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Generalized anxiety disorder (GAD) is characterized by a number of symptoms that are likely to affect interpersonal relationships. The central symptom is excessive, uncontrollable anxiety and worry about a number of events or activities, occurring more days than not for at least 6 months (American Psychiatric Association, 1994). Consistent with the proposed idea of a generalized anxious temperament that belongs on Axis II (Akiskal, 1998), most people diagnosed with GAD report having always been worriers and view this as part of their personality, which may explain low treatment seeking in GAD (Bland, Newman, & Orn, 1997). Chronic worry may have a negative impact on significant others. For example, worry entails constantly anticipating potential future danger and therefore difficulty being in the present moment. Worrying is also associated with heightened need for reassurance (Masi et al., 2004), extended decisionmaking time (Metzger, Miller, Cohen, Sofka, & Borkovec, 1990), and interpreting events in the worst possible light. Thus, someone with GAD can seem focused on threats, distracted, pessimistic, unable to make decisions, and overly reassurance seeking. Somatic symptoms of GAD, such as restlessness, being keyed up or on edge, fatigue, difficulty concentrating, irritability, muscle tension, and sleep 235



disturbance (three of six are required for diagnosis), are also likely to make being in the presence of a worrier unpleasant. Anecdotally, such individuals can have intermittent outbursts of anger over seemingly minor events, such as depicted in a client’s spontaneous self-description during a therapy session: I’ve felt that all my life I’ve had a lot of anger. For example, there is a neighborhood family with dogs, and this was like the third or fourth time a dog was loose. And these dogs come bounding after you . . . and I’m afraid to get bitten. Not that I ever have been bitten, but I sort of expect that kind of behavior from a dog I don’t know. And this was extremely irritating because you’re supposed to keep them in a fenced-in area or tied up or something. So I was really angry, and on top of that, this dog kept circling around and walking in front of me for about a quarter of a mile before one of the owners came jogging by and tried to take the dog back home. And he laughed it off. And I was so mad I was afraid I would say something that I would regret. But I kept telling myself . . . the fact that they don’t want to do what is the right thing is not my responsibility. I want them to do the right thing . . . to keep their dog under control. And I’m actually considering if this happens one more time . . . calling the township and asking what recourse do I have . . . which for me would be an extreme step. I don’t like to make waves but they’re pushing me to do something that I would consider extreme. (Newman & Borkovec, 2002)



Worry interferes with effective problem solving (Borkovec, Robinson, Pruzinsky, & DePree, 1983). In our own experience, this entails a kind of rigidity toward resolving interpersonal problems. In the preceding anecdote, the client perceived only the extreme options of passively saying nothing versus yelling at the neighbor or calling the authorities rather than politely asking the neighbor whether he would mind keeping his dogs on a leash. Like other disorders, diagnosis of GAD requires impaired functioning. Although GAD has historically been viewed as a mild diagnosis, studies have estimated levels of disability in GAD as comparable to depression and other mood disorders (Grant et al., 2005; Wittchen, Carter, Pfister, Montgomery, & Kessler, 2000) or chronic medical illnesses (Fifer et al., 1994). In one epidemiological study, GAD was associated with disability status, unemployment (around 50%), low occupational work level, and earning less than $10,000 per year (Massion, Warshaw, & Keller, 1993). Making diminished financial contribution to a household may negatively affect interpersonal relationships. In addition to the impact of GAD on other people, others may influence the development of GAD symptoms. Operant conditioning theories have suggested that positive reinforcement by family members may maintain the disorder by rewarding anxious behavior and facilitating avoidant behaviors (Ayllon, Smith, & Rogers, 1970). Anxious behavior may also be learned by modeling (Bandura & Menlove, 1968). Similarly, early attachment experi236
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ences may also play a role in GAD (reviewed later in this chapter). Important others may also influence the course of GAD symptoms. A poor marital relationship predicts the failure to remit from GAD (Yonkers, Dyck, Warshaw, & Keller, 2000), and low marital tension predicts maintained treatment gains and decreased likelihood of relapse from psychodynamic therapy or anxiety management therapy (Durham, Allan, & Hackett, 1997). Similarly, Zinbarg, Lee, and Yoon (2007) found that whereas pretreatment partner hostility predicted lower endstate functioning in response to psychotherapy, nonhostile criticism predicted higher functioning. Taken together, data suggest that GAD symptoms are likely to negatively affect close others and that the quality of relationships influence the development and course of GAD.



