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Abstract 

 The aim of this qualitative study was to gain an in-depth understanding of experiences and 

reactions to uncertainty among individuals with Generalized Anxiety Disorder (GAD). General 

hypothesises were made that individuals with GAD perceive uncertainty as threatening only in 

situations that matter most to them. Safety-seeking behaviours (SSB), reactions to perceived 

threat, and dysfunctional core beliefs are assumed to play an important role in the maintenance 

and treatment of GAD. Data was collected with six self-report measurements and an audio 

recorded, semi-structured interview of four participants, all of whom had a primary diagnosis of 

GAD. Thematic framework analysis was employed as a research methodology. The analysis 

provided six overarching themes, early childhood experience, fear of failure and 

disapproval/rejection, dysfunctional core beliefs, cognitive biases, life rules, and safety-seeking 

behaviours, and 35 subthemes. Results indicate that cognitive biases and core beliefs developed 

through early childhood experiences determine ones´ perception of the environment. Intolerance 

of uncertainty is dependent on dysfunctional core beliefs, in which uncertainty is perceived as a 

threat of life rules which may be broken in situations consistent with one´s values and lifegoals. 

SSBs, used to prevent, control, or eliminate this uncertainty in relation to dysfunctional core 

beliefs, are believed to be an important factor in the maintenance and treatment of GAD. Results 

demonstrate the importance of identifying dysfunctional core beliefs which contribute to 

idiosyncratic threat-beliefs and accompanying SSBs in the treatment of GAD. 

Keywords: Generalized Anxiety Disorder, worries, safety-seeking behaviour, intolerance of 

uncertainty, thematic analysis 
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Introduction 

Generalized anxiety disorder (GAD) is characterized by excessive, uncontrollable 

worrying and anxiety about numerous events that interferes with daily functioning over a long 

period of time (American Psychiatric Association, 2013). The content of worries can shift from 

time to time, but studies indicate that they are similar among individuals with and without GAD 

and are typically regarding family, relationships, employment/education, health and finances 

(Dugas and Robichaud, 2007; Koerner and Dugas, 2008). However, individuals with GAD worry 

more about remote future events and minor matters (Brown, Moras, Zinbarg, & Barlow, 1993; 

Hoyer, Becker, & Roth, 2001). As a result of constant worrying and anxiety, individuals with 

GAD often experience somatic symptoms such as restlessness, disturbed sleep, fatigue, lack of 

concentration, irritability, and muscle tension (American Psychiatric Association, 2013).  

Prevalence and efficacy of psychological treatment for GAD 

Studies have reported 4-7% lifetime prevalence rate or 2-4% one-year prevalence rate of 

GAD (Robichaud, Koerner & Dugas, 2019). However, uncertainty about the disorder´s 

characteristics and changes in its diagnostic criteria makes cross-study comparison difficult.  

 GAD is to date the only anxiety disorder without behavioural symptom criterion in the 

Diagnostic and Statistical Manual of Mental Disorder (DSM-5; American Psychiatric 

Association, 2013). As part of diagnostic criteria, Andrews et al. (2010) suggested that avoidance 

and/or preparation for possible negative events, procrastination and reassurance seeking should 

be considered as behavioural symptoms in the development of DSM 5. In fact, Beesdo-Baum et 

al. (2012) reported that individuals with GAD use dysfunctional behaviours to try and cope with 

their worries and anxieties. Furthermore, they reported a relationship between high level of these 

behavioural symptoms at the end of treatment and long-term adverse outcomes. More focus on 
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behavioural symptoms could increase intertester reliability in the diagnosis of GAD and provide 

better understanding of its manifestation for treatment.  

Recent meta-analysis indicated a medium to large effect size (g = 0.76) of evidence-based 

psychotherapies on GAD outcomes (Carl et al., 2020) in which cognitive behaviour therapy 

(CBT) is the most efficient empirically supported treatment for GAD (Carpenter et al., 2018; 

Cuijpers, Sijbrandij, Koole, Huibers, Berking and Andersson, 2014). However, studies have also 

reported that high-level functioning recovery is only true for about 50% of patients (Erickson and 

Newman, 2005). Robichaud et al. (2019) argued that GAD is a chronic and persistent disorder 

and the results of remission rate of GAD in a large-scale study (Yonkers, Warshaw, Massion, & 

Keller, 1996), is an overestimation of true remission rates. They argue that symptoms´ severity 

of GAD fluctuate over time and participants only needed to be symptoms free for eight 

consecutive weeks for remission to be determined. A substantial relapse rate was later found 

among participants and other studies have shown episodes of GAD to persist for over 10 years 

(Kessler, Keller, & Wittchen, 2001). Moreover, therapists use different CBT approaches as CBT 

comprises of various theoretical models (Stefan, Cristea, Szentagotai Tatar and David, 2019). 

Studies on the efficacy of CBT are therefore focusing on different treatment approaches. Thus, 

there is still room for improvement in treatment´s effectiveness and in our understanding of the 

maintenance factors of GAD. 

Theoretical model and formulation  

Intolerance of uncertainty  

Dugas, Gagnon, Ladouceur and Freeston (1998) suggested that a cognitive vulnerability 

and maintaining factor for GAD might be intolerance of uncertainty (IU). IU has been defined as 

a tendency to perceive uncertain and ambiguous situations as threatening and intolerable and the 
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belief that uncertainty has negative consequences, affects one´s ability to function and should be 

avoided. These beliefs about uncertainty are postulated to trigger excessive worrying and 

dysfunctional cognitive, emotional, and behavioral reactions to perceived uncertainty. The IU 

model recognizes individuals´ perception of uncertainty as a key factor in the conceptualization 

and treatment of excessive worrying (Dugas & Robichaud, 2007). In addition to IU the model 

recognizes the role of Positive Beliefs about Worry (PBW), Negative Problem Orientation 

(NPO), and Cognitive Avoidance (CA) in the development and maintenance of GAD (Dugas et 

al., 1998). Dugas and Ladouceur (1998) suggested that individuals with GAD alternate between 

approach strategies (e. g. reassurance-seeking, excessive information seeking, checking and 

over-planning) intended to decrease or eliminate uncertainty and avoidance strategies (e.g. 

procrastination and thought distraction/replacement) intended to prevent emotional arousal. The 

focus of CBT for GAD, according to the IU model, involves exposure to the feeling of 

uncertainty by not engaging in approach or avoidance strategies (Dugas et al., 1998). Clients are 

encouraged to prevent CA of feared stimuli and engage in anxiety provoking situations. The goal 

of treatment is to increase tolerance for uncertainty with habituation (Dugas & Robichaud, 

2007).  

