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Abstract

Aversive reactivity to negative affect has been described as a transdiagnostic mechanism that

links distal temperamental vulnerabilities to clinically relevant behaviors. However, the abundance
of constructs reflecting aversive reactivity has resulted in a proliferation of models that may
ultimately be redundant. We performed a circumscribed review of studies measuring associations
between six constructs — anxiety sensitivity, experiential avoidance, distress intolerance,
intolerance of uncertainty, thought-action fusion, and negative urgency — and ten relevant coping
behaviors. Results suggested that most constructs were measured in relation to a limited number of
coping behaviors. Additionally, constructs were most often measured in isolation, rather than with
similar constructs. Implications and suggestions for future research and treatment are discussed.
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Neuroticism, the tendency to experience negative emotions (Barlow et al., 2014), has

been described as a higher-order risk factor for a range common psychiatric conditions
(Brown, 2007; Brown & Barlow, 2009; Kessler et al., 2011; Griffith et al., 2010). Recently,
Barlow and colleagues have described a functional model of “emotional disorders” (i.e.,
anxiety, depressive, and related disorders) to explain Aow neuroticism promotes various
forms of psychopathology (Barlow et al., 2014; Bullis et al., 2019; Sauer-Zavala & Barlow,
2014). Emotional disorders are thought to develop from and be maintained by a negative
reinforcement process in which: (1) frequent and intense negative emotions (neuroticism)
are met with (2) aversive reactions to these emotional experiences (e.g., perceiving the
emotions as intolerable, uncontrollable or as having negative consequences), leading to (3)
behavioral efforts to escape, avoid, or reduce emotional intensity (Bullis et al., 2019; Gross
etal., 2011).
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In this model, aversive reactivity to emotions refers to the belief that negative emotions
are unwelcome, dangerous, or otherwise intolerable. People who respond to negative
affective experiences this way are likely to attempt to reduce or alter the intensity of
their emotional experience through avoidant coping strategies. Although avoidant coping
may offer temporary short-term relief (Campbell-Sills et al., 2006), this approach results
in rebound effects where negative emotions become more frequent and intense over time
(Abramowitz et al., 2001). In addition, people experience functional impairment as their
lives become increasingly characterized by patterns of emotional avoidance (Hayes et
al., 2006). Thus, in this model, aversive reactivity functions as the bridge connecting
neuroticism with the avoidant behavioral coping that perpetuates a cycle of negative
emotions and impairment.

Aversive Reactivity to Emotions: A Transdiagnostic Construct Studied as

Isolated Components

Whereas neuroticism is well-accepted as a transdiagnostic vulnerability factor across a
range of psychopathology (Barlow et al., 2014; Lahey, 2009; Sauer-Zavala et al., 2017),
the study of aversive reactivity has been divided among several conceptually similar
constructs, each with their own theoretical model and empirical research base. Examples
of the varied processes reflecting aversive reactivity to emotions include anxiety sensitivity,
experiential avoidance, distress intolerance, intolerance of uncertainty, thought-action
fusion, and negative urgency (McHugh et al., 2011; Naragon-Gainey & Watson, 2018).
Researchers have typically defined these constructs as distinctly associated with unique
forms of psychopathology. For example, anxiety sensitivity and intolerance of uncertainty
have historically been implicated in panic disorder and generalized anxiety disorder (GAD;
Naragon-Gainey & Watson, 2018), whereas thought-action fusion was initially studied in
the context of obsessive-compulsive disorder (Shafran et al., 2006). Developing discrete
theoretical models that assign unique risk factors to each DSM diagnosis is consistent

with a categorical approach to classification. In contrast, experiential avoidance and distress
intolerance have been viewed as transdiagnostic processes (McHugh et al., 2011; Naragon-
Gainey & Watson, 2018; Spinhoven et al., 2014; Spinhoven et al., 2017); however, the
existence of multiple constructs reflecting the same phenomenon has the potential to
unnecessarily complicate the field’s understanding of psychopathology and its treatment
through the creation of an abundance of conceptualizations and treatment approaches.

The goal of this review is to summarize and examine trends in how several distinct
constructs representing aspects of aversive reactivity have been studied. We focused

our efforts on the six aforementioned constructs in particular (i.e., anxiety sensitivity,
experiential avoidance, distress intolerance, intolerance of uncertainty, thought-action
fusion, and negative urgency) to explore (1) whether these constructs were more often
studied together or separately and (2) the behavioral outcomes with which these constructs
were most frequently studied. Although emotion dysregulation is an important and related
process, and others have explored its overlap with constructs representing aversive reactivity
(e.g., Conway et al., 2020), we chose to exclude it from our review. Emotion dysregulation
research is characterized by a broad literature with inconsistent definitions of this construct;
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some (e.g., Trull et al., 2015; Linehan, 1993) view emotion dysregulation more akin to
neuroticism (frequent, intensive, unstable emotions) whereas others (e.g., Gross et al.,
2011) consider this construct to reflect ability to modulate emotional responses. These
inconsistencies render it difficult to draw conclusions about the nature of the research on
aversive reactivity as a unique process.

Anxiety Sensitivity

Anxiety sensitivity refers to the belief that the physical sensations associated with

anxiety are inherently dangerous or will have serious negative consequences (Reiss et al.,
1986). People higher in anxiety sensitivity view emotion-related physiological changes

as dangerous, increasing the intensity of the emotional responses by activating the
sympathetic nervous system (Reiss et al., 1986). Anxiety sensitivity includes three distinct
manifestations, each related to a feared negative outcome: physical, cognitive, and social
(Taylor et al., 2007). A person may notice increased heart rate and worry that they will
have a heart attack (physical consequence; e.g., “it scares me when my heart beats rapidly”;
Taylor et al., 2007), a loss of control (cognitive consequence; “It scares me when | am
unable to keep my mind on a task”; Taylor et al., 2007), or that they will do something
embarrassing in public (social consequence; e.g., “I worry that other people will notice my
anxiety”; Taylor et al., 2007). Anxiety sensitivity leads to greater awareness and negative
interpretations of anxiety symptoms, which promotes avoidant behavioral coping responses
as people seek to escape from distressing physiological states (Wheaton et al., 2012). Since
anxiety sensitivity is the belief that certain sensations are inherently dangerous, it is a form
of aversive reactivity.

Anxiety sensitivity was originally investigated in the context of panic disorder (Reiss et al.,
1986). Since then, anxiety sensitivity has been implicated in an increasingly wide range of
psychopathology. High levels of anxiety sensitivity have been observed across the anxiety
and related disorders, including obsessive-compulsive disorder (OCD; Raines et al., 2014),
social anxiety disorder (Ak & Kilig, 2017), GAD (Deacon & Abramowitz, 2006), and
posttraumatic stress disorder (PTSD; Asmundson & Stapleton, 2008). People who engage in
alcohol and drug use (Allan et al., 2015a), self-injurious behaviors (e.g., Allan et al., 2015b),
and disordered eating (Anestis et al., 2008) also demonstrate elevated levels of anxiety
sensitivity (e.g., Allan et al., 2015a). Since anxiety sensitivity was historically investigated
exclusively in the context of anxiety disorders, recent work has only begun to break free

of these historical limitations and consider the role of anxiety sensitivity across disorders.
Anxiety sensitivity is most commonly measured using various iterations of the Anxiety
Sensitivity Index (ASI; Reiss et al., 1986), including the ASI-R (Taylor & Cox, 1998) and
ASI-3 (Taylor et al., 2007).

Experiential Avoidance

Experiential avoidance is a construct coined and popularized by the developers of
Acceptance and Commitment Therapy (ACT; Hayes et al., 2016) to combine a variety
of responses to negative internal stimuli. Experiential avoidance has been defined by
two primary aspects: (1) an “unwilling[ness] to remain in contact with particular
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private experiences (e.g., bodily sensations, emotions, thoughts, memories, behavioral
predispositions)” and (2) taking “steps to alter the form or frequency of these events and the
contexts that occasion them” (Hayes et al., 1996). Because experiential avoidance is defined
as a functional process, it may present as any number of unique behavioral responses,
depending on the stimulus the person is trying to avoid (e.g., substance use, withdrawal, or
self-harm).

Given the breadth of this definition, experiential avoidance was initially conceptualized

as an overarching transdiagnostic construct. Indeed, previous reviews (Chawla & Ostafin,
2007) demonstrate the role of experiential avoidance in various forms of psychopathology,
including depression (Polusny et al., 2004), GAD (Roemer et al., 2005), PTSD (Tull et al.,
2004), substance use (Forsyth et al., 2003), self-harm (Chapman et al., 2006), and BPD
(Chapman et al., 2005). Experiential avoidance has been primarily measured in two ways:
as a single dimension using the Acceptance and Action Questionnaire (e.g., “I’m afraid

of my feelings”; Hayes et al., 2004; Bond et al., 2011), and as six specific manifestations
using the Multidimensional Experiential Avoidance Questionnaire (MEAQ; Gamez et al.,
2011): behavioral avoidance (e.g., “lI won’t do something if I think it will make me
uncomfortable”), distress aversion (e.g., “If I could magically remove all of my painful
memories, | would”), repression/denial (e.g., “l am able to ‘turn off” my emotions when |
don’t want to feel”), distraction/suppression (e.g., “When something upsetting comes up, |
try very hard to stop thinking about it”), procrastination (e.g., “I tend to put off unpleasant
things that need to get done”), and distress endurance (e.g., “People should face their fears”;
Gamez et al., 2011).

