®

Check for
updates

Culturally Responsive Assessment
and Treatment of Generalized

17

Anxiety Disorder

Jessica R. Graham-LoPresti, Tahirah Abdullah,

and Amber Calloway

Generalized Anxiety Disorder

Similar to other anxiety disorders, generalized
anxiety disorder (GAD) is characterized by fea-
tures of excessive fear and related behavioral dis-
turbances. Specifically, GAD is characterized by
a pattern of excessive worry that is pervasive and
spans a wide range of events and activities (DSM
5, American Psychiatric Association, 2013). For
example, adults with GAD may worry about
financial matters, the quality of ongoing relation-
ships, world affairs, their health and the health of
loved ones, and everyday activities (e.g., job
responsibilities, being punctual, completion of
household chores). Individuals with GAD worry
more days than not for at least 6 months and find
it difficult to control the worry (DSM 5, American
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Psychiatric Association, 2013). This worry is
accompanied by poor concentration, irritability,
sleep disturbance, and physical symptoms,
including muscle tension, restlessness, or feeling
keyed up or on edge.

Worry, along with these accompanying symp-
toms, cause clinically significant distress or
impairment across areas of psychosocial func-
tioning. For example, generalized anxiety disor-
der is associated with occupational impairment,
including higher rates of unemployment, more
days of missed work, and more frequent occur-
rence of inability to perform usual role function-
ing activities (Henning, Turk, Mennin, & Fresco,
2007; Wittchen, 2002; Wittchen, Zhao, Kessler,
& Eaton, 1994). GAD accounts for 110 million
disability days per annum in the US population
(Kessler et al., 2005; Merikangas et al., 2007).
Thirty-seven percent of participants with GAD
in the Epidemiological Catchment Area Study
were receiving some type of public assistance
with only about half of the total sample employed
full time (Massion, Warshaw, & Keller, 1993).
Individuals with GAD also show functional
impairment in personal domains. Nearly one-
third of those with GAD (28%) report severe
disability within their romantic relationships
(Henning et al., 2007). Specifically, GAD is
associated with elevated rates of marital dis-
tress, divorce, and separation (Leon, Portera, &
Weissman, 1995; Wittchen et al., 1994). GAD
has also been linked to physical health prob-
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lems, including coronary morbidity (Martens
et al.,, 2010) and cardiovascular mortality
(Denollet et al., 2009; Phillips et al., 2009). In
fact, GAD is among the most prevalent mental
health conditions seen in primary care (Lieb,
Becker, & Altamura, 2005) and specialty clinics
(Fogarty, Sharma, Chetty, & Culpepper, 2008;
Ormel et al., 1994; Schonfeld et al., 1997). GAD
alone is significantly related to greater disability
than other anxiety disorders, pure alcohol and
drug use disorders, nicotine dependence, and
personality disorders even after controlling for
sociodemographics and any comorbid disorders
(Grant et al., 2005). Comorbidity increases the
impairment and severity of GAD (Judd et al.,
1998; Stein, 2001; Wittchen, 2002; Wittchen
et al., 1994).

Generalized anxiety disorder is the most
common of the anxiety disorders with an
approximate 2.9% 12-month prevalence and
9% lifetime prevalence in the general popula-
tion in the USA. There has been increasing
examination into rates of GAD within margin-
alized populations such as racial/ethnic and
sexual minorities as well as immigrant popula-
tions. Overall, racial and ethnic minority groups
tend to meet criteria for lifetime GAD at a lower
rate as compared to White Americans
(Budhwani, Hearld, & Chavez-Yenter, 2015;
Soto, Dawson-Andoh, & BeLue, 2011). In a
study evaluating prevalence rates of anxiety dis-
orders across ethnic groups in the USA, it was
found that White Americans consistently
endorsed symptoms of GAD (8.6%) more fre-
quently than African Americans (4.9%),
Hispanic Americans (5.8%), and Asian
Americans (2.4%; Asnaani, Richey, Dimaite,
Hinton, & Hofmann, 2010). Asian Americans
consistently endorsed symptoms of a range of
anxiety disorders less frequently than other eth-
nic groups. A similar pattern in the prevalence
of GAD across ethnic groups has been observed
in other large-scale epidemiological datasets
(Grant et al., 2005, 2006). This pattern has been
observed in older adults as well (Woodward
et al., 2012). However, it has been suggested
that these differences could reflect cross-cul-
tural measurement biases related to the diag-
nostic instrument rather than true differences in

rates of GAD (Parkerson et al., 2015). DSM 5
recommends that mental health providers take
“cultural contextual factors into account” when
making a diagnosis of any anxiety disorder.

