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Emotional Avoidance & Low Distress Tolerance in Psychotherapy: A Transdiagnostic, Process -Based 

Approach 

 

     Emotional avoidance, often conceptualized as experiential avoidance, refers to attempts 
to evade, suppress, or alter unwanted internal experiences, including thoughts, emotions, 
memories, and bodily sensations (Hayes et al., 2012). Within clinical contexts, emotional 
avoidance manifests across multiple domains, including cognitive suppression (e.g., 
thought suppression), behavioral avoidance (e.g., withdrawal from triggering situations), 
and emotional numbing (e.g., diminished affective responsiveness). Although avoidance 
strategies may provide short-term relief, they are consistently associated with the 
maintenance and exacerbation of psychological distress over time (Kashdan et al., 2020).  

     Experiential avoidance is a central construct in acceptance-based and contextual 
behavioral models, particularly within Acceptance and Commitment Therapy (ACT), where 
it is conceptualized as a core process underlying psychological inflexibility (Hayes et al., 
2012). Emotional suppression, a related but distinct construct, involves conscious efforts 
to inhibit emotional expression, often resulting in paradoxical increases in physiological 
arousal and reduced interpersonal functioning (Gross, 2015). Emotional numbing, 
frequently observed in trauma-related conditions, represents a more pervasive dampening 
of emotional responsiveness and is often associated with dissociative processes and 
chronic stress exposure (Litz & Gray, 2022). 

     It is essential to distinguish emotional avoidance from adaptive emotion regulation. 
While both involve modulation of emotional experience, adaptive regulation strategies, 
such as cognitive reappraisal, problem-solving, and mindfulness, facilitate engagement 
with emotional material in a flexible and contextually appropriate manner (Gross, 2015). In 
contrast, emotional avoidance is characterized by rigid, inflexible attempts to escape 
internal experiences, often at the cost of long-term functioning and values-consistent 
behavior. 

     Importantly, emotional avoidance is a transdiagnostic process, meaning it cuts across 
multiple diagnostic categories rather than being specific to any single disorder. Research 
has demonstrated its central role in anxiety disorders, depressive disorders, trauma-
related conditions, substance use disorders, and personality pathology (Kashdan et al., 
2020; Levin et al., 2014). This transdiagnostic nature underscores its clinical significance 
and supports the development of interventions targeting underlying processes rather than 
discrete symptom clusters. 
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Defining Distress Tolerance 

     Distress tolerance refers to an individual’s perceived and actual capacity to withstand 
negative emotional states without resorting to maladaptive coping strategies (Simons & 
Gaher, 2005). It encompasses both behavioral tolerance, the ability to persist in goal-
directed activity despite distress, and perceived tolerance, or the belief that one can 
endure emotional discomfort. These dimensions are not always aligned; individuals may 
underestimate their capacity to tolerate distress, leading to premature avoidance 
behaviors that reinforce perceived intolerance. 

     Low distress tolerance is associated with heightened emotional reactivity, impulsivity, 
and reliance on short-term coping strategies such as avoidance, substance use, or 
compulsive behaviors (Leyro et al., 2010). Within Dialectical Behavior Therapy (DBT), 
distress tolerance is conceptualized as a core skill domain necessary for navigating crises 
without exacerbating problems (Linehan, 2015). Importantly, distress tolerance is not 
synonymous with emotional suppression; rather, it involves the capacity to experience 
distress without being overwhelmed by it or compelled to escape it immediately.  

     The relationship between distress tolerance and resilience is complex. While resilience 
broadly refers to the capacity to adapt to adversity over time, distress tolerance represents 
a more immediate, moment-to-moment ability to endure discomfort. Individuals with 
higher distress tolerance are better able to engage in adaptive coping strategies, delay 
impulsive reactions, and maintain alignment with long-term goals (Zvolensky et al., 2019). 
Conversely, low distress tolerance contributes to avoidance-based coping, reinforcing 
cycles of short-term relief and long-term dysfunction. 

     A common misconception is that increasing distress tolerance requires individuals to 
“toughen up” or suppress emotional experiences. In contrast, contemporary therapeutic 
models emphasize acceptance-based endurance, wherein individuals learn to remain 
present with distress while engaging in values-consistent action (Hayes et al., 2012). This 
distinction is critical for clinical practice, as interventions that inadvertently promote 
suppression may exacerbate symptoms rather than alleviate them.  

     The clinical relevance of emotional avoidance and low distress tolerance has become 
increasingly pronounced in recent years, reflecting broader shifts in mental health 
presentation and sociocultural context. Epidemiological data indicate rising rates of 
anxiety, depression, and trauma-related symptoms across diverse populations, particularly 
following the global disruptions associated with the COVID-19 pandemic (World Health 
Organization [WHO], 2022). These conditions are strongly linked to avoidance-based 
coping and diminished capacity to tolerate distress. 
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     Contemporary clients often present with chronic, baseline dysregulation rather than 
discrete, episodic symptoms. This includes persistent anxiety, emotional numbing, 
irritability, and difficulty managing everyday stressors. Emotional avoidance plays a central 
role in maintaining these patterns, as individuals increasingly rely on strategies that 
minimize discomfort in the short term but undermine long-term functioning (Kashdan et 
al., 2020). 

     The digital environment further amplifies these dynamics. The widespread availability of 
instant gratification, through social media, streaming platforms, and on-demand 
services—has reduced opportunities for natural distress exposure and tolerance-building. 
Clients may habitually disengage from discomfort through digital distraction, reinforcing 
avoidance patterns and diminishing their capacity to tolerate even mild emotional distress 
(Twenge, 2023). Additionally, social comparison processes and algorithm-driven content 
can exacerbate anxiety, depressive symptoms, and perceived inadequacy, further 
increasing reliance on avoidance strategies. 

     Emerging research also highlights the role of emotional avoidance and distress 
intolerance in suicidality and self-harm behaviors. Individuals who perceive themselves as 
unable to tolerate distress are more likely to engage in escape-oriented behaviors, 
including suicidal ideation, as a means of terminating emotional pain (Zvolensky et al., 
2019). This underscores the importance of assessing and addressing distress tolerance 
within risk management frameworks. 

     From a treatment perspective, targeting emotional avoidance and distress tolerance 
offers a unifying framework for addressing a wide range of clinical presentations. Rather 
than focusing exclusively on symptom reduction, process-based approaches aim to 
increase psychological flexibility, enhance emotional engagement, and build capacity for 
adaptive coping (Hayes et al., 2012). This shift aligns with broader trends in psychotherapy 
toward integrative, transdiagnostic, and mechanism-focused interventions. 

     Emotional avoidance and low distress tolerance are not peripheral concerns but central 
mechanisms driving contemporary mental health challenges. Their pervasive influence 
across diagnostic categories, combined with sociocultural factors that reinforce 
avoidance, makes them critical targets for assessment and intervention in modern 
psychotherapy. 

Theoretical Foundations 

     Understanding emotional avoidance and low distress tolerance requires an integrative 
theoretical lens. No single model fully accounts for the complexity of these processes; 
rather, they emerge at the intersection of behavioral learning, cognitive appraisal, 
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acceptance-based mechanisms, emotion regulation processes, and skills-based 
frameworks such as Dialectical Behavior Therapy (DBT). An understanding of each of these 
perspectives is essential to provide a cohesive foundation for clinical conceptualization 
and intervention. 

Behavioral Models 

     Behavioral theory provides one of the most foundational explanations for emotional 
avoidance, emphasizing the role of learning processes, particularly negative 
reinforcement, in the development and maintenance of avoidance behaviors. Negative 
reinforcement occurs when the removal or reduction of an aversive internal state (e.g., 
anxiety, sadness, distress) increases the likelihood of a behavior being repeated (Skinner, 
1953). In the context of emotional avoidance, individuals learn that escaping or avoiding 
distress leads to immediate relief, thereby reinforcing avoidance patterns.  Over time, this 
reinforcement loop becomes self-perpetuating. For example, an individual who avoids 
social situations due to anxiety experiences short-term relief, which strengthens the 
avoidance behavior. However, this prevents corrective learning (e.g., that the situation may 
be tolerable or even positive), thereby maintaining or exacerbating anxiety over time 
(Craske et al., 2014). This cycle is central to many anxiety disorders but extends broadly 
across psychopathology, including depression, trauma-related disorders, and substance 
use. 

     A key distinction within behavioral models is between escape learning and avoidance 
learning. Escape learning involves terminating an already-present aversive stimulus (e.g., 
leaving a stressful conversation), whereas avoidance learning involves preventing the 
anticipated occurrence of that stimulus (e.g., declining invitations to avoid potential 
discomfort). Both processes contribute to emotional avoidance, but avoidance learning is 
particularly insidious because it prevents exposure altogether, limiting opportunities for 
habituation and inhibitory learning (Craske et al., 2014).  

     Importantly, behavioral models also highlight the role of generalization. Avoidance 
behaviors often expand beyond their original context, leading to increasingly restricted 
behavioral repertoires. For instance, avoidance of one anxiety-provoking situation may 
generalize to similar contexts, resulting in significant functional impairment. This process 
underscores the importance of exposure-based interventions, which aim to disrupt 
avoidance cycles by promoting engagement with feared stimuli and facilitating new 
learning. 

Cognitive Models 
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     Cognitive theories emphasize the role of maladaptive beliefs and interpretations in the 
development of emotional avoidance and low distress tolerance. Central to this 
perspective is the idea that individuals do not merely respond to emotional experiences 
themselves, but to their interpretations of those experiences (Beck, 2011). 

     One critical cognitive process is the catastrophic interpretation of emotion. Individuals 
with low distress tolerance often perceive emotional states, particularly anxiety, sadness, 
or anger, as dangerous, overwhelming, or unmanageable. For example, a client may 
interpret anxiety as a sign of losing control or “going crazy,” thereby increasing fear and 
urgency to escape the emotional state. This secondary appraisal amplifies distress and 
reinforces avoidance behaviors. 

     Closely related is the construct of intolerance of uncertainty (IU), defined as a 
dispositional incapacity to endure the aversive response triggered by the absence of 
certainty (Carleton, 2016). IU has been strongly linked to anxiety disorders, particularly 
generalized anxiety disorder, but is increasingly recognized as a transdiagnostic factor. 
Individuals with high IU may engage in avoidance to reduce uncertainty, even when such 
avoidance limits long-term functioning. 

     Cognitive models also highlight the role of meta-beliefs about emotions, beliefs about 
the acceptability, controllability, and meaning of emotional experiences. For example, 
beliefs such as “I shouldn’t feel this way” or “I can’t handle this” contribute to experiential 
avoidance and reduced distress tolerance. These beliefs often interact with attentional 
biases and rumination, further entrenching maladaptive coping patterns.  

     From a treatment perspective, cognitive models inform interventions such as cognitive 
restructuring, which aims to challenge and modify maladaptive beliefs about emotions. 
However, contemporary approaches increasingly integrate cognitive and acceptance-
based strategies, recognizing that attempts to directly change thoughts may sometimes 
function as another form of avoidance. 

Acceptance-Based Frameworks 

     Acceptance-based frameworks, particularly those grounded in Acceptance and 
Commitment Therapy (ACT), offer a process-oriented understanding of emotional 
avoidance. Within ACT, experiential avoidance is conceptualized as a core component of 
psychological inflexibility, the inability to remain in contact with present-moment 
experiences while engaging in values-consistent behavior (Hayes et al., 2012). 

     ACT posits that efforts to control or eliminate unwanted internal experiences are often 
counterproductive, leading to increased distress and behavioral restriction. Instead, the 
model emphasizes acceptance, defined as an active and intentional willingness to 
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experience thoughts and emotions without attempting to alter their frequency or form. This 
does not imply resignation but rather a shift in the individual’s relationship to internal 
experiences. 

