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The MInnesota MUltiphasIc Personality Inventory-2""
(MMPI-2) Is an empIrIcally based test of adult
psychopathology. The MMPI-2"" Is desIgned to assess
the major symptoms and sIgns of social and personal
maladjustment commonly IndIcative of dIsabling
psychologIcal dysfunctIon. The MMPI-2"" Is used by clinIcians
In hospItals, clinIcs, counselling programs, and private
practIce to assIst wIth dIagnosIs of mental dIsorders and
the selectIon of an approprIate treatment method.

The Millon ClinIcal MUltlaxlallnventory-III"" (MCMHII"') Is a
self-report Instrument desIgned to assess DSM-IV"'-related
personality dIsorders and clinIcal syndromes coordInated
with Millon's theory of personality. A sIgnIficant revIsIon
of the MCMHI, thIs Instrument Incorporates new Items, a
new weIghting system, and new scales to provIde InsIght
Into 14 personality dIsorders and 10 clinIcal syndromes.

IIMHS
MHS, 3770 Victoria Park Ave., Toronto, ON M2H 3M6
Phone: 1-800-268-6011
Local: 416-492-2627
Fax: 1-888-540-4484 or 1-41&492-3343
E-mail: customer_servlce@mhs.com
Web SIte: www.mhs.com
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Generaliz~d anxiety disorder:
Differential diagnosis and cognitive
behavioral treatment

Clients learn to

address the

uncertainty of the

problem-solving

process"head on11

by applying

promising

solutions rather

than waiting for

the perfect

solution.

Michel J. Dugas, Ph.D.

This paper summarizes the workshop I had
the pleasure of presenting at CPA 2000 in
Ottawa. The workshop was divided into

five sections: (1) Introduction and clinical
presentation, (2) Differential diagnosis, (3)
Cognitive processes, (4) Assessment, and (5)
Cognitive-behavioral treatment. Each of these
sections is briefly described below.

Introduction and dinical presentation
The main feature of generalized anxiety disorder
(GAD) is excessive and uncontrollable worry
and anxiety occurring more days than not for
at least six months. Furthermore, the worry
and anxiety are associated with at least three of
the following six somatic symptoms: restless­
ness, being easily fatigued, difficulty concen­
trating, irritability, muscle tension, and sleep
disturbance. Because the somatic symptoms
are also found in other anxiety and mood
disorders, clinicians should focus on worry
when investigating the presence of GAD.

Differential diagnosis
Given that the DSM-1V is somewhat unclear
about diagnostic boundaries between GAD and
other disorders such as obsessive-compulsive
disorder (OCD) and social phobia, the differen­
tial diagnosis of GAD can at times be quite
challenging. For the 15 to 20 % of OCD clients
who do not have overt compulsions, the GAD­
OCD differential diagnosis rests on the form and
function of the intrusive thought. For example,
worries are often ego syntonic and made up of
verbal-linguistic thought, whereas obsessions
tend to be ego dystonic and to involve mental
images. The GAD-social phobia differential
diagnosis can be facilitated by remembering that
GAD clients typically have many worry themes
and that avoidance is often a secondary feature of
the clinical picture, whereas the concerns of
social phobics are oftentimes restricted to social
issues and avoidance is frequently a central
feature of the clinical picture.

Cognitive processes
Research suggests that a number of cognitive
processes are involved in the etiology and
maintenance of GAD. Our research group
has identified four process variables that
appear to be involved in GAD and thus
represent important treatment targets:
intolerance of uncertainty, cognitive avoid­
ance, ineffective problem solving, and
positive beliefs about worry. Of these four
cognitive processes, intolerance of uncer­
tainty appears to be the central process
involved in high levels of worry and GAD.
From a clinical perspective, we have found
that GAD clients are highly intolerant of
uncertainty. For example, GAD clients have
told us things such as "I know there is only
one chance in a million that my plane will
crash, but I can't help worrying about it
because it might just happen." In our clinical
work, we have often used the metaphor of
an "allergy" to uncertainty (where a very
small quantity of a "substance" leads to a
violent reaction) to help GAD clients collCep­
tualize their relationship with uncertainty.