Prevalence of GAD has also been shown to
vary by immigration status. Generally, those who
have immigrated tend to be at less risk of any
anxiety disorder compared to their American-
born counterparts (Alegria et al., 2007; Breslau,
Borges, Hagar, Tancredi, & Gilman, 2009;
Breslau & Chang, 2006; Takeuchi et al., 2007).
For GAD, ethnic minorities born outside the
USA exhibit lower lifetime prevalence rates as
compared to their American-born counterparts
(Budhwani et al., 2015).

While ethnic minorities and immigrant popu-
lations are less likely to meet criteria for GAD,
individuals in the LGBTQ population are more
likely to meet criteria than heterosexual and cis-
gender men and women (Cochran, Sullivan, &
Mays, 2003). Transgender women have the high-
est prevalence of severe to extremely severe gen-
eralized anxiety symptoms followed by bisexual
women, followed by lesbians. Transgender men
exhibit the highest degree of anxiety followed by
gay men and bisexual men (Smalley, Warren, &
Barefoot, 2016). Additionally, higher odds of any
lifetime anxiety disorder are more pronounced
among sexual minority men than among sexual
minority women (Bostwick, Boyd, Hughes, &
McCabe, 2010). It has been suggested that the
mental health disparities experienced by gender
or sexual minority populations are related to
greater exposure to gender/sexual orientation-
related experiences of rejection, discrimination,
harassment, and victimization (e.g., Bockting
et al.,, 2013; Effrig & Bieschke, 2011; Grant
et al., 2006; Nuttbrock et al., 2013; Woodford,
Kulick, Sinco, & Hong, 2014).

Cultural Responsiveness
and Competency

Cultural competency and responsiveness are a
benchmark for ethical and effective clinical prac-
tice which means that the implementation of
these practices throughout the different stages of
the assessment, diagnosis, and treatment of GAD
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in traditionally underserved and marginalized
populations is crucial. It is important to consider
the research highlighting significantly higher
rates of mental health treatment dropout and lack
of access to quality, culturally competent care
for racial and ethnic minorities (Jackson et al.,
2007; Lester, Artz, Resick, & Young-Xu, 2010;
Roberts, Gilman, Breslau, Breslau, & Koenen,
2011) as well as gender and sexual minorities
(Parameshwaran, Cockbain, Hillyard, & Price,
2017) as compared to the general population.
Much of the literature surrounding barriers to
access to quality mental health care point to the
lack of cultural responsiveness of mental health-
care systems and providers (Freimuth et al.,
2001; Snowden, 2001), for example, the history
of misdiagnosis for clients of color, the experi-
ence of racial macro- and microaggressions in
the context of mental health treatment, lack of
familiarity of clinicians with common medical
conditions associated with racial or ethnic group
membership, and lack of access to evidence-
based practices or resources. Cultural compe-
tence and responsiveness is described as a
clinician’s commitment to gaining awareness,
knowledge, and skills that can promote optimal
functioning in clients presenting with varied clin-
ical presentations as well as various intersecting
identities, with an understanding of the impact of
societal and institutional systems (Sue & Sue,
2004). In addition, a focus of culturally respon-
sive assessment and treatments is the ability to
understand clients” cultural norms and values
while also attending to clients’ unique experience
within any identity category or cultural group.
Theorists have described two different approaches
to prevention, assessment, and intervention pro-
cesses, the etic and emic approaches, with the lat-
ter being a culturally responsive approach (Sue &
Sue, 2004). The etic approach is the manner in
which therapy has been traditionally practiced.
This approach is housed within the theory of cul-
tural universality and assumes that approaches to
therapeutic interventions are universal in nature.
Specifically, the etic approach maintains that psy-
chological disorders, like GAD, develop and
express similarly across cultures and prevention,
assessment, diagnostic, and intervention

approaches for GAD should be uniformly applied
across identities. Although this approach is
widely used, it may impose dominant group cul-
tural biases upon clients from traditionally mar-
ginalized backgrounds (e.g., racial and ethnic
minorities, sexual minorities, gender minorities).
More specifically, applying the approach of cul-
tural universality during the therapeutic process
can lead clinicians to fail to address unique expe-
riences (e.g., oppression, cultural and familial
influences, identity-based trauma) that may con-
tribute to the development, maintenance, and
expression of mental health difficulties.

The emic approach to prevention, assessment,
diagnosis, and treatment challenges the assump-
tions that mental health difficulties are of the same
nature and development across cultures. This
approach suggests that culture and life contexts sig-
nificantly influence the manifestation, course, and
expression of mental health difficulties and, in turn,
should influence the therapy process. The emic
approach to therapeutic processes is at the core of
culturally responsive prevention, assessment, diag-
nosis, and treatment and leads to a multidimensional
model of identity development that includes indi-
vidual-, group-, and universal-level influences.