     A central construct within ACT is psychological flexibility, which involves the capacity to 
remain present, open, and engaged in meaningful action despite the presence of 
discomfort (Kashdan & Rottenberg, 2010). Psychological flexibility is cultivated through six 
core processes: acceptance, cognitive defusion, present-moment awareness, self-as-
context, values clarification, and committed action.  From this perspective, emotional 
avoidance is not inherently pathological but becomes problematic when it is rigid, 
pervasive, and misaligned with personal values. For example, avoiding a stressful situation 
may be adaptive in certain contexts, but chronic avoidance that interferes with meaningful 
goals reflects psychological inflexibility. 

     Acceptance-based approaches are particularly relevant for addressing low distress 
tolerance, as they directly target the individual’s capacity to experience discomfort without 
engaging in maladaptive coping. Interventions such as mindfulness, exposure to internal 
experiences, and values-based action are designed to increase tolerance and reduce 
reliance on avoidance strategies. 

Emotion Regulation Theories 

     Emotion regulation theories provide a broader framework for understanding how 
individuals modulate emotional experiences. One of the most influential models is Gross’s 
process model of emotion regulation, which conceptualizes regulation as occurring at 
multiple points in the emotion-generative process (Gross, 2015). These include situation 
selection, situation modification, attentional deployment, cognitive change (reappraisal), 
and response modulation.  Within this framework, emotional avoidance can be understood 
as a form of maladaptive regulation, often occurring at early stages (e.g., avoiding 
situations) or later stages (e.g., suppressing emotional expression). While such strategies 
may reduce distress in the short term, they are generally associated with poorer 
psychological outcomes compared to adaptive strategies such as cognitive reappraisal or 
acceptance (Gross, 2015). 

     A key distinction in emotion regulation theory is between adaptive and maladaptive 
strategies. Adaptive strategies are flexible, context-dependent, and associated with 
improved functioning, whereas maladaptive strategies are rigid, overused, and linked to 
increased psychopathology (Aldao et al., 2016). Emotional avoidance falls into the latter 
category when it becomes the primary means of coping with distress.  
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     Emotion regulation theories also emphasize the importance of emotional awareness and 
interoception. Individuals with low distress tolerance often exhibit diminished awareness 
of internal states or heightened sensitivity to bodily sensations, leading to 
misinterpretation and escalation of emotional responses. This contributes to cycles of 
avoidance and dysregulation. 

     Integrating emotion regulation theory with other frameworks highlights the importance of 
teaching clients not only to tolerate distress but also to effectively regulate emotional 
experiences. This includes developing skills in awareness, labeling, acceptance, and 
adaptive modulation. 

Distress Tolerance Theory (DBT) 

     Dialectical Behavior Therapy (DBT) offers one of the most comprehensive frameworks for 
understanding and treating low distress tolerance. Within DBT, distress tolerance is 
conceptualized as the ability to withstand emotional pain without engaging in behaviors 
that worsen the situation (Linehan, 2015). It is one of four core skill domains, alongside 
mindfulness, emotion regulation, and interpersonal effectiveness.  

     A central distinction within DBT is between crisis survival and long-term change. Crisis 
survival skills are designed to help individuals endure acute distress without resorting to 
harmful behaviors, such as self-harm or substance use. These skills include distraction, 
self-soothing, and grounding techniques. In contrast, long-term change involves modifying 
underlying vulnerabilities and building more adaptive coping strategies.  DBT also 
differentiates between skills and capacity. While skills can be taught and practiced, 
capacity refers to the individual’s underlying ability to tolerate distress, which may be 
influenced by biological, psychological, and environmental factors. This distinction is 
critical, as clients may possess knowledge of skills but struggle to implement them under 
conditions of high emotional arousal. 

     The concept of dialectics, the integration of acceptance and change, is central to DBT’s 
approach to distress tolerance. Clients are encouraged to both accept their current 
emotional state and work toward change, rather than viewing these as mutually exclusive 
processes. This balance is particularly important in addressing emotional avoidance, as 
excessive focus on change may reinforce avoidance, while exclusive focus on acceptance 
may limit growth.  Empirical research supports the effectiveness of DBT in improving 
distress tolerance and reducing maladaptive coping behaviors, particularly among 
individuals with high emotional reactivity and impulsivity (Linehan, 2015). Its structured, 
skills-based approach makes it highly adaptable across clinical settings and populations. 
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     Taken together, these theoretical perspectives converge on a common understanding: 
emotional avoidance and low distress tolerance are maintained through interconnected 
behavioral, cognitive, and regulatory processes. Negative reinforcement strengthens 
avoidance, maladaptive beliefs amplify distress, and deficits in regulation and tolerance 
limit adaptive coping. Acceptance-based and skills-oriented frameworks provide pathways 
for intervention, emphasizing flexibility, engagement, and capacity-building.  This 
integrative foundation supports a shift toward process-based, transdiagnostic treatment 
approaches that target underlying mechanisms rather than surface-level symptoms. Such 
an approach is particularly well-suited to the complex and overlapping presentations 
observed in contemporary clinical practice. 

Neurobiological and Physiological Mechanisms 

     Emotional avoidance and low distress tolerance are not solely psychological constructs; 
they are deeply rooted in neurobiological and physiological processes that shape how 
individuals perceive, interpret, and respond to internal experiences. Contemporary 
neuroscience highlights the dynamic interplay between subcortical threat systems, 
cortical regulatory networks, autonomic arousal, interoceptive processing, and 
neuroendocrine stress responses. Together, these systems form the biological substrate 
through which emotional avoidance is learned, reinforced, and maintained. Understanding 
these mechanisms provides a critical foundation for integrative, brain-informed 
psychotherapy. 

Limbic System Activation 

     The amygdala plays a central role in the detection and processing of emotionally salient 
stimuli, particularly those related to threat. Heightened amygdala reactivity has been 
consistently observed in individuals with anxiety disorders, trauma-related conditions, and 
affective dysregulation (LeDoux & Pine, 2016). In the context of emotional avoidance, the 
amygdala contributes to rapid, automatic appraisals of internal and external stimuli as 
dangerous or intolerable.  Importantly, the amygdala does not differentiate between 
physical and psychological threats with high specificity. Emotional experiences, such as 
anxiety, shame, or sadness, can be encoded as threats, triggering defensive responses 
similar to those activated by external danger. This neural bias toward threat detection 
predisposes individuals to interpret emotional states as signals of harm, thereby increasing 
the likelihood of avoidance behaviors. 

     Repeated activation of the amygdala in response to internal experiences can lead to 
sensitization, whereby lower thresholds are required to trigger a threat response. Over time, 
individuals may experience heightened emotional reactivity even in relatively benign 
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situations, reinforcing the perception that emotional states are overwhelming and must be 
avoided. This process is particularly relevant in trauma-exposed populations, where the 
amygdala may become hyper-responsive to cues associated with prior threat (Lanius et al., 
2020). 

     Beyond the amygdala, broader limbic circuitry, including the hippocampus and anterior 
cingulate cortex, contributes to threat detection and contextual processing. The 
hippocampus is involved in encoding and retrieving contextual memory, allowing 
individuals to distinguish between safe and dangerous environments. Dysregulation in 
hippocampal functioning, often observed in chronic stress and trauma, can impair this 
discrimination, leading to generalized threat perception (McEwen & Akil, 2020).  

     The anterior cingulate cortex (ACC), particularly its dorsal component, is implicated in 
conflict monitoring and error detection. Hyperactivation of the ACC may contribute to 
heightened sensitivity to perceived internal “errors,” such as unwanted thoughts or 
emotions, further amplifying distress and avoidance tendencies. Together, these systems 
create a neurobiological environment in which emotional experiences are rapidly flagged 
as threats, initiating avoidance-driven coping responses. 

Prefrontal Cortex Inhibition 

     Effective emotion regulation depends on the capacity of the prefrontal cortex (PFC) to 
exert top-down control over limbic structures, particularly the amygdala. Key regions 
involved in this regulatory process include the ventromedial PFC (vmPFC), dorsolateral 
PFC (dlPFC), and orbitofrontal cortex. These regions support functions such as cognitive 
reappraisal, impulse control, and decision-making (Ochsner et al., 2012). 

     In individuals with low distress tolerance, there is often reduced functional connectivity 
between the PFC and limbic regions, resulting in diminished regulatory capacity. This 
impairment limits the individual’s ability to modulate emotional responses, leading to 
heightened reactivity and a reduced window of tolerance. Consequently, emotional 
experiences may escalate rapidly, increasing the perceived need for avoidance.  

     Chronic stress further exacerbates this imbalance. Prolonged exposure to stress 
hormones, particularly cortisol, has been shown to impair PFC functioning while 
simultaneously enhancing amygdala reactivity (Arnsten, 2015). This shift toward “bottom-
up” processing reduces cognitive flexibility and increases reliance on habitual, avoidance-
based responses. 

     Reduced PFC regulation is also associated with increased impulsivity and behavioral 
reactivity. When top-down control is compromised, individuals are more likely to engage in 
immediate, short-term coping strategies aimed at reducing distress, such as avoidance, 
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substance use, or compulsive behaviors. These responses are often driven by subcortical 
systems that prioritize rapid threat reduction over long-term outcomes.  This 
neurobiological profile is particularly evident in conditions characterized by emotional 
dysregulation, such as borderline personality disorder and substance use disorders. 
However, similar patterns are increasingly observed across a wide range of clinical 
presentations, reflecting the transdiagnostic nature of distress intolerance (McLaughlin et 
al., 2020). 

     From a clinical perspective, strengthening PFC-mediated regulation, through 
interventions such as cognitive restructuring, mindfulness, and executive function training, 
represents a key target for increasing distress tolerance and reducing avoidance.  

Autonomic Nervous System 

     The autonomic nervous system (ANS) plays a critical role in the physiological experience 
of emotion, particularly through the balance between the sympathetic and 
parasympathetic branches. The sympathetic nervous system (SNS) is responsible for 
mobilizing the body’s fight-or-flight response, increasing heart rate, respiration, and 
muscular tension in response to perceived threat. 

In individuals with emotional avoidance and low distress tolerance, there is often a pattern 
of sympathetic dominance, characterized by chronic activation of the SNS even in the 
absence of immediate danger (Thayer et al., 2012). This state of heightened arousal 
contributes to the subjective experience of distress and reinforces the perception that 
emotional states are intolerable.  Chronic sympathetic activation also leads to 
physiological wear and tear, commonly referred to as allostatic load. Over time, this can 
result in fatigue, sleep disturbances, and increased vulnerability to both physical and 
mental health conditions (McEwen & Akil, 2020). 

     The parasympathetic nervous system (PNS), particularly via the vagus nerve, is 
responsible for promoting relaxation and restoring physiological balance. High 
parasympathetic tone is associated with greater emotional regulation, resilience, and 
capacity to recover from stress.  Individuals with low distress tolerance often exhibit 
reduced parasympathetic activity, as evidenced by lower heart rate variability (HRV), a key 
indicator of autonomic flexibility (Thayer et al., 2012). Reduced HRV is associated with 
difficulties in emotion regulation, increased anxiety, and greater reliance on avoidance-
based coping strategies. 

     The imbalance between sympathetic activation and parasympathetic regulation 
contributes to a narrowed “window of tolerance,” within which individuals can effectively 
process emotional experiences. When this window is exceeded, individuals may shift into 
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hyperarousal (anxiety, panic) or hypoarousal (numbing, dissociation), both of which are 
associated with avoidance patterns. 