Whilst Dugas et al. (1998) suggested that individuals with GAD are intolerable of 

uncertainty, Koerner et al. (2016) has pointed to the fact that individuals with GAD do not seem 

to be intolerant of all uncertainty. For example, there have been no studies that have 

demonstrated the biological intolerance or extreme sensitivity to uncertainty. Thus, they do not 

become extremely anxious under all circumstances where there is uncertainty or regarding all 

aspects of uncertainty. Rather, there is an individual difference in level of anxiety depending on 

the situation, even among chronically anxious individuals (Koerner et al., 2016). Koerner (2014) 
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suggested that reactions to uncertainty have different purposes: coping, eliminating, or 

controlling the uncertainty. An explicit understanding of the differences in how uncertainty is 

interpreted among individuals with GAD could discriminate between functional and 

dysfunctional responsive patterns to uncertainty and between healthy and abnormal tolerance of 

uncertainty (Koerner, 2014).  

Dysfunctional core beliefs 

As stated by Clark and Beck (2011), worry themes are determined by the individuals´ 

personal lifegoals and important current concerns. While beliefs about uncertainty is likely to 

play an important role in GAD, other dysfunctional core beliefs are likely to be important in the 

maintenance and treatment of GAD. Beck (1976) suggested that emotions and behaviours are 

determined by individual´s perception of themselves, others, the world, and the future. Core 

beliefs found to be characteristic of GAD are, for example, self-incompetence and inadequacy, 

believing others will reject them or disapprove of them, and that the world and the future are 

dangerous and unpredictable (Hazlett-Stevens, 2008). Exaggerated self-standards and putting 

others´ needs above own, have also been found to be characteristic core beliefs for GAD 

(Koerner, Tallon & Kusec, 2015). Beck et al. (1979) recommended CBT targeting dysfunctional 

core beliefs and assumptions by testing them objectively and helping clients develop more 

adaptive perspectives. Although clients may still experience anxious thoughts, more importantly 

is how they choose to respond to those thoughts (Beck, Emery and Greenberg, 1985). 

Safety-seeking behaviours 

Salkovskis (1991) suggested that clients seek safety from feared consequences with 

safety-seeking behaviours (SSB), rather than avoiding the experience of anxiety, as suggested by 

the IU model of GAD (Dugas et al. 1998). SSB is a reaction to a perceived threat with the 
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purpose of avoiding, preventing, or minimising the consequence of feared outcomes (Salkovskis, 

1991). It prevents spontaneous disconfirmation of the threat-belief as individuals attribute the 

prevention of a feared outcome to the SSB and the threat-belief is never challenged. Salkovskis 

(1991) suggested that CBT should focus on clients´ predictions (i.e. threat-beliefs) about anxiety 

provoking situations and the precautions made to prevent the prediction from coming true. 

Furthermore, he emphasized the importance of dropping all SSBs for effective disconfirmation 

of threat-beliefs. In fact, SSBs are shown to be a crucial factor in the maintenance of anxiety 

disorders and can take on different forms depending on the disorder (Robichaud and Buhr, 

2018). Targeting SSBs in assessment and treatment of GAD could improve the efficacy of 

exposure techniques when working with GAD (Beesdo-Baum et al., 2012). 

The aim of this study was to explore individuals´ experiences of uncertainty, worries and 

reactions to worries among individuals with GAD with the intent of gaining an in-depth 

understanding of i) why they worry more about certain things than others, ii) why uncertainty is 

perceived as threatening in these situations, iii) what their reaction to these worries are, iv) what 

is the purpose of those reactions and v) what would happen if they would not react in that 

manner. These research questions are derived from the general hypothesis that there is difference 

across situations in which individuals with GAD perceive uncertainty as a threat and these 

situations are consistent with personal values and lifegoals. The reactions are assumed to be 

SSBs with the purpose of reducing, eliminating, or controlling uncertainty, but vary across 

situations.  
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Method 

Participants 

Four participants currently seeking treatment for GAD (based on the principles of CBT) 

at a specialised outpatient anxiety clinic in Iceland were recruited in the study based on present 

primary diagnosis of GAD, according to the DSM-5 (APA, 2013), all of whom were 18 years 

and over. All participants were referred to the study by their responsible psychologist at the 

outpatient anxiety clinic. Exclusion criteria were current presence of psychosis, intellectual 

disabilities, and current primary diagnosis other than GAD. The sampling consisted of three 

females and one male, aged 19 to 27. 

Materials 

Demographic data was gathered about gender, age, relationship status, job/education, 

number of children, number of children in the household, former treatment, and current 

medication for psychological problems if any. 

A semi-structured interview frame developed for this study was used to gather qualitative 

data. It consisted of 12 open-ended questions about common themes of worries and SSBs found 

in the literature among individuals with GAD. Participants were asked, for example, why they 

think they worry about certain factors more than other factors, what meaning it has for them to 

experience uncertainty in those situations and what their reaction to that uncertainty is. Further, 

they were asked why they engaged in these reactions and what would happen if they would not 

react in that manner. Prompts were used if necessary, to further explain the questions in more 

detail by giving examples. Participants were encouraged to provide in-depth accounts about their 

experiences and perceptions. Topics that the interview frame did not cover but were reported by 
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participants and found to be relevant to the study, were discussed in more detail. The complete 

interview frame can be found in appendices.  

Participants completed, in addition, six self-report measurements. Generalized Anxiety 

disorder - 7 (GAD-7). The GAD-7 (Spitzer, Robert, Kroenke, Williams and Löwe, 2006) is a 7-

item self-report measurement that was originally designed to assess the severity and screen for 

GAD it has also been affective in assessing symptoms of other anxiety disorders (Kroenke, 

Spitzer, Williams, Monahan and Löwe, 2007). The measurement has good internal consistency 

(α = .92) reliability (r = .83) and validity (Löwe et al, 2008; Spitzer et al., 2006). Psychometric 

properties of the Icelandic version are also good (Ingólfsdóttir, 2014). 

Penn State Worry Questionnaire (PSWQ). The PSWQ (Meyer, Miller, Metzger, & 

Borkovec, 1990) is a 16-item self-report measurement that assesses the tendency for excessive 

and uncontrollable worrying on a 5-point Likert scale. It has high-internal consistency (α = .86 to 

.95), good test-retest reliability (r = .74 to .93) and convergent and divergent validity (Dugas et 

al., 2001; Molina and Borkovec, 1994). The Icelandic version has similar psychometric 

properties (α = .92; Jónsdóttir and Smári, 2000). 

