images during pregnancy
runs counter to the notion of a harmonious pregnancy filled with posi-
tive and calming thoughts. The desire to avoid exposure to threatening
mental images may be particularly strong when the exposure scenario
concerns childbirth or the health of the child. Furthermore, many preg-
nant women follow preparatory classes (such as Lamaze classes) that
emphasize the importance of relaxation and positive thoughts. In situa-
tions such as these, we have found it useful to again treat each client on
a case-by-case basis. Although we are steadfast proponents of imaginal
exposure for worries about hypothetical situations, it is our opinion that
the therapist should show the utmost sensitivity to the pregnant client’s
wishes. Given that pregnancy is such a significant life event and that it
is time-limited, we believe that it might be most appropriate to forego
imaginal exposure for women who have pregnancy-related worries, but
are opposed to engaging in exposure. For these women, it might be more
helpful to simply encourage them to experience these worries without
using neutralization or avoidance strategies. In this way, at the very
least, the clients will not contribute to their worry cycle by validating
the dangerousness of the worrisome thoughts.

Use of Medication

As mentioned previously, many individuals with GAD use some form
of medication for their worry, anxiety, and associated symptoms. It is
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interesting to note that although the impact of medication on CBT for
GAD is the subject of considerable debate, no study has yet to systemati-
cally address this question. For some, the use of medication can enhance
the efficacy of CBT because clients are better able to fully engage in
treatment and develop new skills if their worry and anxiety are to some
extent under control. For others, the use of medication can reduce the
short- and long-term efficacy of CBT because (1) it interferes with spe-
cific treatment interventions (for example, anxious responding may be
insufficient during exposure); (2) clients may ascribe their treatment
gains to their medication rather than to the psychotherapeutic interven-
tions; or (3) medication discontinuation might bring about a relapse of
GAD. In our opinion, the use of medication is most problematic when
clients attribute their progress to their medication rather than to the day-
to-day changes that result from CBT. In particular, these clients may be
at risk for relapse when medication is eventually decreased or discontin-
ued. Thus, for clients taking medication, the therapist should systemati-
cally assess attributions about progress, and address beliefs that reflect
an external locus of control (“My progress is the result of my medication
and not a consequence of my hard work”). The more that medicated cli-
ents can ascribe their progress to their own efforts, the more they will be
in a position to fully benefit from CBT both in the short and long term.

In an excellent review article on the compatibility of medication and
cognitive-behavioral approaches to anxiety disorders, Henny Westra
and Sherry Stewart (1998) conclude that medication can in fact interfere
with CBT and that the use of high potency benzodiazepines is most
problematic for the success of CBT for the anxiety disorders. In particu-
lar, it appears that high potency benzodiazepines can have a detrimental
impact on CBT for anxiety because both modes of treatment are based
on somewhat contradictory premises (for example, benzodiazepines aim
to decrease anxiety whereas CBT aims to modify catastrophic beliefs
about anxiety). Although the authors make some compelling arguments
against combining benzodiazepines with CBT for the treatment of anxi-
ety, the general issue of combination treatments for GAD awaits study
in a sufficiently powered, well-controlled study.

In our clinical trials, the percentage of participants taking medica-
tion for their GAD was 35% in the initial individual treatment study
(Ladouceur, Dugas, Freeston et al., 2000), 21% in the group treatment
study (Dugas, Ladouceur, Léger, Freeston et al., 2003), and 57% in the
CBT/applied relaxation treatment study (Dugas, Savard et al., 2004).
Although none of our studies were designed to assess the impact of med-
ication on treatment efficacy, we were able to compare outcomes for
participants with and without medication in all three studies. Simply
stated, medication status was unrelated to treatment outcome in each
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study; clients taking medication did no better and no worse than clients
who were not taking medication. For example, in a preliminary and
unpublished analysis of the data from the CBT/applied relaxation study,
we found that medication status was unrelated to treatment outcome in
terms of overall GAD severity, pathological worry, GAD somatic symp-
toms, associated anxiety, and depression. It should be noted, however,
that because of the limited sample size, we were unable to properly test
for the impact of specific types of medication on treatment outcome.
Further, because we required that participants taking medication have
a stable dose (i.e., at intake, no change in dose for the past four weeks
for benzodiazepines and the past 12 weeks for antidepressants), we were
unable to assess the impact of medication for clients who start both
medication and CBT at the same time. Given that this is often the case,
future studies should contrast CBT alone and CBT with medication
when both are initiated concurrently.

To summarize, although the impact of medication use on the effi-
cacy of CBT for GAD is the subject of heated debate, no study has yet to
properly address this issue. It seems safe to say, however, that medication
does not have a prominent effect on the treatment described in this book
as preliminary analyses of the data from all treatment studies show that
medication use is unrelated to short- and long-term outcomes. For now,
therefore, it appears that the use of medication does not typically pose a
serious threat to the treatment procedures described in this book.

Low Treatment Motivation

A final client factor that will be discussed here is treatment motivation.
Like all “action-oriented” therapies, CBT requires a considerable amount
of motivation on the part of the client. Given that clients are expected
to actively collaborate with the therapist and carry out between-session
exercises that involve considerable time and energy, one can easily see
how low treatment motivation can interfere with CBT. In fact, one could
argue that treatment motivation is particularly important for anxious
clients receiving CBT because they are typically expected to face their
fears and experience relatively high levels of anxiety. It is surprising,
therefore, that few treatment studies have examined the impact of vary-
ing levels of treatment motivation on the efficacy of CBT for GAD.

In our own clinical trials, we typically assess treatment motivation
and other common therapy factors (that is, client expectations vis-a-vis
therapy and client perceptions of the therapist’s characteristics) using
standardized self-report questionnaires. In line with other treatment
studies, we assess common therapy factors following the third treatment
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session. In our opinion, this is the most appropriate timing because it
strikes a balance between clients being able to form an opinion about
the treatment and the therapist, without being so far along in therapy
that their opinion is unduly influenced by their progress. Overall, the
findings from our treatment studies suggest that level of client motiva-
tion significantly predicts both short- and long-term outcomes. In fact, it
appears that motivation is a stronger predictor of outcome than either cli-
ent expectations or therapist characteristics. For example, by combining
the data from our first two clinical trials, we found that although ratings
of motivation, expectations, and therapist characteristics were related
to each other, only treatment motivation predicted the extent of pre- to
posttreatment change in pathological worry (Léger, Dugas, Langlois,
& Ladouceur, 1998). Moreover, subsequent analyses of the follow-up
data from the group treatment study showed that treatment motivation
(again, assessed following the third therapy session) predicted overall
GAD severity at six-month and two-year follow-ups (Dugas, Ladouceur,
Léger, Langlois et al., 2003). Once more, although client expectations
and therapist characteristics were related to treatment motivation, they
did not predict long-term outcomes. Therefore, it appears that low treat-
ment motivation is a considerable complicating factor for the treatment
protocol described in this book.

Having acknowledged the potential negative impact of low treatment
motivation, we now turn our attention to the two following questions:

(1) What are the sources of low motivation?
(2) What can be done to increase client motivation?