Assessment
Although many measures can be useful for the
assessment of GAD and its consequences, we
recommend that three measures be used with
this clientele: the Penn State Worry Question­
naire, the Worry and Anxiety Questionnaire,
and the Intolerance of Uncertainty Scale. The
Penn State Worry Questionnaire contains 16
items that measure the tendency to engage in
worry, regardless of worry content. The Worry
and Anxiety Questionnaire includes 11 items
that measure DSM-1V diagnostic criteria for
GAD. Finally, the Intolerance of Uncertainty
Scale contains 27 items relating to the idea that
uncertainty is unacceptable, reflects badly on a
person, and leads to frustration, stress, and the
inability to act. All three of these self-report
questionnaires can be completed as homework
assignments at different times during therapy.

continued on next page...

(

6 Canadian Clinical Psychologist



)

... continued from previous page

Cognitive-behavioral treatment
The cognitive-behavioral treatment that we
have developed helps GAD clients to increase
their tolerance of uncertainty by cognitively
exposing themselves to their core fears,
applying sound problem-solving principles to
current problems, and reevaluating their
beliefs about the usefulness of worrying. For
example, clients learn to address the uncer­
tainty of the problem-solving process «head
on" by applying promising solutions rather
than waiting for the perfect solution. So far,
data from our clinical trials has been quite
encouraging. In a recently completed study,
77% of participants were in full remission at
post-treatment and at one-year follow-up. In
other words, the treatment not only helps
most GAD clients get better, it also helps them
stay better. +
.. . "Empirically Supported"continued from page 3

experience, and mediation practice.
Family and Conciliation Courts Review, 36,
216-226.

Lee, C. M., & Hunsley, J. (in press). Empirically
informed consultation to parents con­
cerning the effects of separation and
divorce on their children. Cognitive and
Behavioral Practice.

Lee, C. M., Picard, M. C., & Blain, M. (1994).
A methodological and substantive review
of intervention outcome studies for
families undergoing divorce./ournal of
Family Psychology, 8,3-15. .,

Clinical Section Website
http://play.psych.mun.cal-dhart/clinical

Executive

Purpose of Clinical Section

Current Projects

• Notice Board (Events, Positions, Pro­

grams, Persons, Calls for Nominations)

• Brochure: The Clinical Psychologist in

Canada (in French and English)

Definition of Clinical Psychologist

• Fellows of the Clinical Section

Ken Bowers Student Research Award

Winners

• Annual Convention

Call for Nominations
Officers ofthe Clinkal Section
An easy and meaningful way you can show your
support for the Clinical Section is to participate in
the election process. For 2001-2002, the Section
requires nominations for the position ofChair-Elect
(a three-year term, rotating through Chair and Past
Chair) andSecretary-Theasurer (a two-year term).

Continuing members of the Executive for 1999­
2000 will be Dr. Michel Dugas (Chair), Lesley Graff
(Past-Chair), and Dr. Darcy Santor (Member-at­
Large).

Although there is no requirement for the
following, the Section does support equitable
geographical representation and gender balance on
the executive.

Nominations shall include: (a) a statement from
the nominee confirming his/her willingness to stand
for office, and (b) a letter of nomination signed by at
least two members or Fellows of the Clinical Section.

Deadline for receipt of nominations is March 31,
2001.

Send nominations for the Executive to:
Dr. Charlotte Johnston
Department of Psychology
University of British Columbia
Vancouver, B.c. V6T 1M
cjohnston@cortex.psych.ubc.ca

Brochure: The Clinical Psychologist in Canada
This brochure provides information on the nature ofClinical
Psychology, the training required to become a Clinical Psychologist,
and the types ofservices and activities Clinical Psychologists provide
(e.g., service provision, research, and teaching).

Send Order To:
Dr. Deborah Dobson
Outpatient Mental Health Program
Colonel Belcher Hospital
1213 - 4th St.S.W.
Calgary, AB T2R OX7

I wish to order brochures @ $0.35 each
Language: English French _
My cheque for $ is enclosed.
(Make cheque payable to: OInical Sectioo CPA)

FROM: _

.!
I
I
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(omQrbidity of Developmental
Disorders (

Research evidence

suggests that

50-80%of

children with any

diagnosis meet

criteria for at

least one other

diagnosis.