 Patient Health Questionnaire (PHQ-9). The PHQ-9 (Kroenke, Spitzer and Williams, 

2001) is a 9-item self-report measurement that assesses clinically significant symptoms of 

depression and has good internal reliability (α = 0.86) and validity (Cameron, Crawford, Lawton 

and Reid, 2008; Kroenke and Spitzer 2002). The Icelandic version also has good psychometric 

properties (Jónsdóttir and Sigurðardóttir, 2016). 

Worry Anxiety Questionnaire (WAQ). The WAQ (Dugas, Freeston, Provencher, 

Lachance, Ladouceur and Gosselin, 2001) is a brief 11 item self-report measurement which 

assesses symptoms of GAD on 9-point Likert scale and includes a free report of most typical 
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worry themes. It has adequate test-retest reliability and is believed to discriminate between low, 

moderate, and high levels of worry (Dugas et al., 2001). Research shows that WAQ leads to few 

false negatives when used as a diagnostic instrument for GAD (Dugas and Robichaud, 2007). 

The Icelandic version has high internal reliability α = .92 and adequate discriminant validity (r = 

.46-.72; Jóhannesdóttir, 2019)   

 The Intolerance of Uncertainty Scale (IUS). The IUS (Buhr and Dugas, 2002) is a 27 

item self-report measurement that assesses level of IU based on negative beliefs about 

uncertainty scored on a 5-point Likert scale. It has good internal consistency (α = .94), good test-

retest reliability (r = .74) and good convergent and divergent validity (Buhr & Dugas, 2002). The 

Icelandic version also has good psychometric properties (Þorgilsdóttir og Stefánsdóttir, 2017). 

 Generalized Anxiety Disorder – Safety Behaviors Questionnaire (GAD-SBQ). The GAD-

SBQ (Hebert & Dugas, 2013) is an 18-item self-report measurement that assesses the tendency 

to use dysfunctional safety-seeking behaviour associated with GAD and anxiety on a 5-point 

Likert. Psychometric properties are yet to be evaluated.  

Procedure  

A semi-structured interview frame was developed and refined after a pilot interview was 

conducted, along with a psychologist. Psychologists at the anxiety clinic introduced the study to 

their clients they had diagnosed with GAD, and who fulfilled the inclusion criteria, and offered 

them to participate in the study. Clients willing to participate were later contacted by the 

researcher and booked for an interview. At the beginning of the interview participants signed an 

informed consent for participation and were informed of the nature and purpose of the study and 

their right to withdraw their consent at any time during the study without explanation.  
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Participants then completed six self-report measurements. Scoring on each self-report 

measurement was used in the analysis and interpretation of the results of the interview. 

Participants were also asked in-depth questions in the interview about their answers on these 

measurements. The interview was administered to each participant by the researcher and lasted 

approximately 90 minutes. 

All interviews were audio recorded using a digital recording device, listened to and 

transcribed verbatim by the interviewer. The transcription was coded and analysed according to 

the seven stages of thematic framework analysis (Gale, et al., 2013) described below. The 

National Bioethics Committee approved the protocol of the present study on 12 March 2019 

(VSN-19-079). 

Data analysis 

Descriptive statistics were conducted for the demographic data and scoring on the self-

report measurements. The interviews were analysed and coded according to the Thematic 

framework method (Braun & Clarke, 2006), consisting of seven steps: transcription, 

familiarisation with the interview, coding, developing an analytical framework, applying the 

analytical framework, charting data into the framework matrix and interpreting the data.  

  After typing the interview word-by-word the transcript was read line-by-line and 

thematically coded, labelling important findings or themes in the transcript and applying further 

notes, for example, the interviewees’ emotions and reactions that might be of an importance. A 

set of themes identified in the interviews were made and grouped into clearly defined categories, 

developing a working analytical framework. The analytical framework was then applied by 

giving each theme an abbreviation and applying it to the transcript. The data was summarized in 

a chart by categories from each transcript including a reference to an important or interesting 
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quotation from an interview. Finally, the data was interpreted by analysing the themes that the 

researcher generated from the transcript and possible connections identified between worries, 

individual´s perception of these worries and safety-seeking behaviour. For detailed description of 

framework method for the analysis of qualitative data see Gale et al. (2013). 

 

Results 

Descriptive statistics 

 Table 1 represents demographic and psychiatric information of participants. Descriptive 

statistics of mean scores on each self-report measurement are reported in relation to the 

participants´ demographic variables; gender, age, residence, relationship status, number of 

children, number of children in household, job/education, previous treatment and current medical 

treatment for psychological issues.
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Table 1 

Participants´ demographic and psychological characteristics 

Demographic characteristics  Psychological characteristics  

ID Gender Age Relationship Education Employment No of 

children/ 

in household 

Psychological 

treatment 

Pharma- 

logical 

treatment 

GAD7 WAQ PSWQ GADSBQ IUS PHQ9 

Ppt.1 F 19 In 

relationship 

College Paid work 0/0 CBT for GAD None 15 75 73 83 106 6 

Ppt.2 M 25 Cohabiting University Paid work 0/0 CBT for GAD None 11 62 63 52 86 4 

Ppt.3 F 27 Cohabiting College  Paid work 0/1 CBT for GAD None 16 61 79 65 91 4 

Ppt.4 F 25 Cohabiting University Paid work 1/1 CBT for GAD None 8 53 59 53 50 13 

Mean 

(SD) 

 24 

(3) 

      12.50 

(3.20) 

62.75 

(7.89) 

68.50 

(7.92) 

63.25 

(12.50) 

83.25 

(20.56) 

6.75 

(3.70) 

Note. GAD7 Generalized Anxiety Disorder-7, WAQ Worry Anxiety Questionnaire, PSWQ Penn State Worry Questionnaire, GADSBQ Generalized Anxiety Disorder-Safety Behaviours Questionnaire, 

IUS Intolerance of Uncertainty Scale, PHQ9 Patient Health Questionnaire-9, SD standard deviation 
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Thematic analysis 

 Themes generated from the thematic framework analysis are shown in a thematic map 

(figure 1). Six overarching themes were generated and are represented in capital letters 

connected with large arrows to each other; early childhood experience, fear of failure and 

disapproval/rejection, dysfunctional core beliefs, cognitive biases, life rules, and safety-seeking 

behaviours. Thirty-five subthemes were generated, fourteen overarching-subthemes (grey boxes) 

are connected to overarching themes with smaller arrows. Sub-subthemes (white boxes) are 

connected to overarching-subthemes. Overarching themes and subthemes are described in the 

next section with direct quotes from the transcript. 
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Figure 1 

Thematic map generated from thematic framework analysis 

 

Note. Thematic map of participants´ experience of uncertainty 
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Early childhood experience  

High expectations  

Three participants (P2, P3, P4) traced their self-expectations to perceived expectations 

from their upbringing. P1 reported perceived expectations of school performance from her 

parents even though she did not mention childhood experiences. When asked about the 

importance of perfect performance and maximizing happiness in life P2 said, “These are things 

that have always been emphasized on in my upbringing or I remember this being important.”  

