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Abstract
The present investigation examined the main and interactive effects of anxiety sensitivity and
behavioral distress tolerance, indexed using the breath-holding task, in relation to PTSD symptom
severity among trauma-exposed adults. Participants were 88 adults (63.6% women; Mage = 22.9,
SD = 9.1, Range = 18-62), recruited from the community, who met DSM-IV-TR PTSD Criterion A
for lifetime trauma exposure. Covariates included number of potentially traumatic events,
nonclinical panic attack history, and participant sex. Anxiety sensitivity was significantly
incrementally associated with PTSD total symptom severity, as well as Avoidance and
Hyperarousal symptom severity (p's < .01). Breath-holding duration was not significantly related
to PTSD symptom severity (p's > .05). However, breath-holding duration emerged as a significant
moderator of the association between anxiety sensitivity and PTSD Avoidance symptom severity,
such that lower breath-holding duration exacerbated the effect of heightened anxiety sensitivity
with regard to PTSD Avoidance symptom severity.
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There has been increasing scholarly attention on the investigation of malleable cognitive-
affective factors underlying risk and maintenance for posttraumatic stress disorder (PTSD)
that may be targeted in intervention efforts (Ehring, Ehlers, & Glucksman, 2008; Elwood,
Hahn, Olatunji, & Williams, 2009; Tull, Barrett, McMillan, & Roemer, 2007). Yet, only a
small percentage of this work has focused on sensitivity to, and tolerance of, distressing
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stimuli (Vujanovic, Bernstein, & Litz, 2011). This limitation is unfortunate, as there is a
larger psychopathology literature suggesting how one reacts to distressing internal and
external stimuli may play a formative role in the etiology and maintenance of anxiety and
stress disorders (Leyro, Zvolensky, & Bernstein, 2010; Zvolensky, Vujanovic, Bernstein, &
Leyro, 2010).

Anxiety sensitivity, defined as the fear of anxiety and related consequences (McNally,
2002), is one promising cognitive risk and maintenance factor relevant to PTSD. Past cross-
sectional studies have shown that higher levels of anxiety sensitivity are related to greater
levels of PTSD symptoms among both children and adults (e.g., Leen-Feldner, Feldner,
Reardon, Babson, & Dixon, 2008; Lang, Kennedy, & Stein, 2002; Taylor, Koch, &
McNally, 1992). Longitudinal investigations also have found that greater levels of anxiety
sensitivity predict greater PTSD symptom severity and vice versa (Marshall, Miles, &
Stewart, 2010; Simpson, Jakupcak, & Luterek, 2006). Theoretically, individuals who
catastrophize about the implications of interoceptive cues (i.e., those high in anxiety
sensitivity) may experience enhanced negative emotional learning to trauma-relevant stimuli
and early PTSD-relevant symptoms, which may in turn serve to exacerbate such symptoms
(Bernstein et al., 2005). Additionally, increased levels of PTSD symptoms may exacerbate
an individual's sensitivity to trauma-related interoceptive cues (e.g., Marshall et al., 2010).
Furthermore, among trauma-exposed individuals, higher levels of anxiety sensitivity are
related to the experience of post-trauma panic attacks, suggesting potentially enhanced
interoceptive conditioning among these individuals (Nixon & Bryant, 2003). Finally,
neuroimaging work has found that nonclinical individuals high in anxiety sensitivity
evidence increased amygdala activation in response to emotional stimuli (Stein, Simmons,
Feinstein, & Paulus, 2007), providing further evidence that anxiety sensitivity plays an
important role in emotional processing.