In terms of the first question, we believe it is important to under-
score that low treatment motivation may be attributable to either the
client or therapist. In fact, the therapist should be careful not to “lay
the blame” on the client when treatment is unsuccessful and the client
appears unmotivated. Low client motivation may result from any num-
ber of therapist factors such as an unconvincing presentation of the gen-
eral principles of CBT and the specific treatment rationale, a rigid and
insensitive approach to treatment delivery, and an unreceptive attitude
toward the client (see the following section for a more detailed discus-
sion of therapist complicating factors). In cases where the client’s low
treatment motivation does not appear to be the result of therapist factors
(although this is always a difficult call), it may be that the client is simply
ambivalent about change. For example, the client may have many posi-
tive beliefs about worry that are resistant to change, either because they
are difficult to disprove or because they are closely tied to the client’s
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value system (e.g., “Good people worry about others”). Similarly, the
client may perceive important secondary gains to having GAD such as
not being asked to take on certain responsibilities at home or at work.
Finally, the client may not be “ready for action;” in terms of stages of
change theory, most of these clients are in the stages of contemplation
(that is, aware of the problem but not committed to action) or prepa-
ration (that is, ready to take only small steps) of readiness for change
(Prochaska & Norcross, 2001). Thus, there are many sources leading
to low client motivation, some of which are the “responsibility” of the
client, and some of which are not. Below, we address potential solutions
to some of these sources of low motivation.

For unmotivated clients who do not seem to be ambivalent about
change, the therapist should consider the possibility that the treatment’s
rationale has not been properly presented or discussed. If this appears to
be the case, the therapist should of course revisit the treatment’s under-
lying principles and address all client questions and concerns about the
logic behind the treatment procedures. The therapist may also want to
reflect on relationship factors that may be contributing to the client’s low
motivation. For example, it may be that the therapist’s “natural style”
is not ideally suited to the needs of a particular client and that a slight
adjustment in how the therapist relates to the client is warranted. For a
client with marked dependent personality traits, for example, the thera-
pist may want to adopt a more “nurturing” attitude in the initial stages
of treatment and progressively move to a true collaboration with the cli-
ent in the later stages of therapy. Thus, when unmotivated clients do not
appear to be ambivalent about change, therapists should reflect on how
they might be contributing to low motivation. As always, an open and
nondefensive discussion about potential sources of low motivation can
be very useful in helping therapists better respond to the client’s needs in
order to foster greater treatment motivation.

In some cases, low treatment motivation is the result of the client’s
ambivalence about change (for any of the reasons listed above). One
way the therapist can help clients to become less ambivalent is to ensure
that positive beliefs about worry have been properly addressed. If the
client’s ambivalence appears to be the result of broader issues, then
the therapist may want to add motivational interviewing to the treat-
ment protocol (see Miller & Rollnick, 2002, for a detailed discussion
of motivational interviewing). That is, the therapist may want to tem-
porarily move away from an action orientation to explore the sources
of client ambivalence using specific interventions. For example, clients
can be asked to “explore both sides of the change coin” by elaborating
on the reasons why the status quo is both desirable (for example, “Hav-
ing GAD means taking on less responsibility at work”) and undesirable
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(for example, “Having GAD also means not taking advantage of what
life has to offer”). Motivational interviewing exercises can also be used
to increase client motivation. For example, clients can be asked to write
two letters describing themselves one year from that moment, with the
first letter describing the status quo (continuing to suffer from GAD)
and the second letter describing change (no longer having GAD). In this
way, clients can be helped to more fully appreciate the potential benefits
of fully engaging in treatment. In summary, obvious client ambivalence
can at times be dealt with by temporarily moving away from an action
orientation and using strategies such as motivational interviewing. In
our recent work, we have found that using motivational interventions
for a subset of unmotivated clients with GAD has been quite useful.

THERAPIST COMPLICATING FACTORS

When treatments lead to positive outcomes, this is often understood in
terms of appropriate treatment strategies and skillful therapist interven-
tions. When treatments do not lead to positive outcomes, on the other
hand, client characteristics are often invoked. It is important to keep
in mind that the client and therapist both contribute to the success or
nonsuccess of the therapy endeavor. For this reason, therapist charac-
teristics should also be addressed in any discussion of the factors that
can complicate treatment. Unlike client complicating factors, however,
therapist complicating factors have received almost no research atten-
tion in terms of CBT for the various anxiety disorders. Thus, the follow-
ing discussion is a reflection of our clinical impressions of some of the
most significant therapist complicating factors: insensitivity to specific
client needs, low treatment confidence, and the rigid use of treatment
manuals.

Insensitivity to Specific Client Needs

All clients have specific needs. For example, some clients need to spend
some time discussing the childhood origins of their adult worry and
anxiety, whereas others need to get right down to “the business” of
change. Some clients need the therapist to be directive during the first
few treatment sessions, whereas others need to be involved in all treat-
ment decisions right from the outset of therapy. Finally, some clients
react well to (appropriate) therapist self-disclosure, whereas others
feel uncomfortable when the therapist self discloses. These are just a
few examples of the many specific needs that clients bring to therapy.
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Obviously, if the therapist adopts a “one size fits all” attitude, many
clients will not fully benefit from treatment.

One way to think about how the therapist can adapt to each cli-
ent’s needs and still offer a treatment of choice for GAD (whether it be
the treatment described in this book or another empirically supported
treatment), is to distinguish treatment procedures from how they are
presented to clients. That is, meeting a client’s specific needs does not
mean that the therapist does away with empirically supported proce-
dures such as imaginal exposure (much to the dismay of some clients...),
but it might mean that exposure is presented and carried out in a way
that is “palatable” to the client. Returning to the example of a client
with significant dependent personality traits, the therapist might take
on a more directive and supportive role in the beginning of therapy to
facilitate client engagement. It can also be a good idea to proceed at a
slightly slower pace with dependent clients so that they do not feel over-
whelmed during the initial phases of treatment. Thus, the modules of the
treatment described in this book can be “wrapped” differently for each
client. As a result, the examples of therapist dialogue provided in chapter
5 should be adapted to fit not only with the therapist’s clinical style, but
also with the needs of each individual client.

Low Treatment Confidence

A second therapist factor that can seriously complicate the therapy enter-
prise is low treatment confidence. Given that clients are asked to engage
in a treatment that is quite demanding in terms of time and effort, it
is very important that the therapist model a high level of confidence
in the treatment’s rationale and procedures. For example, if during the
problem-solving phase of treatment, a client applies a solution that does
not lead to the desired outcome, the therapist should model a calm and
confident attitude to help the client see that it is quite normal that initial
problem-solving attempts are sometimes unsuccessful. In line with hav-
ing a confident attitude, the therapist could point out that the ultimate
goal of problem solving is not that clients solve all their problems, but
rather that they acquire a “tool” that is known to be helpful for dealing
with most problems. This illustrates an important point for therapists to
keep in mind. That is, being confident in treatment does not mean that
one is confident that every strategy will be helpful at all times; it simply
means that one is confident that the underlying principles are sound and
that the strategies will be helpful in most cases.