ETIOLOGICAL FORMULATIONS AND THEORETICAL MODELS Given that the primary symptoms of GAD are intrapersonal (e.g., worry, muscle tension), the fact that few theoretical models of GAD or worry explicitly address interpersonal processes is understandable. Here, we briefly review noninterpersonal theoretical models of GAD for their interpersonal implications, as well as an evolving, integrative interpersonal model of GAD. Noninterpersonal Models Theoretical models of GAD emphasize intrapersonal factors contributing to the disorder. For instance, specific models posit factors that hypothetically maintain worry, including negative beliefs about, and worry about, worry (Wells, 1995); dispositional intolerance of uncertainty (Dugas, Buhr, & Ladouceur, 2004); perseverative generation of problem solutions and interpreting negative mood as input that goals have not been achieved (Davey, 2006); and worry itself as an emotion-avoidant mental strategy that may prevent individuals from understanding and coping with emotions (Borkovec, Alcaine, & Behar, 2004). Despite distinctive elements, these theories share several common assumptions, which may bear interpersonal implications. First, several theories of GAD have posited a lack of perceived competence to cope with threats, including poor problem-solving ability, self-efficacy, and stress tolerance. Because interpersonal behavior is a means for regulating emotions (Rimé, 2007) and submissive behavior tends to reflect appeasement or perceived “defeat” in the face of threats rather than a sense of competence (Sloman & Gilbert, 2000), individuals with GAD may overuse submissive behaviors. Second, many theories have proposed that worriers believe worry to possess positive characteristics, including superstitious belief that worry prevents negative GENERALIZED ANXIETY DISORDER
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outcomes, worry as considering all options in goal pursuit, or worry as reflecting desirable personal characteristics such as high responsibility. In other words, worry may be represented in the mind of the worrier as a protective form of care about goals and outcomes, which may trigger excessive reassurance seeking (Wells, 1995). Such theories imply that worriers “care too much,” suggesting that they might also believe they must exhibit caring or affiliative behaviors toward others or perhaps actually predominate in the use of such behaviors. Last, several of the theories assume that worry serves strategic functions of both preparing for possible threat and suppressing unpleasant emotions. Orientation toward threat might take the interpersonal form of negative social cognitive biases toward others. Likewise, avoidance of emotion might take an interpersonal form. Whereas vulnerable disclosure of emotions contributes to positive relationship development (Collins & Miller, 1994), individuals with GAD appear to find strong emotions aversive and may therefore avoid their own and others’ emotional disclosure (Newman, Castonguay, Borkovec, & Molnar, 2004), thereby slowing relationship development. Alternatively, people with GAD might engage in disclosure when required but experience it as threatening, perhaps vacillating in openness across situations. In any event, both interpersonal vigilance and avoidance may contribute to difficulty in accurately interpreting social interactions. An Interpersonal Model Whereas other research groups have largely emphasized intrapersonal processes in the development and maintenance of GAD, researchers at Pennsylvania State University have overtly integrated consideration of interpersonal processes into research and theory development. Although this work has involved clinical description (e.g., Newman, 2000), novel psychotherapy integration strategies (Newman et al., 2004), or exploratory empirical studies (see the Research Review section) rather than a systematized formal theory, recent theorizing informed by attachment perspectives has begun to crystallize an interpersonal model of etiology and maintenance. Such a model begins with Bowlby’s (1973) theory that infants form generalized, implicit mental representations (i.e., internal working models) of their caregivers with regard to their availability and care, as well as the ability of the self to handle challenges. According to Bowlby, caregivers failing to provide a secure base may decrease the likelihood that an infant will autonomously engage in exploration and gain self-confidence, potentially leading to insecure attachment and diffuse anxious states. GAD may arise, in part, from experiences in which caregivers are inconsistently available, creating negative working models and pulling the child into a developmentally 238
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premature state of needing to take care of the caregiver, him- or herself, or both. In this context, negative interpersonal working models, worry, and social behaviors (e.g., caretaking) may develop to help the infant or child cope with a potentially dangerous world while lacking consistent support. Therefore, worry and anxiety may be maintained not only by negative reinforcement (i.e., worry as an emotion avoidance strategy) but also by generalized negative social expectations and interpersonal strategies that fail to meet individuals’ needs. Interpersonal Theory as a Conceptual Framework The foregoing models of GAD may be further systematized under the rubric of interpersonal theory, which asserts that interpersonal processes shape and maintain psychopathology (Horowitz, 2004), as well as the associated nomological framework of the interpersonal circumplex (IPC; Wiggins, 1982). The IPC organizes the interpersonal content of individuals’ behavior or traits according to the orthogonal dimensions of dominance (vs. submission) and affiliation (vs. coldness–detachment). Also, any combination of these two dimensions may be assessed, yielding blends of social behaviors (e.g., warm–submission, cold–dominance). Constructs such as interpersonal control and influence pertain to the dominance dimension, whereas warmth and social connection map onto the affiliation dimension. IPC dimensions also capture information about attachment style (Bartholomew & Horowitz, 1991), with secure and insecure attachment relating most directly to the affiliation dimension (Pincus, Dickinson, Schut, Castonguay, & Bedics, 1999; see also Chapter 1, this volume). The IPC serves as a framework on which to operationalize social developmental hypotheses. Although not denying the contribution of temperament or genetic factors, interpersonal theorists have contended that early relationships shape later self-definitions and expectations for others. Additionally, social behavior is thought to influence others via the process known as interpersonal complementarity: Specific social behaviors invite restricted sets of responses from others in a probabilistic fashion. Thus, perceived dominance invites another to submit, whereas perceived submission invites dominance; warmth invites warmth (closeness) and coldness, coldness (Sadler & Woody, 2003); warm–dominance pulls for warm–submission, and so forth. According to this principle, people viewing their parents as cold and dominant might assume a detached and yielding stance toward them; according to the sociodevelopmental “copy process” that Benjamin (2003) termed recapitulation, the youth might come to act as though significant others are still present, acting in this cold–submissive stance toward others. However, other patterns exist, such as antithesis (e.g., when one responds to coldness with affiliation to elicit GENERALIZED ANXIETY DISORDER
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a warmer response) or identification (e.g., imitating cold–dominance). In other words, complementarity is a “request” that may be denied, not a mechanistic process (Horowitz, 2004). Samples of one’s behavior, rather than knowledge of parents’ behavior, are necessary to predict interpersonal patterns (e.g., abused children may learn to expect others to be abusive, become abusers, take the opposite extreme of rigid affiliativeness, or none of these; Benjamin, 2003); thus, we expect some heterogeneity in the interpersonal styles of individuals with GAD. In addition to developmental considerations, interpersonal theory speaks to the maintenance of psychopathology via interactional processes. Specifically, problematic social expectations or perceptions lead to dysfunctional behaviors (often in complementary fashion). In turn, behaviors affect others and elicit responses that confirm initial expectations in a self-fulfilling fashion. This bidirectional social influence between individuals underscores the notion of maladaptive feedback loops that maintain pathology (Carson, 1991; Safran & Segal, 1990). Viewed from this framework, the previously mentioned noninterpersonal models and the attachment-based interpersonal model of GAD may jointly predict several processes, such as perceiving one’s caregiver as being on the cold side of the circumplex (e.g., unavailable or inconsistent), subsequent chronic tendencies toward perceiving others as cold (and therefore inaccurate social cognition), and some form of social behavior that might elicit negative responses of others. These behaviors might alternatively take cold forms (according to the principle of interpersonal complementarity), yielding submission to avoid conflict or affiliative forms of caretaking behavior as a way to “pull” parents or others out of cold stances.



