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Abstract
Recent theories of Generalized Anxiety Disorder (GAD) have emphasized interpersonal and
personality functioning as important aspects of the disorder. The current paper examines
heterogeneity in interpersonal problems in two studies of individuals with GAD (n = 47 and n =
83). Interpersonal subtypes were assessed using the Inventory of Interpersonal Problems (IIP-C;
Alden, Wiggins, & Pincus, 1990). Across both studies, individuals with GAD exhibited
heterogeneous interpersonal problems, and cluster analyses of these patients' interpersonal
characteristics yielded four replicable clusters identified as intrusive, exploitable, cold, and
nonassertive subtypes. Consistent with our pathoplasticity hypotheses, clusters did not differ in
GAD severity, anxiety severity, depression severity. Clusters in study two differed on rates of
personality disorders, including avoidant personality disorder, further providing support for the
validity of interpersonal subtypes. The presence of interpersonal subtypes in GAD may have
important implications for treatment planning and efficacy.

Recent conceptualizations of Generalized Anxiety Disorder (GAD) have identified
maladaptive interpersonal problems as central to the diagnosis (e.g., Newman & Erickson,
2010). Maladaptive interpersonal functioning overlaps considerably with conceptualizations
of personality problems, as both can be viewed as disturbances of the self and interpersonal
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relationships (Pincus, 2005; Sullivan, 1953). Consistent with this overlap, some have
suggested that the diagnosis of GAD may actually reflect a disturbance of personality (Beck,
Stanley, & Zebb, 1996; Newman & Erickson, 2010). Like personality disturbances, GAD
tends to have a lifelong duration (Rapee, 1985), chronic course (Wittchen & Hoyer, 2001),
and typical age of onset during early adulthood (Hoehn-Saric, Hazlett, & McLeod, 1993).
Also, nearly 50% of individuals with GAD may be diagnosed with a comorbid Axis II
diagnosis (Sanderson, Wetzler, Beck, & Betz, 1994).

Studies of temperament, considered to be an infant manifestation of personality traits (Buss
& Plomin, 1975; Rothbart, 1989), suggest that compared with individuals who do not
develop anxiety disorders, those who develop anxiety disorders demonstrate more fearful,
anxious, and avoidant behaviors in early childhood (Biederman, Rosenbaum, Chaloff, &
Kagan, 1995). Attachment styles, often conceptualized as the basis for ingrained lifelong
interpersonal styles, have also been associated consistently with GAD (e.g., Cassidy,
Lichtenstein-Phelps, Sibrava, Thomas, & Borkovec, 2009; Cassidy & Shaver, 1999). In fact,
a form of insecure attachment, anxious attachment, is associated with worry and
magnification of threats (for a review see Mikulincer & Shaver, 2007), characteristics
fundamental to the experience and presentation of GAD. Thus, personality disturbance and
GAD may be inherently linked, and examining dimensions of personality functioning may
enhance clinical understanding of GAD.

Interpersonal functioning is also the most common worry topic for GAD patients
(Breitholtz, Johansson, & Ost, 1999; Roemer, Molina, & Borkovec, 1997). GAD is more
strongly associated with marital conflict and dissatisfaction than any other anxiety or mood
disorder (McLeod, 1994; Whisman, Sheldon, & Goering, 2000). Individuals with GAD tend
to have few friends (Whisman, et al., 2000), have biased social judgment regarding their
negative impact on others (Erickson & Newman, 2007), and view themselves as less
effective in interpersonal relationships than others (Eng & Heimberg, 2006; Erickson &
Newman, 2007).

The Interpersonal Circumplex Model
The “interpersonal tradition” conceptualizes personality as “the relatively enduring pattern
of recurrent interpersonal situations that characterizes a human life” (Sullivan, 1953 pp.
110-111). This approach uses a two-dimensional model to measure interpersonal
motivations, as well as normal and abnormal interpersonal dispositions and behaviors
(Horowitz, 2004; Wiggins, 2003). Agency/Dominance and Communion/Love are the two
orthogonal axes at the center of a circular Euclidean space defining the interpersonal
circumplex (IPC; Leary, 1957; Wiggins, 1996). Dominance refers to individuation,
autonomy, and directedness, whereas Love refers to associating, involvement with, and
sharing with others.

One interpersonal circumplex model is the Inventory of Interpersonal Problems Circumplex
(IIP-C; Alden, et al., 1990; see Figure 1). The two dimensions of Dominance and Love
anchor the IIP-C model and are associated with more problematic manifestations of
interpersonal behavior. The poles of the agentic axis are Domineering vs. Nonassertive,
whereas the poles of the communal axis are Cold vs. Overly-nurturant. The IIP-C allows for
the location of individual or group data in the interpersonal problem space.

Data on the IIP-C can be analyzed in a number of different ways. The simplest way is via
scores on the axes (Dominance vs. Nonassertive and Cold vs. Overly-Nurturant), lower-
order octant scores located around the circumplex, and total interpersonal problems score.
Using this scoring method, individuals with GAD have reported more total interpersonal
problems and higher scores on the nonassertive, exploitable, overly-nurturant, and intrusive
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problem subscales relative to non-anxious control participants (Eng & Heimberg, 2006).
However, octant scores provide broad information regarding a group or individual's
interpersonal problems without providing information regarding what problems are primary
or the level of the individual's distress.

As opposed to octant scores, the structural summary method (Gurtman, 1994; Gurtman &
Pincus, 2003) plots interpersonal data on a sinusoidal curve and provides information about
the location of primary interpersonal problems within the circumplex, level of interpersonal
distress, distinctiveness of primary interpersonal problem, and prototypicality of the data
(Wright, Pincus, Conroy, & Hilsenroth, 2009). This method also provides information on
measurement error or whether the data accurately represents the group. As such, the
structural summary method provides much more detailed and clinically useful information
regarding interpersonal problem subtypes in individuals and groups of individuals than
octant scores.

Whereas some forms of psychopathology can be summarized by relatively uniform
interpersonal features across similarly diagnosed patients, others seem to have a
kaleidoscopic relationship with the interpersonal system, wherein personality and
psychopathology intertwine to produce phenotypic variability in expression of the disorder.
This interrelationship between an Axis I diagnosis and personality has been labeled
interpersonal pathoplasticity.