Distress Intolerance

Distress intolerance is defined as a person’s ability to experience and withstand negative
emotions (e.g., “I’ll do anything to stop feeling distressed or upset”; Simons & Gaher,
2005), encompassing the evaluation of and expectations around experiencing negative
emotions, including tolerability, appraisal, emotion regulation, and disruption of functioning
(Simons & Gaher, 2005). For example, people high in distress intolerance perceive

distress to be intolerable, have difficulty accepting distress (i.e., feel ashamed of being
distressed), use strategies aimed at immediately avoiding or alleviating negative emotions,
and feel consumed by the experience of negative emations, causing significant disruption of
functioning (Simons & Gaher, 2005). Distress intolerance is a form of aversive reactivity,
as it is characterized by a perceived inability to tolerate and regulate distressing emotional
experiences.

Distress intolerance has been commonly studied in the context of substance use disorders.
Individuals high in distress intolerance are more likely to experience problems related to
alcohol and cannabis use (Buckner et al., 2007) and are prone to relapse sooner (Daughters
et al., 2005) than those low in distress intolerance. Distress intolerance is also linked to
eating disorders (e.g., Raykos et al., 2009), self-injurious behaviors (e.g., Nock & Mendes,
2008), suicidal ideation (Anestis et al., 2013), hoarding (e.g., Timpano et al., 2009),

and rumination (e.g., Feldman et al., 2014). Low levels of distress intolerance have also
been observed in emotional disorders such as PTSD (Tull et al., 2013), GAD, and major
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depressive disorder (Allan et al., 2014). Again, distress intolerance has only recently begun
to receive attention in a broader range of emotional disorders outside of substance use
disorders. Distress intolerance is most commonly measured using the Distress Tolerance
Scale (DTS; Simons & Gaher, 2005)

Intolerance of Uncertainty

Intolerance of uncertainty is defined as difficulty withstanding the experience of not
knowing (e.g., "Uncertainty makes me vulnerable, unhappy, or sad", "My mind can't be
relaxed if | don't know what will happen tomorrow"; Buhr & Dugas, 2002). Although
this construct has historically been considered a symptom of anxiety (Dugas et al., 1997),
particularly of GAD, researchers have also described intolerance of uncertainty as a core
mechanism maintaining a range of emotional disorders (e.g., Carleton, 2012; Carleton,
2016; Einstein, 2014). Intolerance of uncertainty may represent a specific form of aversive
reactivity related to the cognitive features of an emotional experience (i.e., not knowing).
The majority of intolerance of uncertainty research has historically centered on anxiety
disorders (e.g., GAD [Ladouceur et al., 1999], social anxiety disorder [SAD; Boelen &
Reijntjes, 2009], panic disorder [Smith et al., 2019]). Intolerance of uncertainty has since
demonstrated relations with OCD (Hezel et al., 2019; Tolin et al., 2003) as well as with
depression (Carleton, 2012; Gentes & Ruscio, 2011) and eating disorders (Brown et al.,
2018).

In addition to correlational studies examining relations between intolerance of uncertainty
and symptoms of various disorders, experimental manipulations that induce intolerance

of uncertainty shed light on its behavioral consequences. For example, using a validated
laboratory paradigm, Mosca et al. (2016) asked participants to progressively consider
potential outcomes of a possible negative future life event and then read statements designed
to induce high or intolerance of uncertainty. The authors reported significantly higher levels
of worry in the high intolerance of uncertainty condition, relative to the low intolerance of
uncertainty and control conditions. Indeed, worry represents a form of avoidant coping as

it creates the illusion that one is reducing the likelihood of already low base rate negative
events and may distract from negative affect and its associated arousal (Borkovec & Roemer,
1995; Llera & Newman, 2014). Intolerance of uncertainty is most commonly assessed using
the Intolerance of Uncertainty Scale (IUS; Buhr & Dugas, 2002).

Thought-Action Fusion

Thought-action fusion is a form of aversive reactivity that is specifically related to the
cognitive component of an emotional experience (i.e., thoughts). There are two ways in
which thought-action fusion can manifest (Shafran et al., 1996). First, likelihood thought-
action fusion refers to the belief that simply having a thought about an event makes that
event more likely to occur (e.g., “If I think of myself falling ill, this increases the risk that

I will fall ill””; Shafran et al., 1996). Moral thought-action fusion is the belief that thinking
about an action is morally equivalent to actually performing that behavior (e.g., “If I wish
harm on someone, it is almost as bad as doing harm”; Shafran et al., 1996). Thought-action
fusion is most commonly measured using the Thought-Action Fusion Scale (TAFS; Shafran
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etal., 1996). Indeed, thought-action fusion is thought to form an intermediate step between
an intrusive thought and a compulsive behavior (Rachman, 1998), and is a form of aversive
reactivity in the functional model of emotional disorders (e.g., Barlow et al., 2014; Bullis et
al., 2019). Thought-action fusion is overwhelmingly most frequently associated with OCD,
perhaps limiting our understanding of its transdiagnostic applicability, although it has also
been linked to other anxiety disorders, as well as eating disorders (Thompson-Hollands et
al., 2013).

Negative Urgency

Negative urgency refers to the tendency to react to emotional distress by engaging in
impulsive behaviors (Keough et al., 2017). Initial factor analyses of impulsivity identified
four distinct primary factors, including lack of premeditation (e.g., “l have a reserved and
cautious attitude toward life” [reverse scored]) ,negative urgency (e.g., “When | feel bad,

I will often do things | later regret in order to make myself feel better now”), sensation
seeking (e.g., “I generally seek new and exciting experiences and sensations”), and lack
of perseverance (e.g., “I tend to give up easily”; Whiteside & Lynam, 2001). More recent
iterations include a fifth factor, positive urgency, or the tendency to act impulsively as a
result of intense positive emotions (e.g., “When | am very happy, | tend to do things that
may cause problems in my life”; Lynam et al., 2006). While these individual aspects of
impulsivity all refer in some way to acting without forethought (Whiteside et al., 2005),
negative urgency specifically describes the functional process of negative affect as the
driving force behind impulsive behaviors. In particular, negative urgency is associated with
giving into cravings, and demonstrates strong associations with neuroticism (Whiteside et
al., 2005).

Negative urgency has subsequently been linked to multiple high-risk behaviors including
binge eating (Fischer et al., 2018), substance use, and non-suicidal self-injury (NSSI; Zhao
et al., 2017), although there is a lack of research investigating the role of negative urgency
with other emotional disorders outside of borderline personality disorder and substance

use disorders (Whiteside et al., 2005). In sum, people high in negative urgency engage in
impulsive behaviors to quickly relieve intense negative emotional distress despite possible
negative long-term consequences (Fischer et al., 2018). Thus, negative urgency represents a
form of aversive reactivity as negative evaluations of emotional experiences drive impulsive
avoidant coping behaviors (Keough, et al., 2017). Negative urgency is most commonly
assessed using the Urgency, Premeditation (lack of), Perseverance (lack of), Sensation
Seeking, Positive Urgency, Impulsive Behavior Scale (UPPS-P; Lynam et al., 2006).

Relationships Among Aversive Reactivity Constructs

In line with a more comprehensive transdiagnostic model of psychopathology, researchers
have begun to explore the extent to which these forms of aversive reactivity are distinct.
For instance, Spinhoven and colleagues (2017) demonstrated that experiential avoidance
and anxiety sensitivity are indicators of a single underlying latent factor, suggesting

that these constructs may function similarly. Similarly, Conway and colleagues (2020)
performed factor analyses on measures reflecting distress tolerance, anxiety sensitivity,
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experiential avoidance, and emotion dysregulation, and found evidence supporting a single
universal latent factor underlying all constructs. Moreover, some have argued that anxiety
sensitivity, intolerance of uncertainty, and experiential avoidance are manifestations of
neuroticism itself (Naragon-Gainey & Watson, 2018; Spinhoven et al., 2016). Others

argue that these constructs are not synonymous with neuroticism but represent “proximal
individual differences that can better describe who is likely to develop which specific
symptoms beyond the broad risk conferred by affective traits” (Naragon-Gainey et al.,
2018, p. 1177). Finally, given that many of the studies aimed at understanding relationships
between aversive reactivity constructs and psychopathology tend to focus only on a portion
of the possible relations (e.g., anxiety sensitivity and avoidance; distress intolerance and
self-injury, etc.), it is unclear whether these constructs can differentially and meaningfully
predict avoidant behavioral coping above and beyond neuroticism and each other.

Why Study Behaviors Instead of DSM Disorder Constructs?

As previously described, emotionally avoidant coping strategies contribute to a
reinforcement cycle in which emotional experiences occur more frequently and are viewed
more negatively, ultimately increasing the likelihood of continued avoidance (Bullis et

al., 2019). Avoidant coping may manifest behaviorally (e.g., leaving an anxiety-provoking
situation, using substances to dampen negative emotions) or cognitively (e.g., worrying,
ruminating, suppressing unwanted thoughts). Although the typical strategies used may differ
based on DSM disorder (e.g., people with panic disorder may be more likely to engage in
agoraphobic avoidance, rumination may be more common in depression), all of these efforts
function to escape from unwanted emotion and can occur across diagnoses (Barlow et al.,
2014; Bullis et al., 2019). Unfortunately, because specific avoidant behaviors are typically
associated with a particular disorder, the research to date relating various coping strategies to
neuroticism and disorder-specific aversive reactivity constructs has been piecemeal. Recent
efforts such as the Research Domain Criteria (RDoC; Insel et al., 2010) encourage research
that cuts across diagnostic categories to identify functional transdiagnostic processes. To
better understand the shared and unique predictive utility of each aversive reactivity
construct, it is necessary to conduct more comprehensive research that assesses multiple
constructs related to aversive reactivity (e.g., anxiety sensitivity, experiential avoidance,
distress intolerance, intolerance of uncertainty, thought-action fusion, and negative urgency)
along with a wider range of behavioral outcomes that function to escape emotions (e.g.,
substance use, checking, self-injury). By examining specific effects captured by these
broader assessments, researchers may develop more streamlined and empirically testable
models of psychopathology with clear functional relations.