The first step in engaging in culturally respon-
sive assessment of GAD is developing awareness
of our own assumptions, values, attitudes, and
biases based on our intersecting identities and the
intersecting identities of our clients. Hays (2008)
presents an acronym, the ADDRESSING frame-
work that helps therapists attend to their own
identities and the identities and lived experiences
of clients. This framework focuses on nine cul-
tural factors that therapists should attend to in the
context of the assessment, diagnosis, and treat-
ment of GAD: Age and generational influences,
Development disabilities, acquired Disabilities,
Religion and spiritual orientation, Ethnicity and
race, Socioeconomic status, Sexual orientation,
Indigenous heritage, National origin (citizenship
and immigrant status), and Gender. See Fig. 17.1.

In addition, D’Andrea and Daniels (2001)
present the RESPECTFUL model of interview-
ing. This model presents ten dimensions of iden-
tity including Religion/spirituality, Economic/
social class background, Sexual identity, Personal



234

J.R. Graham-LoPresti et al.

ADDRESSING Definitions

Client Information

Therapist Information

Age and generational
influences

Disability Status
(Developmental and Acquired)

Religion and Spiritual
Orientation

Ethnicity (and Race)

Socioeconomic Status

Sexual Orientation

Indigenous Heritage

National Origin and
Generational Status

Gender

Fig. 17.1 Addressing Framework (Hays, 2008)

style and education, Ethic/racial identity,
Chronic/lifespan status and challenges, Trauma/
crisis, Family background and history, Unique
physical characteristics, and Location of resi-
dence/language differences. See Fig. 17.2.

These models present a framework for thera-
pists to engage in culturally responsive assessment
and treatment of GAD with diverse clients. An
example of culturally responsive assessment of
GAD can be seen in the case of Anita, a 25-year-
old Mexican woman seeking therapy to discuss
her mounting worry which is making it difficult
for her to leave her home. She reports having dif-
ficulty falling asleep due to her worry which leads
to 4 h of sleep per night and feelings of “exhaus-
tion.” Anita reports worrying about her safety,
ability to effectively do her job as a store manager
because of struggles with concentration, the health
and well-being of her children and husband, as
well as financial stability. An initial assessment of
Anita’s symptoms might find that she meets DSM
5 diagnostic criteria for GAD in that she is report-
ing significant worry about a number of aspects of
her life more days than not, for 6 months, and
experiences fatigue, difficulty concentrating, and
sleep disturbance. However, an initial assessment
of symptoms and diagnosis of GAD for Anita
would be missing a significant aspect of her anxi-
ety. It is important for therapists to inquire about
the connection between this young woman’s worry
and her various identities. First, her therapist
should inquire about Anita’s racial and ethnic
identity and explore the ways in which aspects of

her identity, discrimination, and/or oppression
may be related to Anita’s mounting worry. By
opening the door for this conversation as the thera-
pist, it signals to the client that it is important, and
appropriate, for them to discuss issues related to
marginalization or discrimination as a part of their
therapy process. In Anita’s case, her mounting
worry is related to her fears of deportation.
Specifically, she worries that if she leaves her
home that she will come into contact with ICE (US
Immigration and Customs Enforcement) and be
detained and deported which would mean that she
would be separated from her husband and three
school-aged children indefinitely. This separation
would also mean that her family would not have
financial stability and most likely end up home-
less. It is difficult to develop an effective case con-
ceptualization for the treatment of diverse clients
experiencing GAD without the full context of their
worry. Assessing for the intersection of mental
health and identity contexts is of crucial impor-
tance as it relates to therapy engagement and
retention for clients from traditionally marginal-
ized backgrounds as well as effective development
of case conceptualization and treatment plans.

Intervention

There are numerous models that explain the
nature and the potential cause of GAD. For exam-
ple, cognitive avoidance theory posits that worry
serves an avoidant function to diminish the nega-
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What personal and | How effective will
group strengths can | you be with

you develop for individuals who
each multicultural differ from you?
dimension?