RESEARCH REVIEW FOR INTERPERSONAL ONSET AND MAINTENANCE OF GAD For interpersonal processes to contribute to the onset and maintenance of GAD, we might expect to find the sort of systematic relations between family experiences, social perceptions, ensuing behaviors, and interpersonal consequences outlined earlier. Here, we review available research, starting with findings relevant to the interpersonal factors in the development of GAD. Social Developmental Factors in GAD Several studies have associated GAD with self-reported negative developmental experiences. For instance, chronic worry and GAD have been respectively linked to endorsing a history of traumatic events such as catastrophes 240
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to significant others (Roemer, Molina, Litz, & Borkovec, 1996) and loss of a parent before age 16 (Torgersen, 1986). Family conflict may contribute to GAD onset as well. In one study, parent-rated poor marital relationship predicted lifetime prevalence of GAD in the children (Wade, Bulik, & Kendler, 2001). A history of a disturbed home environment is particularly pronounced in GAD with onset before age 20 (Hoehn-Saric, Hazlett, & McLeod, 1993). Unstable home environments and loss of significant others may teach one that the world is unsafe and that bad things can happen unexpectedly. With regard to memories about one’s childhood relationship to parents, when compared with nonanxious control participants, children and adolescents with high worry, GAD, or both have reported perceiving their caregivers as more cold, rejecting, and neglectful (i.e., low affiliation), as well as more controlling and overprotective and as granting less autonomy (e.g., high dominance; Cassidy, Lichtenstein-Phelps, Sibrava, Thomas, & Borkovec, 2009; Eng & Heimberg, 2006; Hale, Engels, & Meeus, 2006; León & León, 1990). Although perceiving caregivers as high in “affectionless control” is not unique to GAD, there exists some evidence that the link to GAD may be stronger than for other disorders (e.g., panic disorder; Silove et al.,1991), and it holds even when accounting for most other disorders (Kendler et al., 2000). Also, mothers of children with GAD were viewed as more controlling and overprotective than mothers of children with oppositional defiant disorder (Nordahl, Ingul, Nordvik, & Wells, 2007). Individuals with GAD report insecure attachment (Eng & Heimberg, 2006), with some endorsing role reversal and enmeshment in their early relationships with caregivers, believing that they need to take responsibility for the needs of their parents (Cassidy, 1995). Another study found that an angry–dismissive attachment style, associated with excessive self-reliance, anger, and mistrust of others, predicted new onset of GAD episodes when compared with panic disorder, major depression, and social phobia (Bifulco et al., 2006). Thus, many individuals with GAD experienced their parents as unaffiliative and dominant– controlling in an IPC framework, but there appears to be heterogeneity in how they coped interpersonally in response (e.g., taking overly warm vs. dismissive stances). The literature has built a cumulative case for the role of problematic childhood family experiences in the development of GAD. However, the fact that anxiety disorders in children were linked to high maternal involvement (i.e., dominance dimension) in Australia, but low maternal involvement in Korea (Oh, Shin, Moon, Hudson, & Rapee, 2002) suggests that the developmental implications of parent behavior may be moderated by whether one’s upbringing takes place in an individualistic or a collectivistic culture. GENERALIZED ANXIETY DISORDER
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Interpersonal Factors That May Maintain GAD A model of GAD informed by interpersonal theory must incorporate not only dysfunctional social experiences during childhood but also the social cognition and concomitant interpersonal behaviors that may perpetuate maladaptive cycles and maintain or exacerbate symptoms. Ample evidence has documented such processes in adults with GAD or chronic worry. In terms of social cognition, people with GAD worry predominantly about interpersonal concerns over other topics (Breitholtz, Johansson, & Öst, 1995; Roemer, Molina, & Borkovec, 1997), endorse heightened interpersonal sensitivity (Gasperini, Battaglia, Diaferia, & Bellodi, 1990; Hoehn-Saric et al., 1993; Mavissakalian, Hamann, Haidar, & de Groot, 1995; Nisita et al., 1990), and display negatively biased perceptions of social information (Mathews & MacLeod, 1985; Mogg, Mathews, & Eysenck, 1992). Similarly, trait worry has predicted a bias toward perceiving others’ behaviors as cold (Erickson & Newman, 2009), and students with GAD symptoms perceived confederates during social interaction as less affiliative and more attacking, ignoring, and controlling than did control students (Erickson & Pincus, 2005). Whereas a number of studies have demonstrated social cognition biased toward threatening meanings, one study found biases in students with GAD symptoms both toward and away from threatening perceptions. Relative to control students, students with GAD either over- or underestimated the extent of their negative (hostile–submissive) impact on others (Erickson & Newman, 2007a). It is unclear whether such biases reflect distinct subgroups of worriers who are vigilant versus naïve to negative impact on others or whether vigilance and avoidance occur within the same individual, with potential vacillation between these motivations. Whereas one study failed to find significant vacillation in worriers’ social perceptions across a week of interactions (Erickson & Newman, 2009), another study found that students with GAD symptoms endorsed conflict between viewing interaction partners as controlling versus ignoring as well as between controlling themselves versus granting themselves autonomy (Erickson & Pincus, 2005). According to an interpersonal cycle model of GAD maintenance, problematic social cognition would naturally lead to problematic interpersonal behaviors. Indeed, students with GAD symptoms (Eng & Heimberg, 2006; Erickson & Newman, 2009) and individuals diagnosed with GAD (Salzer et al., 2008) endorse high levels of interpersonal problems—extreme and rigid versions of normal behaviors (e.g., exploitability as extreme warm– submissiveness). The majority of interpersonal problems in GAD occur on the warm half of the circumplex. For instance, about half of individuals with GAD in a U.S. sample were classified as having predominant warm problems with being 242
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intrusive (e.g., excessive caretaking and pleasing others) or exploitable (overly accommodating; Kasoff & Pincus, 2002); two thirds of a German GAD sample endorsed the same problems (Salzer et al., 2008). Relative to controls, students with self-reported GAD have endorsed more problems with being relatively self-sacrificing, overly accommodating, intrusive, and nonassertive (Eng & Heimberg, 2006); higher warm personality traits and lower dominant and arrogant/cold–dominant traits (cold–dominance; Erickson & Newman, 2009); and higher empathy for others’ pain (Peasley, Molina, & Borkovec, 1994), and they have exhibited greater sad affect in response to others’ emotional disclosure (Erickson & Newman, 2007a). Also, trait worry predicted higher affiliation and lower quarrelsomeness in naturalistic interactions (Erickson & Newman, 2009). In contrast, those with GAD have also endorsed elevated anger and hostility (Nisita et al., 1990), as well as ongoing interpersonal conflicts (Judd et al., 1998), suggesting that despite excessively affiliative behavior, they may also display problematic cold behaviors. Similarly, a subset of GAD clients endorsed predominant interpersonal problems related to vindictiveness or coldness (Kasoff & Pincus, 2002; Salzer et al., 2008). Such findings have provided further evidence for interpersonal subgroups with GAD. However, the social behavior of individuals high in worry may also vacillate across situations; when participants were asked about most likely responses to a range of specific interpersonal situations, trait worry predicted variability (standard deviation scores) between affiliative and cold behavior (Erickson & Newman, 2007b). Anger often occurs in response to thwarted interpersonal goals (Horowitz, 2004), so these individuals may be easily angered when affiliation goals are blocked or when caretaking behavior is not reciprocated. We note also that a subset of GAD patients have reported excessive submissiveness or nonassertion (Kasoff & Pincus, 2002; Salzer et al., 2008). Available data have clearly attested to interpersonal problems in GAD, as have substantial rates of personality pathology in GAD (reviewed later in this chapter). Available research has also indicated problems with intimate relationships (Newman, 2000). Although individuals with GAD are more likely to enter into a marriage or similar relationship (Yoon & Zinbarg, 2007), they are also more likely to be unmarried currently, to have experienced multiple divorces, and to endorse poor marital relationship quality and conflict compared with those from other psychiatric groups (Blazer, Hughes, George, Swartz, & Boyer, 1991; Hunt, Issakidis, & Andrews, 2002; Wittchen, Zhao, Kessler, & Eaton, 1994). Moreover, in a sample of 4,933 married couples, marital discord was independently and more strongly associated with GAD than with major depression, mania, dysthymia, social phobia, simple phobia, agoraphobia, panic, and alcohol dependence after controlling for demographic variables, comorbid disorders, and quality of other relationships (Whisman, GENERALIZED ANXIETY DISORDER
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Sheldon, & Goering, 2000). Individuals with early-onset GAD are particularly likely to endorse marital dysfunction (Hoehn-Saric et al., 1993). Additionally, parents with GAD have higher rates of dysfunctional relationships with their spouses and children compared with parents without GAD (Ben-Noun, 1998). GAD also predicted a lack of close friendships (Whisman et al., 2000). In sum, robust linkages have been found between GAD or worry and impaired interpersonal processes. Such impairment includes distress about relationships, biased social cognition, problematic social behavior (especially overnurturance and submissiveness, but also potential heterogeneity), personality pathology, and problems maintaining satisfying relationships.