Low treatment confidence on the part of the therapist can be par-
ticularly obstructive when a client encounters bad luck in carrying out a
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between-session exercise. For example, it has happened more than once
that the event described in an exposure scenario actually occurred dur-
ing or after the exposure phase of treatment. In one particular instance,
the client was a woman who was in remission for cancer and who was
excessively worried about a potential relapse of the cancer. After having
discussed the pros and cons of targeting the fear of relapse in an exposure
scenario with the therapist, the client decided to proceed with imaginal
exposure to cancer relapse. Unfortunately, the client actually experi-
enced a relapse of her cancer during treatment, which led to her doubt-
ing the appropriateness of imaginal exposure. Although the therapist
was very sensitive to the client’s situation, he was able to not confuse the
unfortunate event (cancer relapse) with the appropriateness of treatment
(decreasing worry via imaginal exposure). Therefore, the therapist’s high
level of confidence in the treatment allowed him to be very empathetic
toward the client without calling into question the treatment’s rationale
and procedures. The reader may be interested to know that this story has
a happy ending: the client was successfully treated for her cancer relapse
and she continues to enjoy an active and pleasurable life today.

Rigid Use of Treatment Manuals

Since the rise of the use of treatment manuals, there has been much
debate about their clinical usefulness. Proponents of manualized treat-
ments argue that they are useful for guiding therapists and clients
through the different phases of specific treatment protocols, most of
which have received at least some empirical support. Opponents of treat-
ment manuals disagree with this position, and argue that the use of man-
uals leads to a rigid and one-size-fits-all approach to therapy that often
devalues the role of common therapy factors such as therapist empathy
and the therapeutic relationship. As the reader may guess, our position
is closer to the former: we believe that manualized treatments per se are
not the problem; rather, it is their improper use that can interfere with
the therapist’s ability to help clients benefit from treatment. Although
manualized treatments can be improperly used in any number of ways,
we will restrict our discussion to a common error that therapists make
when using treatment manuals; namely, applying the manual in a rigid,
inflexible manner.

One of the challenges faced by authors of treatment manuals (our-
selves included) is to present the procedures in a way that invites their
flexible use. We believe that this can best be accomplished by thor-
oughly discussing the theory behind the interventions, and presenting
the specific procedures as examples of interventions that can target
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the underlying model components (such as intolerance of uncertainty).
In this way, therapists are better able to adapt the treatment to the
client’s needs because they have a “theoretical blueprint” that guides
them through the different phases of treatment. That is, what is most
important is not the “what” (the specific treatment procedure) but the
“why” (the goal of a procedure). For example, to help a client increase
her tolerance for uncertainty, the therapist may use cognitive reevalu-
ation procedures to directly challenge the client’s beliefs about uncer-
tainty. Although the cognitive reevaluation of beliefs about uncertainty
is not explicitly included in the treatment described in this book, it may
be helpful for some clients who are unable to deliberately face uncer-
tainty because they have strongly held beliefs about the dangerousness
of uncertainty. Thus, therapists who have a good grasp of the principles
that underlie the procedures described in a treatment manual are often
able to apply the treatment in a flexible and individualized manner.
Consequently, one of the most effective ways that therapists can counter
the tendency to use manualized treatments in a rigid fashion is to ensure
that they have a firm grasp of the theoretical underpinnings of the sug-
gested procedures.

Another way that therapists can resist the temptation to use a
manualized treatment in a nonflexible fashion is to consistently remind
themselves that common therapy factors make a vital contribution to
successful treatment outcomes (e.g., Asay & Lambert, 1999). For exam-
ple, a number of therapist characteristics appear to be decisive in the
establishment of a positive therapeutic alliance and, ultimately, posi-
tive treatment outcomes. These include having a caring and involved
attitude, modeling self-confidence, unconditionally accepting the client,
challenging the client when appropriate, presenting material and issues
in a clear and explicit way, and being willing to self-disclose when suit-
able (K. E. Williams & Chambless, 1990). Returning to a point made
earlier, many empirical and review articles on the treatment of GAD
start out by saying that up to half of individuals with GAD do not fully
benefit from treatment. These articles often go on to say that this implies
that our theoretical models of GAD require further refinement, without
any mention of the possibility that common therapy factors such as ther-
apist characteristics may be contributing to the fact that many clients do
not fully benefit from treatment. This is surprising given that common
therapy factors, such as those mentioned above, play such a vital role in
the success or nonsuccess of treatment. Thus, the fact that 25 to 50% of
GAD clients do not fully benefit from different forms of CBT might be
the result of specific therapy factors (i.e., a lack of refinement of GAD-
specific theories and treatments), common therapy factors (i.e., client,
therapist, and contextual factors), or both specific and common therapy
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factors. It seems reasonable to assume that a combination of both types
of therapy factors ultimately plays a role in the less than optimal success
rates of all GAD treatments, including the treatment described in this
book. By keeping this is mind, therapists may be better able to display
the positive attitudes and behaviors listed above and consequently apply
the principles and procedures of manualized treatments in a flexible and
personalized way.

CONTEXTUAL COMPLICATING FACTORS

Many contextual factors can complicate treatment delivery and interfere
with successful outcomes. Here, we discuss two such factors. First, we
will address one of the most common contextual factors that can com-
plicate the proper delivery of any psychological treatment: namely, the
restricted number of psychotherapy sessions typically covered by insur-
ance companies and managed care organizations. Afterwards, we will
address a contextual factor that is specific to treatments that include
audiotape- or compact disc-assisted imaginal exposure; that is, the lack
of proper equipment to record the client’s exposure scenario.

Restricted Insurance or Managed Care Coverage

The treatment presented in this book is typically administered over 12 to
16 sessions. Given the multiple treatment modules (psychoeducation and
WOrTy awareness training, uncertainty recognition and behavioral expo-
sure, reevaluation of the usefulness of worry, problem-solving training,
imaginal exposure, and relapse prevention), 12 sessions is probably the
minimum number of sessions required to cover all of the elements of
treatment (with 14 to 16 sessions being preferable in most cases). In the
current health care context, however, where less than 10 treatment ses-
sions are typically covered by insurance companies and managed health
care organizations, the full treatment described in this book cannot
always be offered. In situations such as these, the therapist might be at a
loss as to what to do. Should each treatment module be covered briefly,
or should some modules be eliminated from the treatment in order to
maintain the full duration of the remaining modules? Although a case
could be made either way, the findings from one of our recent stud-
ies suggest that providing training in a subset of the treatment modules
might be helpful for some clients with GAD.

In our study (Provencher, Dugas, & Ladouceur, 2004), we used
a case formulation approach to identify the main worry type (that is,
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worry about current problems or worry about hypothetical situations)
for 18 clients with a primary diagnosis of GAD. First, we found that
it was possible to reliably determine the main worry type for each cli-
ent, with 8 clients mainly reporting worries about current problems and
10 clients mainly reporting worries about hypothetical situations. We
then proceeded to offer different scaled-down versions of the treatment
to each group of participants: those who worried mainly about current
problems received the treatment protocol minus imaginal exposure,
and those who worried mainly about hypothetical situations received
the treatment protocol minus problem-solving training. Overall, we
found that both versions of the treatment were effective, with no signifi-
cant differences between the two treatments. Although this truncated
approach to the treatment of GAD does not appear to be as effective as
the full treatment protocol, the data suggest that it represents a relatively
effective way of treating GAD. Thus, it appears to represent a promising
alternative when insurance or managed care coverage limits the number
of therapy sessions.