10 Dimensions Identify yourself as
a multicultural
being.

Religion/Spirituality

Economic/social

class

Sexual identity

Personal Style and
Education

Ethnic/Racial
Identity

Chronical/Lifespan
status and
challenges

Trauma/Crisis

Family Background
and History

Unique Physical
Characteristics

Location of
Residence,
Language
Differences

Fig.17.2 Respectful Model (D’ Andrea & Daniels, 2001)

tive emotional reactivity to perceived internal and
external threats (Borkovec, Alcaine, & Behar,
2004). An acceptance-based model of GAD
builds on the cognitive avoidance theory and con-
ceptualizes anxiety as stemming from a maladap-
tive relationship with internal states, experiential
avoidance, and behavioral constraint (Roemer &
Orsillo, 2002). The intolerance of uncertainty
model proposes that individuals with GAD find
uncertain or ambiguous situations to be “stressful
and upsetting” (Dugas & Koerner, 2005, p. 62)
and experience chronic worry in response to such
situations. These individuals believe that worry
will help them to either prevent these feared
events or cope with them if they occur.

These conceptual models of GAD have borne
different psychological interventions. Applied
relaxation (AR; Ost, 1987) is based on the premise
that anxiety involves the interaction of cognitive,

physiological, affective, and behavioral responses.
Because each response influences the intensity of
the other, learning to reduce physiological activa-
tion should also reduce activation in the other sys-
tems and therefore reduce anxiety overall. The
treatment involves recognizing the early signs of
anxiety, learning and practicing relaxation skills,
and applying relaxation at the first sign of anxiety.
AR 1is one of the few empirically supported treat-
ment for GAD (Chambless & Ollendick, 2001)
and is consistently used as the gold standard
against which newer treatments are compared.
Cognitive behavioral therapy (CBT) for GAD,
based on the cognitive avoidance model (Borkovec
& Costello, 1993) has been shown to be superior
to the alternative treatments (e.g., placebo, psy-
chopharmacological, psychodynamic, supportive)
or control in most cases (Borkovec & Ruscio,
2001). CBT based on the intolerance of uncer-
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tainty model has also been shown to be efficacious
(Dugas et al., 2010; Gosselin, Ladouceur, Morin,
Dugas, & Baillargeon, 2006; Ladouceur et al.,
2000). However, CBT has the lowest average
effect size for GAD, when compared to effect
sizes of CBT for other anxiety disorders (Brown,
Barlow, & Liebowitz, 1994). An acceptance-based
behavioral treatment was developed with an
attempt to improve these outcomes. ABBT com-
bines mindfulness- and acceptance-based strate-
gies with behavioral approaches. It focuses on
acceptance or allowing the presence of internal
experiences while developing flexible behavioral
repertoires that are consistent with the individual’s
values (Orsillo & Roemer, 2011). ABBT has been
shown to be equally as effective as applied relax-
ation (Hayes-Skelton, Roemer, & Orsillo, 2013).

Cognitive Restructuring (CR)

Cognitive restructuring (CR) is a process
employed in cognitive and cognitive behavioral
therapy that involves identifying, evaluating, and
modifying negative or limited thoughts (Wenzel,
Dobson, & Hays, 2016). At the core of CR for
GAD is the notion that one cause of the anxiety
individuals with GAD experience is faulty, irra-
tional, or distorted thinking and that learning to
notice these thoughts, evaluate their accuracy and
usefulness, and modify them will reduce anxiety
symptoms. Prior to beginning cognitive restruc-
turing with a client, therapists provide informa-
tion about the process and provide a basis for
using CR techniques. When introducing CR to
clients, therapists take care to connect informa-
tion about CR and the basis for using it to clients’
experiences. Therapists encourage clients to
“acknowledge all of the information that affects
their life problems and to recognize that some of
those pieces might not be as negative as they are
concluding” (Wenzel et al., 2016, p. 91). For cul-
turally responsive clinicians, part of this intro-
duction to CR may involve contextualizing
clients’ anxiety and recognizing that some life
problems related to marginalization and oppres-
sion are, in fact, as negative as the client is con-
cluding. Acknowledging and validating as real

the experiences of marginalization that the client
has expressed experiencing strengthens the thera-
peutic relationship and may also improve therapy
retention and outcomes.

CR requires clients to identify the automatic
thoughts or images they have that are tied to their
experience of anxiety. Therapists ask clients ques-
tions to elicit identification of automatic thoughts
and images. Clients must first be able to identify
the automatic thoughts and images in order to
evaluate their accuracy and usefulness (Wenzel
et al., 2016). Therapists work with clients to eval-
uate their automatic thoughts related to situations
in which they experience anxiety through the use
of strategic questions such as, “What evidence do
you have for that?” “Might there be other expla-
nations for the situation?” and “How likely is it
that the worst case scenario would occur? How
bad would the worst case scenario be?” However,
for clients whose anxiety is tied to their experi-
ences of oppression or discrimination as a person
with marginalized identities, questioning whether
there may be other explanations for oppressive or
discriminatory encounters is invalidating, is mar-
ginalizing, can exacerbate symptoms, and could
reduce clients’ likelihood of returning to therapy.
Instead of questioning the validity of these types
of encounters, culturally responsive therapists can
instead question the internalization of the oppres-
sion or discrimination experienced (Graham,
Sorenson, & Hayes-Skelton, 2013).