A second construct of relevance to bridging our understanding of PTSD symptom
expression is distress tolerance (Vujanovic et al., 2011). Distress tolerance reflects the
perceived and/or actual behavioral capacity to withstand exposure to aversive or threatening
experiential states (e.g., negative emotions, uncomfortable physical sensations; Leyro et al.,
2010). Past work indicates distress tolerance may be an important factor related to emotional
reactivity to interoceptive distress (Schmidt, Mitchell, Keough, & Riccardi, 2011). For
example, lower levels of perceived distress tolerance for emotional distress and physical
stress, and a lesser ability to withstand acute episodes of emotional stress, are significantly
related to an increased risk of anxiety symptoms and panic attacks (Boelen & Reijntjes,
2009; Bonn-Miller, Zvolensky, & Bernstein, 2009; Daughters et al., 2009; Marshall et al.,
2008) as well as escape behavior in response to somatic arousal (Asmundson & Stein, 1994;
Marshall et al., 2008; Telch, Jacquin, Smits, & Powers, 2003). Preliminary work suggests
that lower levels of perceived emotional distress tolerance are related to greater PTSD
symptom severity (Vujanovic, Bonn-Miller, Potter, Marshall, & Zvolensky, 2011; Marshall-
Berenz, Vujanovic, Bonn-Miller, Bernstein, & Zvolensky, 2010); however, behavioral
distress tolerance has not been extensively studied in relation to PTSD. Moreover, there has
not yet been a direct test of the relative explanatory value of distress tolerance and anxiety
sensitivity in the context of one another with regard to PTSD symptoms. This limitation
impairs the ability to discern the unique and overlapping roles of anxiety sensitivity and
distress tolerance in terms of PTSD symptoms.

Beyond the individual significance of anxiety sensitivity and distress tolerance in terms of
PTSD, there is apt to be clinically-relevant interplay between these factors. Indeed, trauma-
exposed persons with higher levels of anxiety sensitivity and lower tolerance for
interoceptive distress (e.g., physical sensations) may be more likely to manifest greater
PTSD symptom severity. That is, lower levels of tolerance for internal stress (e.g., bodily
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petrubation) may moderate the relation between anxiety sensitivity and PTSD symptoms
among trauma-exposed persons. Namely, trauma-exposed individuals experiencing greater
levels of anxiety sensitivity who cannot as effectively tolerate such distress may interpret
distressing symptoms as more severe, thereby increasing reactivity to and severity of such
symptoms. Conversely, higher levels of tolerance for emotionally or physically distressing
or uncomfortable states may attenuate relative risk for heightened PTSD symptoms.

Together, the aim of the current study was to investigate the main and interactive effects of
anxiety sensitivity and behavioral distress tolerance in relation to PTSD symptom severity
among trauma-exposed adults. Specifically, it was hypothesized that: (1) higher levels of
anxiety sensitivity would be related to higher levels of PTSD symptom severity; (2) lower
levels of behavioral distress tolerance (defined here as shorter latency to termination of a
breath-holding challenge; Hajek, Belcher, & Stapleton, 1987) would be related to higher
levels of PTSD symptom severity; and (3) behavioral distress tolerance would moderate the
relationship between anxiety sensitivity and PTSD symptom severity, such that anxiety
sensitivity-PTSD relations would be particularly relevant among individuals low in distress
tolerance. All effects were expected above and beyond the variance accounted for by the
theoretically relevant covariates of number of potentially traumatic events (PTEs), panic
attack history, and participant sex, for those variables exhibiting significant zero-order
relationships with the criterion variables. Panic attacks have demonstrated robust
associations with PTSD symptoms (e.g., Falsetti & Resnick, 2000; Resnick, Falsetti,
Kilpatrick, & Foy, 1994); therefore, it is important to ensure that associations between the
variables of interest and PTSD symptoms in the current sample are not better accounted for
by panic reactivity. Furthermore, significant differences in men's and women's abilities to
hold their breath have been detected (Hajek et al., 1987); therefore, it is important to ensure
that participant sex does not better account for distress tolerance-PTSD relations.

Method
Participants

Participants were 88 adults (63.6% women; Mage = 22.9, SD = 9.1, Range = 18-62) from the
community who met DSM-IV-TR Criterion A (American Psychiatric Association [APA],
2000) for lifetime trauma exposure on the Clinician-Administered PTSD Scale (CAPS;
Blake et al., 1995). The ethnic distribution was consistent with the overall recruitment
environment: 96.5% Caucasian, 1.2% Hispanic/Latino, 1.2% Asian, and 1.2% Biracial/
Other.