INTERPERSONAL PROCESSES AND COMORBIDITY Clearly, a wealth of studies buttress the case for a link between GAD, worry, and interpersonal dysfunction. However, the specificity of this link remains uncertain because of frequent psychiatric comorbidity. As such, we review data on the nature of comorbidity in GAD and discuss which interpersonal processes may be specific to GAD and chronic worry. Comorbidity in GAD is quite high. For example, rates of concurrent anxiety disorder diagnoses can be as high as 83% (Yonkers, Warshaw, Massion, & Keller, 1996), most often with social phobia (e.g., Brown & Barlow, 1992; Newman, Przeworski, Fisher, & Borkovec, 2008). Mood disorders including unipolar and bipolar depression and dysthymic disorder are commonly comorbid as well (e.g., Garyfallos et al., 1999), with lifetime prevalence rates for comorbid mood disorder around 80% (Garyfallos et al., 1999; Judd et al., 1998). Moreover, personality disorders (prima facie indicators of interpersonal dysfunction) commonly co-occur with GAD, with rates ranging from 37% to 53% (Mavissakalian et al., 1995; Sanderson, Wetzler, Beck, & Betz, 1994); rates of personality pathology are higher in GAD compared with other anxiety disorders (Blashfield et al., 1994; Dyck et al., 2001; Reich et al., 1994; Sanderson, Beck, & McGinn, 1994). Moreover, Axis II pathology predicted greater odds of GAD in an epidemiological survey (Nestadt, Romanoski, Samuels, Folstein, & McHugh, 1992). Because disorders linked to interpersonal problems are highly comorbid with GAD, the question of specificity of interpersonal processes to GAD becomes salient. Particular interpersonal processes may increase risk for onset of new comorbid diagnoses; conversely, new comorbid diagnoses may influence interpersonal processes. Although existing studies make disentangling these causal relations difficult, some exceptions exist, such as reassurance seeking as a risk factor for depression but not anxiety (Joiner & Schmidt, 244
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1998). We found no studies that directly tested whether interpersonal processes in people with GAD influence the development of comorbidity. Furthermore, most studies have not investigated “pure” GAD or statistically controlled for symptoms related to commonly comorbid conditions. Nonetheless, a few studies have spoken to the specificity of links between GAD and interpersonal processes. Whereas a significant number of individuals with GAD without secondary mood disorder endorse significant interpersonal conflicts, this percentage increases with the presence of comorbid depression and further with bipolar disorders (Judd et al., 1998). The link between GAD and marital discord remains even after accounting for comorbidity and quality of other relationships (Whisman et al., 2000). Also, GAD is more strongly linked to vigilance toward threatening faces (Mogg, Millar, & Bradley, 2000), interpersonal sensitivity, and anger–hostility (Nisita et al., 1990) than is depression. Studies with nonclinical samples have also shown some interpersonal specificity. Erickson and Newman (2009) found that pathological worry, social anxiety, and depression symptoms all robustly correlated with most types of self-reported interpersonal problems. However, after controlling for social anxiety and depression, worry (a) correlated with problems of being exploitable, overly nurturant, or submissive; (b) correlated positively with warm interpersonal traits and inversely with arrogant and cold traits; (c) predicted greater affiliative behavior and less quarrelsome behavior during a week of naturalistic social interactions; (d) predicted a bias toward cold social perceptions; and (e) predicted modestly increased fluctuation on the affiliation dimension. Last, the link between pathological worry and inaccurate estimation of one’s interpersonal impact on others appears to remain even when accounting for social anxiety (Erickson & Newman, 2007a). Therefore, even without comorbidity, GAD symptoms are linked to specific interpersonal processes. To conjecture, perhaps many of these individuals are prone to affiliative caretaking behavior but become colder when such strategies fail to elicit desired responses. Childhood temperament factors such as behavioral inhibition and interpersonal sensitivity may also contribute to the use of submissive–nonassertive behavior to regulate discomfort with novel or stressful social interactions, contributing to the etiology of both GAD and social anxiety. Furthermore, the use of submissive behaviors likely places one at further risk for later depressive episodes because submission tends to reflect passive and unempowered states (vs. self-efficacy and assertiveness). These formulations are consistent with what is known about the chronic, traitlike, and early-onset symptoms of social and general anxiety, as well as their temporal precedence to depression. However, such notions remain speculative and await further tests, particularly given findings of interpersonal heterogeneity in social phobia (Kachin, Newman, & Pincus, 2001), depression (Blatt & Zuroff, 1992), GENERALIZED ANXIETY DISORDER
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and GAD (Salzer et al., 2008). Nonetheless, comorbid mood and anxiety disorders contribute additional distress and disability to the course of GAD (e.g., Judd et al., 1998; Mancuso, Townsend, & Mercante, 1993), although not universally (Yonkers et al., 2000). GAD and its commonly comorbid Axis I disorders (e.g., major depression and social phobia) are also among the Axis I disorders with which personality disorders are most likely to occur (Dyck et al., 2001). As a result, sorting out unique interpersonal processes in this morass of comorbidity is intractable at present. Comorbid personality disorders predict decreased likelihood of remission in GAD (Massion et al., 2002; Yonkers et al., 2000), in some cases even after accounting for the effect of depression (Yonkers et al., 2000). If we consider that personality disorders simply reflect traitlike, excessive, and rigid interpersonal problems, specific interpersonal styles may predispose individuals with GAD to particular personality disorders. Particular personality disorders map onto specific interpersonal problems on the IPC (e.g., submissiveness with avoidant personality disorder; Soldz, Budman, Demby, & Merry, 1993). Because of links between social phobia and avoidant personality disorder (e.g., Dyck et al., 2001), it is unclear whether problems with submissiveness occur only in individuals with both GAD and social phobia, but not GAD alone. Alternatively, the traitlike constellations of symptoms in generalized anxiety, social phobia, and personality disorder may develop in tandem. Ultimately, it is likely that maladaptive interpersonal processes lead to additional forms of comorbidity in GAD, and comorbidity in turn likely contributes to further interpersonal problems (Judd et al., 1998), consistent with the transactional view of psychopathology described in interpersonal theory.