Interoception and Somatic Awareness 

     Interoception refers to the perception and interpretation of internal bodily states, 
including heart rate, respiration, and visceral sensations. Accurate interoceptive 
awareness is essential for effective emotion regulation; however, individuals with low 
distress tolerance often exhibit distorted or amplified interpretations of bodily signals 
(Paulus & Stein, 2010).  For example, normal physiological sensations associated with 
anxiety, such as increased heart rate or shallow breathing, may be misinterpreted as signs 
of impending catastrophe (e.g., heart attack, loss of control). This misinterpretation 
contributes to heightened fear and reinforces avoidance behaviors aimed at reducing 
bodily arousal.  Neurobiologically, the insular cortex plays a central role in interoceptive 
processing. Altered insula activation has been observed in anxiety and panic disorders, 
suggesting dysregulated integration of bodily signals and emotional experience (Paulus & 
Stein, 2010). 

     The interaction between interoceptive misinterpretation and physiological arousal can 
create self-reinforcing somatic loops. For instance, an initial increase in heart rate may be 
interpreted as dangerous, leading to increased anxiety, which further elevates heart rate. 
This feedback loop can escalate into panic and reinforce the belief that bodily sensations 
are intolerable.  Such loops are central to panic disorder but are also relevant across a 
range of conditions characterized by distress intolerance. Avoidance behaviors, such as 
avoiding exercise, social situations, or emotional triggers, prevent individuals from learning 
that these sensations are safe and manageable, thereby maintaining the cycle.  
Interventions that target interoception, such as interoceptive exposure and mindfulness-
based practices, aim to recalibrate these processes by increasing tolerance for bodily 
sensations and reducing catastrophic interpretations. 

Stress Hormone Systems 

     The hypothalamic-pituitary-adrenal (HPA) axis governs the body’s hormonal response to 
stress, with cortisol serving as a primary stress hormone. Acute cortisol release is adaptive, 
facilitating energy mobilization and threat response. However, chronic activation of the HPA 
axis can lead to dysregulation, characterized by elevated baseline cortisol levels over time 
(McEwen & Akil, 2020). 

     Cortisol dysregulation has significant implications for emotional avoidance and distress 
tolerance. Elevated cortisol levels can impair cognitive functioning, reduce emotional 
regulation capacity, and increase sensitivity to stress. Conversely, blunted cortisol 



©directceu, llc, 2026 

responses may be associated with emotional numbing and reduced responsiveness, as 
observed in some trauma-related conditions. 

     Chronic stress contributes to cumulative physiological burden, or allostatic load, which 
affects multiple systems, including the brain, immune system, and cardiovascular system 
(McEwen & Akil, 2020). High allostatic load is associated with reduced resilience, 
increased emotional reactivity, and diminished capacity to tolerate distress.  

     From a developmental perspective, early life stress and adverse experiences can lead to 
long-term alterations in HPA axis functioning, predisposing individuals to heightened stress 
sensitivity and avoidance-based coping in adulthood (Lanius et al., 2020). These biological 
adaptations, while initially protective, can become maladaptive in non-threatening 
environments. 

     Emotional avoidance and low distress tolerance are rooted in a complex interplay of 
neural, physiological, and hormonal systems. Heightened limbic reactivity, reduced 
prefrontal regulation, autonomic imbalance, distorted interoceptive processing, and 
chronic stress activation collectively contribute to the experience of emotional states as 
overwhelming and intolerable. These processes reinforce avoidance behaviors through 
both immediate relief and long-term conditioning.  Importantly, these mechanisms are not 
fixed; they are plastic and responsive to intervention. Psychotherapeutic approaches that 
integrate cognitive, behavioral, somatic, and mindfulness-based strategies can effectively 
target these systems, promoting increased regulation, tolerance, and adaptive functioning. 
Understanding the neurobiological underpinnings of emotional avoidance provides a 
powerful framework for both assessment and treatment, bridging the gap between brain 
and behavior in contemporary psychotherapy. 

Developmental and Attachment Origins 

     Emotional avoidance and low distress tolerance do not emerge in isolation; they are 
shaped across development through repeated interactions with caregivers, environments, 
and broader sociocultural systems. Early emotional experiences influence how individuals 
learn to interpret, express, and regulate internal states. Attachment processes, trauma 
exposure, and observational learning collectively contribute to the formation of enduring 
patterns of avoidance and intolerance of distress. Understanding these developmental 
pathways is essential for accurate case conceptualization and effective intervention.  

Early Emotional Environments 
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     The concept of an invalidating environment, central to Dialectical Behavior Therapy 
(DBT), refers to contexts in which an individual’s emotional experiences are dismissed, 
minimized, punished, or inconsistently responded to (Linehan, 2015). In such 
environments, children receive implicit or explicit messages that their internal experiences 
are incorrect, excessive, or unacceptable. Over time, this undermines the development of 
accurate emotional awareness and adaptive regulation strategies.  

     Invalidation can take many forms, including overt criticism (e.g., “You’re overreacting”), 
emotional dismissal (e.g., ignoring distress signals), or inconsistent responses that create 
confusion about emotional meaning. Children raised in these environments may learn that 
emotional expression leads to negative outcomes, thereby increasing reliance on 
avoidance strategies. Additionally, the absence of consistent emotional mirroring disrupts 
the development of internal regulatory capacities, contributing to difficulties tolerating 
distress later in life (Crowell et al., 2009). 

     Invalidation is not limited to overtly dysfunctional families; it can also occur in high-
achieving or performance-oriented environments where emotional expression is implicitly 
discouraged. In such contexts, children may learn to prioritize external success over 
internal experience, leading to emotional suppression and reduced tolerance for 
vulnerability. 

     Emotional neglect represents a more passive but equally impactful developmental 
influence. Unlike abuse, which involves harmful actions, neglect involves the absence of 
necessary emotional attunement, responsiveness, and support. Children who experience 
emotional neglect may not receive adequate guidance in identifying, labeling, or regulating 
emotions, resulting in deficits in emotional competence (Shipman et al., 2021).  Without 
caregiver scaffolding, children may struggle to make sense of internal experiences, leading 
to confusion, avoidance, or overreliance on maladaptive coping strategies. Emotional 
neglect is strongly associated with alexithymia, the difficulty identifying and describing 
emotions, which further impairs regulation and increases reliance on avoidance (Lanius et 
al., 2020). 

     Importantly, emotional neglect often co-occurs with otherwise functional environments, 
making it less visible but no less clinically significant. Clients with such histories may 
present as high-functioning yet exhibit profound difficulties with emotional awareness and 
tolerance, highlighting the need for nuanced assessment. 

Attachment Theory 

     Attachment theory provides a foundational framework for understanding how early 
caregiver relationships shape emotional regulation and distress tolerance. According to 
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this model, repeated interactions with caregivers lead to the development of internal 
working models, cognitive and emotional templates that guide expectations about self, 
others, and relationships (Bowlby, 1988). 

     Individuals with avoidant attachment histories typically develop in environments where 
caregivers are emotionally unavailable, rejecting, or uncomfortable with closeness. As a 
result, children learn to minimize emotional expression and rely on self-sufficiency as a 
means of maintaining relational stability (Mikulincer & Shaver, 2016).  This adaptation often 
manifests as emotional suppression and disengagement. Avoidantly attached individuals 
may downregulate emotional experiences, particularly those associated with vulnerability 
(e.g., sadness, fear), and may appear emotionally distant or detached. While this strategy 
may reduce immediate distress, it limits emotional processing and contributes to long-
term difficulties with intimacy and self-awareness.  Neurobiologically, avoidant attachment 
has been associated with reduced activation in brain regions involved in emotional 
processing, suggesting a dampening of affective experience (Lanius et al., 2020). Clinically, 
this pattern aligns with emotional avoidance, as individuals may avoid not only external 
triggers but also internal emotional states. 

     In contrast, anxious attachment develops in the context of inconsistent or unpredictable 
caregiving. Children in these environments may experience caregivers as intermittently 
available, leading to heightened vigilance and sensitivity to relational cues. This 
unpredictability fosters hyperactivation of the attachment system, characterized by intense 
emotional expression and difficulty achieving regulation (Mikulincer & Shaver, 2016).   
Anxiously attached individuals often exhibit low distress tolerance, as emotional states are 
experienced as overwhelming and difficult to manage. They may engage in behaviors 
aimed at rapidly reducing distress, such as reassurance seeking, rumination, or impulsive 
actions. These strategies provide temporary relief but reinforce the perception that distress 
is intolerable.  The contrast between avoidant and anxious attachment illustrates two 
distinct but related pathways to emotional dysregulation: one characterized by 
suppression and disengagement, the other by amplification and intolerance. Both patterns 
are associated with increased vulnerability to psychopathology and highlight the 
importance of attachment-informed interventions. 

Trauma and Adverse Childhood Experiences 

     Trauma and adverse childhood experiences (ACEs) play a significant role in shaping 
emotional avoidance and distress intolerance. Traumatic events, particularly those 
involving threat, loss, or violation, can condition individuals to associate emotional 
experiences with danger. Through classical conditioning, internal states such as fear, 
sadness, or even physiological arousal become linked to past trauma, leading to avoidance 
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of these experiences (McLaughlin et al., 2020).  For example, a child exposed to chronic 
conflict may learn to associate anger with threat, leading to avoidance of both external 
conflict and internal feelings of anger. Similarly, individuals who experience panic attacks 
may begin to fear the sensations associated with anxiety, resulting in avoidance of 
activities that elicit physiological arousal.  This conditioning process contributes to 
generalized avoidance, as individuals attempt to minimize exposure to any cues, internal or 
external, that may trigger distress. Over time, this leads to a narrowing of behavioral and 
emotional repertoires, reinforcing low distress tolerance. 

     In addition to hyperarousal-based responses, trauma can also lead to dissociation and 
emotional numbing. Dissociation involves a disruption in the integration of consciousness, 
memory, and identity, often serving as a protective mechanism in the face of overwhelming 
stress (Lanius et al., 2020). Emotional numbing, a related phenomenon, reflects a reduced 
capacity to experience affect.  While these responses may be adaptive in acute trauma 
contexts, they can become maladaptive when generalized to non-threatening 
environments. Individuals may rely on dissociation or numbing as a means of avoiding 
distress, thereby limiting emotional processing and integration. This contributes to both 
emotional avoidance and reduced tolerance for affective states when they do arise.  
Trauma-related alterations in brain functioning, particularly within the amygdala, 
hippocampus, and prefrontal cortex, further reinforce these patterns, creating a 
neurobiological basis for avoidance and dysregulation (McLaughlin et al., 2020). 

Modeling and Learned Avoidance 

     Children learn how to respond to emotional experiences not only through direct 
interaction but also through observation. Family coping styles play a critical role in shaping 
beliefs and behaviors related to emotion. Caregivers who model avoidance, such as 
withdrawing from conflict, suppressing emotions, or using substances to cope, implicitly 
teach children that distress should be escaped rather than tolerated.  Conversely, 
caregivers who model adaptive coping, such as emotional expression, problem-solving, 
and regulation—provide a template for healthy engagement with internal experiences. The 
absence of such modeling can leave children without effective strategies, increasing 
reliance on avoidance.  Observational learning also contributes to the development of 
beliefs about emotions, including whether they are safe, manageable, or socially 
acceptable. These beliefs interact with individual temperament and environmental factors 
to shape long-term patterns of distress tolerance. 

Cultural Influences 
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    Cultural context further influences how emotions are understood, expressed, and 
regulated. Cultural norms vary widely in their expectations regarding emotional expression, 
with some cultures emphasizing restraint and others encouraging openness. These norms 
can shape whether emotional avoidance is reinforced or discouraged.  For example, 
cultures that prioritize stoicism may inadvertently reinforce emotional suppression, while 
those that emphasize emotional expressiveness may support greater engagement with 
internal states. However, the relationship is complex, as cultural values also provide 
meaning and context for emotional experiences.  Socioeconomic factors also play a role. 
Individuals in high-stress or resource-limited environments may adopt avoidance-based 
coping as a survival strategy, prioritizing immediate functioning over emotional processing. 
While adaptive in context, these patterns may persist in ways that contribute to later 
distress intolerance. 