The current study data were collected as part of a larger laboratory investigation examining
cognitive risk factors among individuals with and without a recent history of nonclinical
panic attacks. Inclusionary criteria for the primary investigation were: (a) being between the
ages of 18-65 years; and (b) either meeting criteria for a past 2-year history of nonclinical,
unexpected panic attacks or having no lifetime history of panic attacks. To be included in
the current analyses, individuals had to meet DSM-IV-TR Criterion A for trauma exposure
(APA, 2000). Exclusionary criteria were: (a) current psychotropic medication use; (b)
alcohol or substance dependence in the last 6 months; (c) lifetime panic disorder diagnosis;
(d) current psychosis or suicidal ideation; and (e) limited mental competency or the inability
to provide informed, written consent. An initial 154 participants were enrolled after a brief
phone screen, of which 5 (3.2%) participants were ruled out at the baseline session due to
not meeting the panic attack criteria outlined above. Of the 149 eligible participants, 88
(59%) met DSM-IV-TR criteria for trauma exposure and were included in the current data
analysis.
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Measures
Structured Clinical Interview for DSM-IV—Non-patient Version (SCID-I/NP; First,
Spitzer Gibbon, & Williams, 1995). The SCID-I/NP was administered: (1) to assess whether
participants met criteria for a recent (past two years) history of panic attacks, as well as
current (past month or past six months for substance dependence) psychopathology, and (2)
to assess for current suicidal ideation (see exclusionary criteria). Approximately 20% of the
SCID-I/NP administrations were observed and reviewed by the P.I. (EMB) to ensure inter-
rater reliability, with no cases of diagnostic disagreement noted.

Clinician-Administered PTSD Scale (CAPS; Blake et al., 1995)—The CAPS was
employed to measure the frequency and intensity of current (past month) PTSD symptoms,
as well as to assess current (past month) PTSD diagnostic status. All individuals met the
DSM-IV-TR PTSD Criteria A1 and A2 (APA, 2000, p. 467). The CAPS Life Events
Checklist was used to index number of PTEs; all degrees of exposure (i.e., “happened to
me,” “witnessed it,” “learned about it”) were included to comprise a comprehensive index of
perceived past life traumatic stressors (i.e., number of PTEs variable). This index of PTEs
does not represent Criterion A events necessarily, given that the majority of events were not
assessed for Criterion A status. Only the “most bothersome” event indicated on the Life
Events Checklist was assessed for Criterion A1 and A2 status on the CAPS, with the most
bothersome event meeting Criterion A status being referenced for the CAPS administration.
Past work has found that the Life Events Checklist has good test-retest reliability, good
convergent validity with the Traumatic Life Events Checklist (Kubany et al., 2000), and
significant relations with PTSD symptom severity (Gray, Litz, Hsu, & Lombardo, 2004).
Consistent with prior research (Monson et al. 2006; Weathers, Ruscio, & Keane 1999),
symptom severity was defined as the sum of the frequency and intensity ratings. Twenty
percent of the CAPS administrations were observed and reviewed by the P.I. (EMB) to
ensure inter-rater reliability, with no cases of diagnostic disagreement noted.

Anxiety Sensitivity Index - III (ASI-III; Taylor et al., 2007)—The ASI-III is an 18-
item self-report measure, which assesses sensitivity to, and discomfort with, physical
sensations. Participants are instructed to rate the degree to which they believe the 18
statements apply to them (e.g., “It scares me when my heart beats rapidly”) on a Likert-type
scale from 0 (“very little”) to 4 (“very much”). The ASI-III was developed to improve upon
the factor structure of the original 16-item ASI (Reiss et al., 1986), which evidenced good
internal consistency, test-retest reliability, and convergent validity with other measures of
psychiatric symptoms (Peterson & Reiss, 1992; Zinbarg, Mohlman, & Hong, 1999), but
which evidenced inconsistent findings with regard to the fit of its established three-factor
model (Taylor et al., 2007). Internal consistency of the ASI-III total score in the current
sample was excellent (α = .94).