Interpersonal Pathoplasticity
Interpersonal pathoplasticity refers to a mutually influencing, but non-etiological,
relationship between the interpersonal system and psychopathology (Klein, Wonderlich, &
Shea, 1993; Widiger & Smith, 2008). Pathoplasticity is thus part of the inextricable link
between personality and psychopathology; the latter is always expressed within the larger
context of the former (Millon, 2005), and it would be unreasonable to assume that the
expression of pathology would not be influenced by one's characteristic manner of relating
to others (and vice versa). Thus, pathoplasticity theory suggests that although individuals
diagnosed with GAD may experience many of the same worry-related symptoms, based on
dispositional tendencies, subgroups of individuals might cope with or act on these symptoms
in different ways insofar as their interpersonal behavior is concerned. For example, an
intrusive and warm individual with GAD may exhibit worry regarding others' health and
safety through repeated expressions of concern about family members. Cold and intrusive
individuals with GAD may express concerns for others' safety by criticizing what they view
as reckless behavior. Although both individuals have similar worries, the manifestation of
their worries is different, as is the impact of their worries on others. Information from the
assessment of such interpersonal tendencies is distinct from information regarding the
symptoms of Axis I diagnoses, and thus provides additional helpful clinical information
about a particular individual and treatment of their symptoms. A pathoplastic model would
suggest that although GAD and interpersonal functioning are distinct, they are mutually
influencing; therefore, to truly understand the manifestation of individuals' GAD symptoms
and psychological functioning and to identify the most appropriate treatment, it is essential
to identify individuals' interpersonal subtype.

Demonstrations of a pathoplastic relationship between an Axis I diagnosis and interpersonal
factors require the following: (a) distinct interpersonal subtypes in individuals with a
primary Axis I diagnosis, (b) subtype classification cannot be accounted for by the symptom
severity of the primary Axis I diagnosis, differential Axis I comorbidity, general
interpersonal distress and (c) interpersonal factors, such as personality disorder symptoms
and attachment, are associated differentially with interpersonal subtypes. Interpersonal
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pathoplasticity, as measured using the IIP-C, has only been examined in three studies of
samples with anxiety disorders (Cain, Pincus, & Grosse Holtforth, 2010; Kachin, Newman,
& Pincus, 2001; Salzer et al., 2008), with only one study examining interpersonal
pathoplasticity in individuals with DSM-IV GAD (Salzer, et al., 2008).

In a German sample, Salzer and colleagues (2008)i identified four interpersonal subtypes:
Intrusive, Cold, Nonassertive, and Exploitable. Clusters did not differ in gender
composition, comorbid mood and anxiety disorders, or severity of anxiety and mood
symptoms, supporting the application of a pathoplastic relationship between interpersonal
problems and GAD. However, this study was limited by methodological concerns.

First, clusters were built using centroids of clusters from unpublished studies, rather than
being derived independently. This methodology does not permit derivation of clusters that
match the data best. Indeed, in Salzer and colleagues (2008) the circumplex profile of the
intrusive cluster was not prototypical (R2 = .65), indicating that structural summary scores
may not adequately represent data in this cluster (Wright, et al., 2009). This highlights the
importance of data driven cluster derivation. Second, these authors excluded individuals
who met criteria for eating disorders, major depression, or borderline personality disorder in
the last year, or any Cluster A Axis II personality disorder. Given the high degree of
comorbidity in GAD with many of these disorders (Newman, Przeworski, Fisher, &
Borkovec, 2010; Sanderson, et al., 1994), these exclusion criteria limit the generalizability
of their findings. Further, excluding individuals with Cluster A Axis II personality disorders
and borderline personality disorder may have impacted the interpersonal styles reported in
their sample. For example, schizoid personality disorder is often associated with IPC octants
FG and HI (extreme and rigid introversion and submissiveness; Horowitz et al., 2006);
therefore excluding this personality disorder may decrease the number of individuals
reporting interpersonal problems in these octants. Indeed, in Salzer and colleagues (2008)
sample only 10.5% fell in the nonassertive cluster.

Further, Salzer and colleagues (2008) study was conducted in Germany and interpersonal
behavior can be culturally dependent (Triandis, Tanaka, & Shanmugam, 1966). Therefore, it
is possible that different results would be identified in a sample collected in the United
States. Affiliation/intimacy (Communion) and dominance/submissiveness (Agency) have
been identified as universal dimensions of interpersonal behavior regardless of culture
(Triandis, 1994; Wiggins, 1991); however, the particular association between these
dimensions and GAD may differ cross-culturally.

In addition, Salzer and colleagues did not assess reliability of GAD diagnoses, which is
important given that inter-rater agreement of GAD is lower than for other anxiety disorders
(Brown, Campbell, Lehman, Grisham, & Mancill, 2001). Salzer and colleagues (2008) also
neither provided information regarding rates of Axis II diagnoses in their sample, nor
examined whether their interpersonal clusters of GAD patients differed in Axis II
comorbidity. Given that 45% of the diagnostic criteria for personality disorders in the DSM
are dysfunctional interpersonal behaviors (Pilkonis, 2002), and some personality disorders
are associated with particular octants on the interpersonal circumplex (Horowitz, et al.,
2006), one may expect to find differential rates of personality disorders in interpersonal
clusters of GAD patients.

iIt may appear somewhat confusing that Salzer and colleagues (2008) refer to their study as a replication of conference papers by
Pincus et al., (2005) and Kasoff and Pincus, (2002). The current series of studies incorporate the data from the two conference
presentations that Salzer and colleagues (2008) reference. However, this is the first time this data has been submitted for publication.
Given that Salzer and colleagues (2008) study was published first, we refer to our study as a replication and extension of their study.
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Salzer and colleagues (2008) also did not examine whether clusters differed in attachment,
which has often been conceptualized as the basis for interpersonal behaviors. Insecure
attachment is associated with GAD (Cassidy, et al., 2009) and associations between
interpersonal problems and attachment have been found in unselected samples (Chen &
Mallinckrodt, 2002; Horowitz, Rosenberg, & Bartholomew, 1993). Therefore, a pathoplastic
model would predict that interpersonal subtypes would differ on various attachment
variables.