INTERPERSONAL PROCESSES AND IMPLICATIONS FOR TREATMENT Cognitive–behavioral therapy (CBT) for GAD produces significant improvement maintained up to 2 years posttreatment, with effects stronger than no treatment, analytic psychotherapy, pill placebo, nondirective therapy, and placebo therapy (Borkovec & Newman, 1998). However, CBT is not efficacious for all clients and leads to the smallest percentage of high endstate functioning among CBT interventions for anxiety disorders (Brown, Barlow, & Liebowitz, 1994). One explanatory hypothesis is that CBT protocols have not included techniques to address factors maintaining GAD such as interpersonal problems. Consistent with this hypothesis, data have suggested that current CBT protocols are limited in successfully addressing interpersonal issues in GAD. Interpersonal factors such as marital tension (Durham et al., 1997) and 246
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comorbid personality disorders (Mancuso et al., 1993; Massion et al., 2002; Sanderson, Wetzler, et al., 1994) have predicted negative CBT treatment outcomes, higher drop-out rates, or diminished likelihood of GAD remission. Also, Borkovec, Newman, Pincus, and Lytle (2002) found that CBT failed to make a significant change in six of eight Inventory of Interpersonal Problems— Circumplex scales at posttherapy, and most clients continued to score at least 1 standard deviation above normative levels on at least one Inventory of Interpersonal Problems—Circumplex subscale. In the same study, clients endorsing pretherapy interpersonal problems associated with dominance (e.g., domineering–controlling, intrusive–needy, vindictive–self-centered) responded least favorably to CBT, and such problems left untreated predicted failure to maintain follow-up gains. Such evidence warrants therapy techniques to specifically address interpersonal problems, including the client’s contribution to maintaining maladaptive ways of relating with others. We are aware of only two research groups that have examined the impact of interpersonally focused therapy on GAD outcome. Crits-Christoph, CritsChristoph, Wolf Palacio, Fichter, and Rudick (1995) examined a psychodynamically informed brief therapy based on Luborsky’s (1984) supportive–expressive therapy. Reasons for standardizing and testing a GAD treatment for psychodynamic practitioners included (a) the fact that dynamic therapy continues to be a commonly practiced form of treatment (Jensen, Bergin, & Greaves, 1990); (b) the goal to facilitate wider dissemination of efficacious GAD treatments; and (c) theories about anxiety in the writings of Freud, Sullivan, Klein, and Kohut. These researchers tailored Luborsky’s (1984) general supportive– expressive (SE) treatment explicitly to clients with GAD (Crits-Christoph et al., 1995). The goal of the treatment was to help clients understand their anxiety symptoms in the context of interpersonal conflicts. Therapists’ interventions were based on their formulations of clients’ interpersonal conflicts using the core conflictual relationship theme method, which involves uncovering clients’ relationship patterns in current and past relationships as well as their relationship with the therapist. Clients thereby work through relationship conflicts influencing their anxiety symptoms and explore more adaptive coping strategies. This treatment also emphasizes the development and maintenance of a positive therapeutic alliance, discussion of impending treatment termination in the context of the patients’ core conflictual relationship theme, interpretation of primitive wishes, interpretation of resistances and defenses, and working with issues related to past traumas (for more information on this therapy approach, see Crits-Christoph et al., 1995). Crits-Christoph and colleagues conducted two preliminary studies of SE therapy for GAD. The first was an open trial of 26 GAD patients (CritsChristoph, Connolly, Azarian, Crits-Christoph, & Shappell, 1996), which GENERALIZED ANXIETY DISORDER
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found significant improvements in GAD symptoms over 16 weeks, with treatment effect sizes on primary outcome measures comparable to studies of CBT for GAD (d = 1.9 for the Beck Anxiety Inventory). These promising results led to a follow-up study comparing interpersonally oriented dynamic therapy (n = 15) to a supportive listening therapy condition (n = 16) previously used by the Pennsylvania State University research group to control for time in therapy and contact with a therapist. The interpersonal approach was statistically and clinically superior to supportive therapy on Hamilton Anxiety Scale remission rates, but with substantial variability in outcomes (Crits-Christoph, Gibbons, Narducci, Schamberger, & Gallop, 2005). Moreover, within-group effect sizes for the interpersonal group (0.93 for the Beck Anxiety Inventory) were not impressive compared with average within-group effect sizes for CBT studies of GAD (typically about 2.0). Thus, SE therapy may work best for patients with interpersonal issues at the core of their GAD symptoms, whereas supportive therapy provides some minimal benefit to all patients. Additional analyses examined whether interpersonal problems changed in response to SE therapy and whether there was a subgroup of clients who did better in interpersonally focused GAD therapy (Crits-Christoph et al., 2005). SE therapy led to only modest pretest to posttest changes in interpersonal problems (Inventory of Interpersonal Problems—Circumplex scales), not significantly different from the supportive therapy condition. Nonetheless, interpersonal problems predicted unique variance in outcome (Crits-Christoph et al., 2004). Also, problems of nonassertion and exploitability tended to change the most, whereas problems in dominant, cold, and vindictive domains changed least; changes in interpersonal problems were correlated with changes in GAD symptoms (Crits-Christoph et al., 2005). Thus, these researchers concluded that SE therapy provides some benefit for clients with GAD who have problems with being assertive or easily exploitable. Our Penn State research group has adopted a different approach to a psychotherapy that targets interpersonal problems. We decided to develop an integrative therapy that would combine our previously tested CBT protocol (e.g., Borkovec & Costello, 1993; Borkovec et al., 2002) with additional techniques aimed at addressing interpersonal issues and emotional deepening (Newman et al., 2004). Our intervention is based on Safran and Segal’s (1990) focus on complex interpersonal issues within an integrative CBT perspective. Guided by theorists such as Sullivan, Kiesler, and Bowlby, Safran has argued that early relationships with caregivers create interpersonal schemata, which determine individuals’ perception of others and guide interpersonal behaviors in selfconfirming ways. Such a model provides an especially comprehensive and coherent integration of cognitive, interpersonal, and emotional issues. How248