Additionally, the prediction of behavioral avoidance strategies, rather than disorder-based
symptom severity, may be useful for the prevention of emational disorders. Occasional
emotionally avoidant behaviors are normative (Gross et al., 2011) and in some contexts,
adaptive (Hofmann & Hay, 2018). For example, a person may need to distract themselves
from suicidal urges in the moment to more adaptively approach and process their
emotions in the future. However, the repeated, habitual use of avoidant behaviors in
response to negative emotions lays the foundation for the development of an emotional
disorder (Bullis et al., 2019). As described previously, engaging in short-term avoidance
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increases the intensity and distress of future negative emotions and can contribute to
functional impairment (Abramowitz et al., 2001; Hayes et al., 2016). Over time, the cycle
of negative emotions, aversive reactivity, and avoidant coping behaviors are thought to
become more entrenched until a person ultimately crosses the dichotomous diagnostic
threshold for a DSM disorder. Thus, although neuroticism represents a key vulnerability
for the development of psychopathology, aversive reactivity may be the active mechanism
contributing to the avoidant behavioral coping that eventually constitutes diagnostically
significant syndromes.

Toward a Transdiagnostic Aversive Reactivity Construct: Trends in the

Literature

Method

In the section that follows, we review the frequency with which aversive reactivity constructs
are studied alongside each other, as well as in the context of ten behaviors that function

as avoidant responses to negative affect and that present across common DSM syndromes:
alcohol use, drug use, compulsions, worry, rumination, binge eating/restricting, self-harm,
behavioral withdrawal, situational avoidance, and reassurance-seeking. Although worry

and rumination may be classified as cognitive avoidance strategies, we take a behaviorist
approach in referring to them as behaviors in this review. By highlighting how frequently
certain constructs are studied with specific behaviors (e.g., distress intolerance is most often
assessed as a predictor of drug use), we demonstrate the isolated nature of this literature. We
hope to underscore the need for more comprehensive investigations of the relations between
aversive reactivity and avoidant behavioral coping that can precede and maintain emotional
disorders.

We conducted a circumscribed literature review to supplement our theoretical premise that
the state of the research on aversive reactivity and avoidant behavioral coping is quite
isolated. The scope of our review included a large number of constructs and measures, as
well as specific statistical associations, rendering a conventional systematic review or meta-
analysis unfeasible. Instead, we searched for peer-reviewed articles that included measures
of any of the six aforementioned aversive reactivity constructs and at least one measure

of the ten clinically relevant avoidant behaviors. We searched for articles within the APA
PsyclInfo, Web of Science, and Google Scholar databases by entering each combination

of aversive reactivity construct and avoidant behavior (e.g., “experiential avoidance” +
“rumination”). A complete list of search terms and the resulting eligible articles is available
upon request. Eligibility for inclusion in this review was determined by the following
criteria: (1) use of a validated measure of at least one aversive reactivity construct, (2) use
of a measure that specifically captured behavioral manifestations of avoidant coping (e.g.,
Avoidance subscale of the PCL-5; Ruminative Response Scale), and not solely symptom
severity, and (3) a reported association between the construct and avoidant behavior (e.g.,
correlation coefficient, RZ change, etc.). This list of measures is available in Appendix

S1. After initial identification, an independent member of the research team reviewed each
article to confirm its eligibility. We initially identified 561 possibly eligible articles. Of these

J Emot Psychopathol. Author manuscript; available in PMC 2024 January 19.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Semcho et al.

Results

Page 9

original 561 articles, 26 were duplicates, and 70 more were deemed ineligible after further
review by research team personnel. Of the 70 ineligible articles, 31 did not measure an
aversive reactivity construct of interest, 31 did not measure a specific behavior of interest,
and 8 did not report an association between an aversive reactivity construct and behavior,
leaving 465 final studies included (see Figure S1).

The frequency of studies that included associations between aversive reactivity constructs
and avoidant behaviors is depicted in Figure 1. Darker colors indicate a higher number

of articles that identified an association, whereas lighter colors indicate fewer articles
documenting such associations. In addition, a graphical depiction of the frequency with
which the aversive reactivity constructs were measured in conjunction with each other is
presented in Figure 2. Again, darker colors indicate higher frequencies of articles, and
lighter colors indicate lower frequencies. Values on the diagonal indicate the number of
articles that only measured the indicated construct and no others. We summarize the results
for each construct in the sections below.

Anxiety Sensitivity and Behavioral Coping

We identified 204 articles that measured anxiety sensitivity along with at least one avoidant
behavioral response. Out of these 204 studies, anxiety sensitivity was most frequently
investigated with alcohol use (k= 73) and drug use (k= 60), indicating the central role
anxiety sensitivity is thought to play in the use of substances to avoid uncomfortable
sensations associated with anxiety.

Anxiety sensitivity was also studied relatively frequently with worry (k= 35), compulsions
(k= 31), self-harm (k= 28), and behavioral or situational avoidance (k= 20). Worry,
compulsions, and avoidance are all commonly associated symptoms or sequelae of

anxiety disorders; therefore, the frequency of these associations is consistent with the
conceptualization of anxiety sensitivity as a bridge between anxious arousal and subsequent
clinical syndromes. However, the moderately high number of studies regarding deliberate
self-harm was somewhat unexpected given the initially limited scope of anxiety sensitivity.
Given that self-harm is often a maladaptive response to intense negative affect, catastrophic
interpretations characteristic of anxiety sensitivity may be an important factor in the use of
self-harm to escape or distract from these affective experiences.

Anxiety sensitivity was least frequently studied with rumination (k= 15), binge eating/
restricting (k= 13), behavioral withdrawal (k= 5), and reassurance seeking (k=

1), underscoring the conceptual silo between anxiety sensitivity and non-anxiety-related
disorders. Indeed, the fear of anxiety-related physical sensations may not, at face

value, appear relevant to self-harm, rumination, disordered eating, behavioral withdrawal,
or reassurance seeking. Yet when considered from the perspective of the negative
reinforcement cycle that defines emotional disorders, these behaviors function to escape
perceived distress.
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Anxiety Sensitivity with Other Constructs Reflecting Aversive Reactivity

Anxiety sensitivity was measured more frequently than other aversive reactivity constructs
(k= 204), and most often in isolation (k= 149; Figure 2). The most commonly

paired construct with anxiety sensitivity was distress intolerance (k= 22), which is

also highly linked to alcohol and drug use. In descending order, the next constructs

most frequently studied with anxiety sensitivity were experiential avoidance (k= 14),
intolerance of uncertainty (k= 14), and negative urgency (4= 12). No studies assessed

both anxiety sensitivity and thought-action fusion (k= 0). Thus, despite the likelihood

that anxiety sensitivity and the other aversive reactivity constructs represent conceptually
similar functional mechanisms, these associations have not been investigated in a systematic
fashion.

Experiential Avoidance and Behavioral Coping

Consistent with its broad applicability, researchers have studied experiential avoidance in

the context of a range of behavioral outcomes across 91 articles (Figure 1). Unlike other
measures of aversive reactivity, a similar number of studies have been conducted assessing
experiential avoidance and each behavioral outcome assessed here except for withdrawal (k&
= 2) and reassurance-seeking (k= 0): alcohol use (k= 14), drug use (k= 10), compulsions
(k=15), worry (k= 17), rumination (k= 18), binge eating and restricting (k= 15), self-harm
(k= 13), and behavioral avoidance (k= 14). This pattern suggests that researchers have
considered the transdiagnostic functional nature of experiential avoidance by testing its
relations with a wide range of putatively avoidant behaviors.

Experiential Avoidance with Other Constructs Reflecting Aversive Reactivity

Although researchers have studied experiential avoidance with a wide range of behaviors,
the vast majority of research conducted on experiential avoidance has not included other
constructs reflecting aversive reactivity (k= 91; Figure 2). Specifically, experiential
avoidance was most frequently studied alongside anxiety sensitivity (k= 14), yet hardly
studied alongside negative urgency (k= 2), distress intolerance (k= 4), intolerance of
uncertainty (k= 4), and thought-action fusion (k= 0). Researchers have tended to test the
relations between avoidant behaviors and experiential avoidance alone (k= 70), rather than
in tandem with other relevant constructs. This tendency has made it difficult to establish the
degree of statistical overlap between experiential avoidance and other aversive reactivity
constructs. Given that experiential avoidance was initially purported to function as an
overarching, transdiagnostic process, researchers may not have considered it necessary

to include other forms of aversive reactivity, since the broad definition of experiential
avoidance was thought to capture these theorized processes.

Distress Intolerance and Behavioral Coping

We identified 85 articles that measured Distress Intolerance along with at least one avoidant
behavior. Distress intolerance was most frequently investigated with alcohol use (k= 38)
and drug use (k= 21), highlighting the significance of distress intolerance in the use of
substances to avoid distressing emotions. Distress intolerance was also relatively frequently
investigated with self-harm (k= 12), compulsions (k= 9), worry (k= 8), and binge eating/
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restricting (k= 8). Given that self-harm and binge eating/restricting can provide immediate
relief from intense, negative emotions, researchers may be more likely to examine the

role of distress intolerance specifically. Distress intolerance was least frequently studied
with behavioral avoidance (k= 5), rumination (k= 3), behavioral withdrawal (k= 0),

and reassurance seeking (k= 0), which are more common among anxiety and depressive
disorders and generally represent less immediate forms of avoidant coping.