Breath-Holding Task (Hajek et al., 1987)—The breath-holding task has been
administered as a behavioral index of physical distress tolerance. The task requires
participants to hold their breath as long as they can. In the present study, participants
completed two breath-holding trials, during which they were instructed to inhale deeply,
exhale, and then inhale and hold their breath as long as they could. Similar to past work
(Hajek et al., 1987), distress tolerance on the breath-holding task was defined as the average
duration (in seconds) across the two trials that participants were able to hold their breath.

Procedure
All study procedures were approved by the Institutional Review Board at the University of
Vermont. Recruitment materials describing a study on “emotion” were circulated in the
community, via flyers placed in high traffic areas (e.g., downtown bulletin boards and
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restaurants, university campuses) and advertisements placed in local newspapers.
Community members who responded to advertisements were scheduled for a session in the
laboratory to determine eligibility and collect study data. Upon arrival to the laboratory,
interested participants first provided informed consent. The SCID-I/NP and CAPS were then
administered by a clinical psychology doctoral candidate to determine eligibility based on
the criteria identified above. Eligible participants then completed a battery of self-report
measures and the breath-holding task. Eligible participants were compensated $30 for their
involvement with all elements of the study, which also included a final laboratory
component (not discussed here); ineligible participants were compensated $10 for
participating in the SCID-N/P and CAPS administration.

Data-Analytic Plan
Analyses were conducted in PASW Statistics 18.0. First, zero-order relations were evaluated
among the predictor and criterion variables. Second, a series of hierarchical linear regression
analyses was conducted to evaluate whether the main and interactive effects of anxiety
sensitivity and behavioral distress tolerance (i.e., breath-holding duration) were significantly
related to CAPS - PTSD total (and symptom cluster) severity. The covariates of number of
PTEs endorsed on the CAPS Life Events Checklist and panic attack group were entered into
step one of the regression equations. The main effects (mean-centered) of ASI-III total score
and breath-holding duration (seconds) were entered simultaneously as a block into step two.
The interaction term, computed from mean-centered main effects, was entered at step three.
The criterion variables were past month CAPS – PTSD Total, Re-experiencing, Avoidance,
and Hyperarousal symptom severity (corrected using logarithmic transformation). All tests
were two-tailed with an alpha level set at .05.

The forms of any significant interactions were subsequently examined both graphically, as
per recommendations from Cohen and Cohen (1983), and statistically (Holmbeck, 2002).
First, on the basis of recommendations of Cohen and Cohen (pp. 323, 419), we examined the
form of these interactions by inserting specific values for each predictor variable (0.5 SD
above and below the mean) into the regression equation associated with the described
analysis. Furthermore, on the basis of recommendations of Holmbeck (2002), we conducted
post hoc probing analyses on the data to examine the significance of the simple slopes and
interactions.

Results
Participant Characteristics

As assessed by the SCID-I/NP (First et al., 1995), 45.5% of the sample met criteria for
current (past month) axis I psychopathology. Participants endorsing current
psychopathology met criteria for an average of 2.1 (SD = 1.5) diagnoses. Specifically,
15.9% of the total sample met criteria for Social Anxiety Disorder, 12.5% met criteria for
Generalized Anxiety Disorder, 11.4% met criteria for Specific Phobia, 9.1% met criteria for
Cannabis Abuse, 8.0% met criteria for Dysthymia, 6.9% met criteria for Alcohol Abuse,
5.7% met criteria for Major Depressive Disorder, 4.5% met criteria for Obsessive-
Compulsive Disorder, 2.3% met criteria for Eating Disorder NOS, and 1.1% met criteria for
Bipolar Disorder. Additionally, due to study entry criteria, 50.0% of the sample met criteria
for past two-year nonclinical, unexpected panic attacks.