Although the findings of the case formulation study are encouraging,
it is our position that therapists should make every effort to offer 14 to 16
sessions in order to properly cover all treatment modules. Although we
have yet to systematically dismantle the treatment protocol to compare
the efficacy of each module to the overall treatment, there are strong
theoretical reasons why all modules should be offered to clients with
GAD. In our opinion, one of the strengths of the treatment protocol is
that clients learn to better deal with outside sources of worry (real-life
problems) as well as internal processes that contribute to worry (cogni-
tive and affective avoidance). It stands to reason that when clients can
better deal with both external and internal sources of worry, they stand
a better chance of achieving significant gains in therapy and maintaining
these gains after treatment has ended. Moreover, problem-solving train-
ing and imaginal exposure are strategies that can be used for a broad
range of anxiety-related problems. When clients become “believers” in
these strategies, they arguably possess two of the most important sets
of skills for the prevention of further anxiety-related problems. Thus, if
possible, the therapist should strive to provide the full treatment proto-
col to all clients suffering from GAD.

Lack of Proper Equipment for Imaginal Exposure
In all of our previous clinical trials, imaginal exposure was carried out

using a looped audiotape (that is, a cassette for a telephone answer-
ing machine) or a compact disc. Specifically, clients prepared a written
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exposure scenario, recorded the scenario on the audiotape or disc, and
then repeatedly listened to the scenario until it no longer provoked an
anxious response. This procedure has many advantages. For example,
it provides the therapist with an opportunity to review and correct the
scenario before it is recorded, it allows the therapist to know exactly what
the client is exposed to, and it (arguably) facilitates exposure because
clients only have to focus on the recorded message rather than actually
formulating the scenario themselves during exposure. On the flip side,
however, audiotape- or compact disc-assisted exposure requires that
the therapist has the proper equipment available to record the scenario
(which is typically done in the therapist’s office). Furthermore, technical
problems can sometimes be encountered when recording the scenario or
using the recording to carry out exposure. For example, the quality of
the recording may be poor (e.g., too much background noise) or the cas-
sette/compact disc may become defective at some time during the expo-
sure phase of treatment. For any one of these reasons, the therapist may
wish to offer a “technology-free” form of exposure to clients. Given that
exposure can be carried out in a number of ways, we have recently begun
to experiment with another form of exposure which does not require that
the scenario be recorded on an audiotape or a compact disc.

In the field of health psychology, a method known as written emo-
tional disclosure has been shown to lead to positive health outcomes.
Specifically, when individuals systematically and repeatedly write about
emotionally charged past events, they typically report positive health
outcomes in the weeks and months that follow the writing episodes
(e.g., Pennebaker, Colder, & Sharp, 1990). Although the benefits of
written emotional disclosure were originally conceived of in terms of
psychodynamic theory, recent studies suggest that it is basically a form
of exposure, and that its benefits can be understood in terms of exposure
theories of cognitive and emotional processing (Sloan & Marx, 2004).
Surprisingly, written forms of exposure have rarely been used in the
treatment of anxiety disorders in general and GAD in particular. Given
that written exposure can serve as a structuring context that facilitates
the activation and processing of core fears, we have recently come to the
conclusion that it may represent an appropriate substitute for audiotape-
or compact disc-assisted imaginal exposure.

Although we have just begun to collect data on the efficacy of writ-
ten exposure for worry and GAD, our initial findings are encouraging.
For example, in a nonclinical sample of 30 high worriers, we found
that written exposure led to decreases in worry, whereas a control con-
dition where participants were asked to write about a nonthreatening
future event did not (Goldman, Sexton, Gervais, & Dugas, 2006). In
clinical participants, we have begun using written exposure for some
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GAD clients and have obtained positive results. Specifically, clients
first use the downward arrow procedure to identify one or more core
fears. They then write about the core fear for 30 minutes every day
and are encouraged to go “deeper” into their fear with each writing
session. Thus far, we have found that two to three weeks of written
exposure is sufficient for clients to process their fears (about the same
number of sessions as for imaginal exposure). In summary, although
we are just beginning to assess the efficacy of written exposure for
the treatment of GAD, we have reason to believe that it represents a
suitable procedure when audiotape- or compact disc-assisted imaginal
exposure is not feasible.

In the preceding sections, we have reviewed the main factors that
can complicate the delivery, receipt, and enactment of the treatment
described in this book. Although there are many other potential compli-
cating factors, we have tried to focus on those that are most frequently
encountered by therapists using our treatment protocol. In Table 7.1, we
present a summary of the complicating factors and potential solutions
discussed in this chapter.

CONCLUDING REMARKS

When we set out to write this book, we had a number of goals in mind.
First, we wanted to provide therapists with up-to-date general informa-
tion on GAD. This seemed particularly important given the widely held
assumptions that individuals with GAD are “worried well” and that the
symptoms of GAD lead to only minor distress and impairment. As any-
one with GAD will attest, experiencing chronic and excessive worry and
anxiety on a daily basis is highly distressing and seriously interferes with
one’s quality of life. A second goal of ours was to present therapists with
a theoretical model that could guide their clinical practice with GAD cli-
ents. In doing so, we hoped that therapists would be in a better position
to conceptualize their clients’ behaviors, thoughts, and emotional reac-
tions in terms of a “theoretical blueprint” that could aid in making sense
of the apparently contradictory manifestations of GAD. For example,
approach behaviors such as information seeking and avoidance behav-
iors such as procrastination can both be seen as manifestations of an
underlying intolerance of uncertainty, and as such may ultimately serve
a similar function.

Our third (and perhaps primary) goal in writing this book was to
strike a balance between presenting a clearly articulated treatment pro-
tocol that clinicians would find helpful in their everyday practice, and
respecting the complex, dynamic, and idiosyncratic nature of the
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TABLE 7.1

Complicating Factors and Potential Solutions

Complicating Factors

Potential Solutions

Client Factors
Axis I Comorbidity

Panic disorder

Major depressive disorder
Axis 11 Comorbidity

Medical Comorbidity

Heart condition

Cancer remission

Pregnancy!

Use of Medication

Low Treatment Motivation

Therapist Factors
Insensitivity to Client Needs

Low Treatment Confidence

Rigid Use of Manual

Spend additional time on exposure
Schedule booster sessions

Keep depressogenic elements in exposure
scenario to a minimum

Present treatment procedures differently
according to comorbid personality disorders

Obtain medical clearance
Model confidence with regards to exposure

Determine appropriateness of exposure on a
case-by-case basis
Proscribe avoidance and neutralization

Determine appropriateness of exposure on a
case-by-case basis
Proscribe avoidance and neutralization

Address attributions about the sources of
progress as necessary

Return to treatment rationale
Adjust therapeutic style
Integrate motivational interviewing

Distinguish between treatment procedures
and how they are presented and prescribed

Conceptualize confidence in terms of process
rather than outcome

Remember that “bad luck” does not
invalidate treatment rationale

Thoroughly understand the theory behind the
treatment

See treatment procedures as examples of
strategies to target underlying model
components

Seek out knowledge of common therapy
factors

— Continued
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TABLE 7.1 Complicating Factors and Potential Solutions

Complicating Factors Potential Solutions

Contextual Factors

Limited Number of Covered  Focus on problem-solving training or

Sessions cognitive exposure according to the client’s
needs
Exposure Recording is Not Use written exposure
Practical

L Although pregnancy is not a medical syndrome, we bave placed it within the
category of “Medical Comorbidity” because it is a physical condition
that can complicate treatment.

treatment of individuals with GAD. As discussed in this chapter, many
factors can complicate treatment delivery, receipt, and enactment. In
most cases, the therapist can deal with the complicating factors by hav-
ing a thorough understanding of the theoretical underpinnings of the
treatment, the specific treatment procedures, and the common factors
that underlie all forms of psychological treatments. Having said this,
however, the therapy enterprise remains an extremely complex (and
rewarding) endeavor that requires a great deal of knowledge, clinical
judgment, and “positive attitudes” on the part of the therapist. Given
this state of affairs, our goal was to make available our treatment pro-
tocol to clinicians working with GAD clients, but to present it in a way
that did not encourage a “cookbook” approach to treatment (the reader
may have noticed that the word technique rarely appears in this book as
we believe that it may give the impression that a given treatment proce-
dure is not grounded in theory).