The purpose of the current series of studies is to extend Salzer and colleagues (2008)
findings to two treatment-seeking US samples of individuals with GAD. The current studies
examined (a) interpersonal subtypes based on independently derived clusters in two samples
of GAD and (b) the presence/absence of a pathoplastic association between GAD and
interpersonal subtypes via comparison of clusters on symptom severity, Axis I and Axis II
comorbidity and attachment styles. It was hypothesized that (a) homogenous intrusive, cold,
nonassertive, and exploitable interpersonal subtypes would be reliably identified and differ
on IIP-C scores in a manner consistent with the IPC model, and (b) a pathoplastic
relationship would be demonstrated between interpersonal style and GAD such that
interpersonal subtypes of GAD would not differ in symptom severity, broad measures of
anxiety and depression, or Axis I comorbidity, but would exhibit substantively
understandable differences in interpersonal variables such as Axis II comorbidity and
attachment.

Study 1
Method

Participants—Forty-seven individuals with GAD who were recruited as part of a
treatment outcome study (Borkovec, Newman, Pincus, & Lytle, 2002) participated. They
completed a half-hour phone interview, a battery of self-report questionnaires, and an in-
person diagnostic interview, which included the Anxiety Disorders Interview Schedule-
Revised (ADIS-R; Di Nardo & Barlow, 1988), a clinical severity rating (CSR), the Hamilton
Anxiety Rating Scale (HARS; Hamilton, 1959) and the Hamilton Depression Rating Scale
(HDRS; Hamilton, 1960). An independent ADIS-R was given within 2 weeks of the first
interview. Participants were admitted only if both interviewers agreed that GAD was the
primary diagnosis and gave a CSR of 4 or higher. Participants were excluded if they met
criteria for panic disorder, had other ongoing psychosocial therapy, had previously received
an adequate trial of cognitive-behavioral treatment (CBT), had medical contributions to
anxiety symptoms, were taking an antidepressant medication, or had severe depression,
substance abuse, psychosis, or organic brain syndrome.

Participants ranged in age from 18-65 years old (M = 39.43, SD = 12.32). Sixty-five percent
of the sample was female. The sample was 87.2% Caucasian, 5.1% Latino, 5.1% Indian, and
2.6% African American. Approximately 4% were on psychotropic medications.

Measures
Inventory of Interpersonal Problems—Circumplex (IIP-C; Alden, et al., 1990): This
64-item scale assesses interpersonal dysfunction based on the interpersonal circumplex
model. Respondents rate distress experienced in relation to a variety of interpersonal deficits
(e.g., “It is hard for me to show affection to other people”) and excesses (e.g., “I open up to
people too much”) on a 0 (no distress) to 4 (extremely distressing) scale. Eight subscales
correspond to the octants of the IPC including (too) domineering, vindictive, cold, socially-
avoidant, nonassertive, exploitable, overly nurturant, and intrusive. The IIP-C has good
retest reliability (total r = 0.98; average subscale r = 0.81) and reliability for the octant
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scales (αs ranging from 0.72-0.85), and shows strong convergence between self-, therapist-,
and peer-rating profiles (Alden & Phillips, 1990; Horowitz, Rosenberg, Baer, Ureño, &
Villaseñor, 1988; Kachin, et al., 2001). Internal consistency in the current sample was
excellent (α =.92).

Perceptions of Adult Attachment (PAAQ; Lichtenstein & Cassidy, 1991): This 60-item
measure assesses retrospective report and current views of childhood relationships with a
primary caregiver. Items are rated on a five-point scale ranging from 1 (strongly disagree) to
5 (strongly agree). It has three theoretically and factor analytically-derived subscales:
rejection/neglect (e.g., “When I was a child, my mother sometimes told me that if I was not
good, she would stop loving me”), being loved (e.g., “In childhood I felt like I was really
treasured by my mother”), and role-reversal/enmeshment (e.g., “I often felt responsible for
my mother's welfare”), as well as five scales reflecting current view of attachment:
vulnerable (e.g., “My mother's issues are still interfering with my life”), balancing/forgiving
(e.g., “Even with all our past difficulties, I realize my mother did the best for me that she
could”), angry (e.g., “No one gets under my skin like my mother”), dismissing/derogating
(e.g., “My family was not particularly intimate, but this has never bothered me”), and
lacking in memory (e.g., “I have forgotten what most of my early childhood was like”)
(Lichtenstein & Cassidy, 1991). Subscales show good internal consistency (α = .72 in the
current sample), retest reliability and construct validity (Cassidy, et al., 2009; Lichtenstein &
Cassidy, 1991).

Anxiety Disorders Interview Schedule-III-R (ADIS-R; Di Nardo & Barlow, 1988): This
structured interview assesses DSM diagnoses of anxiety disorders, mood disorders,
substance abuse, and psychosis. Interviewers also complete a clinical severity rating (CSR),
ranging from 0 (none) to 8 (very severe) for each diagnosis. A rating of 4 or above indicates
the presence of the diagnosis. Twenty percent of pre-treatment interview audiotapes
randomly chosen for reliability purposes indicated excellent agreement for specific
diagnoses with kappa coefficients ranging from .68 (Social Phobia) to 1.0 (GAD, Dysthymia
and Specific Phobia).

Hamilton Anxiety Rating Scale (HARS; Hamilton, 1959): This 14-item clinician
administered scale assesses the severity of anxiety. Internal consistency (α = .92), retest
reliability (ICC = .86) and interrater-reliability (ICCs of .74 -.96) are all good (Bruss,
Gruenberg, Goldstein, & Barber, 1994; Kobak, Reynolds, & Greist, 1993).

Hamilton Rating Scale for Depression (HRSD; Hamilton, 1960): This 13-item clinician
administered scale of depression has good internal consistency (α = .73 to .81), interrater
reliability (.78 - .82), convergent and discriminant validity (Moras, Di Nardo, & Barlow,
1992; Steer, McElroy, & Beck, 1983).

Data Analysis Strategy—The structural summary method is the most comprehensive
way of summarizing IIP-C data (Gurtman, 1994; Gurtman & Balakrishnan, 1998; Gurtman
& Pincus, 2003). This method uses a sinusoidal profile, which can be summarized by profile
elevation, amplitude, angular displacement, and goodness of fit (Gurtman & Balakrishnan,
1998). Elevation, the mean level of the profile, represents mean interpersonal distress of all
eight IIP-C subscales (Tracey, Rounds, & Gurtman, 1996). Amplitude, the difference
between the mean and peak value, represents degree of profile differentiation, with higher
amplitude reflecting more distinct ratings of interpersonal problems that are distressing
relative to those that are not distressing to the respondent. An amplitude value of 0 indicates
a flat (i.e., undifferentiated) profile; high amplitude indicates a profile with a clear
interpersonal peak and trough (Gurtman & Balakrishnan, 1998). Angular displacement (Θ)
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is the angular distance from 0° for the peak of the curve, representing the section of the
circumplex with the individual's most salient interpersonal problems. Goodness of fit (R2)
indicates profile prototypicality, meaning how well scores for octants of the profile fit a
perfect cosine curve (and therefore the degree of correspondence to circumplex theory). An
R2 <.70 reflects a complex profile in which the information cannot be represented accurately
by the profile's elevation, amplitude, and displacement (Wright, et al., 2009).