Distress Intolerance with Other Constructs Reflecting Aversive Reactivity

Distress intolerance was most commonly studied in isolation (k= 54). When it was studied
with another aversive reactivity construct, distress intolerance was most frequently measured
with anxiety sensitivity (k= 22), reflecting a similar aversion to physical sensations brought
on by intense negative emotions. In descending order, the next constructs most frequently
studied with distress intolerance were negative urgency (k = 9), experiential avoidance (kK
=4), and intolerance of uncertainty (k= 3). No studies investigated associations between
distress intolerance and thought-action fusion (k= 0).

Intolerance of Uncertainty and Behavioral Coping

We identified 81 articles that assessed relationships between intolerance of uncertainty

and at least one avoidant behavior. Unsurprisingly, intolerance of uncertainty was most
frequently investigated with worry (k= 54). Worry may provide a sense of control over
uncertain outcomes, functioning to escape from the aversive state of not knowing (Borkovec,
1994). Intolerance of uncertainty was studied relatively frequently with compulsions (k=
20) and rumination (k= 10). Given that compulsive behaviors and rumination serve to avoid
negative emotions, it makes conceptual sense that researchers would explore associations
between these variables. In contrast, intolerance of uncertainty was rarely studied with other
forms of behavioral avoidance. This is unfortunate as some have hypothesized that specific
forms of uncertainty may lead to different types of avoidant behaviors (e.g., situational
avoidance, social withdrawal) and ultimately to the onset of different clinical conditions
(Shihata et al., 2017). However, more comprehensive research is needed to draw these
conclusions.

Intolerance of Uncertainty with Other Constructs Reflecting Aversive Reactivity

In relation to other constructs representing aversive reactivity to emotion, intolerance of
uncertainty was most often studied in isolation (k= 63). The most commonly paired
construct was anxiety sensitivity (k= 14), followed by experiential avoidance (k= 4),
distress tolerance (k= 3), and thought-action fusion (k= 1). No studies investigated
associations between intolerance of uncertainty and negative urgency. The piecemeal nature
of the work examining relations between aversive reactivity constructs makes it difficult to
draw conclusions about the extent to which these constructs are unique in predicting specific
forms of avoidant behavioral coping.

Thought-Action Fusion and Behavioral Coping

We identified 26 articles that assessed relations between thought-action fusion and at least
one avoidant behavior. The relatively low number of articles assessing this construct is likely
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because thought-action fusion is often studied in the context of OCD symptoms. Studies that
reported the association between thought-action fusion and the frequency of compulsions,
the behavioral avoidance strategy associated with OCD, were relatively uncommon (k= 18).
The other forms of behavioral coping studied in tandem with thought-action fusion include
binge eating (k= 6), worry (k= 5), alcohol use (k= 3), and drug use (k= 1). Worry makes
conceptual sense in this context because, like obsessional thinking, it is a form of repetitive
thought. It is also worth noting that a body image-specific form of thought-action fusion
(i.e., thought-shape fusion; TSF) was tested in relation to the frequency of eating behaviors
(e.g., Shafran & Robinson, 2004); the specific construct of TSF indicates that the tendency
to view thoughts as dangerous facts is indeed transdiagnostic, although separate measures
contribute to fragmentation of this literature.

Thought-Action Fusion with Other Constructs Reflecting Aversive Reactivity

With regard to co-occurrence of thought-action fusion and other forms of aversive reactivity,
only one study with behavioral outcomes included another construct (k =1), indicating

that thought-action fusion was most commonly studied in isolation (k= 25). This pattern
suggests that thought-action fusion has historically been seen as its own unique construct,
relevant only in a few narrow contexts, and separate from other forms of aversive reactivity.
However, given that thought-action fusion may indeed function similarly as a means of
escaping or avoiding negative affect, the paucity of literature that measures thought-action
fusion in conjunction with other relevant constructs limits the applicability of findings.

Negative Urgency and Behavioral Coping

We identified 57 articles that measured negative urgency along with at least one avoidant
behavior. The most commonly investigated behavior was alcohol use (k= 23), highlighting
researchers’ interest in alcohol use as an impulsive response to negative emotions. Similarly,
several studies included assessments of both negative urgency and drug use (k= 11).

The next most commonly investigated behaviors studied with negative urgency were binge
eating/restricting (k= 16) and self-harm (k= 10), which are often impulsive responses

to distress that fit with the conceptual notion of negative urgency. Negative urgency was
studied least frequently with compulsions (k= 5), worry (k= 2), rumination (k= 2),
behavioral withdrawal (k= 0), behavioral avoidance (k = 0), and reassurance-seeking (k=
0).

Negative Urgency with Other Constructs Reflecting Aversive Reactivity

Negative urgency was the second-least frequently studied construct in our review (k= 57);
however, like many of the other constructs, it was also more often studied in isolation (k=
37) than with other constructs. The most commonly paired construct with negative urgency
was anxiety sensitivity (k= 12), which also has a strong literature base in alcohol and

drug use. Next, negative urgency was investigated with distress intolerance (k= 9) and
experiential avoidance (k= 2) to a lesser extent. Distress intolerance and negative urgency
research overlaps in several behavioral domains, including alcohol/drug use and self-harm.
However, the paucity of research involving negative urgency and experiential avoidance, as
well as the complete lack of studies investigating negative urgency with both intolerance
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of uncertainty and thought-action fusion suggest that these constructs are not historically
perceived to be related, despite the functional similarities in aversive reactivity.

Discussion

In this review, we conceptualize aversive reactivity to emotions as a transdiagnostic,
functional mechanism linking temperamental risk factors (i.e., neuroticism) and clinical
syndromes. We contend that six supposedly unique psychological processes (i.e., anxiety
sensitivity, experiential avoidance, distress intolerance, intolerance of uncertainty, thought-
action fusion, and negative urgency) all reflect the tendency to find emotional experiences
aversive. Experiential avoidance, for instance, is considered a general unwillingness to
experience unpleasant internal states; similarly, distress intolerance is the perceived inability
to tolerate subjective distress. Several further constructs reflect aversive reactions to specific
aspects of an affective experience. For example, anxiety sensitivity refers to distress over
anxiety-related physical sensations, whereas both intolerance of uncertainty and thought-
action fusion represent negative evaluations of cognitions. Finally, negative urgency is the
impulsive urge to engage in behaviors that will provide relief from strong negative emotions.
In our estimation, these constructs all serve similar functional purposes as the intermediate
bridge between negative affect and maladaptive coping behaviors.

However, the foundational research trends on which these constructs are based have not
reflected the conceptual similarities between constructs and continue to perpetuate isolated
research strategies, contributing to an unnecessary overabundance of psychopathological
models that hinders transdiagnostic research and clinical development. For example,
categorial diagnostic models such as the DSM have produced numerous conceptualizations
and models for each distinct diagnostic category, despite findings that several of the

most common emotional disorders may simply represent variations of shared underlying
mechanisms (Blashfield et al., 2014; Lilienfeld, 2014). Clinically speaking, the existence
of many disorder-specific interventions (i.e., single-disorder protocols [SDPs]) places
additional burden on clinicians to learn and administer different SDPs, contributing to
clinician burnout and preventing patients from receiving care that they need (Kazdin, 2008;
Kazdin & Blase, 2016; McHugh & Barlow, 2010). Recently, researchers have begun to
more comprehensively investigate the degree to which aversive reactivity constructs relate
to neuroticism (Naragon-Gainey & Watson, 2018), to one another (Conway et al., 2020;
Spinhoven et al., 2017), and to other related constructs such as emotion dysregulation
(Conway et al., 2020; Juarascio et al., 2020). From a clinical perspective, empirical efforts to
compare transdiagnostic cognitive-behavioral interventions (i.e., the Unified Protocol [UP])
to disorder-specific protocols demonstrated that the UP resulted in equivalent symptom
reduction, suggesting equal effectiveness with less attrition and less clinician burden
(Barlow et al., 2017). Thus, although the isolated nature of these constructs has been
perpetuated for decades, it is clear that researchers are moving toward more empirical
comparisons and integrations of these constructs.

As a supplement to our theoretical review, we sought to characterize overarching patterns
in the study of constructs reflecting aversive reactivity to negative emotions alongside
clinically relevant avoidant behaviors by conducting a circumscribed literature review.
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In support of the view that this literature has been conducted in a piecemeal fashion,

our findings demonstrate that aversive reactivity constructs were most often studied in
isolation. This suggests that researchers view these constructs as primarily circumscribed to
particular DSM diagnoses and associated behaviors. It is possible that this isolated study of
aversive reactivity constructs is a result of theoretical/empirical traditions; in other words,
foundational studies in particular fields may have emphasized relations between one aversive
reactivity construct and one DSM disorder (e.g., early research on panic disorder and anxiety
sensitivity; Reiss, 1991), resulting in follow-up studies that perpetuate this pattern. Indeed,
most constructs were most commonly associated with one or two primary behaviors, except
for experiential avoidance, again reinforcing the perception that most constructs are seen as
tied to specific disorders based on established research paradigms.