Unpredictable and uncontrollable illness/death of loved ones  

Three participants (P2, P3, P4) reported early experience of unsuspected and difficult 

death or illness which makes unpredictability and lack of control a threat and creates 

dysfunctional health-related worries and fear of losing a loved one. P3 said, “I get this 

experience very young that puts a mark on my life [the death of her parents] …I think it´s 

consequence of my mom and dad having a difficult illness. Everything related to death has been 

a bit negative. Very few people in my family have died because of old age.” 

Fear of failure and disapproval/rejection 

Fear of failure and disapproval/rejection is developed from early childhood experiences. 

Participants feared that if they make mistakes others will disapprove/reject them, leading to 

isolation, and harm and misery which they believe they are incapability of managing. P1 said, 

“Mom and dad are not strict about me getting good grades but if I would come home with a four, 

they would be disappointed.” P1 also said, “If you get rejected it means you are not good 

enough…then I will have no one and I´ll end up alone.” 
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Dysfunctional core beliefs  

Involve dysfunctional beliefs developed from early childhood experiences. 

Self-view 

 This involves negative self-view and self-doubt and dysfunctional view of measure of 

self-worth. All participants feared that self-view reflects reality and other´s opinion and relied on 

performance and others´ opinion to measure self-worth. 

Negative self-view and self-doubt. All participants reported feelings of worthlessness, 

failure, and incapability to manage a difficult situation and make right judgements. P4 said, 

“Would I be able to handle it if I can´t even handle her [daughter] alone?….I´m afraid 

everything will go to hell, be a total mess and I´d always be so tired and yelling, obnoxious 

mom.” 

Measure of self-worth. This involves the belief that performance and other´s opinion 

reflects self-worth. All participants relied on this as a measurement of self-worth. 

 Performance. All participants reported exaggerated self-standards. This involves 

the belief that level of performance is a measurement of self-worth. Poor performance and 

mistakes jeopardize future goals, means one is not good enough and causes people to disapprove 

or reject you. P2 said, “If I don´t get good enough grades… I won´t do as well and I´m not good 

enough, it´s a measurement of myself.” 

  Others´ opinion. All participants reported dependency on others´ opinion because 

of self-doubt about their own abilities. This involves the belief that other´s opinion weigh more 

than own, is a measurement of self-worth, and that disapproval/rejection means one is not good 

enough. When asked why it matters if others have negative opinion about him P2 said, “Then I 

find it difficult to justify to myself that I´m doing something interesting. Even though I find it 
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interesting I start thinking, “but not everyone does”. I doubt my ability to make right 

judgements.”  

Beliefs about the world and the future  

This involves the belief that life is full of uncertainty that must be decreased/eliminated to 

prevent feared outcomes. There is one right path in life you need to follow to be happy and 

succeed, and you get one opportunity to choose the right path. All participants feared themselves, 

or loved ones, making wrong decisions, as they believed making mistakes will waste their life 

and get them stuck in difficult situations they are incapable of managing, leading to harm, misery 

and failure. Decisions are therefore final and changes unacceptable as they involve uncertainty. 

P2 said, “I feel like my choice of study will somehow be so important for the future and that I´m 

deciding now how I will live my life the next 20 years, or the rest of my life, and that I need to 

decide now or else it leads to employment where I´m unhappy, or I will take the wrong path. I´m 

stuck there and cannot change it, it´s too late, I´ve spent time and money and I´m too old to do 

something else…” 

Inflated sense of responsibility  

All participants reported inflated sense of responsibility for everything and everyone in 

their environment. This involves the belief that they should prevent negative consequences and 

be in control or gain control over a situation. Losing control reflects irresponsibility and failure 

and risks poor performance and disapproval/rejection from others. P3 said, “I felt like I was the 

centre point of everything. If I´d do something it would have immense effect on others. I feel like 

I´m responsible for everything…that everything comes down to me, so if I do something it will 

influence the environment or some outcomes.”  
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Interpersonal relationships 

All participants reported inflated sense of responsibility for interpersonal relationships. 

This involves the belief that they can secure interpersonal safety and positive opinions from 

others by being responsible, reliable and over-nurturing in relationships. Failing to assume 

responsibility for relationships and asserting concerns or negative opinion about one´s 

relationship risks negative consequences. If something goes wrong, it is their fault and could lead 

to disapproval/rejection from others. P4 said, “[My goals are] just being there for people…I 

knew all the time I was co-dependent and I´ve been working on it, but I still feel that towards 

people that are closest to me...I cannot be responsible for how others feel because I don´t know 

how they feel…but then I start doubting myself, that I´m wrong.” When asked about her fear of 

the consequences of asserting negative opinions towards her mother P4 said, “Then she would 

feel worse and it would be my fault…I don´t want to encourage anything negative….she might 

find it difficult talking to me.” 

Negative beliefs about uncertainty  

All participants believed uncertainty is unbearable and predicts negative outcomes in 

situations consistent with participants´ values and lifegoals. Worry themes reported by 

participants were consistent with their priorities in life. They consisted of worries about 

performance, responsibility, health, studies and employment, hobbies, parenting (only P4), 

relationships and communication, finances, self-image, capability of decision-making and 

judgement, capability of managing and/or coping in difficult situations, disapproval/rejection, 

and harm and misery. When faced with uncertainty in these situations they expect the worst and 

fear incapability of managing the situation and jeopardizing their performance, goals, and 

wellbeing. P3 said, “I don´t handle well not being in control. I experience sense of vulnerability, 
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that I´m powerless towards a situation. I fear death because I fear the uncertainty that it 

involves. [When there is uncertainty] I often assume the worst…It´s a sense of security rather 

knowing if something bad is going to happen and be able to deal with it.” 