It was also our hope that this book would present the findings from
our clinical trials in a way that would be “palatable” to clinicians. To
accomplish this, we focused on the main findings of each study and
emphasized the interpretation of the data over the presentation of the
findings. Relatedly, we made every effort to present the data in a way
that would help clinicians to truly feel confident about the treatment
procedures. In our experience, when the therapist models self-confi-
dence, clients stand a much better chance of fully benefiting from the
treatment protocol.

On a final note, we would like to emphasize that the model and
treatment described in this book are both works in progress. We are
currently pursuing a number of lines of research that we hope will
allow us to modify our theory and treatment in ways that are increas-
ingly reflective of the clinical reality of GAD. By “following the data,”
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we hope to be able to help more and more individuals suffering from
GAD to finally break out of their worry and anxiety cycles and enjoy a
greater quality of life.
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sensitivity, 201
social, 52
ways to manage, 110
worry and, 115
Anxiety Disorders Interview
Schedule, 65
Anxious symptoms, universality of,
113
Applied relaxation, 86, 191, 192, 195
anxiety management and, 192
fears and, 191
wait-list control and, 189

Approach strategies
examples of, 94-95, 120
intolerance of uncertainty and, 94,
120
At-risk situations, 163
Australian National Survey of Mental
Health and Well-Being, 18
Authoritarian information, 109
Avoidance
maintaining effect of, 153
strategies
examples of, 95, 120
intolerance of uncertainty and,
94,120
theory of GAD, 42
Axis I disorders, 66, 200
Axis II disorders, comorbidity with,
202

B

Beck Anxiety Inventory, 73
Beck Depression Inventory-II, 73
Behavioral compulsions, 58
Behavioral exposure, uncertainty
recognition and, 117
Behavioral prescriptions, 110
Benzodiazepines, 192, 193, 194, 205
Between-session exercise(s), 74
CBT and, 90
demystified, 111
identifying opportunities in
problem situations, 142
prescription for, 110
recurrent problem list, 139
Scenario for Exposure form, 158
tolerating uncertainty experiment,
122
worry awareness training and, 92

235
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Body scanning, 56-57
Born worriers, 51
Brainstorming
principles of, 145-146
stage, 145
Burnout, 12

C

Cancer
GAD clients with, 204
pain and, 117
relapse during treatment, 211
worry about developing, 56
CAQ, see Cognitive Avoidance
Questionnaire
Catastrophizing technique, 156
Causal risk factor, 29
Causality hypothesis, test of, 30
CBT, see Cognitive-behavioral
therapy
Certainty, impossibility of attaining,
94
Chaining effect of worry, 49
Change(s)
client responsible for, 110
clinical significance of, 181, 185,
187
theory, 208
worry and, 48
Client(s)
complicating factors
comorbidity with axis I
disorders, 200-202
comorbidity with axis II
disorders, 202-203
comorbidity with medical
conditions, 203-204
low treatment motivation,
206-209
use of medication, 204-206
confidence, increasing, 156
emotional processing of fear, 161
motivation, 111, 188, 207
needs, insensitivity to, 209
participation, 109

progress, clinical significance of,
182
responsibility, 110, 208
unmotivated, 208
Clinical Severity Rating Scale, 65
Clinical significance testing, 182
Clinical threshold, determination of,
113
Cognitive avoidance, 155
futility of, 150
implicit, 102
role of, 175
strategies, 103
categories of, 41
explicit, 43
implicit, 41
types of, 72
Cognitive Avoidance Questionnaire
(CAQ), 72, 83-84
Cognitive-behavioral therapy (CBT),
30, 37,107
active listening and, 194
aim of, 89
allegiance effects and, 189
applied relaxation and, 189
between-session exercises, 90
central tenet of, 89
differential efficacy of, 191
efficacy
medication use and, 205, 206
personality disorders and, 202
group, 186
guiding principle of, 108
medication discontinuation and,
192
number of sessions for, 89
principles, advantages of
discussing, 111
problem understanding and, 88
protocol
long-term effects of, 196, 197
“Mastery of Your Anxiety and
Worry,” 85
short-term effects of, 195, 197
psychoeducation about, 88
triangle, 108
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wait-list control and, 184
Cognitive model of generalized
anxiety disorder, 23-45
clinical implications of model, 45
cognitive avoidance, 41-44
explicit strategies, 43—44
implicit strategies, 41-43
connections between model
components, 44
intolerance of uncertainty, 24-35
evidence for causality, 29-31
pathways to GAD, 31-35
specificity, 26-29
main features, 23
negative problem orientation,
37-41
interview study of problem
solving, 40-41
questionnaire studies of
problem solving, 38-39
positive beliefs about worry,
35-36
first generation studies, 35-36
second generation studies, 37
Cognitive restructuring, general, 24
College, 1
Comorbidity, 16, 17
Complicating factors, 199-219
client, 199-209
comorbidity with axis I
disorders, 200-202
comorbidity with axis II
disorders, 202-203
comorbidity with medical
conditions, 203-204
low treatment motivation,
206-209
use of medication, 204-206
contextual, 213-216
lack of proper equipment for
imaginal exposure, 214-216
restricted insurance or
managed care coverage,
213-214
therapist, 209-213

237

insensitivity to specific client
needs, 209-210
low treatment confidence,
210-211
rigid use of treatment manuals,
211-213
Computerized search task, high and
low worriers compared
suing, 33
Concentration difficulties, 50, 115,
180
Conditioning theory, 35
Consequences of Worrying Scale,
Positive Beliefs subscale of,
71
Controlled treatment studies, 85
Convention, problem solution and,
145
Cut score, 183