Of course, we do not assume that the aversive reactivity constructs are entirely overlapping;
for example, anxiety sensitivity may indeed demonstrate incremental power in predicting
agoraphobic avoidance. However, without comprehensive assessment of all six aversive
reactivity constructs alongside a wide swath of behavioral outcomes, the points of
convergence and divergence remain unclear. We encourage future researchers to investigate
the degree to which these aversive reactivity constructs differentially predict specific
avoidant behaviors. For example, using longitudinal factor analysis to assess the relations
between the multiple aspects of aversive reactivity and avoidant behaviors has the potential
to illuminate these relations and the degree to which aversive reactivity constructs overlap
or demonstrate unique factor structures. Such work has the possibility to accomplish three
aims. First, it may replicate and extend previous cross-sectional work showing the relatively
unitary nature of aversive reactivity. Second, it would allow researchers to explore the added
degree of variability, if any, in avoidant behaviors that is explained by specific aspects

of aversive reactivity. Third, it would allow researchers to better validate the construct of
aversive reactivity by decomposing state and trait components of its variability.

Such fundamental and naturalistic studies further have the potential to improve the
measurement and assessment of mechanisms that maintain emotional disorders and further
streamline psychological interventions to target these factors. For example, evidence that
the full range of emotional disorders are maintained by a general aversive reactivity

factor would warrant a single transdiagnostic treatment. In this vein, transdiagnostic
treatments such as the UP (Barlow et al., 2017; Cassiello-Robbins et al., 2020) and ACT
(Hayes et al., 2016) demonstrate efficacy across diagnostic categories, equivalent to single-
disorder protocols, supporting the utility of transdiagnostic interventions to treat a range of
psychopathology. However, if certain constructs are uniquely relevant to particular clinical
presentations, targeted interventions may be necessary. If future research indicated that
specific forms of behavioral avoidance were most commonly predicted by a particular facet
or subfactor of an overarching aversive reactivity factor, then targeted interventions could
be developed to address these facets. Patients exhibiting difficulties in these specific areas
could then receive these targeted interventions, either in addition to or in place of treatment
targeting aversive reactivity more broadly. The assessment of underlying mechanisms has
the potential to reduce therapist burden by streamlining interventions to treat transdiagnostic
processes that can reach patients across diagnostic categories (Southward & Sauer-Zavala,
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2020). Clinicians could select from a small number of mechanism-focused interventions to
treat nearly all patients in general practice (Sauer-Zavala et al., 2020).

We conceptualized our circumscribed literature review as a supplement to our theoretical
thesis to provide a “snapshot” of quite a large literature. However, limitations of this

work still warrant comment. First, our methods may have resulted in the omission of

some studies, despite efforts to be comprehensive. Given the number of constructs and
behaviors within the scope of this review, it would have been impractical to carry out a more
systematic review. For example, whereas constructs such as emotion dysregulation and stress
reactivity may not fall precisely within the scope of aversive reactivity, they are at the very
least neighboring constructs that would benefit from additional exploration to more fully
determine their relations to aversive reactivity and avoidant behavioral coping.

Additionally, given our focus on behavioral outcomes (not symptom severity), it is possible
that avoidant coping strategies that are more amenable to measurement may have been
overemphasized. For example, alcohol and drug use, which were consistently some of

the most commonly measured behaviors across constructs, are more easily assessed as
discrete behaviors than worry or rumination, for instance. Other behavioral strategies

like reassurance-seeking or rumination were less commonly measured overall and are
more typically assessed indirectly through the lens of symptom severity or as markers of
subjective distress. Furthermore, certain behaviors like reassurance-seeking and withdrawal
were rarely measured across constructs, likely due to the fact that there are few assessment
tools that specifically tap into these behaviors. These measurement issues may explain the
imbalance in capturing certain behaviors relative to others. Furthermore, our review was
limited in that the field relies primarily on self-report measures of behaviors. However,
given their potential importance to the development of clinically relevant psychopathology,
we encourage future researchers to develop psychometrically valid and reliable ways of
measuring these behaviors.

Overall, our review suggests that the majority of research trends to date fail to make
headway in better understanding comorbidity and contribute to the problem of having

an overabundance of models related to only one disorder or problem behavior. Research
progress suffers from a lack of parsimony as a result of unwieldy theoretical models, which
further translates to limited clinical utility. The overall point of this review is to shed light
on the fragmented state of the research. By more comprehensively understanding these
relations, we can move toward a better conceptualization of the functional processes that
maintain emotional disorders, streamline assessment procedures, and help refine treatment
interventions.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.

J Emot Psychopathol. Author manuscript; available in PMC 2024 January 19.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Semcho et al. Page 16

Role of Funding Sources

Funding for Caitlyn O. Hood’s doctoral studies was provided by the National Institute on Drug Abuse (T32
DA035200) through the National Institutes of Health (NIH). NIH had no role in the study design, collection,
analysis or interpretation of the data, writing the manuscript, or the decision to submit the paper for publication.

References

Abramowitz JS, Tolin DF, & Street GP (2001). Paradoxical effects of thought suppression:

A meta-analysis of controlled studies. Clinical Psychology Review, 21(5), 683-703. 10.1016/
s0272-7358(00)00057-x [PubMed: 11434226]

Ak S, & Kilig C (2017). Does gender affect the relationship between anxiety sensitivity and social
anxiety? Turk Psikiyatri Dergisi, 28(4), 1-6. [PubMed: 28291292]

Allan NP, Albanese BJ, Norr AM, Zvolensky MJ, & Schmidt NB (2015). Effects of anxiety sensitivity
on alcohol problems: Evaluating chained mediation through generalized anxiety, depression and
drinking motives. Addiction, 110(2), 260-268. 10.1111/add.12739 [PubMed: 25220033]

Allan NP, Capron DW, Raines AM, & Schmidt NB (2014). Unique relations among anxiety sensitivity
factors and anxiety, depression, and suicidal ideation. Journal of Anxiety Disorders, 28(2), 266-275.
10.1016/j.janxdis.2013.12.004 [PubMed: 24534564]

Allan NP, Macatee RJ, Norr AM, & Schmidt NB (2014). Direct and interactive effects of distress
tolerance and anxiety sensitivity on generalized anxiety and depression. Cognitive Therapy and
Research, 38(5), 530-540. 10.1007/s10608-0149623-y

Allan NP, Norr AM, Boffa JW, Durmaz D, Raines AM, & Schmidt NB (2015). Examining the
unique relations between anxiety sensitivity factors and suicidal ideation and past suicide attempts.
Psychiatry Research, 228(3), 441-447. 10.1016/j.psychres.2015.05.066 [PubMed: 26154817]

American Psychiatric Association. (1980). Diagnostic and statistical manual of mental disorders (3rd
ed.). Washington, DC: Author.

American Psychiatric Association. (1994). Diagnostic and statistical manual of mental disorders (4th
ed.). Washington, DC: Author.

American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders (5th
ed.). Washington, DC: Author.

Andrews G (1996). Comorbidity and the General Neurotic Syndrome. The British Journal of

Psychiatry, 168(S30), 76-84. 10.1192/S0007125000298449 [PubMed: 8770433]

Anestis MD, Holm-Denoma JM, Gordon KH, Schmidt NB, & Joiner TE (2008). The role of
anxiety sensitivity in eating pathology. Cognitive Therapy and Research, 32(3), 370-385. 10.1007/
s10608-006-9085-y

Anestis MD, Knorr AC, Tull MT, Lavender JM, & Gratz KL (2013). The Importance of High Distress
Tolerance in the Relationship between Nonsuicidal Self-Injury and Suicide Potential. Suicide and
Life-Threatening Behavior, 43(6), 663-675. 10.1111/slth.12048 [PubMed: 23855386]

Asmundson GJG, & Stapleton Jennifer A. (2008). Associations between dimensions of anxiety
sensitivity and PTSD symptom clusters in active-duty police officers. Cognitive Behaviour
Therapy, 37(2), 66-75. 10.1080/16506070801969005 [PubMed: 18470738]

Barlow DH, Farchione TJ, Bullis JR, Gallagher MW, Murray-Latin H, Sauer-Zavala S, Bentley KH,
Thompson-Hollands J, Conklin LR, Boswell JF, Ametaj A, Carl JR, Boettcher HT, & Cassiello-
Robbins C (2017). The unified protocol for transdiagnostic treatment of emotional disorders
compared with diagnosis-specific protocols for anxiety disorders: A randomized clinical trial.
JAMA Psychiatry, 74(9), 875. 10.1001/jamapsychiatry.2017.2164 [PubMed: 28768327]

Barlow DH, Sauer-Zavala S, Carl JR, Bullis JR, & Ellard KK (2014). The nature, diagnosis, and
treatment of neuroticism: Back to the future. Clinical Psychological Science, 2(3), 344-365.
10.1177/2167702613505532

Blashfield RK, Keeley JW, Flanagan EH, & Miles SR (2014). The cycle of classification:

DSM-I through DSM-5. Annual Review of Clinical Psychology, 10, 25-51. 10.1146/annurev-
clinpsy-032813-153639

J Emot Psychopathol. Author manuscript; available in PMC 2024 January 19.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Semcho et al.

Page 17

Boelen PA, & Reijntjes A (2009). Intolerance of uncertainty and social anxiety. Journal of Anxiety
Disorders, 23(1), 130-135. 10.1016/j.janxdis.2008.04.007 [PubMed: 18565725]

Borkovec TD (1994). The nature, functions, and origins of worry. In Davey GC & Tallis F (Eds.),
Worrying: Perspectives on theory, assessment and treatment (pp. 5-33). John Wiley & Sons.