     Emotional avoidance and low distress tolerance are best understood as developmental 
adaptations shaped by early environments, attachment relationships, trauma exposure, 
and learned behaviors. Invalidating and neglectful environments disrupt emotional 
development, while attachment patterns influence whether individuals suppress or 
amplify emotional experiences. Trauma conditions individuals to fear internal states, and 
modeling processes reinforce avoidance as a primary coping strategy.  These pathways 
highlight that emotional avoidance is not a deficit but an adaptation, one that may have 
been necessary for survival but becomes maladaptive in later contexts. This perspective is 
essential for clinical work, as it supports a compassionate, non-pathologizing approach to 
intervention. 

Clinical Presentation Across Disorders 

     Emotional avoidance and low distress tolerance are not confined to a single diagnostic 
category; rather, they function as transdiagnostic mechanisms that manifest differently 
across disorders while maintaining a common underlying structure. Across anxiety, 
depression, trauma-related conditions, substance use, personality pathology, and 
behavioral addictions, avoidance-based coping and limited capacity to tolerate distress 
contribute to symptom onset, maintenance, and relapse. Understanding these patterns 
enhances case conceptualization and informs targeted, mechanism-based interventions. 

Anxiety Disorders 

     Anxiety disorders represent one of the clearest clinical expressions of emotional 
avoidance. Within these conditions, avoidance functions as a primary mechanism 
maintaining fear-based pathology. Individuals engage in avoidance behaviors, both overt 
(e.g., avoiding social situations) and covert (e.g., cognitive distraction, reassurance 
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seeking), to reduce anxiety in the short term. However, this relief reinforces avoidance 
through negative reinforcement, preventing corrective learning and perpetuating the fear 
cycle (Craske et al., 2014). 

     From a learning perspective, avoidance interferes with inhibitory learning, the process 
through which individuals acquire new associations that disconfirm feared outcomes. 
Without exposure to feared stimuli, individuals are unable to update maladaptive beliefs 
(e.g., “I can’t handle this,” “This situation is dangerous”), resulting in persistent anxiety 
(Craske et al., 2014).  Low distress tolerance further exacerbates this cycle. Individuals who 
perceive anxiety as intolerable are more likely to engage in rapid avoidance, often before 
anxiety reaches its natural peak and declines. This limits opportunities to experience 
habituation or develop confidence in their ability to tolerate distress. Over time, even mild 
anxiety cues can trigger disproportionate avoidance responses. 

Clinically, this pattern is observed across generalized anxiety disorder, social anxiety 
disorder, panic disorder, and specific phobias. For example, in panic disorder, individuals 
may avoid physical sensations associated with arousal (e.g., exercise) due to fear of 
triggering a panic attack, thereby reinforcing both fear of sensations and intolerance of 
distress (Barlow, 2014). 

Depressive Disorders 

     In depressive disorders, emotional avoidance often manifests as behavioral withdrawal, 
characterized by reduced engagement in previously meaningful or reinforcing activities. 
This withdrawal is both a symptom and a maintaining factor of depression. Individuals may 
avoid activities due to low energy, fear of failure, or anticipated lack of pleasure, leading to 
decreased positive reinforcement and further mood deterioration (Dimidjian et al., 2011).  

     Behavioral withdrawal can be conceptualized as an avoidance strategy aimed at 
minimizing exposure to potential disappointment, stress, or emotional discomfort. 
However, this strategy results in reduced environmental reward, reinforcing depressive 
symptoms and limiting opportunities for mood improvement. Over time, this creates a self-
perpetuating cycle of avoidance and anhedonia. Low distress tolerance contributes to this 
process by reducing willingness to engage in effortful or potentially uncomfortable 
activities. Tasks that require persistence, such as social interaction, work responsibilities, 
or self-care, may be abandoned prematurely due to perceived inability to tolerate 
associated discomfort. 

     In addition to withdrawal, many individuals with depression experience emotional 
numbing, characterized by diminished capacity to feel both negative and positive 
emotions. While numbing may function as a protective mechanism against overwhelming 
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affect, it also reduces access to rewarding experiences and interferes with emotional 
processing (Rottenberg, 2017).  Emotional numbing can be understood as a form of 
avoidance at the level of internal experience. Rather than actively escaping emotions, 
individuals may disengage from them altogether. This contributes to a sense of emptiness 
or disconnection, which is frequently reported in depressive presentations.  Clinically, 
addressing emotional avoidance in depression often involves behavioral activation, which 
encourages gradual re-engagement with meaningful activities, and interventions that 
increase emotional awareness and tolerance. 

Trauma-Related Disorders 

     Avoidance is a core diagnostic feature of trauma-related disorders, including Post-
Traumatic Stress Disorder. Individuals with trauma histories frequently avoid reminders of 
the traumatic event, including external cues (e.g., locations, people) and internal 
experiences (e.g., thoughts, emotions, bodily sensations) associated with the trauma.  This 
avoidance serves an immediate protective function by reducing distress; however, it 
prevents the processing and integration of traumatic memories, thereby maintaining 
symptoms over time (Foa et al., 2019). Avoidance also limits opportunities for corrective 
learning, such as recognizing that current contexts are safe, contributing to persistent 
hypervigilance and fear.  Low distress tolerance plays a critical role in trauma-related 
avoidance. Trauma survivors often experience heightened emotional and physiological 
reactivity, making distress feel overwhelming and unmanageable. As a result, they may rely 
heavily on avoidance strategies, including dissociation, substance use, or behavioral 
withdrawal. 

     Avoidance in trauma is often multifaceted, encompassing cognitive (e.g., thought 
suppression), behavioral (e.g., avoidance of triggers), and emotional (e.g., numbing) 
components. Effective treatment requires addressing all these dimensions, typically 
through trauma-focused interventions that promote gradual exposure and increased 
tolerance of distress. 

Substance Use Disorders 

     Substance use disorders (SUDs) are strongly linked to emotional avoidance and low 
distress tolerance. Substances such as alcohol, opioids, and stimulants are frequently 
used as means of emotional escape, providing rapid relief from distressing internal states 
(Khantzian, 2013). This aligns with the self-medication hypothesis, which posits that 
substance use functions as an attempt to regulate affect.  From a behavioral perspective, 
substance use is negatively reinforced by the reduction of distress, strengthening the 
association between emotional discomfort and substance use. Over time, individuals may 
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become increasingly reliant on substances to manage even minor stressors, reflecting 
diminished distress tolerance. 

     Neurobiologically, chronic substance use further impairs regulatory systems, including 
prefrontal functioning and stress response mechanisms, exacerbating emotional 
dysregulation (Koob & Volkow, 2016). This creates a feedback loop in which reduced 
tolerance leads to increased use, which in turn further reduces tolerance.  

     Clinically, addressing emotional avoidance in SUDs involves developing alternative 
coping strategies, increasing distress tolerance, and targeting underlying emotional 
processes. Interventions such as DBT and ACT have shown effectiveness in this population 
by emphasizing acceptance, regulation, and values-based action. 

Personality Disorders 

     Personality disorders, particularly those characterized by emotional dysregulation, 
demonstrate pronounced patterns of emotional avoidance and low distress tolerance. In 
conditions such as borderline personality disorder (BPD), individuals often experience 
intense emotional reactivity combined with difficulty tolerating distress, leading to 
impulsive behaviors aimed at immediate relief (Linehan, 2015).  These behaviors may 
include self-harm, substance use, or interpersonal conflict, all of which function to reduce 
emotional intensity in the short term. However, they also contribute to long-term instability 
and reinforce maladaptive coping patterns. Emotional avoidance in this context may take 
the form of dissociation, suppression, or externalization of distress through interpersonal 
dynamics.  Conversely, individuals with avoidant personality traits may exhibit pervasive 
behavioral avoidance, particularly in social contexts, due to fear of rejection or inadequacy. 
This avoidance limits opportunities for corrective experiences and reinforces negative self-
beliefs. 

     Across personality pathology, a common pattern emerges: high emotional sensitivity 
combined with low distress tolerance, resulting in cycles of reactivity and avoidance. 
Treatment approaches such as DBT, schema therapy, and mentalization-based therapy aim 
to address these underlying processes by enhancing emotional awareness, regulation, and 
tolerance. 

Behavioral Addictions 

     Behavioral addictions, particularly those related to digital technology (e.g., social media, 
gaming, streaming), represent an increasingly prevalent manifestation of emotional 
avoidance. These behaviors provide immediate distraction and reward, allowing individuals 
to disengage from distressing internal states without addressing underlying issues (Montag 
& Walla, 2016). 
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     Digital platforms are uniquely reinforcing due to their accessibility, variability of reward, 
and capacity for continuous engagement. Individuals may turn to these platforms to avoid 
boredom, anxiety, loneliness, or other uncomfortable emotions. Over time, this reliance 
reduces opportunities for developing distress tolerance and reinforces avoidance patterns.  

     Low distress tolerance is both a precursor and consequence of behavioral addiction. 
Individuals who struggle to tolerate discomfort are more likely to seek immediate relief 
through digital engagement, while excessive use further diminishes capacity to tolerate 
unstructured or emotionally challenging experiences. 

     Clinically, addressing digital avoidance involves increasing awareness of usage patterns, 
developing alternative coping strategies, and gradually reducing reliance on digital 
behaviors as a primary means of emotional regulation. Interventions may incorporate 
elements of behavioral activation, mindfulness, and cognitive restructuring.  

     Across diagnostic categories, emotional avoidance and low distress tolerance emerge as 
central mechanisms driving symptom persistence and functional impairment. While the 
specific manifestations vary, ranging from fear-based avoidance in anxiety to numbing in 
depression, dissociation in trauma, substance use in addiction, and impulsivity in 
personality disorders, the underlying processes remain consistent.  These patterns 
highlight the limitations of strictly diagnosis-based approaches and support the use of 
transdiagnostic, process-based interventions. By targeting avoidance and distress 
intolerance directly, clinicians can address core mechanisms that cut across disorders, 
leading to more efficient and durable treatment outcomes. 

Assessment and Case Conceptualization 

     Accurate assessment and case conceptualization are essential for effectively addressing 
emotional avoidance and low distress tolerance in psychotherapy. Because these 
processes are transdiagnostic and often covert, they may be easily overlooked if clinicians 
focus solely on presenting symptoms. A comprehensive approach integrates clinical 
interviewing, standardized assessment, behavioral observation, and theoretically informed 
formulation models.  

Clinical Interview Strategies 

     Clinical interviews provide a primary avenue for identifying emotional avoidance; 
however, such patterns are often subtle and require intentional inquiry. Clients may not 
explicitly describe avoidance behaviors, instead presenting with secondary consequences 
such as anxiety, depression, or interpersonal difficulties. As such, clinicians must adopt a 
process-oriented approach, focusing on how clients respond to internal experiences rather 
than solely what they experience. 
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     Key interview strategies include exploring situations that elicit distress and examining 
subsequent behavioral and cognitive responses. Questions such as, “What do you tend to 
do when you start to feel anxious?” or “What helps you get away from that feeling?” can 
reveal avoidance strategies. It is also useful to assess temporal patterns, including how 
quickly clients attempt to reduce distress and whether they allow emotional experiences to 
unfold naturally.  Clinicians should attend to both overt and covert avoidance. Overt 
behaviors include skipping events, withdrawing from relationships, or avoiding specific 
stimuli. Covert avoidance may involve cognitive distraction, rumination, reassurance 
seeking, or emotional suppression. These internal strategies can be particularly difficult to 
detect but are equally important in maintaining distress (Hayes et al., 2012).  