D

Decatastrophizing, 85
Decision making
problem solution and, 147
studies, 33
Deferment of judgment principle, 146
Demoralization
fatigue and, 116
worry and, 6
Depression
discriminating between GAD and,
62
worry and, 27
Description of generalized anxiety
disorder, 1-21
clinical picture, 7-12
case study, 10-12
GAD client presentation, 9-10
living in the future, 8-9
worry themes, 7-8
cost of GAD, 18-20
diagnosis of GAD, 3-7
GAD in DSM-1V, 3-7
history of diagnostic category,
3
direct costs, 18-19
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epidemiology, 12-18
age and gender differences,
15-16
age of onset, course, and
remission, 14-15
comorbidity, 16-18
prevalence in clinical
population, 13-14
prevalence in general
population, 12-13
indirect costs, 19-20
Diagnosis and assessment, 47-74
clinical interview, 47-51
GAD somatic symptoms,
49-50
GAD worry, 48-49
impairment and distress, 50-51
Cognitive Avoidance
Questionnaire, 72, 83-84
differential diagnosis, 55-61
hypochondriasis, 55-57
major depressive disorder and
dysthymic disorder, 60-61
obsessive—compulsive disorder,
58-60
social anxiety disorder, 57-58
Intolerance of Uncertainty Scale,
69, 78-79
Negative Problem Orientation
Questionnaire, 71, 82
obstacles to diagnosis of GAD,
52-55
accurate description of
symptoms, 53-54
denial, 52-53
misdiagnosing symptoms as
GAD, 54-55
Penn State Worry Questionnaire,
69,77
self-report questionnaires, 67-73
guidelines, 67-68
measures of associated
symptoms, 73
measures of GAD symptoms,
68-69

measures of model components,
69-72
structured diagnostic interviews,
61-66
description, 65-66
guidelines, 64-65
Why Worry-11, 70, 80-81
Worry and Anxiety
Questionnaire, 68, 75
Diagnostic category, history of, 3
Diagnostic interviews, 9, 61
Diagnostic remission, 179, 180
Diagnostic and Statistical Manual of
Mental Disorders (DSM),
3,12
Diagnostic and Statistical Manual of
Mental Disorders, Fourth
Edition (DSM-IV), 180
Anxiety Disorders Interview
Schedule, 65
criteria, 12
diagnosis, 200
GAD diagnostic criteria, 3, 4
Mini International
Neuropsychiatric Interview,
66
Structured Clinical Interview, 65
Differential diagnosis, 55, 61, 62
Disease in remission, 204
Disorder model, presentation of, 91
Dispositional characteristic, 24
Distraction, worry and, 43, 103
Downward arrow technique, 156
Drug abuse, 17
DSM-1V, see Diagnostic and
Statistical Manual of
Mental Disorders, Fourth
Edition
Dysthymia, 16, 17, 60

E

Early-onset GAD, 14

Eating disorders, 17, 65

ECA study, see Epidemiologic
Catchment Area study

Eclectic therapy, 189
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Effect size, 181
Emergency room visits, 18
Emotion(s)
anxiety as type of, 116
problem recognition and, 138, 139
Emotional arousal, interference with,
44
Employment insurance, 18
Enhancement effect, 43, 151
Epidemiologic Catchment Area
(ECA) study, 15
Epidemiology
age and gender differences, 15
age of onset, course, and
remission, 14
comorbidity, 16
prevalence in clinical population,
13
prevalence in general population,
12
Excessive handwashing, 58
Experiment
recording of, 122
tolerating uncertainty, 122
white bear, 151
Expert knowledge about problem,
109
Explicit cognitive avoidance
strategies, 43
Exposure
curve, 161
scenario
downward arrow technique,
156
far fetched, 157-158
finalizing of, 159
form, 176
guidelines, 158
preliminary draft of, 158
repeated exposure, 160
uncertainty-inducing
information and, 103
sessions, 160
summary form, 177
technology-free form of, 215
-type exercise, 122, 123
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External locus of control, 205

F

Family, relationships with, 51
Fear(s)
applied relaxation and, 191
cognitive correlates of, 42
digestion, 156
emotional processing of, 161
maintenance, neutralization and,
155
reduction, theory of, 42
Filtered lenses analogy, 118
5% principle, 181
Flamboyant personality style, self-
report questionnaires and,
68
Full network activation, 42
Future events, worry involving, 117
Future orientation, 8-9

G

GAD, see Generalized anxiety
disorder
General anxiety reduction
techniques, 24
Generalized anxiety disorder (GAD),
2
associated somatic symptoms of,
111
avoidance theory of, 42
categories, 3
chronic condition of, 116
client(s)
comprehensive assessment of,
179
denial of problem, 52
negative problem orientation
of, 39
presentation, 9
slipping through the cracks, 20
study comparing panic disorder
clients and, 36
use of cognitive therapy with, 25
use of primary care resources
by, 19
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diagnosis, 2, 3
explaining, 111
reliability, 20
remission rates, 190
difficulty in recognizing, 47
dimensional view of, 112
early-onset, 14
etiology of, 36
gender and, 15
internal and external processes in,
102
likelihood of, 12
misdiagnosis, 19
potential pathway leading from
intolerance of uncertainty
to, 32, 34
prevalence ratings for, 13
psychoeducation about, 91
-related impairment, 51
severity, prediction of, 39
symptomy(s), 166
abatement of, 14
chronic, 14
continuum, 112
intolerance of uncertainty and,
29
model of, 113
reduction, 94
self-report measures of, 68
severity of, 28
somatic, 47, 49, 50, 180, 188
treatment, problem-solving
training in, 41
undiagnosed, 19
worried well individuals, 216
worry, differences observed
regarding, 8
Goal(s)
defined, 144
formulation
guidelines, 144
problem definition and, 143
setting unrealistic, 101
Group therapy, therapeutic factors
unique to, 186

H

Habit, problem solution and, 145
Handwashing, excessive, 58
Happy ending, exposure scenario
and, 159
Health anxiety, 55
Health care services, overuse of, 19
Homework exercises, 90
Hyperventilation, GAD worry and,
42
Hypochondriasis, 55, 56, 57, 62
Hypothetical situation(s)
imaginal exposure and, 150
worry about, 98, 101, 117

I

Imaginal exposure, 87, 101, 150, 210
alternative to avoidance and
neutralization, 152
audiotape-assisted, 216
conduction exposure, 160
exposure scenario preparation,
156
futility of cognitive avoidance, 150
lack of proper equipment for, 214
learning curve, 160
Implicit cognitive avoidance, 41, 102
Information
processing, study of, 32
seeking, excessive, 57
Insurance
company representatives, 180
restricted, 213
Intent-to-treat sample, 183
Internet, seeking out of diagnostic
information on, 57
Interpersonal difficulties, 163
Interpersonal relationships, worry
and, 48
Interview, setting the stage for, 54
Intimidating information, 109
Intolerance of uncertainty, 24, see
also Uncertainty
approach strategies, 94
avoidance strategies, 94
changes in, 31, 185
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conditions required to establish,
29
gambling procedure, 29-30
as higher order process, 44
manifestations of, 94, 119, 120
negative problem orientation and,
40
perfectionism and, 27
pre- to posttreatment changes in,
198
relationship between excessive
worry and, 93
research strategy, 26
role of, 168
treatment outcomes and, 188
worry and, 26, 31
Intolerance of Uncertainty Scale
(Ius), 69, 78-79
Irritability, 50, 115
Irritable bowel syndrome, 201
IUS, see Intolerance of Uncertainty
Scale

J

Job interview, 140

L

Lamaze classes, 204
Lawyer—prosecutor role-play, 97, 129
Learning curve, imaginal exposure,
160
Life, see also Quality of life
events, influence of, 178
problems as part of, 139, 140
-threatening illness, worry and, 48
without worry, 98
Likert scale, 69, 72
Living in the future, 8-9