Structural summary scores may also be calculated for an entire group (Wright, et al., 2009).
These scores represent the entire group's averaged octant scores. Elevation scores indicate
the level of interpersonal distress for the group as a whole. Amplitude scores indicate degree
of group differentiation of the dominant interpersonal problem from other interpersonal
problems on the circumplex. Low amplitude indicates no identifiable peak in the group.
Instead, the cosine profile is flattened, reflecting few distinct interpersonal problems in the
group. Angular displacement represents the section of the circumplex with the group's most
salient interpersonal problems. R2 indicates how well the entire group's data fits a cosine
curve, and therefore, how well elevation, amplitude, and displacement represent the group's
data. A poor group fit may be indicative of measurement error, heterogeneity of individual
profiles composing the group, or profiles that are homogenous but which violate circumplex
assumptions. Analyses examining individual profile prototypicality and the presence of
interpersonal subtypes can help to determine the reason for undifferentiated IIP-C profiles
(Wright, et al., 2009).

Pathoplasticity Analyses: After examining the sample structural summary profile, a series
of cluster analyses was conducted on IIP-C data to determine whether non-random
interpersonal variation in GAD clients was present.ii Presence of distinct interpersonal
clusters provides initial support for a pathoplastic relationship between GAD and
interpersonal problems. Using recommendations of Milligan (1980). the sample was first
cluster analyzed using Ward's hierarchical clustering procedure with the squared Euclidean
distance measure. To confirm the final cluster solution, the K-Means procedure with the
squared Euclidean distance measure was conducted.iii Structural summary parameters were
compared across GAD clusters using analyses of variance. Subsequent multivariate analyses
of variance (Wilks Lambda) compared participants' cluster membership on GAD severity,
Hamilton depression and anxiety scales, and rates of comorbid Axis I diagnoses.
Multivariate analyses of variance also compared participants' cluster membership on PAAQ
scales. Bonferroni corrections were used only in instances where we predicted differences
across clusters.

Results
Using the structural summary method to analyze group level scores, the angular
displacement for the GAD group fell at 301.9° on the circumplex, placing them in the JK
(exploitable) octant. Elevation was 0.62 indicating moderate interpersonal distress.

iiThere is an empirical justification to cluster analysis with a smaller sample study. Clatworthy, Hankins, Buick, Weinman, & Horne
(2007) found that identifying cluster centroids and the number of clusters using Ward's method of cluster analysis followed by K-
Means cluster analysis to refine the results correctly identified 80% of cases into clusters in a sample size as small as 42. This is also
the procedure recommended for cluster analyses by Milligan (1980) and the method that was employed in the current study.
Clatworthy and colleagues concluded “This indicates that K-means is an acceptable method for use in samples as small as 42 cases.
This is of particular importance because multivariate inferential statistics would often not have sufficient power in such small sample
sizes. (Clatworthy et al., 2007, p 138). The replication of the clusters in two separate samples with different inclusion/exclusion
criteria further supports the interpersonal subtypes derived in our studies.
iiiAlthough mixture modeling is generally the most appropriate analytic strategy for determining whether unobserved subtypes exist
within a heterogeneous sample; Monte Carlo analyses indicated that the sample size in the current series of studies does not permit the
use of such analyses. Cluster analysis, specifically Ward's method to identify the number of clusters and cluster centroids, has been
demonstrated to accurately identify subtypes in samples of data as small as 42 (Clatworthy et al, 2007) therefore, this analysis was
used in the current series of studies.
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Hypothesis 1—Intrusive, cold, nonassertive, and exploitable interpersonal subtypes will
be identified and will differ on IIP scores in a manner consistent with the IPC model As
expected, group amplitude (.27) and R2 (.69) indicated low profile protoypicality, suggesting
that angular locations, elevation, and amplitude scores cannot sufficiently represent the
groups. To examine whether this low prototypicality was due to true interpersonal
heterogeneity, cluster analyses were conducted based on scores on the IIP-C dimensions of
Dominance and Love.

A clear four-cluster solution was revealed by the agglomeration schedule and dendogram
produced by the Ward's procedure and was also replicated by the K-means procedure.
Across procedures, 75% of those in Ward's cluster 1 were also in K-Means cluster 1, 93% of
those in Ward's cluster 2 were also in K-Means cluster 2, 100% of those in Ward's cluster 3
were also in K-Means cluster 3, and 90% of those in Ward's cluster 4 were also in K-Means
cluster 4. Highly convergent angular locations were found for the four clusters across the
Ward's and K-Means solutions: Cluster 1 (44.33°/39.02°), Cluster 2 (320.83°/317.95°),
Cluster 3 (168.07°, 165.20°), and Cluster 4 (248.38°/249.55°). Thus, across both procedures,
the clusters consistently fell into the intrusive (NO) octant, the exploitable (JK) octant, the
cold (DE) octant, and the nonassertive (HI) octant. The K-Means solution was chosen as the
final cluster solution and used in subsequent validation analyses.

Examining Group-Level IIP-C Structural Summaries: Group level structural summary
scores were calculated for the clusters. The intrusive (R2 = .92; Θ = 39.02°; amp = .75; e = .
77), exploitable (R2 = .90; Θ = 317.95°; amp = .68; e = .70), nonassertive (R2 = .99; Θ =
249.55°; amp = 1.26; e = .42), and cold (R2 = .83; Θ = 165.20°; amp = .49; e = .51) clusters
all exhibited highly prototypical interpersonal styles with moderate to large problem
differentiation and notable interpersonal distress. Each of the clusters had higher group R2

and group level amplitude than the full GAD sample, indicating that individuals within
clusters reported distinct interpersonal problems. The decrease in group R2 and group
amplitude scores, which occurred when clusters were combined into a single sample,
demonstrated that this variation was lost when examined as a combined group.