     Additionally, it is important to assess the function of avoidance behaviors rather than 
their form. Two clients may engage in similar behaviors for different reasons; for example, 
one may withdraw socially to avoid anxiety, while another may do so due to fatigue or lack 
of interest. Functional assessment clarifies whether avoidance is driven by distress 
intolerance and informs treatment planning. 

     Functional analysis is a cornerstone of behavioral assessment and is particularly useful 
for understanding avoidance patterns. This approach examines the antecedents, 
behaviors, and consequences (ABC model) associated with a given response (Craske et al., 
2014). 

• Antecedents: Internal or external triggers that precede avoidance (e.g., thoughts, 
emotions, environmental cues)  

• Behavior: The avoidance response itself (e.g., leaving a situation, distracting 
oneself)  

• Consequences: Immediate and long-term outcomes (e.g., relief, reinforcement, 
increased avoidance)  

     By mapping these elements, clinicians can identify reinforcement patterns that maintain 
avoidance. For instance, if avoidance consistently leads to immediate relief, it is likely to be 
reinforced despite long-term costs.  Functional analysis also highlights opportunities for 
intervention, such as modifying antecedents, introducing alternative behaviors, or altering 
consequences. In the context of emotional avoidance, interventions often focus on 
disrupting the reinforcement cycle by increasing exposure to distress and reducing reliance 
on avoidance strategies. 

Standardized Measures 
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     Standardized assessment tools provide objective data to complement clinical interviews 
and enhance diagnostic clarity. Several validated measures assess distress tolerance and 
experiential avoidance, offering insight into both perceived and behavioral capacities. 

     The Distress Tolerance Scale (DTS; Simons & Gaher, 2005) is one of the most widely used 
self-report measures of perceived distress tolerance. It assesses four dimensions: 
tolerance, appraisal, absorption, and regulation. Higher scores indicate greater perceived 
ability to withstand distress. 

     Behavioral measures of distress tolerance, such as the Paced Auditory Serial Addition 
Task (PASAT) or mirror-tracing tasks, assess persistence in the face of discomfort. These 
tasks provide valuable data on behavioral tolerance, which may differ from self-reported 
perceptions (Leyro et al., 2010). 

     Other relevant measures include the Distress Intolerance Index (DII) and domain-
specific assessments used in anxiety and substance use research. These tools can help 
identify discrepancies between perceived and actual tolerance, informing treatment 
targets. 

     Experiential avoidance is commonly assessed using the Acceptance and Action 
Questionnaire-II (AAQ-II), which measures psychological inflexibility and avoidance of 
internal experiences (Bond et al., 2011). Higher scores indicate greater avoidance and 
reduced flexibility. 

     Additional measures, such as the Multidimensional Experiential Avoidance 
Questionnaire (MEAQ), provide a more nuanced assessment of avoidance strategies, 
including behavioral avoidance, distress aversion, and repression/denial (Gámez et al., 
2014). 

     These measures are particularly useful for tracking treatment progress, as reductions in 
experiential avoidance are associated with improved clinical outcomes across disorders 
(Kashdan et al., 2020). 

Behavioral Indicators 

     Behavioral observation is a critical component of assessment, as clients may not fully 
recognize or report avoidance patterns. Clinicians should attend to both overt and subtle 
indicators of avoidance within and outside the therapy session. 

Overt avoidance behaviors include: 

• Canceling or avoiding appointments  

• Withdrawing from social or occupational activities  



©directceu, llc, 2026 

• Avoiding specific triggers or environments  

Subtle avoidance behaviors may include: 

• Changing topics when discussing emotional material  

• Intellectualizing or overanalyzing instead of experiencing emotions  

• Using humor or minimization to deflect distress  

• Excessive reassurance seeking  

     In-session behaviors can be particularly informative. For example, a client who 
consistently redirects conversation away from emotionally salient topics may be engaging 
in avoidance. Similarly, difficulty tolerating silence or emotional intensity may indicate low 
distress tolerance.  Clinicians should also assess safety behaviors, which are actions taken 
to reduce perceived threat without fully avoiding the situation (e.g., carrying medication 
“just in case,” avoiding eye contact). While less obvious than avoidance, these behaviors 
similarly interfere with corrective learning and reinforce distress intolerance (Craske et al., 
2014). 

Case Formulation Models 

     Effective case conceptualization integrates assessment data into a coherent framework 
that guides treatment. Several models are particularly useful for conceptualizing emotional 
avoidance and distress tolerance. 

     Cognitive Behavioral Therapy (CBT) formulations focus on the interaction between 
thoughts, emotions, and behaviors. In this framework, emotional avoidance is 
conceptualized as a maladaptive behavioral response that maintains dysfunctional beliefs 
and emotional distress (Beck, 2011). 

A typical CBT formulation might include: 

• Core beliefs (e.g., “I am stressed,” “I can’t handle distress”)  

• Intermediate beliefs (e.g., “If I feel anxious, something bad will happen”)  

• Automatic thoughts (e.g., “I need to get out of this situation”)  

• Behavioral responses (avoidance)  

     CBT interventions target these components through cognitive restructuring and 
exposure, aiming to modify beliefs and increase tolerance for distress.  
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     Acceptance and Commitment Therapy (ACT) conceptualizes emotional avoidance as a 
central process of psychological inflexibility (Hayes et al., 2012). The ACT model focuses 
less on the content of thoughts and more on the individual’s relationship to internal 
experiences. 

An ACT formulation emphasizes: 

• Experiential avoidance  

• Cognitive fusion (over-identification with thoughts)  

• Values disconnection  

• Lack of committed action  

     Treatment focuses on increasing psychological flexibility through acceptance, 
mindfulness, and values-based behavior. Emotional avoidance is addressed by helping 
clients develop willingness to experience distress in service of meaningful goals.  

     Given the complexity of emotional avoidance, many clinicians adopt integrative 
formulations that combine elements of CBT, ACT, DBT, and other approaches. For example, 
a formulation might incorporate: 

• Behavioral reinforcement patterns (CBT)  

• Acceptance processes (ACT)  

• Skills deficits in distress tolerance (DBT)  

• Attachment and developmental factors  

     Integrative models allow for greater flexibility in treatment planning and can be tailored 
to individual client needs. They also align with the growing emphasis on process-based 
therapy, which targets underlying mechanisms rather than disorder-specific symptoms 
(Hofmann & Hayes, 2019). 

Differential Diagnosis 

     One of the most clinically challenging aspects of assessment is distinguishing emotional 
avoidance from other phenomena, such as resistance, apathy, or skill deficits. 
Misinterpretation can lead to ineffective or even counterproductive interventions.  

     Resistance is sometimes used to describe client behaviors that impede progress; 
however, many behaviors labeled as resistance are better understood as avoidance driven 
by distress intolerance. Reframing these behaviors as adaptive attempts to cope with 
overwhelming emotions fosters a more compassionate and effective therapeutic stance.  
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     Apathy involves diminished motivation or interest, often associated with depression or 
neurological conditions. While apathy may resemble avoidance, it is characterized by 
reduced emotional engagement rather than active efforts to escape distress. 
Differentiating between the two requires careful assessment of underlying motivation and 
emotional experience. 

     Skill deficits refer to a lack of knowledge or ability to regulate emotions effectively. Some 
clients may avoid distress not because they are unwilling to experience it, but because they 
lack the necessary skills to do so. In such cases, interventions should focus on skill 
acquisition (e.g., DBT skills training) rather than solely on exposure or acceptance.  
Accurate differentiation requires integrating multiple data sources, including self-report, 
behavioral observation, and clinical judgment. It also underscores the importance of 
ongoing assessment, as client presentations may evolve over time.  

     Assessment of emotional avoidance and low distress tolerance requires a nuanced, 
multi-method approach that integrates clinical interviewing, standardized measures, 
behavioral observation, and theoretical formulation. By identifying avoidance patterns and 
understanding their function, clinicians can develop targeted interventions that address 
core mechanisms underlying distress.  Importantly, effective case conceptualization 
moves beyond symptom description to capture the dynamic processes that maintain 
dysfunction. Whether framed through CBT, ACT, DBT, or integrative models, the goal is to 
enhance emotional engagement, increase tolerance for distress, and promote adaptive 
coping. 

Core Clinical Mechanisms 

     Emotional avoidance and low distress tolerance are sustained by a set of interlocking 
clinical mechanisms that operate across cognitive, behavioral, emotional, and identity 
domains. These mechanisms are not discrete; rather, they function as dynamic, self-
reinforcing processes that maintain psychopathology over time. Understanding these core 
mechanisms allows clinicians to move beyond surface-level symptom reduction and 
instead target the underlying processes that drive dysfunction. This section outlines five 
central mechanisms: the negative reinforcement loop, emotional amplification, cognitive 
fusion, experiential narrowing, and identity-level impacts. 

Negative Reinforcement Loop 

     At the core of emotional avoidance lies the principle of negative reinforcement. When an 
individual engages in avoidance and experiences a reduction in distress, the behavior is 
reinforced and becomes more likely to occur in the future (Skinner, 1953). This creates a 
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powerful learning loop in which avoidance is consistently rewarded, even as it contributes 
to long-term dysfunction. 

     The reinforcing nature of avoidance is particularly potent because the relief it provides is 
immediate and tangible, whereas the costs are delayed and often less salient. For 
example, a client who avoids a difficult conversation may experience immediate anxiety 
reduction, reinforcing the avoidance behavior. However, over time, unresolved issues may 
lead to increased relational conflict, stress, and emotional distress.  

     This temporal imbalance, immediate reward versus delayed cost, biases individuals 
toward avoidance, especially when distress tolerance is low. Clients often become trapped 
in cycles where short-term relief is prioritized over long-term well-being. This pattern is 
observed across disorders, including anxiety (avoiding feared stimuli), depression 
(withdrawing from activities), and substance use (using substances to escape distress) 
(Craske et al., 2014; Koob & Volkow, 2016).  Importantly, the negative reinforcement loop 
also contributes to learning deficits. Because avoidance prevents exposure to corrective 
experiences, individuals do not learn that they can tolerate distress or that feared 
outcomes may not occur. This maintains maladaptive beliefs and reinforces distress 
intolerance.  From a clinical perspective, disrupting this loop requires helping clients 
tolerate short-term discomfort in service of long-term gains. Interventions such as 
exposure, behavioral activation, and acceptance-based strategies aim to shift the 
reinforcement structure by increasing the value of engagement and reducing reliance on 
avoidance. 

Emotional Amplification 

     While avoidance is often intended to reduce distress, it paradoxically contributes to 
emotional amplification over time. This phenomenon occurs when efforts to suppress, 
control, or escape emotional experiences lead to increased intensity, frequency, or 
persistence of those experiences (Gross, 2015).  One mechanism underlying emotional 
amplification is the rebound effect, wherein suppressed thoughts or emotions return with 
greater intensity once suppression efforts cease. For example, attempts to suppress 
anxiety may result in heightened physiological arousal and increased preoccupation with 
anxious thoughts. This creates a feedback loop in which the individual becomes 
increasingly sensitive to emotional cues. 

     Avoidance also limits emotional processing. Emotions serve adaptive functions, 
including signaling needs, facilitating learning, and guiding behavior. When emotional 
experiences are avoided, they remain unresolved, often resurfacing in more intense or 
dysregulated forms. This is particularly evident in trauma-related conditions, where 
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unprocessed emotions may re-emerge as intrusive memories or heightened reactivity (Foa 
et al., 2019).  Additionally, avoidance can increase anticipatory anxiety. When individuals 

consistently avoid distress, they may develop heightened anxiety about future emotional 
experiences, leading to increased vigilance and sensitivity. This anticipatory process 
amplifies emotional responses even before the triggering event occurs.  Clinically, 
addressing emotional amplification involves helping clients approach rather than avoid 
emotional experiences. Techniques such as mindfulness, exposure, and emotion labeling 
can reduce amplification by promoting acceptance and processing of emotions in a 
regulated manner. 