Borkovec TD, & Roemer L (1995). Perceived functions of worry among generalized anxiety disorder
subjects: Distraction from more emotionally distressing topics? Journal of Behavior Therapy and
Experimental Psychiatry, 26(1), 25-30. [PubMed: 7642757]

Brown TA (2007). Temporal course and structural relationships among dimensions of temperament
and DSM-IV anxiety and mood disorder constructs. Journal of Abnormal Psychology, 116(2),
313-328. 10.1037/0021-843X.116.2.313 [PubMed: 17516764]

Brown TA, Avery JC, Jones MD, Anderson LK, Wierenga CE, & Kaye WH (2018). The impact
of alexithymia on emotion dysregulation in anorexia nervosa and bulimia nervosa over time.
European Eating Disorders Review, 26(2), 150-155. 10.1002/erv.2574 [PubMed: 29266572]

Brown TA, & Barlow DH (2009). A proposal for a dimensional classification system based on the
shared features of the DSM-IV anxiety and mood disorders: Implications for assessment and
treatment. Psychological Assessment, 21(3), 256-271. 10.1037/a0016608 [PubMed: 19719339]

Brown TA, Campbell LA, Lehman CL, Grisham JR, & Mancill RB (2001). Current and lifetime
comorbidity of the DSM-IV anxiety and mood disorders in a large clinical sample. Journal of
Abnormal Psychology, 110(4), 585-599. 10.1037//0021-843x.110.4.585 [PubMed: 11727948]

Buckner JD, Keough ME, & Schmidt NB (2007). Problematic alcohol and cannabis use among young
adults: The roles of depression and discomfort and distress tolerance. Addictive Behaviors, 32(9),
1957-1963. 10.1016/j.addbeh.2006.12.019 [PubMed: 17258398]

Buhr K, & Dugas MJ (2002). The Intolerance of Uncertainty Scale: Psychometric properties
of the English version. Behaviour Research and Therapy, 40(8), 931-945. 10.1016/
s0005-7967(01)00092-4 [PubMed: 12186356]

Bullis JR, Boettcher H, Sauer-Zavala S, Farchione TJ, & Barlow DH (2019). What is an emotional
disorder? A transdiagnostic mechanistic definition with implications for assessment, treatment,
and prevention. Clinical Psychology: Science and Practice, 26(2), e12278. 10.1111/cpsp.12278

Campbell-Sills L, Barlow DH, Brown TA, & Hofmann SG (2006). Effects of suppression and
acceptance on emotional responses of individuals with anxiety and mood disorders. Behaviour
Research and Therapy, 44(9), 1251-1263. 10.1016/j.brat.2005.10.001 [PubMed: 16300723]

Carleton RN (2012). The intolerance of uncertainty construct in the context of anxiety disorders:
Theoretical and practical perspectives. Expert Review of Neurotherapeutics, 12(8), 937-947.
10.1586/ern.12.82 [PubMed: 23002938]

Carleton RN (2016). Into the unknown: A review and synthesis of contemporary models involving
uncertainty. Journal of Anxiety Disorders, 39, 30—43. 10.1016/j.janxdis.2016.02.007 [PubMed:
26945765]

Cassiello-Robbins C, Southward MW, Wilner Tirpak J, & Sauer-Zavala S (2020). A systematic review
of Unified Protocol applications: Facilitating widespread dissemination via adaptability. Clinical
Psychology Review, 78, 101852. 10.1016/j.cpr.2020.101852 [PubMed: 32360953]

Chapman AL, Gratz KL, & Brown MZ (2006). Solving the puzzle of deliberate self-harm:

The experiential avoidance model. Behaviour Research and Therapy, 44(3), 371-394. 10.1016/
j.brat.2005.03.005 [PubMed: 16446150]

Chapman AL, Specht MW, & Cellucci T (2005). Borderline personality disorder and deliberate
self-harm: Does experiential avoidance play a role? Suicide and Life-Threatening Behavior, 35(4),
388-399. 10.1521/suli.2005.35.4.388 [PubMed: 16178694]

Chawla N, & Ostafin B (2007). Experiential avoidance as a functional dimensional approach to
psychopathology: An empirical review. Journal of Clinical Psychology, 63(9), 871-890. 10.1002/
jclp.20400 [PubMed: 17674402]

Chien L-L, Ko H-C, & Wu JY-W (2007). The five-factor model of personality and depressive
symptoms: One-year follow-up. Personality and Individual Differences, 43(5), 1013-1023.
10.1016/j.paid.2007.02.022

J Emot Psychopathol. Author manuscript; available in PMC 2024 January 19.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Semcho et al.

Page 18

Chmielewski M, Clark LA, Bagby RM, & Watson D (2015). Method matters: Understanding
diagnostic reliability in DSM-IV and DSM-5. Journal of Abnormal Psychology, 124(3), 764-7609.
10.1037/abn0000069 [PubMed: 26098046]

Conway CC, Naragon-Gainey K, & Harris MT (2020). The structure of distress tolerance and
neighboring emotion regulation abilities. Assessment, 1-15.

Cuijpers P, Karyotaki E, Weitz E, Andersson G, Hollon SD, van Straten A (2014). The effects
of psychotherapies for major depression in adults on remission, recovery and improvement: A
meta-analysis. Journal of Affective Disordorders, 159, 118-26. 10.1016/j.jad.2014.02.026.

Cyders MA, Smith GT, Spillane NS, Fischer S, Annus AM, & Peterson C (2007). Integration of
impulsivity and positive mood to predict risky behavior: Development and validation of a measure
of positive urgency. Psychological Assessment, 19(1), 107-118. 10.1037/1040-3590.19.1.107
[PubMed: 17371126]

Daughters SB, Lejuez CW, Bornovalova MA, Kahler CW, Strong DR, & Brown RA (2005). Distress
tolerance as a predictor of early treatment dropout in a residential substance abuse treatment
facility. Journal of Abnormal Psychology, 114(4), 729-734. 10.1037/0021-843X.114.4.729
[PubMed: 16351393]

Deacon B, & Abramowitz J (2006). Anxiety sensitivity and its dimensions across the anxiety
disorders. Journal of Anxiety Disorders, 20(7), 837-857. 10.1016/j.janxdis.2006.01.003 [PubMed:
16466904]

Dugas MJ, Freeston MH, & Ladouceur R (1997). Intolerance of Uncertainty and Problem Orientation
in Worry. Cognitive Therapy and Research, 21(6), 593-606. 10.1023/A:1021890322153

Einstein DA (2014). Extension of the transdiagnostic model to focus on intolerance of uncertainty: A
review of the literature and implications for treatment. Clinical Psychology: Science and Practice,
21(3), 280-300. 10.1111/cpsp.12077 [PubMed: 25400336]

Feldman G, Dunn E, Stemke C, Bell K, & Greeson J (2014). Mindfulness and rumination as predictors
of persistence with a distress tolerance task. Personality and Individual Differences, 56, 154-158.
10.1016/j.paid.2013.08.040

Fischer S, Wonderlich J, Breithaupt L, Byrne C, & Engel S (2018). Negative urgency and expectancies
increase vulnerability to binge eating in bulimia nervosa. Eating Disorders, 26(1), 39-51.
doi:10.1080/10640266.2018.1418253 [PubMed: 29384460]

Forsyth JP, Parker JD, & Finlay CG (2003). Anxiety sensitivity, controllability, and experiential
avoidance and their relation to drug of choice and addiction severity in a residential
sample of substance-abusing veterans. Addictive Behaviors, 28(5), 851-870. 10.1016/
s0306-4603(02)00216-2 [PubMed: 12788261]

Frances AJ, & Widiger T (2012). Psychiatric diagnosis: Lessons from the DSM-IV past and cautions
for the DSM-5 future. Annual Review of Clinical Psychology, 8, 109-130. 10.1146/annurev-
clinpsy-032511-143102

Gamez W, Chmielewski M, Kotov R, Ruggero C, & Watson D (2011). Development of a
measure of experiential avoidance: The Multidimensional Experiential Avoidance Questionnaire.
Psychological Assessment, 23(3), 692-713. 10.1037/a0023242 [PubMed: 21534697]

Gentes EL, & Ruscio AM (2011). A meta-analysis of the relation of intolerance of uncertainty to
symptoms of generalized anxiety disorder, major depressive disorder, and obsessive-compulsive
disorder. Clinical Psychology Review, 31(6), 923-933. 10.1016/j.cpr.2011.05.001 [PubMed:
21664339]

Griffith JW, Zinbarg RE, Craske MG, Mineka S, Rose RD, Waters AM, & Sutton JM (2010).
Neuroticism as a common dimension in the internalizing disorders. Psychological Medicine, 40(7),
1125-1136. 10.1017/S0033291709991449 [PubMed: 19903363]

Gross JJ, Sheppes G, & Urry HL (2011). Emotion generation and emotion regulation: A distinction we
should make (carefully). Cognition & Emotion, 25(5), 765-781. 10.1080/02699931.2011.555753
[PubMed: 21824019]

Hayes SC, Luoma JB, Bond FW, Masuda A, & Lillis J (2006). Acceptance and Commitment
Therapy: Model, processes and outcomes. Behaviour Research and Therapy, 44(1), 1-25. 10.1016/
j.brat.2005.06.006 [PubMed: 16300724]

J Emot Psychopathol. Author manuscript; available in PMC 2024 January 19.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Semcho et al.

Page 19

Hayes SC, Strosahl KD, & Wilson KG (2016). Acceptance and commitment therapy: The process and
practice of mindful change (2nd ed.). Guilford.