M

Magical thinking, 37, 96
Major depression, 16, 17, 60
Managed care coverage, 213

Mean effects, statistical comparisons
of, 180-181

Medical conditions, comorbidity
with, 203

Medication

discontinuation, CBT and, 192

taper, 193, 194

use, 184, 190, 199, 204, 205, 206
Memory, fear structure in, 42
Mental imagery, avoidance of, 103
Mini International Neuropsychiatric

Interview, 66

Mood

check, problem solution and, 149

disorders, 16, 50

state, influence of, 178
Motivation

action and, 124

treatment success and, 104

worry and, 37, 126, 131
Motivational interviewing, 209
Muscle tension, 49, 190

N

National Comorbidity Survey (NCS),
15
NCS, see National Comorbidity
Survey
Negative emotions
protection from, 127, 131
worry as buffer for, 96
Negative evaluation, fear of, 55
Negative problem orientation, 37, 38
cognitive consequences of having,
72
consequence of, 136
description of, 135
expected impact, 135
impact of, 100
problem solving and, 40
relationship between GAD and,
137
role of, 173
Negative Problem Orientation
Questionnaire (NPOQ),
71, 82
Neuroticism, 39
Neutralization
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alternative to, 152
curve, 154
fear maintenance and, 155
negative effect of, 153
worry and, 155
Nicotine dependence, 17
NPOQ, see Negative Problem
Orientation Questionnaire

o

Obsessive—compulsive disorder
(OCD), 3, 6, 17, 39, 58
discriminating between GAD and,
62
intolerance of uncertainty and, 28
Occupational impairment, GAD
and, 6
OCD, see Obsessive—compulsive
disorder
Older adults, worry among, 15
Opportunities, problems as, 140

P

Panic attack, fear of having, 6
Panic disorder, 3, 6, 17, 28, 200-201
Pathological worry, 48, 86, 184, 190,
191, 206
Penn State Worry Questionnaire
(PSWQ), 69, 77
Perfectionism, 27, 70
Persistent anxiety, 3
Personality
disorders, CBT efficacy and, 202
style, 68, 202
Phobia, 17, 28, 52
Physical symptoms, erroneous
interpretations of, 56
Positive beliefs
about worry, 71, 96
types of, 37
Positive Beliefs about Worry form,
128
Positive reinforcement, 35
Posttraumatic stress disorder, 17, 28
Posttreatment, statistical
comparisons of, 185

Pregnancy, 204
Primary care resources, use by GAD
clients, 19
Probability
estimation, 85
testing, 181
Problem
expert knowledge about, 109
living with, 109
recognition, 138
understanding, CBT and, 88
Problem definition
goal formulation and, 143
guidelines, 143-144
ill-defined, 143
Problem orientation, 37
impact of negative problem
orientation, 100
improving, 99, 138
uncertainty in problem-solving
process, 99
Problem resolution
form, 174
steps to effective, 150
Problem solving
ability, 142
delay in, 100
implementation and verification,
148
mood check following, 149
negative problem orientation and,
40
obstacles to development of, 145
process
constituents of, 37-38
skills included in, 38
uncertainty in, 99
questionnaire studies of, 38
skills, applying, 99
training, 87, 98, 133
applying problem-solving skills,
101, 142
improving problem orientation,
99,133
tolerance for uncertainty
required by therapists, 149



Problem-Solving Interview, 40
Procrastination, 129, 216
Prodromal condition, 16
Progressive muscle relaxation, 24
PSWQ, see Penn State Worry
Questionnaire
Psychoeducation, 87
Psychopathology, cognitive models
of, 23, 34
Psychotherapy, 193
Public speaking, fear of, 122
Public Speaking Task, 34

Q
Quality of life

assessment of, 73

poor, 8, 14

worry and, 51
Quality of Life Inventory, 73
Quantity principle, 146
Questionnaires, self-report, 67

R

Reassurance-seeking, 129
Rebound effect, 43, 151
Recurrent problem list, 138, 139
Reevaluation of beliefs, 98
Relapse prevention, 87, 104
daily maintenance, 161
distinction between normal and
excessive worry, 164
identifying at-risk situations, 163
preparing for at-risk situations,
163
treatment termination and, 161
Relaxation, 85
applied, 86, 191, 192, 195
fundamental nature of, 192
Restless sleep, 50
Role-play, lawyer—prosecutor, 97,
129
Rose-colored glasses, 118

S
Scenario building, 10, 52

Index 243

Scientist-practitioner model, criticism
of, 74
Selective attention, 127-128
Self-report questionnaires
guidelines, 67
low treatment motivation and,
206
measures of associated symptoms,
73
measures of GAD symptoms, 68
measures of model components,
69
problem solving, 38
Sleep disturbance, 49, 50
Social adjustment, measure of, 186
Social anxiety disorder, 6, 17, 55
characterization of, 57
discriminating between GAD and,
62
distinction between GAD and, 58
hallmark of, 58
intolerance of uncertainty and, 28
Socratic questioning, 107, 109, 130
Somatic symptoms, 47, 50
Somatoform disorders, 17, 55
Stomach knots, 115
Stress, worry and, 48
Stressors
addressing, 49
clients encouraged to prepare for,
104
worry triggered by, 163
Structured Clinical Interview, 65
Structured diagnostic interviewing
advantage of, 61, 63
description, 65
disadvantage of, 63
guidelines, 64
Symptom(s)
anxious, universality of, 113
chain of, 114
discussion of, 53-54
reduction, CBT and, 89

T
Tachycardia, GAD worry and, 42
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Tension awareness, 190 specific worry addressed by, 130
Theoretical blueprint, 212, 216 tolerance for uncertainty required
Therapist(s) by, 149

active collaboration between client uncertainty exposure exercises

and, 88, 109
analogies used for intolerance of
uncertainty, 118
attitudes, treatment success and,
105
characteristics, 188, 212
client as, 104
—client working alliance, 193
clinical style, 107
complicating factors, 209-213
insensitivity to specific client
needs, 209-210
low treatment confidence,
210-211
rigid use of treatment manuals,
211-213
definition of worry provided by,
92
empathy, 193, 211
exercises explained by, 111
exposure scenario draft, 158
final sessions of therapy, 104
format for drawing clients out,
125
good habits modeled by, 104
imaginal exposure, 102
level of confidence, 211
manifestations of intolerance of
uncertainty presented by,
121
natural style of, 208
nurturing attitude of, 208
“one size fits all” attitude, 210
positive beliefs about worry
introduced by, 124
realistic goal setting and, 94
research findings on problem
solving, 134
resistance encountered by, 116
self-disclosure, 209
Socratic questioning, 107, 109,
130