Cognitive Fusion 

     Cognitive fusion, a central construct in Acceptance and Commitment Therapy (ACT), 
refers to the tendency to become entangled with thoughts, treating them as literal truths 
rather than transient mental events (Hayes et al., 2012). In the context of emotional 
avoidance, cognitive fusion often involves beliefs about the meaning and purpose of 
emotional experiences. For example, a client may think, “If I feel this anxious, something 
bad will happen,” or “I can’t handle this feeling.” When fused with these thoughts, the 
individual responds as though they are objectively true, leading to avoidance behaviors 
aimed at preventing perceived harm.  Cognitive fusion amplifies distress by increasing the 
perceived threat associated with emotions. Rather than experiencing anxiety as a 
temporary state, the individual interprets it as dangerous or intolerable. This interpretation 
drives avoidance and reduces willingness to engage with emotional experiences.  

    Fusion also limits cognitive flexibility. When individuals are fused with their thoughts, 
they have difficulty considering alternative perspectives or updating beliefs based on new 
information. This rigidity contributes to the persistence of maladaptive coping patterns.  
Interventions targeting cognitive fusion focus on defusion, which involves creating 
psychological distance from thoughts. Techniques such as labeling thoughts (“I’m having 
the thought that…”), mindfulness practices, and experiential exercises help clients 
recognize thoughts as mental events rather than facts. This shift reduces the influence of 
maladaptive beliefs and increases capacity to tolerate distress.  

Experiential Narrowing 

     A less frequently discussed but highly impactful mechanism is experiential narrowing, 
which refers to the progressive reduction of an individual’s behavioral and emotional 
repertoire as a result of avoidance. As individuals increasingly avoid distressing 
experiences, they engage in fewer activities, interactions, and emotional states, leading to 
a constrained and inflexible life pattern (Kashdan & Rottenberg, 2010).  
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     Experiential narrowing manifests behaviorally as reduced engagement in meaningful 
activities, social withdrawal, and decreased exploration. Emotionally, it may present as 
limited affective range, with individuals experiencing either heightened distress or 
numbing, but little variability in between.  This narrowing has significant implications for 
psychological well-being. Reduced engagement limits opportunities for positive 
reinforcement, skill development, and corrective learning. It also contributes to a sense of 
stagnation, which is commonly reported in depressive and anxiety-related conditions. 

     Importantly, experiential narrowing is both a consequence and a maintaining factor of 
emotional avoidance. As avoidance increases, the range of tolerated experiences 
decreases, further reinforcing avoidance. Over time, individuals may come to view their 
restricted functioning as normative, reducing motivation for change.  

     Clinically, reversing experiential narrowing involves expanding the individual’s behavioral 
repertoire through gradual exposure, behavioral activation, and values-based action. By 
increasing engagement with a broader range of experiences, clients can rebuild tolerance 
and flexibility. 

Identity-Level Impact 

     At its most entrenched level, emotional avoidance and low distress tolerance become 
integrated into an individual’s sense of identity. Repeated experiences of avoidance and 
perceived inability to tolerate distress contribute to the development of core beliefs or 
schemas, such as “I am weak,” “I can’t handle discomfort,” or “I am not capable of 
managing my emotions” (Beck, 2011). 

     These identity-level beliefs have profound implications for behavior and emotional 
functioning. When individuals view themselves as inherently incapable of tolerating 
distress, they are less likely to attempt engagement with challenging situations. This self-
perception reinforces avoidance and limits opportunities for disconfirming experiences.  
The “I can’t handle this” schema is particularly resistant to change because it is supported 
by both cognitive and behavioral evidence. Each instance of avoidance serves as 
confirmation of the belief, while the absence of exposure prevents the development of 
alternative narratives. 

     From an ACT perspective, this schema reflects a fusion between self-concept and 
emotional experience, limiting psychological flexibility (Hayes et al., 2012). From a schema 
therapy perspective, it may be linked to broader maladaptive schemas related to 
vulnerability, incompetence, or defectiveness.  Clinically, addressing identity-level impacts 
requires interventions that go beyond symptom reduction to target core beliefs and self-
concept. This may involve: 
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• Cognitive restructuring to challenge maladaptive schemas  

• Experiential exercises to create corrective emotional experiences  

• Values-based interventions to build a sense of agency and competence  

Over time, as clients successfully tolerate distress and engage in meaningful activities, 
these identity-level beliefs can shift, supporting more adaptive functioning.  

     The mechanisms of negative reinforcement, emotional amplification, cognitive fusion, 
experiential narrowing, and identity-level beliefs, operate synergistically to maintain 
emotional avoidance and low distress tolerance. Each mechanism reinforces the others, 
creating a self-sustaining system that limits emotional engagement and adaptive 
functioning.  Understanding these processes provides a powerful framework for 
intervention. Rather than targeting isolated symptoms, clinicians can focus on disrupting 
these mechanisms through evidence-based strategies that promote exposure, 
acceptance, cognitive flexibility, and behavioral expansion. This process-oriented 
approach aligns with contemporary trends in psychotherapy and offers a more 
comprehensive pathway to lasting change. 

Evidence-Based Interventions 

     Effective treatment of emotional avoidance and low distress tolerance requires more 
than the application of discrete techniques; it necessitates a coherent, mechanism-driven 
approach that targets the underlying processes maintaining dysfunction. Across Cognitive 
Behavioral Therapy (CBT), Acceptance and Commitment Therapy (ACT), Dialectical 
Behavior Therapy (DBT), mindfulness-based approaches, and somatic interventions, a 
shared therapeutic objective emerges: facilitating a shift from avoidance-based coping 
toward sustained engagement with internal experience. This transition reflects a broader 
movement within psychotherapy toward process-based care, emphasizing flexibility, 
experiential learning, and values-consistent behavior (Hofmann & Hayes, 2023). 

Cognitive Behavioral Therapy (CBT) 

     Within CBT, exposure-based strategies remain among the most empirically supported 
interventions for reducing emotional avoidance. Contemporary models emphasize 
inhibitory learning, wherein clients develop new associations that disconfirm threat-based 
expectations rather than simply reducing anxiety through habituation (Craske et al., 2022). 
This distinction is critical, as the goal of exposure is not immediate symptom reduction but 
the acquisition of corrective learning regarding the tolerability of distress. 

     Clinically, exposure begins with psychoeducation that explicitly outlines the avoidance 
cycle, helping clients understand how short-term relief reinforces long-term dysfunction.     
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Clients are then guided to identify avoided situations, thoughts, and bodily sensations, 
constructing hierarchies that include both external and internal triggers. This is particularly 
important for individuals with low distress tolerance, who often fear emotional experiences 
themselves rather than solely external events (Craske et al., 2022).  

     During exposure, clients are encouraged to remain engaged with distress without relying 
on safety behaviors. The therapeutic emphasis is placed on observing the natural rise and 
fall of emotional intensity, thereby fostering tolerance and reducing catastrophic 
interpretations. Post-exposure processing further consolidates learning by comparing 
anticipated outcomes with actual experiences, often revealing discrepancies that weaken 
maladaptive beliefs. 

     Cognitive restructuring complements exposure by targeting distorted beliefs about 
emotional experience. Clients are encouraged to evaluate thoughts such as “I cannot 
handle this” or “This will get worse indefinitely,” replacing them with more balanced 
appraisals (Beck, 2011). However, contemporary research suggests that cognitive 
flexibility, rather than strict cognitive correction, is a more robust predictor of positive 
outcomes, particularly when paired with behavioral engagement (Ford et al., 2023). As 
such, cognitive restructuring is most effective when integrated with experiential 
interventions that allow clients to test beliefs in real-world contexts. 

Acceptance and Commitment Therapy (ACT) 

     Acceptance and Commitment Therapy (ACT) offers a distinct yet complementary 
approach by directly targeting experiential avoidance. Within ACT, avoidance is 
conceptualized as a core component of psychological inflexibility, and treatment focuses 
on cultivating acceptance, defined as a willingness to experience internal events without 
attempting to control or eliminate them (Hayes et al., 2012).  

     Clinically, acceptance is developed through experiential exercises that encourage clients 
to shift their relationship with distress. Rather than engaging in struggle or resistance, 
clients are guided to observe emotional states with openness and curiosity. This process 
reduces secondary suffering—the distress associated with attempting to avoid or control 
emotions—and allows primary emotional experiences to unfold more naturally (Gloster et 
al., 2023). 

A central mechanism of ACT is psychological flexibility, which has been identified as a 
transdiagnostic factor associated with improved mental health outcomes (Gloster et al., 
2023). This flexibility enables clients to remain present with discomfort while continuing to 
engage in meaningful behavior.  ACT further distinguishes itself through its emphasis on 
values-based action. Values provide a framework for behavior that extends beyond 
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symptom reduction, allowing clients to orient their lives toward personally meaningful 
goals. In this context, distress is reframed as an expected and tolerable component of 
valued living rather than a barrier to it. For example, a client who values connection may 
choose to engage socially despite anxiety, thereby increasing both exposure and tolerance.  

     Research indicates that values-based interventions enhance motivation and promote 
sustained behavioral change, particularly when distress tolerance is low (Levin et al., 
2023). By linking discomfort to purpose, ACT facilitates a shift from avoidance-driven 
behavior to engagement-driven living. 

Dialectical Behavior Therapy (DBT) 

     Dialectical Behavior Therapy (DBT) provides a structured, skills-based framework for 
addressing distress intolerance, particularly among individuals with high emotional 
reactivity. Within DBT, distress tolerance is conceptualized as the ability to withstand 
emotional pain without engaging in behaviors that exacerbate the situation (Linehan, 
2015). 

     Distress tolerance skills are designed to provide immediate stabilization during periods 
of acute emotional intensity. Techniques such as paced breathing, temperature-based 
interventions, and sensory grounding target physiological arousal, reducing the likelihood 
of impulsive or harmful behaviors. These interventions are particularly valuable in early 
stages of treatment, when clients may lack the capacity to engage in more cognitively 
demanding interventions. 

     In addition to acute regulation, DBT emphasizes radical acceptance, which involves fully 
acknowledging reality as it is without resistance or judgment. This process reduces 
secondary emotional suffering and allows clients to respond more effectively to 
challenging situations. Radical acceptance is particularly relevant for clients who engage 
in avoidance as a means of resisting distressing circumstances.  

     DBT also differentiates between crisis survival and long-term change. While crisis 
survival strategies provide immediate relief, long-term change requires the development of 
skills in emotion regulation, interpersonal effectiveness, and mindfulness. This staged 
approach allows clinicians to match interventions to the client’s current capacity, gradually 
increasing tolerance over time (Neacsiu et al., 2023).  

     Empirical evidence supports the effectiveness of DBT skills training in improving distress 
tolerance and reducing maladaptive coping behaviors across clinical populations (Neacsiu 
et al., 2023). Its emphasis on both acceptance and change makes it particularly well-suited 
for addressing the dual challenges of emotional avoidance and dysregulation.  
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Mindfulness-Based Interventions 

     Mindfulness-based interventions (MBIs) address emotional avoidance by cultivating 
nonjudgmental awareness of present-moment experience. Through practices such as 
breath awareness and open monitoring, clients learn to observe thoughts, emotions, and 
bodily sensations without immediately reacting to them (Keng et al., 2022). This shift from 
reactivity to observation is central to increasing distress tolerance.  