Deborah DeweY, Ph.D.
Department ofPaediatrics
University'OfCalgary
and --

Behavioural Research Unit
Alberta Children's Hospital
Calgary, Alberta

Health professionals who study children
with developmental problems, and those
who educate and treat them, tend to

speak of diagnostic categories. Researchers
and clinicians have attempted to classify
childhood developmental disorders into
discrete diagnostic categories such as those
found in the Diagnostic and Statistical
Manual of Mental Disorders IV (DSM-IV)
(American Psychiatric Association, 1994) or
the International Classification of Diseases 10
(lCD 10, World Health Organization, 1992).
In many cases, however, children with these
disabilities do not display just one discrete
disorder but several disorders. For example,
children with reading disabilities often have
Attention Deficit/Hyperactivity Disorder
(ADHD), and children with ADHD fre­
quently meet criteria for some other psychi­
atric condition. When this occurs, the term
comorbidity is used to refer to the fact that
few children fit neatly into one single
discrete disorder.

"Comorbid" is a term that has been
borrowed from medicine. Its original
meaning indicated the presence of at least
two diseases. An individual with diabetes
and asthma, for instance, is said to be
comorbid for these two diseases. In contrast,
an individual reporting frequent urination
and thirstiness is not said to be comorbid
for these two conditions, because they are
symptoms; their co-occurrence suggests
morbidity for a single disease, diabetes.
When the term "comorbidity" was trans­
ferred to the mental health world, there was
one element missing that prevented its
accurate application: the precise distinction
between symptom and disease (or disorder).
For instance, when a child has difficulties in

learning, moodiness, behaviour problems,
and difficulties in printing/writing, the child
could be viewed as displaying a learning
disability, attention deficit hyperactivity
disorder (ADHD) and/or developmental
coordination disorder (DCD). The co­
occurrence of these apparently disparate
symptoms causes problems in both diagno­
sis and treatment. In addition, it raises
questions about the etiology and mutual
interdependence of various developmental
disorders.

In this discussion of the issue of
comorbidity of developmental disorders, the
first question that will be addressed is this:
How widespread is comorbidity across
various developmental disorders? Research
evidence suggests that 50-80 % of children
with any diagnosis meet criteria for at least
one other diagnosis (Biederman, Faraone,
Keenan, Knee, & Tsuang, 1990). The co­
occurrence of ADHD and dyslexia is well
established (Gilger, Pennington, & DeFries,
1992). The rates of overlap are typically
estimated from 30-50% (Dykman &
Ackerman, 1991; Semrud-Clikeman et aI.,
1992). Several studies have also demon­
strated that children with ADHD display a
high prevalence of language problems
(Carte, Nigg, & Hinshaw, 1996; Elbert,
1993). Similarly, a number of studies have
reported that many children with learning
disabilities also display DCD (Silver, 1992;
Sugden & Wann, 1987). The overlap of
ADHD with anxiety and/or depression in
children, adolescents and adults has also
been documented (Biederman, Faraone,
Mick, Moore, & Lelon, 1996).

The question remains, however, as to
how extensive is the overlap of developmen­
tal disabilities. An answer to this question
can be found in the results of the Ontario
Child Health Study (Offord et aI., 1987).
This study reported that 13-22% of their
epidemiological sample met the criteria for
at least two of the following disorders:
conduct disorder, ADHD, emotional disor-

(
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der, somatization. In our own research
carried out in Calgary we have also found
very high levels of overlap of developmental
disabilities (Dewey, Wilson, Crawford, &
Kaplan, 2000; Kaplan, Crawford, Wilson, &
Dewey, 2000). For example, 58% of our
sample of children with ADHD also dis­
played reading disabilities and 27% of these
children with ADHD had DCD. Further,
82% of our children with DCD displayed
some other comorbid disorder. The results
of this research suggest then that
comorbidity ofdevelopmental disorders
appears to be the rule, rather than the excep­
tion.

Based on the above evidence the ques­
tion that must be asked is how can we better
conceptualize the significant comorbidity
among developmental disorders? The
enormous overlap found among develop­
mental disorders suggests that they are all
reflective of a more general impairment of
brain structure or function. This has been
referred to as Atypical Brain Development
(ABD) (Gilger & Kaplan, in press; Kaplan,
Wilson, Dewey, & Crawford, 1997).