Comparing GAD Clusters on the IIP-C: Comparisons of each of the final clusters on
elevation (interpersonal distress) yielded no significant differences (F(3,43) = .592, p = .623,
η2

p = .04) whereas comparisons on amplitude (profile differentiation) indicated significant
differences (F(3,43) = 7.69, p < .0003, η2

p = .349. Those in the nonassertive cluster had
significantly higher amplitude scores than those in the cold and exploitable clusters (ps < .
002)(see Table 1), indicating more distinct distressing interpersonal problems in the
nonassertive cluster than in the cold or exploitable clusters. Omnibus comparisons of the
four clusters on Dominance, Love and octant scores were also significant (ps < .008; as
shown in Table 1), exhibiting the expected pattern of differences. Thus, suggesting that each
of the clusters reflected distinct interpersonal problems.

Hypothesis two: There is a pathoplastic relationship between GAD and
interpersonal subtypes—The predicted result showing nonsignificant differences
between IIP-C clusters on elevation, provides necessary, but not sufficient evidence for the
pathoplasticity of GAD. To further evaluate this hypothesis, clusters were compared on
symptom severity, attachment style, and comorbid diagnoses. As predicted, the four clusters
were neither significantly different from one-another (F(3,36) = .24, p = .87, η2

p = .02) on
GAD severity (as indicated by the CSR rating on the ADIS; Intrusive M = 5.54, SD = 1.16;
Exploitable M = 5.32, SD = 1.03; Cold M = 5.46, SD = .82; Nonassertive M = 5.7, SD = .
91), nor did they differ from one another on the HARS (Intrusive M = 26.46, SD = 6.15;
Exploitable M = 25.05, SD = 6.84; Cold M = 27.71, SD = 11.40; Nonassertive M = 26.06,
SD = 7.10) and HRSD (Intrusive M = 15.19, SD = 6.33; Exploitable M = 12.14, SD = 6.00;
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Cold M = 19.29, SD = 9.11; Nonassertive M = 13.94, SD = 5.02) (F(6,70) = .93, p = .48, η2
p

= .074). A Fisher's exact test for overall rates of comorbidity did not show a significant
difference between clusters (p = .17); however, there were low rates of various comorbid
diagnoses, including dysthymia, OCD, and PTSD; which could have contributed to this
finding. Social phobia was the most common comorbid diagnosis in this sample (38.3%),
followed by specific phobia (12.77%). As predicted, Fisher's exact tests revealed no
significant differences between clusters in rates of social (p = .07) and specific phobia (p = .
28), although there was a trend towards significance for social phobia. Contrary to
prediction, an omnibus test of attachment did not show significant differences between the
clusters (F(24, 82) = .77, p = .76, η2

p = .179), although there was a large effect size.iv.

Study 1 Discussion
Results support a pathoplasticity model of GAD. Participants were not homogenous in
interpersonal problems and four prototypical interpersonal subtypes were reliably derived:
an intrusive subtype, exploitable subtype, cold subtype, and nonassertive subtype.
Categorizing individuals with GAD into these subtypes more accurately fit the data than
considering the interpersonal characteristics of GAD as a unified diagnostic group. Support
indicating a pathoplastic relationship was found between GAD and interpersonal problems,
and as predicted, interpersonal subtypes did not differ from one another in level of
interpersonal distress, severity of GAD or other symptoms, or Axis I comorbidity. This
suggests that interpersonal dimensions may provide new diagnostic information, above and
beyond Axis I symptom measures.

Contrary to our hypothesis, there were no significant differences in attachment variables
across interpersonal subtypes; however, the result demonstrated a large effect size. Because
effect sizes are independent of sample size it is possible that the discrepancy between the p-
value and the effect size is due to sample size. Alternatively, it is possible that the
maladaptive attachment variables assessed in the current study were associated with more
than one subtype of interpersonal problems. For example, an individual who does not
perceive that he/she was loved during childhood may not desire interpersonal relationships
or be somewhat cold in these relationships or could respond by being overly warm and
nurturing in relationships out of anxiety that the relationship will end. The specific
attachment variables examined in the current study have neither been examined in relation to
IIP variables in the past, nor have they been compared to attachment styles that have
previously been associated with specific IIP octants.

Results of this study, replicated those of Salzer et al. (2008), however, in the current study,
clusters were more evenly divided among participants with 27.7% falling in the intrusive
cluster, 31.9% in the exploitable cluster, 21.28% in the cold cluster, and 19.15% in the
nonassertive cluster. In contrast, Salzer and colleagues (2008) found a relatively small
percentage in the intrusive cluster (14.5%), over 50% in the exploitable cluster (52.6%),
22.4% in the cold cluster, and only 10.5% in the nonassertive cluster. This may be due to
their exclusion of individuals with Cluster A Axis II diagnoses, such as schizoid personality
disorder, which is associated with interpersonal problems in the hostile submissive quadrant,
a quadrant where the nonassertive cluster fell (only 10.5% of the Salzer et al, 2008 sample)
and exclusion of other disorders, such as eating disorders and borderline personality
disorder.

ivEffect sizes are reported in addition to the statistical test results to provide evidence (independent of sample size) for whether an
effect is non-trivial or not (see Zumbo & Hubley, 1998 for a discussion of power and effect size). A small effect size is considered to
be .010 to .058, a medium effect, .059 to .137, and large effect = > .137 (Kirk, 1996). Kirk's criteria are for omega-sq.; however, these
criteria may be appropriately applied to interpreting partial eta-squared which is a similar measure of strength of association.
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In the current study participants with GAD were excluded for the presence of severe major
depressive disorder and panic disorder, which also limits the generalizability of the findings.
Further, the sample size for the current study was somewhat small (47 individuals with
GAD). The use of a larger sample with fewer exclusion criteria could provide more
generalizable findings. Additionally, only Axis I comorbidity and attachment were assessed.
As nearly 50% of individuals with GAD have comorbid personality disorders (Sanderson, et
al., 1994), examination of rates of personality disorders within different interpersonal
subtypes provides a richer understanding of the functioning of GAD patients.

Study 2
The purpose of study 2 was to replicate and extend the results of study 1 in a larger and
more generalizable sample of individuals with GAD (n = 83). In this study, participants
were not excluded for the presence of severe major depressive disorder or panic disorder,
and Axis II comorbidity was examined across clusters to provide additional information
regarding the functioning of individuals with GAD.