Participants in the current study endorsed at least one Criterion A traumatic event and
reported an average of 7.7 (SD = 5.7) PTEs. Participants completed the CAPS with reference
to their reported “worst” traumatic event that met DSM-IV-TR PTSD Criterion A (APA,
2000). In terms of participants’ report of “worst” traumatic event, 21.8% of the sample
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endorsed a sudden unexpected death, 14.9% endorsed a transportation accident, 12.6%
endorsed a sexual assault, 12.6% endorsed a life-threatening illness or injury, 8.0% endorsed
an “other” traumatic event, 6.9% endorsed a sudden violent death, 5.7% endorsed a physical
assault, 5.7% endorsed a serious accident at home or work, 4.6% endorsed an unwanted
sexual experience, 3.4% endorsed a natural disaster, 2.3% endorsed an assault with a
weapon, and 1.1% endorsed a fire or explosion. Participants scored an average of 12.9 (SD =
15.9) on CAPS severity ratings (frequency + intensity), indicating generally low levels of
PTSD symptoms (e.g., minimum score of 45 reliably corresponds to PTSD diagnosis;
Weathers et al., 1999), with 4.5% meeting criteria for a current (past month) PTSD
diagnosis. With regard to the symptom clusters, 50.0% of the sample met criteria for 1 or
more Re-experiencing symptoms, 10.2% for 3 or more Avoidance symptoms, and 17.0% for
2 or more Hyperarousal symptoms.

Descriptive Statistics and Zero-Order Correlations
See Table 1 for descriptive statistics and zero-order correlations among the variables
studied. Due to issues of normality in the CAPS criterion variables, all CAPS variables
underwent logarithmic transformation. Number of PTEs and participant sex were
significantly negatively correlated, with men reporting more lifetime traumas compared to
women. Panic attack group was significantly positively related to ASI-III total scores, with
individuals endorsing a positive panic attack history reporting greater levels of anxiety
sensitivity. The covariate of participant sex was not significantly related to any criterion
variables; therefore, sex was not included as a covariate in the regression analyses. ASI-III
and breath-holding duration were not significantly related to one another (p = .88).

Regression Results
See Table 2 for regression output. The proposed model accounted for 21.2% of variance in
CAPS total symptom severity (F(5, 87) = 4.41, p = .001). Step one of the model accounted
for 11.4% of variance (p < .01), with panic group being the only significant predictor at that
step. Step two of the model accounted for a unique 8.1% of variance (p < .05), with the main
effect of ASI-III being a significant predictor and breath-holding duration trending towards
statistical significance (p = .09). The interaction at step three of the model was not
significant

The proposed model accounted for 14.7% of variance in CAPS Re-experiencing symptom
severity (F(5, 87) = 2.83, p < .05). Step one of the model accounted for 6.8% of variance (p
= .05), with number of traumas evidencing a statistical trend (p = .06) at that step. Step two
of the model accounted for 7.0% of unique variance (p < .05), with ASI-III (p = .08) and
breath-holding duration (p = .06) evidencing statistical trends at that step. Step three of the
model was not significant.

The proposed model accounted for 17.7% of variance in CAPS Avoidance symptom
severity (F(5, 87) = 3.52, p < .01). Step one of the model accounted for 6.7% of variance (p
= .05), with panic group being the only significant predictor at that step. Step two of the
model accounted for an additional 6.4% of variance (p = .05), with the main effect of ASI-
III being a significant predictor at that step. The interaction at step three of the model
accounted for an additional 4.6% of variance (p < .05).

The proposed model accounted for 25.3% of variance in CAPS Hyperarousal symptom
severity (F(5, 87) = 5.55, p < .001). Step one of the model accounted for 10.9% of variance
(p < .01), with panic group being the only significant predictor at that step. Step two of the
model accounted for an additional 12.0% of variance (p < .01), with the main effect of ASI-
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III being the only significant predictor at that step. Step three of the model was not
significant.