What is meant by this concept? Specifi­
cally, ABD can be viewed as a unifying
concept that may assist researchers and
educators to come to terms with the fact
that developmental disabilities are typically
nonspecific and heterogeneous, and that
comorbidity of symptoms in children with
developmental disabilities is the rule rather
than the exception. ABD may be a function
of both genetic and environmental factors,
as well as the interaction of the two. It refers
to the more generalized dysfunction in
structure, activation, etc. underlying these
developmental disorders. It is a term that
can be used to address the full range of
developmental disorders that are found to
be overlapping much of the time in any
sample of children with developmental
disabilities. Further, ABD does not replace
the common labels currently used in the
field, but it provides a perspective from
which we can view and investigate children
with developmental problems.
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Call for Nominations­
Section Fellows
In accordance with the by-laws for CPA sections, The Clinical Section calls for nominations from
its members for Fellows in Clinical Psychology. Criteria for fellowship are outstanding contribu­
tion to the development, maintenance and growth of excellence in the science or profession of
clinical psychology. Some examples are: (1) creation and documentation of innovative programs;
(2) service to professional organizations at national, provincial, or local level; (3) leadership on
clinical issues that relate to broad social issues; and (4) service outside one's own place of work.
Note that clinical contributions should be equated with research contributions. In order for
nominees to be considered for Fellow status by the executive council, nominations must be
endorsed by at least three members or Fellows of the Section, and supportive evidence of the
nominee's contribution to clinical psychology must accompany the nomination. Nominations
should be forwarded by March 31, 2001 to:

Michel Dugas, Ph.D.
Department of Psychology
Concordia University
7141 Sherbrooke St. West
Montreal, Quebec, Canada, H4B lR6
Tel: 514-848-2215
Fax: 514-848-4523
E-mail: dugas@Vax2.concordia.ca

Mises en Candidature­
Fellows de Section
Conformement aux procedures regissant les sections de la SCP, la section clinique invite ses
membres a presenter des candidats pour Ie statut de Fellow en psychologie clinique. Les criteres
de selection sont la contribution exceptionnelle au developpement, au maintien et a
l'accroissement de l'excellence dans la pratique scientifique ou professionnelle de la psychologie
clinique. En guise d'exemples: (1) creation et evaluation de programmes novateurs; (2) services
rendus aux organismes professionnels de niveau national, provincial ou regional; (3) leadership
dans l'etablissement de rapports entre la psychologie clinique et les problemes sociaux de plus
grande envergure; et (4) services rendus ala communaute en dehors de son propre milieu de
travail. Aces fins, les contributions cliniques et les contributions en recherche seront considerees
comme etant equivalentes. Les dossiers des candidats seront examines par Ie comite executif. Les
mises en candidature doivent ~tre appuyees par au moins trois membres ou Fellow de la Section
et la contribution du candidat a la psychologie clinique doit y ~tre documentee. Les mises en
candidature devront ~tre postees au plus tard Ie 31 mars 2001 a l'attention de:

Michel Dugas, Ph.D.
Departement de psychologie
Universite Concordia
7141, rue Sherbrooke ouest
Montreal, Quebec, Canada, H4B 1R6
Tel: 514-848-2215
Fax: 514-848-4523
Courriel: dugas@Vax2.concordia.ca
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Convention Rates

Submissions invited
The Canadian Clinical Psychologist/Psychologue
Clinicien Canadien invites submissions from
Section members and others. Brief articles,
conference or symposia overviews, and opinion
pieces, are all welcome. Tk thoughts and views of
contributors belong strictly to the author(s), and
do not necessarily reflect the position of either the
Section, the Canadian Psychological Association,
or any of its officers or directors. Please send your
submission, in English or French, directly to the
editor, preferably either on disk or via e-mail
attachment. The newsletter is published twice a
year. Submission deadlines are as follows:
September IS (October issue), and March 15
(April issue).

Editor
Sharon L. Cairns, Ph.D.
scairns@Ucalgary.ca

Assistant Editor
K A. Meyen Hertzsprung, M.Sc.
eyhertzs@ucalgary.ca

Layoutand Design
Evan Hertzsprung
evan@leapinghart.com

$77
$152

$80
$168

The Board of Directors has unanimously
passed two motions concerning convention
registration rates.

Student Convention Registration Rates
Following the successful trial in 2000, the
Board has decided to make the change to
student convention rates permanent. Here are
the new rates:

Student Affiliates
Early Registration: $25 (all rates +GST)
Late Registration: $100
Student Non-affiliates (these rates include
Student Affiliate membership for the
convention year)
Early Registration:
Late Registration:

These discounted rates can't be combined with
other reductions; these rates apply to all
students (including departmental student
representatives) .