Method
Participants—Participants were recruited in the same manner as in Study 1; however, they
were not excluded for comorbid severe major depression or panic disorder. Eighty-three
individuals with GAD were part of two larger treatment outcome studies, one which was an
open trial of an integrative psychotherapy (Newman, Castonguay, Borkovec, Fisher, &
Nordberg, 2008), and one which was a randomized controlled trial of the integrative
psychotherapy versus CBT plus supportive listening (Newman et al., in press). Participants
ranged in age from 18-65 years old (M = 38.21, SD = 11.82). Women comprised 74.7% of
the sample. The sample was 92.8% Caucasian, 2.4% Latino, 3.6% Asian, and 1.2% African
American. Thirty two percent of participants were on psychotropic medications.

Measures—Subjects completed the same assessment battery as in study one except that
the Anxiety Disorders Interview Schedule for DSM-IV (ADIS-IV; Brown, Di Nardo, &
Barlow, 1994) and the Structured Clinical Interview for DSM-IV Axis II Disorders (SCID-
II; First, Gibbon, Spitzer, Williams, & Benjamin, 1997) were administered. As in study one,
two independent assessors administered the ADIS to ensure a primary diagnosis of GAD.
Kappa agreement for the current interviewers was .78 for the presence of GAD and .68-1 for
comorbid diagnoses. For each current diagnosis, interviewers assigned a 0-8 Clinicians'
Severity Rating (CSR) indicating the degree of distress and interference in functioning
associated with the disorder (0 = none to 8 = very severely disturbing/disabling). Reliability
of client severity ratings for GAD using Finn's r (Whitehurst, 1984), which corrects for a
restricted range, was .74.v There was also very good agreement on CSRs of comorbid
disorders with intraclass correlations ranging from .77 to 1. For the HARS (α = . 87 and ICC
= .89) and HRSD (α = .78 and ICC = .86), internal consistency and interrater reliability were
very good. Internal consistency was also good for the IIP (α = .95) and PAAQ (α = .70).

With respect to diagnoses of personality disorders, participants first completed the SCID-II
screening questionnaire. An interviewer then completed the SCID II interview modules for
which participants endorsed symptoms on the screening questionnaire. Inter-rater reliability
is generally adequate for the SCID II (Cohen's K ranging from .48-.98 for categorical
diagnoses; Maffei et al., 1997), but for our raters was good to excellent across personality
disorder diagnoses (kappas ranging from .64 to 1.0).

vThe use of Finn's r was necessary due to the fact that we recruited only individuals with severity ratings of 4 or higher for GAD
(necessary for diagnosis) leading to a restricted range in severity for this disorder only.
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Data Analytic Plan—The same data analytic strategy that was employed in study one was
used.

Results
Hypothesis one—Intrusive, cold, nonassertive, and exploitable interpersonal subtypes
will be identified and will differ on IIP scores in a manner consistent with the IPC model We
again used the structural summary method for analyzing circumplex data to examine group
profiles. Angular displacement fell at 260.34° on the circumplex, which is in the HI
(Nonassertive) Octant. However, group amplitude (.26) and R2 (R2 = .63) indicated that the
GAD group is not prototypical, and therefore the angular displacement, elevation, and
amplitude are not representative of the sample.

Patients were cluster analyzed based on the IIP-C dimensions of Dominance and Love. As in
study one, the first discontinuity in the agglomeration schedule produced by the Ward's
procedure occurred when four clusters were combined into three, suggesting a latent four-
cluster solution which converged well with Study 1. Given the degree of convergence
between the cluster center placements from Study 1 and Study 2, and the more rigorous
method of identifying clusters used in Study 1, cluster centers from the final cluster solution
in Study 1 were entered as the starting values for the final K-Means cluster solution in Study
2 and results were highly convergent across samples (See Figure 2).

Examining Group-Level IIP-C Structural Summaries: The intrusive (R2 = .87; Θ =
51.41°; amp = .80; e = .40), exploitable (R2 = .77; Θ = 308.41°; amp = .75; e = .33),
nonassertive (R2 = .99; Θ = 251.73°; amp = 1.18; e = .62), and cold (R2 = .78; Θ = 165.93°;
amp = .39; e = .31) clusters exhibited highly prototypical interpersonal styles with moderate
to large problem differentiation and moderate interpersonal distress. Consistent with study 1,
each cluster has higher group R2 and amplitude than the full GAD sample, indicating that
the clusters are more prototypical and differentiated than is the group as a whole. The
reliability of angular displacement of clusters across studies demonstrates that there is not a
random distribution of interpersonal problems. Instead, interpersonal problems of
individuals with GAD fall into reliable subtypes—intrusive, exploitable, cold, and
nonassertive with each cluster reporting distinct interpersonal problems.

Comparing GAD Clusters on the IIP-C: Consistent with study 1, there were no
differences between the four clusters on IIP-C elevation (distress; F(3,79) = .64, p = .591;
η2

p = .024); however, clusters differed on amplitude (profile differentiation; F(3,79) =
12.01, p<.00001, η2

p = .313). Similar to Study 1, those in the nonassertive cluster had
significantly higher amplitude scores than those in all other clusters (ps <.005) except the
intrusive cluster (p = .06) (see Table 2). This indicates that the nonassertive cluster had more
distinct distressing interpersonal problems than the other clusters, except the intrusive
cluster. Omnibus comparisons of the four clusters on Dominance and Love scores and on
octant scores were also significant (ps <.001as shown in Table 2). Consistent with Study 1,
these scores exhibited the expected pattern of differences, confirming that individuals within
each of the clusters were reporting distinct interpersonal subtypes.

Hypothesis two: There is a pathoplastic relationship between GAD and
interpersonal subtypes—Consistent with our hypotheses, we found 4 interpersonally
distinct clusters of GAD individuals with similar levels of interpersonal distress. As noted
earlier, this provides necessary but not sufficient evidence for pathoplasticity. To further
evaluate this hypothesis, we examined the clusters on symptom severity, psychiatric
comorbidity, and attachment. As predicted, there were no differences across the four clusters
on GAD severity (as indicated by the CSR rating on the ADIS) (Intrusive M = 6.36, SD =
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1.01; Exploitable M = 5.97, SD = .74; Cold M = 5.92, SD = .84; Nonassertive M = 6.28, SD
= .64; F(3,79) = 1.46, p = .23, η2