Hayes SC, Wilson KG, Gifford EV, Follette VM, & Strosahl K (1996). Experiential avoidance and
behavioral disorders: A functional dimensional approach to diagnosis and treatment. Journal of
Consulting and Clinical Psychology, 64(6), 1152-1168. 10.1037//0022-006x.64.6.1152 [PubMed:
8991302]

Hezel DM, Stewart SE, Riemann BC, & McNally RJ (2019). Standard of proof and intolerance
of uncertainty in obsessive-compulsive disorder and social anxiety disorder. Journal of
Behavior Therapy and Experimental Psychiatry, 64, 36—-44. 10.1016/j.jbtep.2019.02.002 [PubMed:
30818107]

Hopwood CJ, Baghy RM, Gralnick T, Ro E, Ruggero C, Mullins-Sweatt S, Kotov R, Bach
B, Cicero DC, Krueger RF, Patrick CJ, Chmielewski M, DeYoung CG, Docherty AR,

Eaton NR, Forbush KT, lvanova MY, Latzman RD, Pincus AL, ... Zimmermann J (2019).
Integrating psychotherapy with the hierarchical taxonomy of psychopathology (HiTOP). Journal of
Psychotherapy Integration. 10.1037/int0000156

Insel T, Cuthbert B, Garvey M, Heinssen R, Pine DS, Quinn K, Sanislow C, & Wang P (2010).
Research domain criteria (RDoC): Toward a new classification framework for research on mental
disorders. The American Journal of Psychiatry; Am J Psychiatry. 10.1176/appi.ajp.2010.09091379

Juarascio AS, Parker MN, Manasse SM, Barney JL, Wyckoff EP, & Dochat C (2020). An exploratory
component analysis of emotion regulation strategies for improving emotion regulation and
emotional eating. Appetite, 150, 104634. 10.1016/j.appet.2020.104634 [PubMed: 32087282]

Kazdin AE (2008). Evidence-based treatment and practice: New opportunities to bridge clinical
research and practice, enhance the knowledge base, and improve patient care. The American
Psychologist, 63(3), 146-159. 10.1037/0003-066X.63.3.146 [PubMed: 18377105]

Kazdin AE, & Blase SL (2011). Rebooting psychotherapy research and practice to reduce the
burden of mental illness. Perspectives on Psychological Science: A Journal of the Association
for Psychological Science, 6(1), 21-37. 10.1177/1745691610393527 [PubMed: 26162113]

Keough MT, Hendershot CS, Wardell JD, & Bagby RM (2017). Investigating the mediational role
of negative urgency in the anxiety sensitivity pathway to cannabis problems and dependence
symptoms among postsecondary students. Journal of American College Health, 66(2), 69-75.
doi:10.1080/07448481.2017.1369093 [PubMed: 28829279]

Kessler RC, Ormel J, Petukhova M, McLaughlin KA, Green JG, Russo LJ, Stein DJ, Zaslavsky AM,
Aguilar-Gaxiola S, Alonso J, Andrade L, Benjet C, de Girolamo G, de Graaf R, Demyttenaere
K, Fayyad J, Haro JM, Hu C. yi, Karam A, ... Ustiin TB (2011). Development of lifetime
comorbidity in the World Health Organization world mental health surveys. Archives of General
Psychiatry, 68(1), 90-100. 10.1001/archgenpsychiatry.2010.180 [PubMed: 21199968]

Khan AA, Jacobson KC, Gardner CO, Prescott CA, & Kendler KS (2005). Personality and
comorbidity of common psychiatric disorders. The British Journal of Psychiatry, 186(3), 190-196.
10.1192/hjp.186.3.190 [PubMed: 15738498]

Kotov R, Krueger RF, Watson D, Achenbach TM, Althoff RR, Bagby RM, Brown TA, Carpenter
WT, Caspi A, Clark LA, Eaton NR, Forbes MK, Forbush KT, Goldberg D, Hasin D, Hyman
SE, lvanova MY, Lynam DR, Markon K, ... Zimmerman M (2017). The Hierarchical taxonomy
of psychopathology (HiTOP): A dimensional alternative to traditional nosologies. Journal of
Abnormal Psychology, 126(4), 454-477. 10.1037/abn0000258 [PubMed: 28333488]

Ladouceur R, Dugas MJ, Freeston MH, Rhéaume J, Blais F, Boisvert J-M, Gagnon F, & Thibodeau
N (1999). Specificity of generalized anxiety disorder symptoms and processes. Behavior Therapy,
30(2), 191-207. 10.1016/S0005-7894(99)80003-3

Lahey BB (2009). Public health significance of neuroticism. The American Psychologist, 64(4), 241-
256. 10.1037/a0015309 [PubMed: 19449983]

Lilienfeld SO (2014). DSM-5: Centripetal scientific and centrifugal antiscientific forces. Clinical
Psychology: Science and Practice, 21(3), 269-279. 10.1111/cpsp.12075

Llera SJ, & Newman MG (2014). Rethinking the role of worry in generalized anxiety disorder:
Evidence supporting a model of emotional contrast avoidance. Behavior Therapy, 45(3), 283-299.
[PubMed: 24680226]

J Emot Psychopathol. Author manuscript; available in PMC 2024 January 19.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Semcho et al.

Page 20

Lynam DR, Smith GT, Whiteside SP, & Cyders MA (2006). The UPPS-P: Assessing five personality
pathways to impulsive behavior. West Lafayette, IN: Purdue University, 10.

Maser JD, Norman SB, Zisook S, Everall IP, Stein MB, Schettler PJ, & Judd LL (2009). Psychiatric
nosology is ready for a paradigm shift in DSM-V. Clinical Psychology: Science and Practice,
16(1), 24-40. 10.1111/j.1468-2850.2009.01140.x

McHugh RK, & Barlow DH (2010). The dissemination and implementation of evidence-based
psychological treatments. A review of current efforts. The American Psychologist, 65(2), 73-84.
10.1037/a0018121 [PubMed: 20141263]

McHugh RK, Daughters SB, Lejuez CW, Murray HW, Hearon BA, Gorka SM, & Otto MW (2011).
Shared variance among self-report and behavioral measures of distress intolerance. Cognitive
Therapy and Research, 35(3), 266—275. 10.1007/s10608-010-9295-1 [PubMed: 23894216]

Mosca O, Lauriola M, & Carleton RN (2016). Intolerance of uncertainty: A temporary experimental
induction procedure. PLoS ONE, 11(6). 10.1371/journal.pone.0155130

Naragon-Gainey K, McMahon TP, & Park J (2018). The contributions of affective traits and emotion
regulation to internalizing disorders: Current state of the literature and measurement challenges.
American Psychologist, 73(9), 1175-1186. 10.1037/amp0000371 [PubMed: 30525799]

Naragon-Gainey K, & Watson D (2018). What lies beyond neuroticism? An examination of the unique
contributions of social-cognitive vulnerabilities to internalizing disorders. Assessment, 25(2), 143-
158.10.1177/1073191116659741 [PubMed: 27411679]

Nock MK, & Mendes WB (2008). Physiological Arousal, Distress Tolerance, and Social Problem—
Solving Deficits Among Adolescent Self-Injurers. Journal of Consulting and Clinical Psychology,
76(1), 28-38. 10.1037/0022-006X.76.1.28 [PubMed: 18229980]

Polusny MA, Rosenthal MZ, Aban |, & Follette VM (2004). Experiential avoidance as a mediator of
the effects of adolescent sexual victimization on negative adult outcomes. Violence and Victims,
19(1), 109-120. 10.1891/vivi.19.1.109.33238 [PubMed: 15179750]

Rachman S (1998). A cognitive theory of obsessions: Elaborations. Behaviour Research and Therapy,
36(4), 385-401. 10.1016/S0005-7967(97)10041-9 [PubMed: 9670600]

Raines AM, Oglesby ME, Capron DW, & Schmidt NB (2014). Obsessive compulsive disorder and
anxiety sensitivity: ldentification of specific relations among symptom dimensions. Journal of
Obsessive-Compulsive and Related Disorders, 3(2), 71-76. 10.1016/j.jocrd.2014.01.001

Raykos BC, Byrne SM, & Watson H (2009). Confirmatory and exploratory factor analysis of the
distress tolerance scale (DTS) in a clinical sample of eating disorder patients. Eating Behaviors,
10(4), 215-219. 10.1016/j.eatbeh.2009.07.001 [PubMed: 19778750]

Regier DA, Narrow WE, Kuhl EA, & Kupfer DJ (2009). The conceptual development of DSM-V.
The American Journal of Psychiatry, 166(6), 645-650. 10.1176/appi.ajp.2009.09020279 [PubMed:
19487400]

Reiss S (1991). Expectancy model of fear, anxiety, and panic. Clinical Psychology Review, 11(2),
141-153. 10.1016/0272-7358(91)90092-9

Reiss S, Peterson RA, Gursky DM, & McNally RJ (1986). Anxiety sensitivity, anxiety
frequency and the prediction of fearfulness. Behaviour Research and Therapy, 24(1), 1-8.
10.1016/0005-7967(86)90143-9 [PubMed: 3947307]

Roemer L, Salters K, Raffa SD, & Orsillo SM (2005). Fear and avoidance of internal experiences in
GAD: Preliminary tests of a conceptual model. Cognitive Therapy and Research, 29(1), 71-88.
10.1007/s10608-005-1650-2

Sauer-Zavala S, & Barlow DH (2014). The case for borderline personality disorder as an emotional
disorder: Implications for treatment. Clinical Psychology: Science and Practice, 21(2), 118-138.
10.1111/cpsp.12063

Sauer-Zavala S, Southward MW, & Semcho SA (2020). Integrating and differentiating personality
and psychopathology in cognitive behavior therapy. Journal of Personality. Advance online
publication. 10.1111/jopy.12602

Sauer-Zavala S, Wilner JG, & Barlow DH (2017). Addressing neuroticism in psychological treatment.
Personality Disorders: Theory, Research, and Treatment, 8(3), 191-198. 10.1037/per0000224

Shafran R, & Robinson P (2004). Thought-shape fusion in eating disorders. British Journal of Clinical
Psychology, 43(4), 399-408. 10.1348/0144665042389008 [PubMed: 15530210]

J Emot Psychopathol. Author manuscript; available in PMC 2024 January 19.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Semcho et al.