     A key mechanism within mindfulness is decentering, which involves viewing thoughts 
and emotions as transient mental events rather than identifying with them (Bernstein et al., 
2022). Decentering reduces cognitive fusion and allows clients to respond to internal 
experiences with greater flexibility. For example, recognizing “this is anxiety” rather than “I 
am anxious” can significantly reduce the perceived threat of the experience.  

     Mindfulness practices also enhance emotional awareness, allowing clients to detect 
early signs of distress and intervene more effectively. This increased awareness supports 
more adaptive regulation and reduces the likelihood of avoidance-based responses. Over 
time, clients develop a greater capacity to remain present with discomfort, reducing 
reliance on maladaptive coping strategies.  Recent research highlights the role of 
mindfulness in improving psychological flexibility and reducing symptoms of anxiety and 
depression, particularly through mechanisms such as decentering and nonjudgmental 
awareness (Keng et al., 2022; Bernstein et al., 2022).  

Somatic and Bottom-Up Approaches 

     Somatic and bottom-up approaches target the physiological systems underlying 
emotional experience, complementing cognitive and behavioral interventions. These 
approaches are particularly relevant for clients whose distress is experienced primarily 
through bodily sensations, such as those with panic or trauma-related conditions. 

     Breathwork is one of the most accessible and effective methods for regulating 
autonomic arousal. Techniques such as diaphragmatic breathing and extended exhalation 
activate the parasympathetic nervous system, promoting relaxation and reducing 
physiological distress (Zaccaro et al., 2022). By directly influencing bodily states, 
breathwork increases tolerance for emotional experiences and supports engagement in 
therapeutic tasks. 

     Body awareness practices further enhance interoceptive capacity, allowing clients to 
observe internal sensations without catastrophic interpretation. Techniques such as body 
scanning and somatic tracking help clients reconnect with their bodies in a safe and 
controlled manner, reducing dissociation and avoidance (Payne et al., 2023).  
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     For clients with trauma histories, these interventions must be carefully titrated to avoid 
overwhelming the system. Gradual exposure to bodily sensations, combined with 
grounding techniques, allows clients to build tolerance incrementally. Over time, increased 
interoceptive awareness supports more effective emotion regulation and reduces reliance 
on avoidance.  Emerging evidence supports the integration of somatic approaches with 
traditional psychotherapy, highlighting their role in addressing physiological aspects of 
distress and enhancing overall treatment outcomes (Payne et al., 2023).  

     Across therapeutic modalities, effective intervention for emotional avoidance and low 
distress tolerance involves a coordinated effort to increase engagement with internal 
experience while reducing reliance on avoidance. CBT facilitates corrective learning 
through exposure, ACT promotes acceptance and values-based action, DBT provides 
practical skills for managing distress, mindfulness enhances awareness and decentering, 
and somatic approaches regulate underlying physiological processes.  

     Despite their theoretical differences, these approaches converge on shared 
mechanisms of change, including increased psychological flexibility, enhanced emotional 
awareness, and improved capacity to tolerate distress. This convergence supports the use 
of integrative, process-based interventions tailored to individual client needs (Hofmann & 
Hayes, 2023).  Ultimately, the goal of treatment is not the elimination of distress, but the 
transformation of the individual’s relationship to it. As clients develop the capacity to 
experience discomfort without avoidance, they gain greater freedom to engage in 
meaningful, values-consistent living. This shift represents a fundamental change in both 
coping and identity, supporting long-term psychological health. 

Clinical Techniques and Interventions 

     Translating theory into practice requires interventions that are not only evidence-based 
but also immediately usable within the therapy room. Emotional avoidance and low 
distress tolerance are maintained through automatic, often unconscious patterns; 
therefore, effective intervention must be experiential, iterative, and relationally embedded. 
This section focuses on concrete clinical techniques that therapists can employ to disrupt 
avoidance, increase tolerance, and build psychological flexibility in real time. 

Psychoeducation Scripts: Teaching the Avoidance Cycle  

     Psychoeducation serves as the foundation for all subsequent interventions. Clients must 
first understand why avoidance persists before they are willing to engage in the discomfort 
required for change. Importantly, psychoeducation is most effective when it is collaborative 
and experiential, rather than purely didactic. 
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     A commonly effective script involves mapping the avoidance cycle in simple, accessible 
language: 

“When something uncomfortable shows up, like anxiety, sadness, or even boredom, 
your brain naturally wants to get away from it. And when you avoid it, you feel better, 
at least for a little while. That relief actually teaches your brain, ‘Good job, do that 
again.’ So the next time the feeling shows up, your brain pushes even harder to avoid 
it. 

The problem is, over time, your world gets smaller, and the feelings actually get 
stronger. What we’re going to work on is helping you learn that you can handle these 
experiences, even if they’re uncomfortable.” 

     This framing normalizes avoidance as a learned response rather than a personal failure, 
reducing shame and increasing engagement. Clinicians can enhance this process by 
drawing visual diagrams or asking clients to identify recent examples of avoidance and 
relief cycles in their own lives (Craske et al., 2022). 

     A key therapeutic goal at this stage is to shift the client’s focus from “How do I get rid of 
this feeling?” to “How do I relate to this feeling differently?”. This reorientation sets the 
stage for exposure and acceptance-based interventions. 

Exposure to Emotion: Gradual Emotional Exposure 

     Exposure to emotion extends traditional behavioral exposure into the internal domain, 
targeting the fear of emotional experience itself. Many clients do not avoid situations per 
se, but rather the feelings those situations evoke. As such, treatment must directly address 
emotional experience as the stimulus.  Clinically, this begins with identifying specific 
emotions that the client finds difficult to tolerate, such as anxiety, shame, anger, or 
sadness, and exploring the beliefs associated with those emotions. For example, a client 
may believe that anxiety will escalate uncontrollably or that sadness will lead to 
helplessness. These beliefs guide the design of emotional exposure exercises.  

    A therapist might introduce emotional exposure using language such as:  

“Instead of trying to make this feeling go away, we’re going to practice letting it be 
there and noticing what actually happens. We’re not trying to increase it, we’re just 
allowing it.” 

     Initial exposures are often brief and structured, focusing on helping the client observe 
emotional sensations without engaging in avoidance behaviors. Over time, exposures 
become more prolonged and varied, incorporating real-life situations and internal 
experiences. 
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     A critical component of emotional exposure is the elimination of covert avoidance, such 
as distraction or cognitive suppression. Clients may appear engaged while internally 
disengaging, which limits therapeutic benefit. Therapists must therefore monitor the 
quality of engagement, often asking questions such as: 

“What are you noticing in your body right now?” 
“Are you staying with the feeling, or are you trying to push it away?” 

     Through repeated exposure, clients learn that emotional experiences are tolerable, 
transient, and non-dangerous, directly weakening the negative reinforcement loop (Craske 
et al., 2022). 

Distress Tolerance Training: Skill-Building Exercises 

     While exposure builds tolerance over time, many clients require immediate tools to 
manage acute distress. Distress tolerance training, drawn primarily from DBT, provides 
these tools, allowing clients to remain engaged without becoming overwhelmed.  
Clinically, distress tolerance is framed not as eliminating distress, but as increasing the 
ability to endure it without making the situation worse (Linehan, 2015). This distinction is 
essential, as clients often expect skills to “fix” their emotions, which can inadvertently 
reinforce avoidance. 

     One commonly taught intervention is paced breathing, which directly targets 
physiological arousal. The therapist may guide the client as follows:  

“Let’s slow your breathing down. Inhale for four seconds, and then exhale for six. 
The longer exhale tells your nervous system that you’re safe.” 

     Other interventions include grounding techniques, such as orienting to the environment 
or engaging the senses, which help anchor the client in the present moment during periods 
of high distress. 

     Importantly, clinicians must help clients understand when to use distress tolerance 
skills. These tools are most appropriate when emotional intensity is too high for exposure 
or cognitive work. Once distress decreases to a manageable level, the focus should shift 
back to engagement rather than avoidance.  Recent evidence suggests that consistent use 
of distress tolerance skills is associated with reductions in emotional reactivity and 
improved functional outcomes (Neacsiu et al., 2023). However, their effectiveness 
depends on integration within a broader treatment framework that includes exposure and 
values-based action. 

 



©directceu, llc, 2026 

Cognitive Defusion Techniques: Thought Distancing 

    Cognitive defusion techniques, derived from ACT, aim to reduce the impact of 
maladaptive thoughts by altering how clients relate to them. Rather than challenging the 
accuracy of thoughts, defusion focuses on reducing their literal believability and behavioral 
influence (Hayes et al., 2012).  Clients with low distress tolerance often become fused with 
thoughts such as “I can’t handle this” or “This is too much.” These thoughts are 
experienced as facts, leading to immediate avoidance. Defusion techniques help create 
distance from these thoughts, allowing clients to respond more flexibly.  

     A simple yet powerful intervention involves adding the phrase “I’m having the thought 
that…” before distressing cognitions. For example: 

“I can’t handle this” becomes “I’m having the thought that I can’t handle this.” 

     This subtle shift transforms the thought from a statement of fact into an observed mental 
event. Over time, clients learn to recognize thoughts as transient experiences rather than 
directives that must be followed. 

     Other techniques include repeating a thought aloud until it loses meaning, labeling 
thoughts as “mental events,” or using imagery (e.g., placing thoughts on leaves floating 
down a stream). These exercises reduce cognitive fusion and increase willingness to 
experience distress without avoidance.  Research indicates that defusion is a key 
mechanism underlying improvements in psychological flexibility and emotional regulation 
(Levin et al., 2023). Clinically, it is particularly useful for clients who are highly cognitively 
driven and prone to rumination. 

Behavioral Activation: Counteracting Avoidance 

     Behavioral activation (BA) directly targets avoidance by increasing engagement in 
meaningful and reinforcing activities. Originally developed for depression, BA is now 
recognized as a transdiagnostic intervention for addressing avoidance across conditions 
(Dimidjian et al., 2011). 

     The central premise of BA is that avoidance reduces access to reinforcement, leading to 
further withdrawal and emotional distress. By systematically increasing activity, clients can 
break this cycle and rebuild engagement with their environment.  Clinically, BA begins with 
identifying areas of avoidance and values-based goals. Rather than waiting for motivation 
to return, clients are encouraged to take small, structured steps toward engagement. A 
therapist might frame this as: 

“We’re not waiting to feel better before doing things. We’re doing things so that you 
can start to feel better.” 
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     Activities are selected collaboratively and graded to ensure they are challenging but 
achievable. Importantly, the focus is on participation, not immediate enjoyment. Clients 
are taught to tolerate discomfort during activity, recognizing that positive reinforcement 
often emerges gradually.  Behavioral activation also provides opportunities for exposure to 
emotional experiences, further increasing distress tolerance. Over time, clients develop a 
broader behavioral repertoire, counteracting the narrowing effects of avoidance. 

In-Session Interventions: Real-Time Coaching 

     Perhaps the most powerful interventions occur in the moment, as avoidance unfolds 
within the therapy session itself. In-session work allows therapists to observe avoidance 
patterns directly and provide real-time coaching, creating immediate opportunities for 
corrective experience. 

     For example, if a client begins to avoid discussing a distressing topic, the therapist might 
gently intervene: 

“I notice we just shifted away from that topic. What was happening for you right 
then?” 

     This brings awareness to the avoidance process without judgment, allowing the client to 
explore it in real time. The therapist can then guide the client back toward the avoided 
experience, supporting them in tolerating the associated distress.In-session exposure is 
particularly effective because it occurs within a safe relational context, allowing clients to 
experience discomfort while receiving support. The therapist’s presence serves as a 
regulatory anchor, increasing the client’s capacity to remain engaged. 