One Day Convention Registration Option
In recognition that some people can't attend
the entire 3 days of the convention, the Board
has decided to offer a one-day registration rate
to Members and Non-Members. This is a
two-year trial, and will be re-evaluated
following the 2001 and 2002 conventions.

One-day Convention Registration
Member Early: $93
Member Late: $133
Non-member: $198
One-day Convention Registration-Workshop
Discounts
Member:
Non-member:

The rates are 50% of the full convention rate for
each category. One-day attendees will receive the
convention abstracts book and will have the right
to attend all events on the day of their registra­
tion. The one-day rate is not available to groups
with other discounts (Honourary Life Members,
Student Affiliates, companions, exhtbitors).

Please pass your

newsletter on to non­

section members and

encourage them to

join. People can join

the section at any

time of the year

through:

CPA, 151 Rue Slater St.,

Suite 205,

Ottawa, Ontario,

K1P 5H3,

1·888·472-0657.
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Psychology Works
Series
There is a new series of information on the
web site.

Find aPsychologist: AReferral Portal for
Psychologists in Canada

http://www.cpa.ca/find.htm
This site links visitors to referral sources
in the provinces and to CRHSPP.

Did You Know That Psychology Works for....
http://www.cpa.ca/factsheets/maln.htm
This site is linked to the first on finding
a psychologist. These are short fact
sheets on such con-ditions and diseases
as GAD, ADHD, insomnia, perfection­
ism, etc.. They are an ongoing project of
the Clinical Section and are available to
web flyers, clinicians who want to
download the infor-mation for clients
and patients, students, public policy
planners and implementers and so on.

Your feedback is appreciated. Let us know
what you think.

Sam Mikail and John Service

John Service, PhD
Executive Director/Directeur general
Canadian Psychological Association/Societe
canadienne de psychologie
151 Slater Street, Suite 2051I 51 rue Slater, Bureau 205
Ottawa, Ontario, CANADA KIP 5H3
Te!ephonerreIephone: (613) 237-2144 X22 Fac­
simile/TeIecopieur: (613) 237-1674
E-mail/courrier electronique:
jservice@cpa.ca<http://www.cpa.ca>
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Ken Bowers Student
'".

. • ff;:"' .. ;"

Research Award
Each year, the Section of Clinical Psychology reviews papers that have been
submitted by clinical students for presentation at the annual CPA convention. The
most meritorious submission is recognized with a certificate and an award of
$250. In order to be eligible, the student should: (I) be the first author of a
submission in the area of clinical psychology that has been accepted for presenta­
tion in Quebec city; (2) submit a brief (i.e. up to IO pages, double-spaced)
manuscript describing the project, and (3) be prepared to attend the Clinical
Section business meeting at the Quebec Congress, where the award will be
presented. The deadline for submission of applications is March 31,200 I.
Submissions may be in either English or French and should be forwarded to:

Miche! Dugas, Ph.D.
Department of Psychology
Concordia University
7141 Sherbrooke St. West
Montreal, Quebec, Canada, H4B IR6
Te!: 514-848-2215
Fax: 514-848-4523
E-mail: dugas@Vax2.concordia.ca

Prix Ken Bowers pour Recherche
Effeduee par un(e) Etudiant(e)
Chaque annee, la Section de Psychologie Clinique evalue les communications
soumises par les etudiants(es) en vue d'une presentation au congres annue! de la
SCPo Un certificat et une bourse de 250$ seront remis Hetudiant(e) ayant sownis
la communication la plus meritoire. Pour ~re admissible,l'etudiant(e) doit: (J)

~re premier(ere) auteur(e) d'une communication touchant Ie domaine de la
psychologie clinique ayant ete acceptee pour Ie congres de Quebec; (2) soumettre
un resume de 10 pages a double interligne decrivant l'etude; et (3) etre
present(e) ala reunion d'affaires de la Section Clinique du congres de Quebec
lorsque Ie prix sera decerne. La date limite pour soumettre les candidatures est Ie
31 mars, 200 I. Les demandes peuvent ~re formulees en fran~ais ou en anglais et
doivent ~re envoyees a:

Michel Dugas, Ph.D.
Departement de psychologie
Universite Concordia
7141,rue Sherbrooke ouest
Montreal, Quebec, Canada, H4B IR6
TeI: 514-848-2215
Fax: 514-848-4523
Courrie!: dugas@Vax2.concordia.ca
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