Beliefs about worries  

Positive beliefs about worries. Two participants (P1, P4) reported positive beliefs about 

worries. They motivate them to problem-solve, can eliminate uncertainty about the future and 

reflects responsibility. All participants reported spending a lot of time worrying as an attempt to 

get reassurance. “I imagine [the worst-case scenario] to scare me on, like it´s some type of 

motivation. If there´s something bad or especially important I think about it out of fear, but most 

often it´s some type of motivation, you must do this or else this could happen. [I use the fear] as 

a whip.” 

Negative beliefs about worries. All participants had negative beliefs about worries. 

They are excessive, persistent, and out of control, involve worst-case scenarios, are time and 

energy consuming and decrease joy, performance, and ability to manage situations. P1 said, “I 

worry about everything. Sometimes I don´t know if I´m being rational or anxious…worries pop 

up about everything you do and you make it effect people closest to you…My worries just pop up 

like they´re about to come true…you just don´t have any faith in yourself. “  

Cognitive biases 

Confirmation bias 

 All participants reported giving more attention to negative events that reinforces one´s 

worries, while ignoring evidence to the contrary. P1 said, “Even though I always get invited to 

my friends´ birthdays and they´re always asking me “you wanna hang out?” that gets forgotten. 
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But if I ask my friends “do you wanna hang out?” thoughts like “no one can be bothered being 

your friend anymore” pop into my head.”  

Catastrophic thinking  

All participants expected the worst to happen when worried. This involves believing that 

catastrophe is impending and doubting own ability to cope or manage the consequences. P2 said, 

“It´s always the worst possible outcome, the worst I can think of.” P4 said, “If I´d become 

seriously ill everything would be terribly difficult and horrible and sad. It´s just the uncertainty 

that it would happen unsuspectedly and suddenly. Then I would find it more difficult.” 

Life rules 

This represents rules set by participants, derived from perceived threat and dysfunctional 

core beliefs, with the purpose of preventing feared outcomes. 

Exaggerated self-expectations   

All participants reported the need for perfection in every aspect of life that matter most to 

them. This rule represents the belief that level of performance and others´ opinion is a 

measurement of self-worth. By performing at optimal level in every aspect of life, not make 

mistakes, exceeding every expectation and enjoying life to the fullest, they can prevent failure 

and disapproval/rejection. P4 said “I just want to be this good mom that has endless patience and 

never loses control….regarding school and work, I want to be 100% in both, I want people to see 

me and know me as a good student and employee….it´s about PERFORMANCE! And that has 

also to do with public speaking.” 
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Be socially desirable and sacrifice own needs 

This rule represents the belief that if one pleases and cares for others beyond own needs, 

is positive, honest, and fun in communication, is doing something interesting and is 

representable, it secures interpersonal relationships and prevents disapproval/rejection.  

P2 said, “I´m a good friend if I take care of my friends… [a good friend] must be a good 

person… I make sure to check in on my friends regularly and find a reason to get together. 

When asked why he is afraid of losing a friend P2 said, “There´s the fear that the word would 

spread out that this person has a negative opinion about me. This person is a friend of a friend 

so the word will spread, and everything will collapse like a house of cards.” 

Be prepared and expect the worst  

This rule has the purpose of eliminating or reducing uncertainty about performance and 

one´s capability to manage a difficult situation. It represents the need to be alert for threats, avoid 

stress, and time pressure, and assume responsibility and control by having everything overly 

prepared and planned out for worst-case scenarios. P4 said, “I prepare for the worst and if the 

result isn´t [bad] then it´s only a plus. I can manage the situation better. I´ll know what to 

expect. I feel good being in control.” 

Safety-seeking behaviours (SSB)  

Uncertainty in situations consistent with participants´ values and lifegoals, threatens life 

rules to be broken. This triggers dysfunctional core beliefs and catastrophic beliefs about the 

negative consequences on their future, causing them to respond with SSBs. 

Participants engaged in these dysfunctional coping mechanisms to approach or avoid a 

feared situation, believing they would have positive effect on performance and other´s opinion, 
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increase security, confidence and sense of control and decrease or eliminate worries and 

uncertainty. 

Approach-behaviour 

Reassurance-seeking. All participants engaged in this SSB when worried about 

relationships and communication, health, performance in school, work, hobby and/or parenting 

and decision-making. This involved seeking reassurance from others and reassure oneself to 

ensure that one is doing the right thing and will not be rejected/disapproved. Participants 

believed that seeking reassurance decreases or eliminates uncertainty and worries, increases 

confidence, and makes decision-making and managing a situation easier. When asked about why 

he seeks reassurance from others about his choice of study P2 said, „It reassures me somehow, 

I´ve measured it, that it is a good decision.“  

Three participants (P1, P2, P3) had negative beliefs about reassurance-seeking. It 

increases negative self-talk, self-doubt, worries and focus on negative events, pushes people 

away, decreases self-esteem and joy for things, gives a temporary relief but reinforces the need 

for reassurance. P3 said, “I feel ashamed giving into my anxiety when I seek reassurance, it´s 

humiliating.” 

Excessive information seeking. Three participants (P2, P3, P4) engaged in this SSB 

when worried about health (P2, P3, P4), school performance (P2, P4) and decision-making (P2). 

This involves gathering as much information as possible from various sources to eliminate 

uncertainty about performance, health, decision-making and capability of managing future 

situations, and to prepare for the worst. Participants believed information seeking increases sense 

of security and positive thoughts, gives hope, decreases/eliminates uncertainty, worries and 

anxiety, facilitates decision-making, prepares them for difficult situations, gives them chance to 
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think about something else, and can prevent negative consequences. P4 said, “I want to be really 

prepared, like when I went to see a doctor for an ultrasound of my lymph glands I had read 

everything on lymphoma, thinking, ok I might not have lymphoma but I COULD and then I know 

EXACTLY how it is…I could be prepared.” 

Two participants (P2, P3) reported negative beliefs about excessive information seeking 

saying it only temporarily decreases worries but does not solve problems, it increases doubt, is a 

waste of time, has negative effect on temperament and prevents them from attending to 

something else. P2 said, “It´s just waste of time and doesn´t do me any good.” 

Checking. All participants engaged in this SSB which involves repeatedly checking on 

the wellbeing of loved ones (P1, P4), if written communications are alright (P3), if assignments 

are done right (P1, P2, P4) and for symptoms of illness (P2, P4). Participants believed that 

checking could prevent poor performance, negative events, and negative opinion from others. P4 

said, “I knew she felt bad but I didn´t know 100% where she stood when she tried last time 

[suicide]. I wasn´t on top of things so there was uncertainty…When I was checking if she was 

still breathing, she could have died, and I could have prevented it.” 