For example, the fictional client Kayla is a
26-year-old Black woman diagnosed with GAD
who worries about a number of things in her life.
She works at a law firm where she is the only
Black lawyer. She has encountered a combination
of racism and sexism throughout her career and
worries that she is perceived as less knowledge-
able and less competent than her counterparts and
will not be able to earn a promotion at her firm
despite her hard work and success winning cases.
These worries have made it difficult for Kayla to
focus at work, and she often stays awake at night
worrying about whether she will be able to have a
successful career. Kayla tells her therapist that
whenever she tries to share her concerns with col-
leagues, they are dismissive and tell her she has a
lot to be grateful for so she should not complain.
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Recently, a new lawyer at the firm assumed she
was an administrative assistant and requested she
copy some documents for him when she came to
his office to give him the file for a case they would
be working on together. Kayla stated that her auto-
matic thoughts in this situation were, “Here’s
another co-worker who thinks I’'m just the help
because I'm a Black woman” and “People will
give him credit, and not me, for winning the case.”
Asking Kayla, “what evidence do you have for
that?” or “might there be other explanations for the
situation?”” would be incredibly invalidating.

Culturally responsive therapists “need to think
deeply about the ways they are teaching clients to
restructure their thoughts and the implications of
these decisions” (Graham et al., 2013, p. 105).
Primarily, it is important for therapists to recognize
that clients with marginalized backgrounds may
have experiences that have resulted in seemingly
catastrophic, distorted thinking that actually is
accurate and based in reality. In such cases, chal-
lenging that experience or thoughts about that
experience could be detrimental to the therapeutic
relationship, could worsen symptoms, and could
reduce the possibility of therapeutic gains (Graham
et al., 2013). Thus, instead of asking Kayla, “what
evidence do you have for that?” or “might there be
other explanations for the situation?”” a more cul-
turally responsive reply to her automatic thoughts
would be, “your automatic thoughts seem to reflect
your real experiences of racism. I think it is impor-
tant to recognize that experience as real, and not
‘all in your head.’...What automatic thoughts come
up for you when you think, ‘Here’s another co-
worker who thinks I'm just the help because I'm a
Black woman’ or ‘People will give him credit, and
not me, for winning the case?’”” Here, the therapist
would look for any signs that Kayla may think she
is “less than” or unworthy of credit and normalize
the experience of having those thoughts while
using strategic questioning to evaluate them.

Applied Relaxation (AR)

Applied relaxation (AR) is an anxiety interven-
tion aimed at working with clients to identify
their early indicators of anxiety and develop

skills to relax in the moments following those
early indicators of anxiety (Hayes-Skelton et al.,
2013; Ost, 1987). The basis of the theory under-
lying AR is that the physiological, cognitive,
affective, and behavioral responses associated
with GAD reinforce each other, resulting in
increased intensity of symptoms. Reducing the
intensity of any single manifestation of the anxi-
ety response will, in turn, reduce the intensity of
the other responses, so reducing the intensity of
the physiological response will reduce the inten-
sity of the cognitive, affective, and behavioral
manifestations of GAD. Similarly, abating one
aspect of the physiological response would abate
other physiological responses. Intervening early
in the anxiety cycle by using AR can prevent the
anxiety response from intensifying and lead to a
response pattern characterized by increased
relaxation as opposed to intensified anxiety
(Hayes-Skelton et al., 2013). AR consists of self-
observation skills; relaxation skills including
progressive relaxation, release-only relaxation,
cue-controlled relaxation, differential relaxation,
and rapid relaxation; and application training
(Ost, 1987).

Culturally Responsive AR

As is often the case with culturally responsive
practice, culturally responsive AR aligns with
“good AR,” that is, general best practices for con-
ducting an AR intervention. For example, devel-
oping a working conceptualization based on the
client’s presentation and the theoretical basis of
AR and sharing that conceptualization with the
client in a way that is validating and that the cli-
ent understands are important parts of AR. A
strong therapeutic alliance in which the client
trusts the therapist is also crucial, particularly
since the intervention requires buy-in from the
client, who is required to practice AR outside of
the session (Hayes-Skelton, Roemer, Orsillo, &
Borkovec, 2013). For clients whose anxiety is
connected to or exacerbated by their experiences
of marginalization or discrimination, a sugges-
tion that is interpreted as “just relax” would feel
especially invalidating and off-putting. Thus, it is
important to contextualize the recommendation
of AR and emphasize that AR will not reduce the



238

J.R. Graham-LoPresti et al.

frequency of discrimination or make the pain of
such experiences go away, but it can help the cli-
ent to deal with it more effectively.