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ever, in tailoring this treatment to GAD, the interpersonal and emotional processing (I-EP) segment of therapy targets interpersonal problems and facilitates emotional deepening without direct integration of cognitive techniques. Cognitive techniques were not integrated into the treatment partly on the basis of research suggesting that verbal linguistic cognitive processes interfere with emotional processing (Vrana, Cuthbert, & Lang, 1986) and help people with GAD avoid emotions (Borkovec & Newman, 1998). We therefore assumed that the examination and challenge of worry during this segment would hinder fostering of emotional processing at the core of I-EP. In fact, each session of the integrative treatment was composed of two separate components: a CBT segment, followed by an I-EP segment (each 55 minutes long). Separation of CBT from I-EP also permitted the use of an additive–dismantling research design to help us determine whether the efficacy of CBT could be improved for GAD (Newman, Castonguay, & Borkovec, 2002). We used an additive strategy to determine whether CBT and I-EP would provide a significant increment in efficacy over CBT plus supportive listening to control for common factors, permitting a rigorous test of the additive benefit of I-EP. The CBT and I-EP sessions were kept separate but were both presented within a cognitive–behavioral framework to preserve a consistent rationale. For example, an emotional deepening intervention can be viewed as exposure to feared stimuli (i.e., feared emotions; CBT framework). Patients were informed of the separation and prompted to save discussion material for the respective portion of therapy. CBT always preceded I-EP because engaging in alliance rupture repair methods (an interpersonal intervention) was allowed only in the I-EP segments. Thus, if a rupture occurred during CBT, it could be repaired during the next hour, whereas the reverse order could have left a rupture unaddressed for a full week, with potential deleterious effects. Patients were told that current interpersonal difficulties and failure to access primary emotions are involved in the generation of anxiety and worry. Consequently, the goals of this portion of therapy were (a) identification of interpersonal needs, past and current patterns of interpersonal behavior that attempt to satisfy those needs, and emotional experience that underlies all of these and (b) generation of more effective interpersonal behavior to better satisfy the needs. Therapy made use of four primary and interrelated domains to accomplish these goals: (a) current problems in interpersonal relationships, including the negative impact clients have on others; (b) interpersonal developmental origins (e.g., attachment and trauma experiences) of relationship difficulties; (c) interpersonal patterns and problems (including ruptures in the therapeutic alliance) that emerged in the relationship with the therapist; and (d) emotional processing in the here-and-now of affects associated with these domains. Focus on these four domains was guided by eight principles, including GENERALIZED ANXIETY DISORDER



249



emphasis on phenomenological experience; therapists’ use of their emotional experience to identify interpersonal markers; use of the therapeutic relationship to explore affective processes and interpersonal patterns, with therapists assuming responsibility for their role in the interactions; promotion of generalization via exploration of between-session events and provision of homework experiments; detection of alliance ruptures and provision of emotionally corrective experience in their resolution; processing of patients’ affective experiencing in relation to past, current, and in-session interpersonal relationships; and use of skill training methods (e.g., assertion, problem solving, communication training, role-playing) to provide more effective interpersonal behaviors to satisfy needs. In I-EP, therapists explicitly identified disaffiliative emotions, attended to their own emotional reactions to patients, and attempted to encourage patients to openly communicate their feelings with a goal of repairing any ruptures. As opposed to I-EP, the CBT segment was meant to target intrapersonal aspects of anxious experience by the following methods taken directly from Borkovec’s past and current CBT protocol: 1. Applied relaxation and self-control desensitization involves presentation of the multiple coping-response CBT model and rationale; training in self-monitoring of environmental, somatic, affective, imaginal, and thought (especially worry) cues that trigger anxiety spirals with special emphasis on increasingly early cue detection; external and especially internal cue hierarchy development; slowed diaphragmatic breathing and progressive relaxation (modified over sessions from 16 muscle groups, four muscle groups, four group recall, and counting; Bernstein & Borkovec, 1973); training in cue-controlled and differential relaxation; applied relaxation training; development of coping self-statements to use in response to cues; and employment of self-statements and applied relaxation during formal self-control desensitization imagery for rehearsal of coping responses. Hierarchies for self-control desensitization are constructed from pretherapy assessment information, daily self-monitoring, and in-session discussion with the patient. 2. Cognitive therapy (Beck & Emery, 1985) involves presentation of the role of cognition in anxiety; training in self-monitoring of early worry and automatic thought occurrence; identification of cognitive predictions, interpretations, beliefs, assumptions, and core beliefs underlying the threatening nature of events or cues; logical analysis; examination of evidence; labeling of logical errors; decatastrophization; generation of alternative thoughts 250