Rumination. All participants engaged in rumination that involved an inner argument 

with oneself, spending a lot of time going back and forth between anxious and rational thoughts 

when worrying about health, decision-making, performance, relationships, other´s opinion and 

the future. Participants believed rumination gives them more certainty about decision-making 

and that they are doing the right thing, that it eliminates uncertainty about the future and prepares 

them to problem-solve. P2 said, “…if I think a lot about this, I could plan my future, plan the 

next 20 years. Then there´s no uncertainty, just a clear path.” 
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P2 reported that rumination increased self-doubt and worry and does not solve problems. 

“I might start seeing the negative sides clearer than the positive ones which would worry me.” 

Controlling. Three participants (P1, P3, P4) attempted to control or gain control over a 

situation in fear of uncertainty about performance and ability to problem-solve or manage a 

situation in the future. This involved controlling the decision-making of others and taking control 

in group assignments. Participants believed being in control ensures good performance, prevents 

changes, decreases uncertainty and increases confidence. P3 said, “It´s the fear that others 

decision-making contradicts mine, which is just being controlling… I just assume it´s a bad 

decision…I get scared about our relationship or that the person will isolate himself or grow 

distant, or that things will change, not be like they are now. It´s, again, uncertainty I experience 

that doesn´t fit my life. [I fear it will] affect my life. 

Preparation and planning. All participants engaged in this SSB when worried about 

school, employment and/or sport performance (all participants), communication and negative 

opinion from others (P4), daily routine (P3), health (P3) and unknown situations (all 

participants). Participants believed preparing and planning decreases worries and uncertainty, 

gives sense of security and control, prepares for the worst possible outcome, and makes one 

more capable of managing it. It prevents mistakes, negative outcomes, poor performance, and 

unhappiness, and ensures that others perceive them as being organized, conscientious, 

responsible, and having everything figured out. P3 said, “I guess I´m nervous about everything 

being impossible. [If I´m prepared] I´m not in any uncertainty about the occasion. [If I´m 

unprepared] I´d probably be nervous about my competence. [I´d feel guilty] that I´m not doing 

well enough.” 
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All participants had negative beliefs about preparation and planning believing it is time 

and energy consuming and creates unnecessary worries, anxiety, and pressure. P3 said, “There is 

no flexibility, I´ve got too much stuff with me and have worried too much about things.” 

Avoidance-behaviour 

Behavioural avoidance. All participants engaged in this SSB which involves the 

avoidance of feared situations. This involves social situations (P4), in fear of humiliation and 

disapproval, responsibility in group assignments in school (P2, P4), to prevent poor performance 

and appearing weak, decision-making (P1, P2), in fear that wrong decisions cause unhappiness, 

health (P3), avoiding people and places where one might get sick in fear of harm and misery and 

poor performance, and avoiding stress (P1, P3, P4), in fear that it will negatively affect 

performance and health. Participants believed avoidance decreases worries and sense of 

responsibility and prevents negative opinion from others, poor performance and misery. P4 said, 

“If I see the person before she sees me I try to avoid her because I feel like I´m supposed to know 

her and if she would suspect that I don´t remember her, I would think that she would be really 

disappointed.“ 

Making safe choices. Two participants (P3, P4) engaged in this SSB which involved 

making a safe choice of study to avoid uncertainty about financial stability and independence 

(P3) and taking a friend to an unknown social situation to avoid sense of responsibility for social 

interaction and risk of disapproval (P4). P3 reported the importance of financial stability to 

ensure independence and said, “The choice of study I´m thinking about is also related to this. I´m 

thinking about economics and health economics after that. I´ve always been independent and 

had difficulties asking for help. There´s this fear of not having freedom to do what I want.” 
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Withdrawal. One participant (P4) engaged in this SSB which involved avoiding social 

interactions in unknown situation until feeling safe, in fear of disapproval and humiliation. P4 

said, “I just keep a low profile until I feel good enough just being myself. Especially when I´m 

around people I don´t know. Probably just for safety, feeling a bit safer. The situations 

themselves are just very uncertain.” 

Self-sacrifice. Two participants (P1, P4) engaged in this SSB which involved sacrificing 

own needs for others in interpersonal relationships. This involves avoiding expressing something 

negative towards loved ones in fear of hurting them, as they would feel responsible for their 

misery, and risk rejection. P4 said, “I avoid bringing something up that could be negative 

towards her[mother], or if I´m disappointed about something I rather come to peace with it and 

forgive her for myself, instead of talking about it with her because she could become very sad 

and feel like she´s failing me. [I´m afraid] she´ll feel worse and would feel difficult talking to 

me." 

Procrastination. All participants engaged in this SSB which involved putting off 

assignments and decision-making in fear of poor performance, jeopardizing more important 

assignments, negative consequences, and incapability to managing a situation. Participants 

believed that procrastination temporarily decreases worries, makes them better prepared to make 

an enlightened judgement and causes time pressure which motivates them to tackle assignments. 

P2 said, “If I don´t know what´s best I think it´s better to wait and then someday I will know what 

I want to do. [I fear being unable to] manage these worries. I might fear my ability to do what I 

want. I might have a path in mind, but I question myself, can I follow through? 

 However, three participants (P1, P2, P4) expressed as well negative effects of 

procrastination, that it causes distress, time pressure, misery and guilt, increases worries, anxiety 



27 
 

and negative self-talk, wastes time, does not solve problems and prevents ability to enjoy other 

things. P2 said, “I find it unhelpful, it´s also waste of time and I don´t feel any better as a result.” 

Distraction. Three participants (P1, P2, P4) engaged in this SSB which involved an 

attempt to distract oneself by doing something else in the belief that it decreases or eliminates 

worries about performance. P1 said, “I try doing something else if I´m supposed to make a 

decision or try to forget it. I´d rather be in the company of others than being alone. There was a 

time in my life I wasn´t working for two months. It really didn´t suit me at all because I drowned 

in my own worries.” 

Cognitive avoidance  

Suppression of worries. All participants engaged in this SSB which involved the attempt 

to suppress or forget worries about health (all participants), decision-making (P1) and 

interpersonal relationships (P1, P4). When worried about health of loved ones P1 said, “I don´t 

often ask, I rather keep it to myself. I´m really hard on myself, I just say, shut up, stop thinking 

about this, you´re just talking nonsense.” 

