


ANXIETY SENSITIVITY 

Enduring fear of anxiety-related physiological sensations arising from the belief that 

they will have serious physical, psychological, or social consequences (Reiss, 

1991; Reiss & McNally, 1985) 



LINKS TO SUBSTANCE USE/MISUSE 

 Anxiety sensitivity and motives 

 Anxiety sensitivity and expectancies 

 Anxiety sensitivity and sensitivity to anxiolytic drug effects 

Anxiety 

Sensitivity 

Alcohol 

Marijuana 

Smoking 

Benzodiazepines 



ANXIETY SENSITIVITY INTERVENTION 

- Based  on “Overcoming the Fear of Fear:  How to Reduce Anxiety Sensitivity” 

By Margo C. Watt & Sherry H. Stewart (2008).  Oakland: New Harbinger 

 

- Evidence of Efficacy in:  

- Watt, Birch, Stewart, & Bernier (2006).  Journal of Mental Health. 

- Watt,  Stewart, Lefaivre, & Uman (2006).  Cognitive Behaviour Therapy 

- Watt, Stewart, Conrod, & Schmidt (2008).  In S. H. Stewart & P. J. Conrod (Eds), Anxiety 
and substance use disorder: The vicious cycle of comorbidity.  New York: Springer. 

- 3 Trials: 

- A) Watt et al. 

- B) Sabourin et al. 

- C) Olthuis et al. 





STUDY DESIGN 

- Participants (university women) selected for high and low AS status 

- Randomly assigned to CBT treatment or NST control  

- Intervention: three one-hour group sessions (psychoeducation, cognitive 

restructuring, interoceptive exposure) 

- Assessments conducted at pre-treatment and 10 weeks post-treatment 

- Anxiety sensitivity (ASI) 

- Drinking quantity and frequency 

- Alcohol-related problems (RAPI) 

- Drinking Motives (DMQ-R) 

- Alcohol Expectancies (ACQ) 











EFFICACY OF AS TREATMENT AS DISTANCE 

TREATMENT: TELEPHONE DELIVERY 
Janine Olthuis, Margo Watt, & Sherry Stewart 

 

Funding: Nova Scotia Health Research Foundation  



PURPOSE & HYPOTHESES 

Objective: test efficacy of distance-delivered CBT in reducing anxiety sensitivity and related 

anxiety and substance use symptoms 

 

Hypotheses: 

 CBT will reduce high anxiety sensitivity 

 CBT may generate related decreases in anxiety and substance use variables 

 

 

Smits et 

al., 2008 



METHOD: PARTICIPANTS 

Recruited via media/community advertisements 

Telephone screening completed to determine eligibility 

 

Inclusion Criteria: 

 aged 18+ 

 high AS: >23 on the ASI – 3 (M = 12.8, SD = 10.6; Taylor et al., 2007; Reiss et al., 2008) 

 

Exclusion Criteria: 

 contraindications to physical exercise 

 suicidal ideation or unremitted psychosis 

 no access to a telephone 

 illiteracy 

 engagement in current psychotherapy or fluctuating pharmacological treatment 

 

Randomly assigned to treatment or waiting list control 

 



METHOD: TREATMENT 

Manualized 8 week program 

Weekly reading (incl. activities and homework) 

 supplemented by 60 min. individual  telephone  

 therapy sessions 
 

 Session 1: Psychoeducation – Anxiety Sensitivity 

 Session 2: Psychoeducation – Anxiety Sensitivity and Mental Health 

 Sessions 3 & 4: Cognitive Restructuring Parts I and II 

 Sessions 5 & 6: Interoceptive Exposure Parts I and II 

 Session 7: Stress Management 

 Session 8: Relapse Prevention & Extending Treatment Gains 

 

1 month continuation of exercise program 
 Run/walk 3x each week, for 10 minutes each time 

 

 

Watt & Stewart, 2008 
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MEASURE

S 
@ PRE, 8 WKS, 

12 WKS 

MEASURES 

 

Anxiety Sensitivity:  

Anxiety Sensitivity Index – 3 (Taylor et al., 2007) 

 

Alcohol Use Motivations: 

Modified Drinking Motives 

Questionnaire, Revised (Grant et al., 2007) 

 



n=25 did not complete screening 

n=39 did not qualify for participation: low 

AS, other treatment, can’t exercise 

109 qualified for participation 

n=6 did not consent to participate 

n=23 did not complete pre-treatment 

assessment 

n=40 randomized to treatment condition 

n=2 did not start 

n=40 randomized to waiting list control 

n=27 completed session 8 

(2 terminated at session 3, 1 at session 4, 3 at 

session 5, 2 at session 6, 1 at session 7, 2 at 

session 8) 

n=36 completed 8 weeks 

(1 passed away, 1 started new treatment, 1 

started new medication, 1 we lost contact 

with) 