devised by, 95
worry trigger types discussed by,
115
Therapy enterprise, complexity of,
218
Thinking positively, 142
Thought(s)
-action fusion, 37, 96, 127
behavior influenced by, 108
process, worry as, 114
suppression, effects of, 43
worry as type of, 116
Tolerating uncertainty experiment,
122
Treatment
acceptability, 196
confidence, therapist’s, 210
cookbook approach to, 218
credibility, 188
delivery, contextual complicating
factors, 213, 217-218
gains, maintenance of, 185
individual vs. group, 188
manuals, 211
modules, 87
motivation, 90, 206, 207
outcomes, intolerance of
uncertainty and, 188
overall goal of, 105
response, definition of, 187
scaled-down versions of, 214
success
client role in, 110
criterion, diagnostic remission
as, 180
motivation and, 104
role of therapist attitudes in,
105
termination, relapse prevention
and, 161
unrealistic expectations about, 91
Treatment, step-by-step, 107-165
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exposure summary form, 177
imaginal exposure, 150-161
alternative to avoidance and
neutralization, 152-156
conducting exposure, 160-161
futility of cognitive avoidance,
150-152
preparation of exposure
scenario, 156-160
influence of mood state and life
events, 178
positive beliefs about worry form,
171-172
problem-solving training, 133-150
applying problem-solving
skills,142-149
improving problem orientation,
133-142
psychoeducation and worry
awareness training, 107-117
explaining GAD diagnosis,
111-113
GAD symptoms, 113-116
presenting principles of
cognitive-behavioral
therapy, 107-111
worry awareness training,
116-117
reevaluation of usefulness of
worry, 124-133
identifying positive beliefs
about usefulness of worry,
126-129
life without worry, 130-133
strategies for reevaluating
positive beliefs about worry,
129-130
relapse prevention, 161-164
daily maintenance, 161-162
identifying at-risk situations,
163
preparing for at-risk situations,
163-164
resolution of problem form, 174
role of cognitive avoidance, 175

245

role of intolerance of uncertainty,
168
role of negative problem
orientation, 173
role of positive beliefs about
worry, 170
scenario for exposure form, 176
symptoms associated with GAD,
166
uncertainty monitoring form, 169
uncertainty recognition and
behavioral exposure,
117-124
allergy analogy, 118
filtered lenses analogy, 118-119
manifestations of intolerance of
uncertainty, 119-123
suggestions when facing
uncertainty, 123-124
worry diary form, 167
Treatment efficacy, 105, 179-198
conclusions based on studies of,
197
criteria for establishing, 179-183
clinically significant
improvement, 182-183
diagnostic remission, 179-180
statistical comparisons of mean
effects, 180-182
general conclusions, 195-198
long-term effects, 196-198
short-term effects, 195-196
studies of, 183-194
CBT, applied relaxation, and
wait-list control, 189-192
CBT and medication
discontinuation, 192-194
cognitive-behavioral therapy
and wait-list control,
184-186
group CBT and wait-list
control, 186-189
Treatment overview, 85-105
imaginal exposure, 101
problem-solving training, 98
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psychoeducation and worry
awareness training, 87
reevaluation of usefulness of
worry, 96
relapse prevention, 104
treatment outline, 85-104
applying problem-solving skills,
101-104
experiencing uncertainty-
inducing situations, 95
goal of treatment, 86-87
identifying manifestations of
intolerance of uncertainty,
94-95
identifying and reevaluating
positive beliefs about worry,
97-99
improving problem orientation,
99-100
psychoeducation about CBT,
88-91
psychoeducation about GAD,
91-92
reason for addressing positive
beliefs about worry, 97
recognizing that certainty is
impossible to attain, 94
relationship between
intolerance of uncertainty
and excessive worry, 93
treatment modules, 87
worry awareness training,
92-93
uncertainty recognition and
behavioral exposure, 93

U

Uncertainty, see also Intolerance of

uncertainty

acceptance of, 86

acting as if tolerant of, 122

exercises in tolerating, 95

exposure, fearful outcomes and,
103

glasses, 118

-inducing information,
incorporation of into
exposure scenario, 103

-inducing situations, 93, 95

problem solving and, 99, 101

recognition, behavioral exposure
and, 93, 117

suggestions when facing, 123

unavoidable, 122

worry and, 114

Uncertainty and behavior monitoring
form, 169

\Y%

Variety principle, 146
Verbal-linguistic worry, 41, 102
Vertical descent technique, 156
Voluntary cognitive avoidance
strategies, 43

W

Wait-list condition, 184, 185
Wait-list control
applied relaxation and, 189
CBT and, 184
group CBT and, 186
Walking wounded, 5
WAQ, see Worry and Anxiety
Questionnaire
“What if” statements, 9, 10
White bear experiment, 151
Why Worry-II (WW-II ), 37, 70,
80-81
Women, GAD prevalence among, 15
Work productivity, reduction in, 19
Workplace absenteeism, 18
World Health Organization,
multicenter study, 13
Worrisome thoughts
attempts to replace, 103
avoidance of, 44
Worry
agreed definition of, 114
alternate way of describing, 53
alternatives to, 130, 133
anxiety and, 115
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assessment of, 51

avoidant nature of, 41

awareness training, 87, 92, 116

burnout and, 12

chain, 49, 52, 117

contradictory beliefs about, 125

cycle

breaking out of, 219
triggering of, 114, 115

demoralization and, 6

depression and, 27

diary form, 167

difficult to control, 4

distinction between normal and
excessive, 164

efficacy of written exposure for,
218

explicit attempts to avoid, 102,
103

frequency of, 48

fuel for, 137

future-oriented, 114

goal of reducing, 97

interference and, 50-51

intolerance of uncertainty and, 26,
31

life-threatening illness and, 48

motivation and, 37, 96, 126, 131

negative problem orientation and,
39

neutralization and, 155

older adults, 15

pathological, 48, 86, 184, 190,
191, 206

positive beliefs about, 35, 96
form, 171-172
role of, 170
strategies for reevaluating, 129
predictor of excessive, 37
reduction, feelings of loss and, 97
reevaluation of usefulness of, 96
-related behaviors, 11
replacement of with problem
solving, 133
scenario building and, 52
specific strategies for types of, 98
themes, 7, 117
treatment focus on, 86
types, 117
uncertainty and, 114
universality of, 26, 51
usefulness of, 96
challenges to positive beliefs
about, 131-132
client’s logical flaws about,
126-128
identifying positive beliefs
about, 126
reevaluation of, 124
verbal-linguistic, 42, 102
Worry and Anxiety Questionnaire
(WAQ), 68,75
Worry Diary, 116
Worrying gene, 2, 11
Written emotional disclosure, 215
WW-II, see Why Worry-11






Recent studies have shown that generalized anxiety disorder (GAD) is a common disorder,
affecting between 2% and 4% of the population at a given time.And, contrary to previously held
assumptions, if not properly diagnosed and treated, GAD can lead to considerable distress
and impairment, which often develop into substantial personal, social, and financial costs.

Fortunately, medical understanding of the nature and treatment of GAD has dramatically
increased over the past |5 years. Cognitive-Behavioral Treatment for Generalized Anxiety
Disorder presents a comprehensive analysis of the etiology, assessment, and treatment of GAD,
focusing on an evidence-based cognitive model developed by the authors’ clinical research team,
In this guidebook, Dugas and Robichaud first discuss the empirical support for this tailored
cognitive-behavior therapy (CBT) approach, providing the groundwork for the complete overview
and detailed step-by-step treatment guide which follow. The volume concludes with sections
on treatment efficacy in both individual and group therapy and clinical strategies for addressing
common complicating factors in diagnosis and treatment, such as comorbidity, low client
motivation, and issues with medication and managed care. This guidebook provides the prac-
titioner or clinician-in-training with a practical, evidence-based approach for the successful
assessment, diagnosis, treatment, and management of generalized anxiety disorder.
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