Discussion 

 The aim of this study was to explore experiences and reactions to uncertainty among 

individuals with GAD. Participants perceived uncertainty as a threat in situations that were 

important in relation to their core beliefs. This is in line with hypotheses outlined for the current 

study and supports Koerner et al. (2016) suggestion that individuals with GAD are not generally 

intolerable to uncertainty, rather there is an individual difference across situations.  

 Interestingly, three participants (P2, P3, P4) related high self-expectations and fear of 

unsuspected and uncontrollable events to an early childhood experience. Participants were not 

directly asked about their childhood experiences which could explain why P1 did not report that. 
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Participants´ fear of failing appears to be related to one´s perceived expectations from caregivers 

which triggers negative self-views that poor performance means one is not good enough. This is 

consistent with Koerner et al. (2015) findings, that exaggerated self-expectations and the belief 

that one should not make mistakes predicts the presence of GAD. Fear of disapproval/rejection is 

then triggered and the need for interpersonal security. Finally, this triggers the fear of isolation, 

leading to harm and misery and the belief that one is incapable of managing a difficult situation. 

This is consistent with the cognitive vulnerability-stress theory (Alloy and Riskind, 2006) and 

Beck´s (1967) cognitive theory of depression. 

Dysfunctional core beliefs appear to have developed through early childhood experiences 

which is consistent with Beck´s (1976) cognitive model of emotional disorders and Young´s 

(1994) theory about early maladaptive schemas (EMS). An early experience of unpredictability 

and uncontrollability involving the loss or illness of a loved one could be a contributing factor to 

the development of uncertainty being perceived as threatening, and for the need to be in control 

of one´s situation, as proposed by Dugas et al., (2007). Participants all measured their self-worth 

with level of performance and other´s opinion. This core belief affects the need to perform 

perfectly and seek reassurance from others. Participants also reported focusing on negative 

events that confirms their worries and ignoring evidence to the contrary. It might therefore be 

helpful to teach individuals with GAD identifying positive events in their life rather than 

focusing on the negative (Hirsch, Beale, Grey & Liness, 2019). Participants beliefs about worries 

were consistent with the five sub-scales of the Why Worry -II scale (WW-II; (Holowka, Dugas, 

Francis and Laugesen, 2000) and consistent with Francis et al. (2004) suggestions that worries 

are perceived to provide more certainty, prepare for or prevent negative outcomes and motivate 

to problem-solve. Development of EMS from early interactions with caregivers continues to 
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influence thought process, emotions, and behaviours of individuals throughout adulthood 

(Young, 1991). Further research on early childhood experiences among individuals with GAD is 

needed to determine its importance in the development of the disorder. 

Participants reported attempt to prevent their fears from coming true and ensure their 

needs by setting life rules that involve exaggerated self-standards, pleasing others, for example 

by self-sacrificing own needs, and to be prepared for worst-case scenarios. This is consistent 

with Borkovec, Ray, and Stöber´s (1998) and Hazlett-Stevens´ (2008) findings on needs and 

fears among individuals with GAD. 

 Results from this study indicate that core beliefs and cognitive biases (i.e confirmation 

bias and catastrophic belief) determine ones´ perception of the environment. Uncertainty in 

situations with personal importance threatens life rules to be broken which could result in the 

core belief being confirmed. Uncertainty as well triggers self-doubt about ability to manage the 

situation and the need to engage in SSBs. 

 The SSBs varied depending on perceived threat-belief in which a feared outcome is either 

approached or avoided as suggested by Dugas and Ladouceur (1998). The SSB´s identified in 

this study had all the purpose of reducing, eliminating, or controlling uncertainty in feared 

situations to prevent negative consequences, which is in line with previous predictions (i.e. 

Koerner, 2014). Participants perceived the SSB´s to be helpful to some extent, especially when 

they involved approaching the feared outcome, stating that they offered them sense of security, 

confidence and control and was effective in reducing or eliminating worries and uncertainty. 

However, when asked about possible negative effects, participants reported that many SSBs 

decreased self-esteem, increased self-doubt, focus on negative events, and gave only a temporary 

sense of relief, but increased worries and the need for SSBs in the long-term. From the answers 
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provided by participants, the reported SSBs appear to maintain their worries, which is consistent 

with what Salkovskis (1991) suggested, by SSBs preventing disconfirmation of the specific 

threat-belief. Participants reported inflated sense of responsibility for their actions and fear of 

blame for negative consequences. This could be the reason for reported difficulties in decision-

making and the need for excessive reassurance and information. Inflated sense of responsibility 

has not been targeted specifically in GAD but has been found to be an important maintenance 

factor in Obsessive-Compulsive Disorder (OCD; Salkovskis, 1985). Further research is needed 

on inflated sense of responsibility in GAD to determine its importance in the development and 

maintenance of the disorder. 

Strengths and limitations 

Small sample size and narrow age range precludes the generalizability of the findings. 

However, the interview provided detailed and rich data and no further codes were generated after 

coding the last interview, suggesting data saturation (Fusch & Ness, 2015). A semi-structured 

interview allowed for variation in questioning and may produce different questions for each 

participant. Also, using an interviewing frame when questioning participants may be leading. 

However, participants were always asked a general question before a specific one, encouraging 

them to speak freely about their experiences. The length of interviews might have caused 

tiredness and effected the accuracy of information reported by participants. All participants were 

receiving treatment (based on the principles of CBT) at the time of the study. Their experience of 

treatments could have affected how they answered the questions. Furthermore, participants were 

diagnosed by different psychologists employed at the clinic and not by the researcher, so it is 

difficult to assess the reliability of the diagnoses given. However, self-report measurements 

administered in the study support the presence of GAD among participants. Having another 
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researcher independently coding the data could minimize the risk of researcher´s bias when 

interpreting the data. However, codes were discussed back and forth between two researchers 

until they came to an agreement. 

Conclusion 

Results highlighted that uncertainty in situations important to the participant can trigger 

anxious expectations, especially in relation to performance and others´ opinion. Uncertainty can 

also increase the perceived probability that the feared outcome will come true and that one is 

incapable of managing the situation. These results point to the fact that IU contributes to the 

general CBT model for anxiety. In contrast to what the IU model suggests (Dugas et al, 1998), 

other core beliefs (i.e. about self, world/future, responsibility, relationships and worries) apart 

from negative beliefs about uncertainty, also play an important role in the maintenance of GAD. 

To prevent feared outcomes from happening participants focus on maximizing performance in 

every aspect of life and eliminate, reduce, or control uncertainty by engaging in SSBs.  