p = .052), HARS (Intrusive M = 24.91, SD = 7.09;
Exploitable M = 25.72, SD = 5.83; Cold M = 21.44, SD = 7.18; Nonassertive M = 24.40, SD
= 6.69) or HRSD Intrusive M = 19.18, SD = 7.15; Exploitable M = 18.56, SD = 6.78; Cold
M = 16.56, SD = 8.83; Nonassertive M = 15.95, SD = 4.22; F(6,156) = 1.28, p = .270, η2

p = .
047). Frequency of Axis I comorbid diagnoses are presented in Table 3. A Fisher's exact test
comparing the clusters on presence vs. absence of any Axis I comorbid diagnosis was
nonsignificant but indicated a trend toward significance (p = .07). Percentages with
comorbid Axis I diagnoses within the intrusive, exploitable, cold and nonassertive clusters
were 78.6% (n = 11), 83.3% (n = 15), 64.5% (n = 20), and 95% (n = 19) respectively.
Separate Fisher's exact tests were performed for all comorbid Axis I diagnoses, with the
exception of Specific Phobia, where a Chi-Square analysis was performed (see Table 3),
indicating no significant differences between clusters for any comorbid diagnosis (ps ≥.38),
with the exception of social phobia (p < .001). The non-assertive cluster had higher rates of
social phobia than all other clusters (Fisher's exact test Intrusive p = .0006; Exploitable p = .
002; Cold p = .001). Ninety percent of the non-assertive cluster met criteria for social
phobia, whereas 45.2% of the cold cluster, 38.9% of the exploitable cluster and 28.6% of the
intrusive cluster met criteria for this disorder.

Contrary to our prediction, there were no significant differences between clusters on the
omnibus test of attachment subscales (F(24, 209) = 1.52, p = .06, η2

p=.144), although there
was a trend toward significance and a large effect size. However, there was a significant
difference between clusters on percentage of individuals who met criteria for an Axis II
disorder (Fisher's exact test p = .009). The nonassertive cluster had a higher rate of Axis II
disorders than the cold (Fisher's exact test p = .02) or exploitable clusters (Fisher's exact test
p = .002) and there was a trend toward significance when compared to the intrusive cluster
(Fisher's exact test p = .06). Rates of Axis II within the intrusive, exploitable, cold and
nonassertive clusters were 64.3% (n = 9), 47.1% (n = 8), 64.5% (n = 20), and 95% (n = 19),
respectively.

Significant differences were found between the clusters on avoidant personality disorder
(Fisher's exact test p = .00003), but no other differences across clusters in rates of specific
personality disorders (Fisher's exact test ps ≥ .31)(see Table 4). The nonassertive cluster had
higher rates of avoidant personality disorder than all other clusters (Fisher's exact test
Intrusive p = .001; Exploitable p =.008; Cold p = .00004).

Study 2 Discussion
Results of Study 2 generally replicated those of study 1 and the work of Salzer et al. (2008),
supporting a pathoplastic relationship between interpersonal problems and GAD and
providing strong evidence for interpersonal subtypes within GAD. Percentages of
individuals falling in each cluster were fairly similar to that of study 1 and similarly clusters
did not differ on severity of GAD, anxiety, or depression, attachment variables, or Axis I
comorbidity (with the exception of social phobia). There was a significant difference
between clusters on percentage of individuals meeting criteria for personality disorders with
95% of those in the nonassertive cluster meeting criteria for a personality disorder (versus
47.1% of those in the exploitable cluster, and 64% in the intrusive and cold clusters).

General Discussion
In this series of studies, the nature of interpersonal functioning in GAD was examined and
an interpersonal pathoplasticity model was applied. The pathoplasticity model suggests that
individuals' personalities and Axis I disorders are largely independent, but affect one
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another's manifestation, course, and treatment. The current study results support the
application of this model to GAD.

Four homogenous interpersonal subtypes were reliably derived in independent samples of
individuals with GAD. The subtypes identified were the intrusive, exploitable, cold, and
nonassertive groups. As evidence of the strength of the subtypes, high levels of interpersonal
prototypicality and profile differentiation were found within identified clusters, indicating
that each cluster exhibits a consistent dysfunctional interpersonal theme. When the GAD
group was examined as a whole, low prototypicality and profile differentiation were found,
indicating no consistent interpersonal theme and an underlying complexity of the data. The
strong emergence of four clusters suggests that GAD, although categorized as a single Axis I
entity in DSM-IV, has a significant amount of reliable, within-group variation in
interpersonal functioning. As such, assumptions about the interpersonal functioning of
individuals with GAD as a single unit may be at the cost of truly understanding people with
this diagnosis.

The identification of these subtypes is noteworthy for its replication of those identified by
Salzer and colleagues (2008) in a German patient sample. However, as detailed earlier, the
current study improves upon Salzer and colleagues (2008) in a number of ways. In addition
to solidifying the presence of the four interpersonal subtypes of GAD, the current series of
studies also extends previous research by examining associations between interpersonal
subtypes of GAD, attachment, and comorbid Axis II disorders. Consistent with theories of
pathoplasticity, the four interpersonal subtypes did not differ in GAD severity (as indicated
by the CSR). Furthermore, they did not differ on the HRSD and HARS. This supports one
aspect of the pathoplasticity theory—namely that differences in interpersonal functioning
across individuals with GAD cannot be accounted for by differences in Axis I symptoms.

As also expected, rates of Axis I comorbidity across the two studies were largely consistent
across GAD subtypes, providing further evidence for independence of Axis I diagnoses and
interpersonal functioning. However, one exception to this was found; there were no
differences in Axis I comorbidity in Study 1 (other than a trend toward significance for
social phobia), whereas in Study 2 there was a significant difference in rates of social phobia
across interpersonal subtypes. Ninety percent of the nonassertive cluster met criteria for
Social Phobia (as compared with 45.2% of the cold cluster, 38.9% of the exploitable cluster,
and 28.6% of the intrusive cluster). This is probably due to the combination of larger rates of
social phobia in study 2 (51.8% vs. 38.3% in study 1) as well as a much larger sample in
Study 2. The exclusion of participants with panic disorder and severe major depression from
study 1 and not from study 2 may also have impacted these results.