Examination of Significant Interaction
Please see Figure 1 for a graphical representation of the significant interaction between ASI-
III and breath-holding duration in relation to CAPS Avoidance symptom severity. As shown
in the figure, the relationship between anxiety sensitivity and PTSD Avoidance symptoms
was greatest among those low in behavioral distress tolerance, such that individuals high in
anxiety sensitivity who exhibited low breath-holding duration reported the greatest levels of
Avoidance symptoms. Post hoc probing analyses of the simple slopes and interactions
supported that breath-holding duration significantly moderated the relationship between
ASI-III and CAPS Avoidance symptom severity. The relationship between ASI-III and
CAPS Avoidance symptom severity was statistically significant when breath-holding
duration was low (t = 3.39, β = .57, p = .001), such that symptom severity was higher among
those with elevated levels of anxiety sensitivity. However, the relation between ASI-III and
CAPS total symptom severity was not statistically significant when breath-holding duration
was high (t = -.75, β = -.16, p = .46).

Discussion
The present investigation examined the main and interactive effects of anxiety sensitivity
and behavioral distress tolerance in relation to PTSD symptom severity among trauma-
exposed adults. Results were partially consistent with hypotheses. Anxiety sensitivity was
significantly incrementally associated with PTSD total symptom severity as well as with
Avoidance and Hyperarousal symptom severity. Interestingly, despite a significant zero-
order correlation (r = .39, p < .01), anxiety sensitivity was not significantly incrementally
associated with Re-Experiencing symptom severity, perhaps due to the relatively low levels
of PTSD symptoms reported in this non-clinical sample. Taken together, the anxiety
sensitivity-PTSD associations documented here add to the growing literature focused upon
the clinical relevance of anxiety sensitivity as a risk and maintenance factor for PTSD (e.g.,
Marshall et al., 2010).

Behavioral distress tolerance, operationally defined in the current study as breath-holding
duration, evidenced a trend towards statistical significance in relation to PTSD total and Re-
experiencing symptoms. It may be the case that behaviorally observed distress tolerance
does not evidence similar relations to PTSD as perceived (i.e., self-report) distress tolerance
indices (Marshall-Berenz et al., 2010; Vujanovic et al., 2011; Vujanovic, Bonn-Miller et al.,
2011). It is possible that individuals’ perceptions of their ability to tolerate distress are more
important in relation to PTSD symptoms than one's actual ability to tolerate distress.
However, further work in clinical populations is needed to better understand distress
tolerance-PTSD relations.

Finally, a significant interactive effect of anxiety sensitivity by breath-holding duration
emerged with regard to PTSD Avoidance symptom severity, contributing 4.6% of unique
variance to the model. Post hoc analyses documented that breath-holding duration
significantly moderated anxiety sensitivity-PTSD Avoidance symptom associations, such
that lower levels of breath-holding duration exacerbated the effects of heightened anxiety
sensitivity on PTSD Avoidance symptom severity. This novel, albeit preliminary, model
presents clinically useful information about the potential interplay of two prominent
cognitive-affective factors in relation to PTSD. Although replication and extension of this
work is necessary to facilitate more sophisticated theory-building in this regard, this
investigation puts forth an integrative conceptual model for advancing our understanding of
the roles of cognitive-affective vulnerability factors in PTSD symptom expression. To move
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this literature forward, more advanced studies (e.g., laboratory manipulation) of the factors
underlying trauma-related psychopathology are needed to refine our understanding of not
only risk and maintenance for PTSD, but also the etiology and manifestation of co-occurring
disorders (e.g., PTSD and panic disorder) among trauma-exposed individuals (e.g.,
Vujanovic, Zvolensky, & Bernstein, 2008). Also important to consider and test in future
research is whether anxiety sensitivity and behavioral distress tolerance represent general
risk factors for psychopathology, or whether under certain conditions, they evidence unique
relations to PTSD specifically.