Page 21

Shafran R, Thordarson DS, & Rachman S (1996). Thought-action fusion in obsessive compulsive
disorder. Journal of Anxiety Disorders, 10(5), 379-391. 10.1016/0887-6185(96)00018-7

Shihata S, McEvoy PM, & Mullan BA (2017). Pathways from uncertainty to anxiety: An evaluation
of a hierarchical model of trait and disorder-specific intolerance of uncertainty on anxiety disorder
symptoms. Journal of Anxiety Disorders, 45, 72-79. 10.1016/j.janxdis.2016.12.001 [PubMed:
27984787]

Simons J, & Gaher R (2005). The Distress Tolerance Scale: Development and Validation of a Self-
Report Measure. Motivation and Emotion, 29(2), 83-102. 10.1007/s11031-005-7955-3

Smith NS, Albanese BJ, Schmidt NB, & Capron DW (2019). Intolerance of uncertainty and
responsibility for harm predict nocturnal panic attacks. Psychiatry Research, 273, 82-88. 10.1016/
j.psychres.2019.01.025 [PubMed: 30640055]

Southward MW, & Sauer-Zavala S (2020). Experimental manipulations to test theory-driven
mechanisms of cognitive behavior therapy. Frontiers in Psychiatry, 11, Article 603009. 10.3389/
fpsyt.2020.603009 [PubMed: 33391056]

Spinhoven P, Drost J, de Rooij M, van Hemert AM, & Penninx BW (2014). A longitudinal study
of experiential avoidance in emotional disorders. Behavior Therapy, 45(6), 840-850. 10.1016/
j.beth.2014.07.001 [PubMed: 25311292]

Spinhoven P, Drost J, de Rooij M, van Hemert AM, & Penninx BWJH (2016). Is experiential
avoidance a mediating, moderating, independent, overlapping, or proxy risk factor in the onset,
relapse and maintenance of depressive disorders? Cognitive Therapy and Research, 40(2), 150—
163. 10.1007/s10608-015-9747-8 [PubMed: 27069286]

Spinhoven P, van Hemert AM, & Penninx BWJH (2017). Experiential avoidance and bordering
psychological constructs as predictors of the onset, relapse and maintenance of anxiety disorders:
One or many? Cognitive Therapy and Research, 41(6), 867-880. 10.1007/s10608-017-9856-7
[PubMed: 29104331]

Springer KS, Levy HC, & Tolin DF (2018). Remission in CBT for adult anxiety disorders: A meta-
analysis. Clinical Psychology Review, 61, 1-8. 10.1016/j.cpr.2018.03.002. [PubMed: 29576326]

Taylor S, & Cox BJ (1998). An expanded anxiety sensitivity index: Evidence for a hierarchic
structure in a clinical sample. Journal of Anxiety Disorders, 12(5), 463-483. 10.1016/
s0887-6185(98)00028-0 [PubMed: 9801964]

Taylor S, Zvolensky MJ, Cox BJ, Deacon B, Heimberg RG, Ledley DR, Abramowitz JS,

Holaway RM, Sandin B, Stewart SH, Coles M, Eng W, Daly ES, Arrindell WA, Bouvard

M, & Cardenas SJ (2007). Robust dimensions of anxiety sensitivity: Development and initial
validation of the Anxiety Sensitivity Index-3. Psychological Assessment, 19(2), 176-188.
10.1037/1040-3590.19.2.176 [PubMed: 17563199]

Thompson-Hollands J, Farchione TJ, & Barlow DH (2013). Thought-action fusion across anxiety
disorder diagnoses: Specificity and treatment effects. The Journal of Nervous and Mental Disease,
201(5), 407-413. 10.1097/NMD.0b013e31828e102c [PubMed: 23595095]

Timpano KR, Buckner JD, Richey JA, Murphy DL, & Schmidt NB (2009). Exploration of anxiety
sensitivity and distress tolerance as vulnerability factors for hoarding behaviors. Depression and
Anxiety, 26(4), 343-353. 10.1002/da.20469 [PubMed: 19123454]

Tolin DF, Abramowitz JS, Brigidi BD, & Foa EB (2003). Intolerance of uncertainty in
obsessive-compulsive disorder. Journal of Anxiety Disorders, 17(2), 233-242. 10.1016/
s0887-6185(02)00182-2 [PubMed: 12614665]

Trull TJ, Lane SP, Koval P, & Ebner-Priemer UW (2015). Affective dynamics in psychopathology.
Emotion Review, 7(4), 355-361. 10.1177/1754073915590617 [PubMed: 27617032]

Tull MT, Gratz KL, Coffey SF, Weiss NH, & McDermott MJ (2013). Examining the interactive
effect of posttraumatic stress disorder, distress tolerance, and gender on residential substance
use disorder treatment retention. Psychology of Addictive Behaviors, 27(3), 763-773. 10.1037/
20029911 [PubMed: 22946858]

Tull MT, Gratz KL, Salters K, & Roemer L (2004). The role of experiential avoidance in posttraumatic
stress symptoms and symptoms of depression, anxiety, and somatization. The Journal of Nervous
and Mental Disease, 192(11), 754-761. 10.1097/01.nmd.0000144694.30121.89 [PubMed:
15505519]

J Emot Psychopathol. Author manuscript; available in PMC 2024 January 19.



1duosnuepy Joyiny 1duosnuely Joyiny 1duosnue Joyiny

1duosnue Joyiny

Semcho et al. Page 22

Wheaton MG, Deacon BJ, McGrath PB, Berman NC, & Abramowitz JS (2012). Dimensions of
anxiety sensitivity in the anxiety disorders: Evaluation of the ASI-3. Journal of Anxiety
Disorders, 26(3), 401-408. 10.1016/j.janxdis.2012.01.002 [PubMed: 22306133]

Whiteside SP, & Lynam DR (2001). The Five Factor Model and impulsivity: Using a structural model
of personality to understand impulsivity. Personality and Individual Differences, 30(4), 669-689.
10.1016/S0191-8869(00)00064-7

Whiteside SP, Lynam DR, Miller JD, & Reynolds SK (2005). Validation of the UPPS impulsive
behaviour scale: A four-factor model of impulsivity. European Journal of Personality, 19(7),
559-574. 10.1002/per.556

Zhao J, Tomasi D, Wiers CE, Shokri-Kojori E, Demiral $SB, Zhang Y, Volkow ND, & Wang G (2017).
Correlation between traits of emotion-based impulsivity and intrinsic default-mode network
activity. Neural Plasticity, 2017, Article 9297621. 10.1155/2017/9297621 [PubMed: 29225975]

J Emot Psychopathol. Author manuscript; available in PMC 2024 January 19.



1duosnuepy Joyiny 1duosnuely Joyiny 1duosnue Joyiny

1duosnue Joyiny

Semcho et al.

Page 23

Public Health Statement

The current study reviewed the existing literature to observe how often researchers
measured associations between possibly redundant constructs reflecting aversive
reactivity to affect (i.e., the tendency to view negative emotions as intolerable) and
clinically relevant coping behaviors (e.g., avoidance, substance use, etc.). Most of the
time, these constructs were only measured with a small number of behaviors, and rarely
with other similar constructs. Future research should consider if these constructs are truly
different from one another, in order to help develop more streamlined and universally
applicable treatments.
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Compulsions 18 5

Worry S 2

'§ Rumination 15 18 3 10 0 2
§ Binge Eating/Restricting 13 15 8 4 6 16
Self-Harm 28 13 12 2 0 10

Behavioral Withdrawal 9 ) 0 2 0 0
Behavioral Avoidance 20 14 5 5 0 0
Reassurance-seeking 1 0 0 6 0 0
AS EA DI IU TAF NU

Constructs

Figure 1. Frequency of Studies I nvestigating Associations between Constructs Reflecting

Aver sive Reactivity and Avoidant Coping Behaviors

Note. Darker colors represent high number of studies investigating the association. AS
= Anxiety sensitivity; EA = Experiential avoidance; DI = Distress intolerance; 1U =

Intolerance of uncertainty; TAF = Thought-action fusion; NU = Negative urgency.
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Figure 2. Frequency of Studies I nvestigating Associations between Constructs Reflecting

Aversive Reactivity and Other Related Constructs

Note. The numbers in the diagonal represent the number of studies that measured the
construct of interest in isolation. Abbreviations for constructs are as follows, along with
the total number of studies that measured each construct in parenthesis: AS = Anxiety
sensitivity (k= 204); EA = Experiential avoidance (k= 91); DI = Distress intolerance (k=
85); IU = Intolerance of uncertainty (k= 81); TAF = Thought-action fusion (k= 26); NU =
Negative urgency (k= 57).
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