One possible explanation for differences between interpersonal subtypes in rates of social
phobia in study 2 (and the trend toward significance in study 1) is that social phobia is a
disorder for which the central features are about a particular type of interpersonal
dysfunction. Symptoms of social phobia center around fear and avoidance of interacting
with or being the focus of attention of other people. Also, individuals with social phobia
tend to be nonassertive (Alden & Phillips, 1990; Kashdan, McKnight, Richey, & Hofmann,
2009). Further, two studies examining interpersonal pathoplasticity in social phobia found
friendly-submissive clusters (Cain, et al., 2010; Kachin, et al., 2001). In both samples, the
largest percentage of individuals fell in the nonassertive and submissive quadrants of the
circumplex. In fact, Cain and colleagues (2009) found that all socially phobic outpatients
reported interpersonal problems with nonassertiveness and submission. Therefore, it is not
surprising that most individuals with social phobia in the current sample fell in the
nonassertive cluster. Further examination of the effects of comorbidity of GAD and social
phobia on interpersonal functioning appears warranted.
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In contrast to the stability of rates of Axis I disorders which are theorized to be largely
independent of interpersonal functioning in a pathoplasticity model, other aspects of
functioning, are expected to vary between interpersonal subtypes, especially measures that
are interpersonal in nature. Axis II disorders and attachment variables are two such measures
of interpersonal functioning. Study 2 indicated that GAD subtypes did, in fact, differ in rates
of Axis II diagnoses. For example, ninety-five percent of those in the nonassertive cluster
met criteria for a personality disorder, as compared with 64.5% of the cold cluster, 64.3% of
the intrusive cluster, and 47.1% of the exploitable cluster, providing support for the
pathoplasticity model in GAD. Whereas avoidant personality disorder (AvPD) was the
predominant personality disorder (75%), only 17.6% of the exploitable cluster, 16.1% of the
cold cluster, and 14.3% of the intrusive cluster met criteria for AvPD. This suggests that the
nonassertive cluster captured a selection of individuals with a tendency toward an Axis II
diagnosis of AvPD, indicating again, that pathology in GAD varies by subtype. This is also
consistent with Alden and Capreol's (1993) finding that participants with AvPD scored very
highly in non-assertive problems on the IIP-C.

Contrary to our hypotheses, there were no significant differences in attachment variables
across interpersonal subtypes in either study, although there was a trend toward significance
in study 2 with large effect sizes in both studies. It is possible that we did not have sufficient
power for this difference to achieve significance. Previous research has demonstrated an
association between attachment styles and specific IIP octants (Chen & Mallinckrodt, 2002;
Horowitz, et al., 1993); however, no prior study had examined whether there were
differences in attachment across IIP clusters. Instead, extant studies have examined
correlations between scores on measures of attachment styles and various IIP octant scores.
This method of scoring the IIP may not accurately represent samples in which there are
subgroups of interpersonal clusters, such as those with GAD. Further, the attachment
variables examined in the current study have not been examined in association with
interpersonal problems and it is possible that these attachment variables may be associated
with multiple interpersonal problems.

The current series of studies contribute to our understanding of the interplay between
interpersonal behaviors and GAD and provide support for the application of the
interpersonal pathoplasticity model to individuals with this diagnosis. We also extended
existing research on GAD and interpersonal functioning; however, the results are subject to
a number of limitations. One such limitation is the exclusion of individuals with substance
use disorders. Although the pathoplasticity model would suggest that such comorbidity
would not impact interpersonal subtypes, the exclusion of these individuals limits the
generalizability of our findings. In addition, in order to examine whether our results would
be consistent with a pathoplasticity model some of our predictions were in the direction of
suggesting support for the null hypothesis. However, failing to reject the null hypothesis
does not prove that the null hypothesis is true and therefore, findings supporting these
predictions should be interpreted with caution. Another limitation of the current series of
studies is the lack of ethnic and racial diversity in the samples. Given the association
between culture and interpersonal dynamics, it is possible that different results would be
identified in a more diverse sample. Further, because perceived racial stress, which is
interpersonal in nature, is associated with worry (Rucker, West, & Roemer, 2010) and
individuals from diverse backgrounds worry about different topics than Caucasians (Scott,
Eng, & Heimberg, 2002), GAD symptoms and associated interpersonal styles may manifest
differently in a more diverse sample. This study was also limited by the small number of
individuals who met criteria for some comorbid Axis I and II disorders. Future research
should examine larger samples with a greater number of individuals with various types of
comorbid disorders, particularly Axis II.
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An additional area for future exploration is related to treatment. Changes in some
interpersonal problems have been associated with GAD symptom reduction in response to
treatment (Borkovec, et al., 2002; Crits-Christoph, Gibbons, Narducci, Schamberger, &
Gallop, 2005; Salzer, Pincus, Winkelbach, Leichsenring, & Leibing, in press), and
interpersonal problems change as a result of treatment for GAD (Borkovec, et al., 2002;
Crits-Christoph, Connolly, Azarian, Crits-Christoph, & Shappell, 1996; Newman, et al.,
2008). However, the pathoplasticity model would predict that those with differing
interpersonal styles would also have differential treatment outcome, because interpersonal
problems and Axis I disorders affect one another's manifestation and course. Therefore, it
may be that interpersonal problems change differentially as a result of various forms of
therapy for GAD, such as cognitive-behavioral, interpersonal, and emotion-based
approaches. If that is the case, then the assessment of interpersonal problems prior to the
start of therapy may assist therapists in choosing the most appropriate therapeutic techniques
to use. For example, in the case of clients with GAD who fall into the intrusive cluster,
therapists may choose to discuss ways in which clients' worries may be related to their
feelings of being responsible for solving others' problems. Cognitive-restructuring may be
important to examine and alter schemata related to excessive responsibility for others.
Therapists may also discuss the impact of clients' intrusive worrying and problem solving on
others as this may affect clients' relationships. Further, therapists may encourage clients to
learn appropriate coping skills to manage worries and regulate emotions independently,
rather than divulging worries and other feelings to others. However, clients with GAD who
fall into the nonassertive cluster may benefit more if therapists address worries about what
may happen in their relationships if they are assertive or express their needs. Further,
therapists may consider the importance of having clients set the agenda for therapy sessions,
create homework assignments, or identify therapeutic goals to encourage them to be more
assertive about their desires and to take a more dominant role in relationships. Such
integrative therapy, combining CBT and interpersonal conceptualization and techniques,
may provide a means of treating clients as a whole, rather than focusing primarily on
symptoms or relationships (e.g., Newman, et al., in press; Newman, et al., 2008). Thus, the
application of the pathoplasticity model to GAD may have large implications for improving
therapy for the disorder by providing important information for treatment planning beyond
DSM diagnosis.
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Figure 1. Interpersonal Circumplex
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Figure 2. Cluster centers derived in Studies 1 and 2
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