For example, the fictional client Syed is a
40-year-old Pakistani American Muslim man
diagnosed with GAD. He worries frequently, feels
tense throughout most of the day, is irritable, has
difficulty remaining focused, and regularly experi-
ences headaches and stomachaches. Despite build-
ing up a modest amount of wealth and receiving
several promotions at the job he has worked the
past 15 years, Syed worries about financial matters
and job security. Syed experiences racial profiling
and targeting almost every time he goes to the air-
port, and travelling has become a hassle for him.
He generally worries about his own safety and that
of his family, and he worries that they will experi-
ence more difficulties because of the increasingly
anti-Muslim and anti-immigrant climate. Syed has
close friends who have been victimized by hate
crimes due to being perceived as immigrants or as
Muslim and others who felt they were denied jobs
or housing for the same reasons. After hearing
about Syed’s symptoms and experiences, his ther-
apist introduces AR saying, “I think learning how
to relax could help with your anxiety. Research
suggests that for most people, anxiety is like a
feedback loop, with physiological responses lead-
ing to negative thoughts, which intensify the phys-
iological response. One of the ways to break the
cycle of anxiety is to intervene in the physiological
response so that you learn not to react so strongly.”

Although the therapist is not incorrect, and
this explanation aligns with Ost’s (1987) sug-
gestion for discussing AR, a more culturally
responsive way to introduce AR to Syed would
begin with validation of his experiences of
anti-Muslim and anti-immigrant discrimina-
tion. After validating Syed’s experiences, a
culturally responsive therapist might introduce
AR by starting with an explanation that AR
will not be able to get rid of the anti-Muslim,
anti-immigrant climate, but it may be helpful
in reducing the intensity of the understandable
anxiety he experiences. Such an explanation
appropriately contextualizes and situates the
major issue outside of the client as opposed to
internal to him.

Worry Exposure (WE)

Worry exposure (WE) is an intervention that
requires clients to create and focus for 25 min
on a vivid mental image of their most feared
outcome or expectation from a situation they
worry about. This exposure results in “habitua-
tion to the feared image and the accompanying
arousal, and changing the meaning of the
feared situation” (van der Heiden & ten Broeke,
2009; p. 388). Consideration of the potential
unintended outcomes that could arise because
of this habituation is important for culturally
responsive WE. For example, becoming habit-
uated to experiences of oppression may result
in reduced anxiety, but it also may have the
unintended consequence of reducing the emo-
tions that push people to resist oppression. As
part of the informed consent process, it is
important for therapists to fully explain the
intervention, particularly highlighting the like-
lihood of experiencing emotional discomfort
and the possibility of unintended consequences
like lessened drive for resistance. Culturally
responsive therapists might consider how they
could work with a client who values resistance
to engage in it without being motivated by
worry. Ideally, therapists also would take steps
to reduce systemic inequities as part of their
own work.

In WE, clients are first asked to engage in
self-monitoring to determine the nature of their
worrying, and they are taught to identify the
worries that cannot be addressed by problem
solving, which will be the targets for WE. With
one of those worries in mind, the therapist
helps the client to hone in on the worst possible
outcome of the situation. Clients are then asked
to picture the worst possible outcome in as
much detail as possible, fully experiencing the
uncomfortable emotions that accompany the
imagined outcome. In selecting the worries and
worst possible outcomes to focus on, culturally
responsive therapists should attend to the cred-
ibility of the worry and the worst possible out-
come, in the context of historical, social, and
cultural factors. Following the 25-min expo-
sure, cognitive restructuring is employed to
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encourage the client to consider as many alter-
native outcomes as possible. Particularly in the
case of a more credible worst possible out-
come, culturally responsive therapists might
focus the postexposure work on helping clients
to realize the personal and social resources at
their disposal should they encounter their most
feared outcome. Finally, the therapist works
with the client to determine how effective the
exposure was at eliciting emotion, reducing the
intensity of the emotion, and eliciting believ-
able alternative outcomes (van der Heiden &
ten Broeke, 2009).