As stated by Koerner et al. (2015) there is lack of research on EMS in the GAD literature 

and their explanatory value associated with GAD. Future research should explore early 

childhood experiences to reveal more in-depth understanding of how it affects the development 

of dysfunctional core beliefs in individuals with GAD. Hazlett-Stevens (2008) suggested 

challenging dysfunctional core beliefs in treatment with GAD by exposing individuals to 

uncertainty and giving them confidence in their ability to cope and problem-solve. However, 

equally as important is to challenge individuals to drop SSBs in these situations for exposure of 

uncertainty to be effective. Solely exposing clients to uncertainty, as the IU model (Dugas, 

Gagnon, Ladouceur, & Freeston, 1998) suggests, will not directly test dysfunctional beliefs 

fuelling the threat-appraisal. It could be more beneficial to help the client identify dysfunctional 
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core beliefs and assumptions that drive their need for certainty and SSBs they use to reach that 

certainty by using behavioural experiments. Results clearly demonstrate the importance of 

behavioral symptoms in GAD and should therefore be part of the diagnostic criteria of the 

disorder. Identifying dysfunctional core beliefs which contributes to idiosyncratic threat-beliefs 

and accompanying SSBs and helping clients to construct an alternative, more adaptive 

explanation of their environment, could be a useful therapeutic technique in the treatment of 

GAD. More qualitative research, similar to the current study, is needed to get an in-depth 

understanding of individual experiences in the maintenance and treatment of GAD.  
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Appendix 

Semi-structured interview frame 

Demographic variables: 

 

Sex: ___________________________ 

Age: __________________________ 

Relationship status: __________________ 

Number of children: ___________________________ 

Number of children in household: _________________ 

Employment/Education: _____________________ 

Psychological treatment: ___________________  

Pharmalogical treatment? If any, what? _____________________ 

 

Worry themes: 

 

I would like to ask you about your worries. 

You answered a few questionnaires about your worries. Is it right understood that these are the 

things you worry most about? 

a.  Prompt: (Ask about the worries the participant listed on the WAQ).  

2. Is there anything else you worry about? 

a. Prompt: E.g. regarding family, relationships, finance, employment/education, 

health? 

3. Do you feel like your worries have a theme, or something in common? 

a. Prompt: Do you feel like your worries are most often related to certain things, e.g. 

family, relationships, economy, employment/education, health? Or do you feel 

like they are related to many things? 

4. Why do you feel like you worry more about ________ than other things in your life? 

a. Prompt: Are those topics that matter the most to you in life? Are these topics 

consistent with how you want to prioritise your life? 
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5. Are your worries about ______ in any way related to goals you have in life or life values 

you go by? 

a. Prompt: E.g. if your goals are to succeed in your profession or if your life values 

are based on being well educated, you would worry about employment and/or 

education. 

6. What does it mean for you not being sure if everything will go well or as you would like 

it to go, and if you will be able to manage problems or not in these situations that you 

worry about? Let´s begin with worries about X… (ask about every worry listed by the 

participant, one by one). 

a. Prompt: Let´s take, for example, worries about X which you mentioned before. In 

these situations, what does it mean, or why is it bad that there is uncertainty, that 

you don´t know how things will go, or that you are not in control of the situation? 

Safety-seeking behaviours 

 

Now I want to ask you about your reactions to these worries. 

7. What do you do when you have these worries? Let´s begin with worries about X... (Ask 

reactions to each worry theme, one by one). 

a. Prompt: Is there anything you do to make you feel better e.g. so you won´t 

experience sense of uncertainty or loss of control in these situations? What do you 

do to get rid of those worries? 

8. Is there anything else you do? 

9. Do you feel like you try to deal with these worries (or the things that are causing them) or 

try to avoid dealing with them? 

a. Prompt:  

i. E.g. do you try to consult with or talk to someone, look for assistant, or 

google things? Do you reassure yourself that everything is alright? Or do 

you prepare yourself very well e.g.?   

ii. Is there anything you e.g. think or say to yourself? Do you try to 

encourage yourself? E.g. by saying „this will be alright? “Do you think 

about your worries repeatedly, ruminating about them? 
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iii. Or do you rather feel like you avoid the situation/worries by e.g. not 

thinking about them, procrastinating, or finding reasons not to do them? 

10. Why do you do these things/react in this manner when you worry? (Ask about every 

safety-seeking behaviour and the reason behind it, one by one). 

a. Prompt: Do you feel like you are trying to eliminate or avoid some sense of 

uncertainty in these situations? 

i. Uncertainty about self-capacity to manage the situation/problems or fear 

of failing? 

ii. Uncertainty about something else? 

iii. Do you unable to tolarate uncertainty in these situations, about how things 

are or will develop? 

iv. Do you feel like you are preparing for the worst possible outcome? 

v. Do you feel like you are trying to stay in or gain control over the situation 

by reacting in this manner? Do you feel like you are not in control when 

there is uncertainty? 

11. In what way do you find it helpful reacting in this manner? (Ask about every safety-

seeking behaviour and the reason behind it, one by one). 

a. Prompt:  

i. Are there any positive changes of emotions? E.g. do you experience more 

safety, less uncertainty, being more in control or makes you better 

prepared? 

ii. Do you feel positive changes of physical symptoms? E.g. regarding 

stomach-ache, headache, dizziness, shaking, heart rate, or appetite? 

iii. Do experience changes of thoughts? Do you, e.g., think “now everything 

will be alright”, “I prevented this from happening” or something else you 

think after having reacted in this manner? 

iv. Does your behaviour change to the better? 

12. In what way do you find it unhelpful reacting in this manner? (Ask about every safety-

seeking behaviour and the reason behind it, one by one). 

a. Prompt: Do you experience any negative changes of feelings, physical symptoms, 

negative thoughts, or behaviour? 
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13. What would happen if you would not react in this manner? What consequences/effects 

would it have? 

a. Prompt:  

i. What effects would it have on e.g. emotions, worries, situation, physical 

symptoms, thoughts, or behaviour? 

ii. Does it say anything about you, who you are, or your abilities, if you are 

incapable of staying in control of the situation or eliminating uncertainty?  

iii. Do you experience responsibility for eliminating uncertainty or staying in 

control? 

b. Do you feel guilty if you don´t react in this manner? If so, what do you feel guilty 

about? 

14. Is there anything else you would like to add that I haven´t asked you about? 

15. Is there anything else you believe is useful for me to know? 

 

 