n=23 completed post-treatment 

questionnaires 

•Lost in mail: 2 

•Not returned: 2 

n=32 completed post-control questionnaires 

•Lost in mail: 3 

•Not returned: 1 

80 completed pre-treatment assessment and were randomized 

182 individuals contacted study to express interest in participating 



RESULTS: PARTICIPANTS 



S 

0 Diagnoses: 6 

1 Diagnosis: 16 

2 Diagnoses: 14 

3 Diagnoses: 7 

4+ Diagnoses: 3 

Diagnosis Current Partial 

Remission 

Past History 

Panic Disorder 15 4 4 

Social Phobia 13 1 0 

GAD 11 0 0 

MDD 6 6 8 

Agoraphobia 5 0 0 

Dysthymia 4 0 0 

Specific Phobia 2 0 0 

ADNOS 2 0 0 

OCD 2 0 0 

PTSD 1 1 1 

Pain Disorder 1 0 0 

Hypochondriasis 1 0 0 

Eating Disorder 0 2 1 

Substance Disorder 0 0 9 



RESULTS: ANXIETY SENSITIVITY LEVELS (ASI-3 

SCORES) 

0

5

10

15

20

25

30

35

40

45

CBT WLC

Baseline

8 weeks

12 weeks



RESULTS:  COPING WITH ANXIETY DRINKING 

MOTIVES (MODIFIED DMQ-R) 
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DISCUSSION 

Explored the efficacy of a treatment targeting anxiety sensitivity, a known risk factor 
for anxiety disorders and substance abuse 

 

Anxiety sensitivity scores decreased from baseline to 8 and 12 weeks significantly 
more for participants in the treatment vs. control groups 

 

Similar outcomes emerged for measures of disorder-specific anxiety symptoms, and 
general measures of stress and anxiety 

 

Importantly, coping motives related to drinking to deal with anxiety decreased 
significantly more for the treatment group than the control group; these are the 
motive most associated with alcohol problems longitudinally (Grant et al., 2007) 

 



INTERVENTION COMPONENTS 

1. Anxiety Psychoeducation 

 

2. Cognitive Restructuring 

 

3. Interoceptive Exposure 



ANXIETY PSYCHOEDUCATION 

- Learning to identify the components of anxiety 

- Learning about the inter-relations between anxiety components 







COGNITIVE RESTRUCTURING 

-Two types of thinking errors common to high AS individuals: 

a) Overestimation errors 

b) Catastrophizing errors 

















INTEROCEPTIVE EXPOSURE 

- High AS people tend to avoid or escape from feared arousal sensations 

- Avoiding activities/states associated with arousal (e.g., avoidance of caffeine, 

sexual activity, exercise; e.g., Sabourin et al., 2011) 

 

- Exposure is a key principle in treatment of anxiety 

- Interoceptive exposure refers to exposure to internal arousal sensations such as 

rapid heart rate, dizziness, sweating to allow for fear extinction 

- Drawn from treatment for panic disorder (Barlow & Craske’s {2007) Mastery of 

your Anxiety and Panic) 

 

















Sabourin et al. (2008) 



RELEVANCE FOR SMOKING CESSATION 

AS related to many aspects of tobacco use (Zvolensky, Schmidt, & Stewart, 2003): 

 Smoking motives (e.g., Battista et al., 2008) 

 Outcome expectancies (e.g., Zvolensky et al., 2004)  

 Perceived barriers to quitting (Zvolensky et al., 2007) 

AS related to problems quitting: 

 AS associated with increased rate of smoking lapse during first week of quit 
attempt (Brown et al., 2001) 

 AS associated with increased rates of smoking lapse at days 1, 7, and 14 of quit 
attempt after controlling effects of anxiety, depression, and nicotine dependence 
(Zvolensky et al., 2009) 

 In prospective study, AS related to increased relapse by one month post-cessation 
(Mullane et al., 2008) 

 AS smokers’ longest lifetime quit attempt is only 1 week (Zvolensky et al., 2006) 

 

 



NICOTINE WITHDRAWAL SX – GROWTH CURVES 

OVER FIRST TWO WEEKS OF CESSATION IN 

HIGH & LOW AS SMOKERS (JOHNSON ET AL., 2012) 



ADAPTATION OF AS INTERVENTION FOR 

SMOKING CESSATION 
Dr. Michael Zvolensky and colleagues  (University of Houston) have developed an AS 

targeted intervention designed to simultaneously reduce risk for anxiety/panic 
psychopathology and assist smokers in smoking cessation (Zvolensky et al., 2008 
book chapter) 

Components: 

 a) Psychoeducation 

 b) Cognitive Behavioral Therapy (cognitive restructuring, distress tolerance, 
interoceptive exposure) 

 c) Relapse Prevention for Smoking 

 

Crucial Element:  graded exposure to planned nicotine withdrawal prior to cessation 
date as a part of interoceptive exposure plan 

 

Evidence –Base:  Case series (e.g., Zvolensky et al., 2008) 

 Promising but RCT required.   



QUESTIONS/DISCUSSION 

Contact:  sstewart@dal.ca 