For example, the fictional client Rosa is an
18-year-old Guatemalan woman who came to
the USA when she was 5 years old. She is a
DACA recipient and has a mixed-status family.
Rosa has been diagnosed with GAD. She fre-
quently worries and feels anxious and appre-
hensive more often than not. Rosa worries
about a number of situations including school,
her family, making mistakes, and both the past
and the future. In therapy, Rosa agrees to
receive WE treatment for her GAD. When dis-
cussing the worries Rosa had written down,
she and her therapist identify hypothetical
worries, one of which is Rosa’s worry that her
mother, who 1is undocumented, will be
deported. Rosa identifies her worst possible
outcome as not being able to see her mother
again. Her therapist has her focus the exposure
on that outcome, and afterwards, the therapist
asks Rosa to think about the possible alterna-
tive outcomes. Rosa becomes angry, stating
that “this isn’t just a thought exercise; this is
my life!” A culturally responsive approach to
WE would involve the therapist asking ques-
tions to better understand the circumstances
surrounding Rosa’s worry and her worst pos-
sible outcome. The therapist might still choose
to use WE with this worry and outcome; how-
ever, after the exposure, instead of asking Rosa
to think about alternative outcomes, the thera-
pist might ask questions related to how Rosa
might handle the real possibility of her moth-
er’s deportation and the real possibility of not
being able to see her again.

Mindfulness and Acceptance-Based
Approaches

An abundance of research supports mindfulness
and acceptance-based approaches as efficacious
and effective in the treatment of GAD (Chiesa &
Serretti, 2011; Hofmann, Sawyer, Witt, & Oh,
2010; Piet & Hougaard, 2011; Roemer & Orsillo,
2002; Strauss, Cavanagh, Oliver, & Pettman,
2014). However, there is a dearth of literature
exploring the integration of multicultural princi-
ples and mindfulness and acceptance-based treat-
ments in the treatment of GAD. Fuchs et al.
(2015) engaged in a phenomenological study
exploring the extent to which clients from tradi-
tionally marginalized backgrounds felt that their
identities affected their experience of an
acceptance-based behavioral therapy for GAD.
Several themes arose from these clients including
the importance of inviting conversation about
barriers to engaging in valued action, or the
things that are most important to the client, bal-
ancing the need to maintain treatment fidelity and
tailoring the treatment to the unique needs of cli-
ents, and overall making client-centered adjust-
ments as the needs of the client shifts during
therapy. The results of this study highlight the
ways in which the needs of clients from tradition-
ally marginalized backgrounds can vary and the
flexibility of therapists when working with
diverse clients from mindfulness and acceptance-
based approaches is of crucial importance.

Integration of Multiculturalism
and Mindfulness and Acceptance-
Based Approaches

As stated above, there are several themes associ-
ated with the development and maintenance of
GAD including intolerance of uncertainty, prob-
lematic relationships with internal physiological
and emotional responses, and behavioral avoidance
(Dugas & Koerner, 2005; Roemer & Orsillo, 2002).
Specifically, from a mindfulness and acceptance-
based framework, the development of GAD stems
from the following model by Hays (2008):
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Problematic

Relationship with
Internal Experiences

Experiential Avoidance

Behavioral
Avoidance/Constriction

First, this model suggests that the development
and maintenance of GAD is characterized by cli-
ents’ problematic relationship with their internal
experiences. Specifically, individuals who are
struggling with GAD, from this perspective, often
have a restricted awareness or focus on future-ori-
ented threat, which is a barrier to taking in other
aspects of their environment, which may include
positive stimuli or contexts as well as safe spaces.
In addition, according to the model, individuals
suffering from GAD tend to be fearful of their
emotions and critically judgmental about the diffi-
cult physiological and emotional anxious responses
that come up for them in the context of GAD. Given
that internal experiences are viewed as dangerous
or threatening, people struggling with GAD are
often motivated to avoid these internal experiences.
Many problematic behaviors can serve as experien-
tial avoidance including alcohol use or overeating
(Hays, 2008). In fact, worry can serve an experien-
tially avoidant function. Specifically, the function
of worry is often the avoidance of somatic symp-
toms as well as distraction from more emotional
contexts or topics (Borkovec et al., 2004; Borkovec
& Roemer, 1995).

Paradoxically, having a critical and judgmen-
tal approach to one’s emotional experiences tends
to exacerbate those emotions, akin to adding gas-

oline to a fire. Therapeutic goals, from this per-
spective, include using both formal and informal
mindfulness practice to develop an expanded
awareness towards our internal experiences (e.g.,
emotions, physiological responses). An addi-
tional focus includes using emotional regulation
skills to be able to gain awareness of, label, and
regulate our emotions.