The present findings should be considered in the context of several noteworthy study
limitations. First, the investigation was based on a relatively small, racially homogeneous
sample of community-recruited trauma-exposed participants. It is important for future work
to extend these findings with larger more diverse samples in order to gain confidence in the
present findings. Second, the participants in the study evidenced low levels of PTSD
symptoms. It is possible that the current sample possesses particular resiliency factors, given
that they have been exposed to trauma but the vast majority has not developed PTSD. It is
necessary to replicate the current study in clinical populations with moderate to high levels
of PTSD symptoms. Third, the study utilized a cross-sectional design, impeding the
examination of temporal relations among variables studied. This line of inquiry could be
strengthened by the implementation of prospective designs and experimental paradigms,
such as trauma-relevant cue reactivity protocols (e.g., script-driven imagery; Coffey et al.,
2002). Fourth, the current study did not assess past history of PTSD, which is typically
considered a risk factor for future PTSD symptoms. Future work would benefit from
lifetime PTSD assessment. Fifth, the current investigation examined the interplay of two
theoretically-relevant factors, anxiety sensitivity and behavioral distress tolerance, with
regard to PTSD symptom severity. It is important for future work to advance this line of
inquiry by also examining the interplay of other cognitive-affective factors (e.g.,
mindfulness) within this framework to promote a more multi-faceted understanding of
PTSD symptom expression and maintenance. Furthermore, as alternative behavioral and
self-report measures of distress tolerance exist (e.g., Paced Auditory Serial Addition Task-
Computerized; Lejuez, Kahler, & Brown, 2003), future work would benefit from
investigating the interactive effects of a variety of distress tolerance measures in relation to
anxiety sensitivity and other pertinent factors in terms of PTSD symptom expression.
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Highlights

- Higher levels of anxiety sensitivity are related to greater total, Avoidance and
Hyperarousal PTSD symptom severity

- Main effect of behavioral distress tolerance was not related to PTSD symptoms

- Distress tolerance moderates the relationship between anxiety sensitivity and PTSD
Avoidance symptom severity
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Figure 1.
Interaction of Anxiety Sensitivity and Breath-Holding Duration in Relation to CAPS
Avoidance Symptom Severity
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Table 2

Anxiety Sensitivity, Breath-Holding Duration, and PTSD Symptom Severity

Criterion Variable: PTSD Total Symptom Severity

R2 t β sr2

Step 1 .11**

    Number of PTEs 1.69 .17 .03

    Panic Attack Group 2.89** .30 .09

Step 2 .08*

    ASI-III 2.31* .25 .05

    Breath-Holding Duration -1.71 -.18 .03

Step 3 .02

    Interaction Term -1.30 -.13 .02

Criterion Variable: PTSD Re-experiencing Symptom Severity

R2 t β sr2

Step 1 .07*

    Number of PTEs 1.90 .20 .04

    Panic Attack Group 1.66 .17 .03

Step 2 .07*

    ASI-III 1.76 .20 .03

    Breath-Holding Duration -1.89 -.20 .04

Step 3 .01

    Interaction Term -.92 -.10 .01

Criterion Variable: PTSD Avoidance Symptom Severity

R2 t β sr2

Step 1 .07*

    Number of PTEs .99 .11 .01

    Panic Attack Group 2.28* .24 .06

Step 2 .06*

    ASI-III 2.17* .24 .05

    Breath-Holding Duration -1.14 -.12 .01

Step 3 .05*

    Interaction Term -2.15* -.23 .05

Criterion Variable: PTSD Hyperarousal Symptom Severity

R2 t β sr2

Step 1 .11**

    Number of PTEs .95 .10 .01
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Criterion Variable: PTSD Hyperarousal Symptom Severity

R2 t β sr2

    Panic Attack Group 3.11** .32 .10

Step 2 .12**

    ASI-III 3.38** .36 .11

    Breath-Holding Duration -1.15 -.12 .01

Step 3 .02

    Interaction Term -1.61 -.16 .02

Note:

Number of PTEs = Number of potentially traumatic events endorsed on the CAPS – Life Events Checklist (Blake et al., 1995); Panic Attack Group
= Past 2 year history of nonclinical, unexpected panic attacks (1 = no history, 2 = positive history) as assessed by the Structured Clinical Interview
for DSM-IV Non-Patient Version (SCID-I/NP; First et al., 1995); Participant Sex (1 = male, 2 = female); ASI-III = Anxiety Sensitivity Index – III
(Taylor et al., 2007); Breath-Holding Duration = Average latency to termination of breath-holding task in seconds (Hajek et al., 1987); CAPS =
Clinician-Administered PTSD Scale (Blake et al., 1995).

*
p < .05

**
p < .01
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