NEWMAN AND ERICKSON



and beliefs; early application of these alternatives to daily living; the creation of behavioral experiments to obtain evidence for new beliefs; and use of cognitive perspective shifts learned in cognitive therapy during self-control desensitization rehearsals. Patients also monitor worrisome predictions and their actual, eventual outcomes. Socratic method is emphasized throughout therapy. Information from the pretherapy daily self-monitoring is used to identify crucial thoughts and underlying themes and beliefs. Our first step in examining the integrative treatment was to conduct an open trial feasibility study (Newman, Castonguay, Borkovec, Fisher, & Nordberg, 2008). Eighteen participants received 14 sessions of CBT plus I-EP therapy and 3 participants (for training and feasibility purposes) received 14 sessions of CBT plus supportive listening (SL). Results showed that the integrative therapy significantly decreased GAD symptomatology, with maintenance of gains up to 1 year after treatment and an effect size higher than the average effect size of CBT for GAD (d = 3.15 averaged across the three most commonly used outcome measures for GAD) as well as a previous CBT trial by Borkovec et al. (2002). Results also showed clinically significant change in GAD symptomatology and interpersonal problems with continued gains during the 1-year follow-up. On the basis of these promising results, we conducted a follow-up study, randomly assigning 69 participants to CBT + I-EP or CBT + SL. Results of this study showed significant differences between the two therapies in Dysfunctional Attitude Scale (Weissman, 1979) scores during the follow-up period favoring IEP + CBT (Newman, Castonguay, Fisher, & Borkovec, 2008). Although this scale was originally developed to measure dysfunctional cognitions in depressed participants, a number of studies have found that this scale also reflects the distorted cognitions of individuals diagnosed with Axis II disorders (e.g., Hill et al., 1989). This was consistent with our initial prediction that it would take some time before interpersonal changes would emerge. We are also currently examining treatment moderators to identify subgroups of people who receive greater benefit from our integrative therapy or CBT alone.



CONCLUSION The clinical vignette presented early in this chapter depicted a man with GAD who generally preferred an interpersonal stance of passivity so as not to make waves; however, he endorsed a tendency to assume responsibility for others’ actions (e.g., intrusiveness), leading to anger. In the vignette, GENERALIZED ANXIETY DISORDER
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he appeared to move from a warm baseline stance to a colder accusatory state in which he considered taking vindictive action but not the warm–dominant approach of assertive yet friendly communication. In our experience, this portrait of individuals with GAD as prone to maladaptive affiliation behaviors (e.g., intrusive caretaking, overly nurturant, or overly accommodating) leading intermittently to resentment and irritability is fairly representative. It also dovetails with the emergent research linking worry, GAD, or both to childhood experiences of premature caretaking resulting from inconsistently available or cold parents, worry about relationships, bias toward negative perceptions of others, problematic social behavior (often involving excessive affiliation), and disrupted close relationships. Although affiliation normally constitutes prosocial, adaptive behavior, excessive affiliation might be differentiated by the motivation involved, as when friendliness is motivated by a strategic, selfprotective function rather than a genuine desire to contribute to others’ good; the former is less likely to contribute to individual and relational well-being. Despite convergent findings about excessive affiliation, a range of different types of interpersonal problems occurs in GAD and diminishes psychotherapy efficacy, suggesting the need to tailor interventions to specific interpersonal problems. Further research must continue to elucidate interpersonal processes in GAD and refine evidence-based interventions that improve both interpersonal functioning and anxiety symptoms in the lives of people prone to uncontrollable worry. REFERENCES Akiskal, H. S. (1998). Toward a definition of generalized anxiety disorder as an anxious temperament type. Acta Psychiatrica Scandinavica, 393(Suppl.), 66–73. American Psychiatric Association. (1994). Diagnostic and statistical manual of mental disorders (4th ed.) Washington, DC: American Psychiatric Association. Ayllon, T., Smith, D., & Rogers, M. (1970). Behavioral management of school phobia. Journal of Behavior Therapy and Experimental Psychiatry, 1, 125–138. Bandura, A., & Menlove, F. L. (1968). Factors determining vicarious extinction of avoidance behavior through symbolic modeling. Journal of Personality and Social Psychology, 8, 99–108. Bartholomew, K., & Horowitz, L. M. (1991). Attachment styles among young adults: A test of a four-category model. Journal of Personality and Social Psychology, 61, 226–244. Beck, A. T., & Emery, G. (1985). Anxiety disorders and phobias: A cognitive perspective. New York, NY : Basic Books. Benjamin, L. S. (2003). Interpersonal reconstructive therapy: Promoting change in nonresponders. New York, NY: Guilford Press.
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