From a multicultural perspective, several
aspects of this model can be tailored to the unique
experiences of individuals from traditionally mar-
ginalized backgrounds. First, the literature pro-
vides a significant amount of evidence that
individuals from traditionally marginalized back-
grounds experience discrimination based on these
identities with frequency and across contexts
(e.g., work, school, social environments)
(Donovan, Galban, Grace, Bennett, & Felicie,
2012; Ming-Foynes, Shipherd, & Harrington,
2013; Pieterse, Todd, Neville, & Carter, 2012). In
fact, the experience of discrimination and its
effects connect directly to the psychological
mechanisms (e.g., lack of perception of control,
intolerance of uncertainty, behavioral avoidance/
constriction) that contribute to the development
and maintenance of mental health struggles,
including GAD (Graham-LoPresti, Abdullah,
Calloway, & West, 2017).
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An individual’s perception of control over
life contexts, safety, and environment is directly
linked to stress and anxiety (Dugas & Koerner,
2005). People from traditionally marginalized
backgrounds are not responsible for the experi-
ences of discrimination they endure and, in fact,
have very little, if any, control over whether or
not the events occur. In this context, discrimina-
tory experiences can elicit an understandable
perception of lack of control of one’s environ-
ment (a key feature of GAD), therefore contrib-
uting to the development and maintenance of
GAD. Specifically, people from traditionally
marginalized backgrounds (e.g., immigrants,
sexual minorities, people of color) work hard to
provide for themselves and their families, live in
accordance with their own values and societal
expectations, and expect to receive equitable
treatment, dignity, and respect in response to
this hard work. Despite hard work, determina-
tion, and perseverance, the perception that one
cannot control their own safety, livelihood, and
environmental contexts is initiated and main-
tained by the frequency of discriminatory expe-
riences. This type of uncertainty can be directly
connected to stress and worry that underpin
GAD. Therapists must develop an understand-
ing of the ways in which frequent and pervasive
experiences of discrimination can elicit signifi-
cant worries about emotional and physical
safety. Most importantly, therapists should
express to clients who experience frequent dis-
crimination that their worry is reasonable given
their history and the history of the US context.
In addition, clients from traditionally marginal-
ized backgrounds might develop worry patterns
as a potentially maladaptive coping mechanism
for the uncertainty of discrimination. Therapists
can assist clients in seeing the ways in which
worry can be a barrier to the use of effective
emotional coping strategies (e.g., emotion regu-
lation, valued living, social support). Teaching
clients flexible ways to cope with their emo-
tional responses to discrimination can empower
them with a sense of agency over their emo-
tional safety and livelihood. In fact, this can be
described to clients as an act of resistance
against oppression.

Additionally, experiences of discrimination
might contribute to GAD for people from margin-
alized backgrounds through avoidance of the
things that are most meaningful in their lives.
Wilson and Murrell (2004) describe the ways that
both avoidance of our emotions and avoidance of
meaningful contexts contribute to the maintenance
of stress and anxiety. The things that matter to us,
our values, become limited when the focus is
solely on attempts to avoid distressing emotions,
specifically worry in the context of GAD. Moreover,
negative life events (e.g., discrimination) can cre-
ate rigid and inflexible ways of responding to our
anxiety that limit our ability to engage in the things
that are meaningful to us. For instance, an indi-
vidual who experiences worry about their safety
and the safety of their loved ones based on experi-
ences of discrimination may begin to avoid places
where they fear experiencing discrimination. For
instance, a transgender woman may begin to worry
about her physical safety as she is inundated with
news of violence against people who identify as
transgender across the USA. This worry and fear
might be a barrier to her engaging socially, attend-
ing her classes, and living up to her work obliga-
tions. However, her avoidance of places where
they might experience discrimination is in direct
contrast to their value of getting an education,
developing a professional identity, and developing
close interpersonal relationships. As another
example, there has been a significant uptick in vio-
lence against people who identify as Muslim in the
US context. Given this uptick in violence targeting
Muslims, it might make sense to avoid certain
places to maintain physical and emotional safety.
Therapists working with diverse clients need to be
aware of these experiences of oppression and
avoid suggesting or pushing people from tradition-
ally marginalized spaces to move towards behav-
ioral engagement in a way that is physically or
emotionally damaging. Instead, therapists might
assist diverse clients in clarifying their values in
different contexts (e.g., school, work, family, com-
munity) and help clients decide on behavioral
engagement strategies that limit exposure to physi-
cally and emotionally damaging contexts and
increase engagement in personally meaningful
activities.
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Given that GAD is experienced by individu-
als from traditionally marginalized backgrounds
and remains one of the most difficult anxiety
disorders to effectively treat, we must think
about innovative ways to intervene. Thinking
deeply about the intersection of multicultural
counseling principles and both traditional and
mindfulness and acceptant-based cognitive
behavioral interventions for GAD is at the fore-
front of this endeavor. Training therapists to
integrate their knowledge of the underlying
mechanisms of GAD and the unique experi-
ences of people from traditionally marginalized
spaces will undoubtedly provide access to effec-
tive and quality mental health treatment of GAD
for diverse clients.
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