     Real-time coaching also allows for immediate reinforcement of adaptive behavior. When 
a client successfully tolerates distress, the therapist can highlight this:  

“You stayed with that feeling just now, even though it was uncomfortable. That’s 
exactly the skill we’re building.” 

     This reinforcement strengthens new learning and increases the likelihood of continued 
engagement outside of session. 

     Clinical techniques for addressing emotional avoidance and low distress tolerance are 
most effective when they are experiential, integrative, and responsive to the client’s 
moment-to-moment experience. Psychoeducation provides the conceptual foundation, 
exposure builds tolerance, distress tolerance skills offer stabilization, cognitive defusion 
increases flexibility, behavioral activation expands engagement, and in-session 
interventions consolidate learning in real time. 
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     Across these approaches, the therapist’s role is not to eliminate distress, but to help the 
client develop a new relationship with it, one characterized by openness, flexibility, and 
resilience. As clients learn to remain present with discomfort, they gain access to a broader 
range of experiences and behaviors, ultimately supporting more meaningful and adaptive 
functioning. 

Special Populations and Contexts 

    Although emotional avoidance and low distress tolerance operate as transdiagnostic 
processes, their presentation, function, and clinical management vary significantly across 
populations and treatment contexts. Developmental stage, environmental demands, 
relational dynamics, and modality of care all influence how avoidance manifests and how it 
should be addressed. Effective intervention therefore requires adaptation of core 
principles to the specific needs, vulnerabilities, and strengths of each population. 

Adolescents and Young Adults: Impulsivity and Emotional Avoidance  

     Adolescents and young adults present a unique developmental context in which 
emotional avoidance and distress intolerance are often heightened. Neurodevelopmental 
research indicates that during adolescence, limbic systems associated with emotional 
reactivity mature earlier than prefrontal regions responsible for regulation, resulting in 
increased impulsivity and reduced capacity for top-down control (Steinberg, 2017). This 
imbalance contributes to a tendency toward rapid, avoidance-driven responses to distress, 
including disengagement, risk-taking, or emotional suppression. 

     In clinical practice, emotional avoidance in this population frequently manifests as 
behavioral impulsivity, such as substance use, self-harm, or abrupt withdrawal from 
stress-inducing situations. These behaviors often function as immediate attempts to 
escape overwhelming affect rather than deliberate acts of defiance or poor judgment. 
Consequently, clinicians must conceptualize impulsivity not simply as a behavioral 
problem, but as a distress intolerance strategy. 

     At the same time, adolescents are embedded within social and developmental contexts 
that intensify emotional experiences. Peer relationships, identity formation, and academic 
pressures contribute to heightened emotional salience, making avoidance both more likely 
and more reinforcing. Digital environments further complicate this picture, offering readily 
accessible means of distraction and avoidance, which may reduce opportunities for 
developing tolerance through natural exposure (Twenge, 2023).  

     Intervention with adolescents requires a balance between skill-building and experiential 
learning. DBT-informed approaches are particularly effective, as they provide concrete 
tools for managing distress while simultaneously addressing underlying emotional 
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processes. Additionally, incorporating family systems into treatment can enhance 
generalization of skills and reduce invalidating environmental influences (Miller et al., 
2007).  Clinicians should adopt a stance that emphasizes validation of emotional intensity 
alongside accountability for behavior, helping adolescents recognize that while their 
feelings are real and powerful, avoidance-based responses may ultimately increase 
distress. 

High-Functioning Professionals: Masked Avoidance 

     In contrast to adolescents, high-functioning professionals often present with subtle, 
masked forms of emotional avoidance. These individuals may maintain high levels of 
occupational success and external functioning while experiencing significant internal 
distress. Avoidance in this population is less likely to take the form of overt withdrawal and 
more likely to manifest as overfunctioning, perfectionism, and cognitive control.  For 
example, a professional may avoid emotional discomfort by overworking, overanalyzing, or 
maintaining rigid control over their environment. While these behaviors are socially 
reinforced and often rewarded, they function as sophisticated avoidance strategies that 
limit emotional processing and reduce distress tolerance over time (Shafran et al., 2017). 

     A key clinical challenge with this population is that avoidance is often ego-syntonic, 
meaning it aligns with the individual’s identity and values. Clients may view their coping 
strategies as strengths, making them less motivated to change. For instance, perfectionism 
may be perceived as necessary for success, despite its role in maintaining anxiety and 
emotional rigidity.  Additionally, high-functioning individuals often rely heavily on cognitive 
strategies, such as intellectualization or rumination, to manage distress. While these 
strategies may reduce immediate discomfort, they can interfere with emotional awareness 
and perpetuate avoidance. 

     Effective intervention requires helping clients recognize the costs of their coping 
strategies, particularly in areas such as relationships, well-being, and long-term 
sustainability. ACT-based approaches are particularly useful, as they shift the focus from 
performance and control to values and experiential engagement. Clinicians may guide 
clients to explore questions such as: 

“What is this strategy helping you avoid?” 
“What is it costing you over time?” 

     Through this process, clients begin to see avoidance not as a strength, but as a limiting 
factor, creating openness to more flexible ways of relating to distress.  

Trauma Survivors: Safety vs. Avoidance Balance 
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     Among trauma survivors, emotional avoidance serves a critical protective function, 
making its clinical management particularly complex. Avoidance of trauma-related 
thoughts, feelings, and triggers is a core feature of trauma-related disorders, including 
Post-Traumatic Stress Disorder, and often reflects adaptive attempts to maintain 
psychological safety (Foa et al., 2019). 

The primary clinical challenge in this population is distinguishing between adaptive safety 
behaviors and maladaptive avoidance. In early stages of treatment, avoidance may be 
necessary to prevent overwhelming dysregulation. Premature exposure to traumatic 
material can lead to retraumatization, reinforcing avoidance and reducing trust in the 
therapeutic process.  As such, trauma-informed care emphasizes a phased approach, 
beginning with stabilization and resource development. This includes building distress 
tolerance, grounding skills, and a sense of safety within the therapeutic relationship. Only 
once sufficient capacity is established does treatment shift toward gradual exposure and 
processing of traumatic experiences (Cloitre et al., 2022).  

     Dissociation and emotional numbing present additional challenges, as they represent 
forms of avoidance that reduce access to emotional experience altogether. In such cases, 
interventions must first focus on increasing awareness and tolerance of internal states 
before deeper processing can occur.  Clinicians must maintain a careful balance, 
continuously assessing whether interventions are promoting engagement or overwhelming 
the client’s capacity. This requires flexibility, attunement, and a strong therapeutic alliance, 
as well as a clear understanding that avoidance in trauma is often rooted in survival rather 
than dysfunction. 

Couples and Relationships: Avoidance in Relational Dynamics  

     Emotional avoidance is not only an individual process but also a relational one, 
particularly within intimate partnerships. In couples, avoidance often manifests as 
withdrawal, conflict avoidance, or emotional disengagement, which can significantly 
impact relationship functioning. 

     From an attachment perspective, these patterns frequently reflect underlying fears of 
vulnerability, rejection, or abandonment (Johnson, 2019). For example, one partner may 
withdraw to avoid conflict, while the other pursues reassurance, creating a cycle of 
disconnection. In this dynamic, avoidance serves to reduce immediate emotional 
discomfort but ultimately undermines relational intimacy. 

     Low distress tolerance plays a central role in these patterns, as partners may lack the 
capacity to remain engaged during emotionally charged interactions. This can lead to 
escalation or shutdown, both of which reinforce avoidance and prevent resolution.  
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     Clinically, interventions focus on increasing emotional engagement and tolerance within 
the relational context. Emotionally Focused Therapy (EFT), for example, helps partners 
access and express underlying emotions in a safe and structured manner, reducing 
avoidance and fostering connection (Johnson, 2019).  Therapists may also engage in in-
session coaching, guiding partners to remain present with difficult emotions and respond 
in more adaptive ways. For example: 

“Can you stay with what you’re feeling right now and share it, even if it’s 
uncomfortable?” 

     This approach helps partners build tolerance not only for their own emotions but also for 
the emotional experiences of others, strengthening relational resilience.  

Telehealth Considerations: Avoidance via Disengagement 

     The rise of telehealth has introduced new dimensions of emotional avoidance, 
particularly through subtle forms of disengagement. While teletherapy increases 
accessibility, it also creates opportunities for clients to avoid emotional intensity in ways 
that may be less apparent than in in-person settings. 

     Examples of telehealth-specific avoidance include: 

• Turning off the camera during emotionally charged discussions  

• Multitasking or distraction during sessions  

• Avoiding eye contact or emotional expression  

• Ending sessions prematurely  

     These behaviors may function as micro-avoidance strategies, allowing clients to remain 
physically present while emotionally disengaging. Because these patterns are less visible, 
clinicians must be especially attentive to shifts in engagement and affect.  

     Effective telehealth practice requires intentional strategies to enhance presence and 
reduce avoidance. This may include setting clear expectations about session structure, 
encouraging use of video when possible, and explicitly addressing disengagement when it 
occurs. For example: 

“I noticed you looked away just now when we touched on that topic. What was 
happening for you in that moment?” 

     Telehealth also offers unique opportunities for intervention, as clients are situated within 
their natural environments. Clinicians can incorporate real-time exposures or behavioral 
activation tasks within the client’s home context, increasing ecological validity.  Research 
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suggests that teletherapy can be as effective as in-person treatment when engagement is 
maintained; however, the risk of avoidance via disengagement underscores the importance 
of active therapist facilitation and monitoring (Simpson et al., 2022).  

     Emotional avoidance and low distress tolerance are shaped by developmental, 
relational, and contextual factors that influence both their expression and treatment. 
Adolescents may externalize avoidance through impulsivity, high-functioning professionals 
may mask it through overcontrol, trauma survivors may rely on it for safety, couples may 
enact it relationally, and telehealth environments may enable subtle disengagement.  
These variations highlight the necessity of flexible, context-sensitive intervention. While 
core mechanisms remain consistent, effective treatment requires adaptation to the unique 
needs and circumstances of each population. Across contexts, the therapeutic goal 
remains the same: to increase the individual’s capacity to engage with emotional 
experience in a way that is both tolerable and meaningful.  By tailoring interventions to 
specific populations, clinicians can more effectively address avoidance while supporting 
resilience, connection, and long-term psychological health. 

Cultural and Ethical Considerations 

    Effective treatment of emotional avoidance and low distress tolerance must be grounded 
not only in clinical theory but also in cultural competence and ethical responsibility. 
Emotional processes are deeply embedded within cultural, socioeconomic, and contextual 
frameworks that shape how individuals experience, interpret, and express distress. At the 
same time, interventions such as exposure and emotional engagement carry inherent 
ethical considerations, particularly regarding pacing, safety, and potential harm.  

Cultural Norms Around Emotion: Expression vs. Suppression 

     Cultural context plays a critical role in shaping beliefs about emotional expression and 
regulation. While Western therapeutic models often emphasize openness, emotional 
awareness, and expression, many cultural traditions value restraint, composure, and 
emotional control. These differences complicate the clinical interpretation of emotional 
avoidance, as behaviors that may appear maladaptive in one cultural context may be 
normative or even adaptive in another (Sue & Sue, 2022). 

     For example, in collectivist cultures, emotional suppression may serve important 
relational functions, such as maintaining harmony and avoiding conflict. In such contexts, 
encouraging unrestricted emotional expression without sensitivity to cultural norms may 
inadvertently create distress or interpersonal disruption. Conversely, in cultures that 
prioritize individual expression, suppression may be more clearly associated with 
psychological distress. 
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     Clinicians must therefore distinguish between culturally congruent regulation strategies 
and maladaptive avoidance. This requires careful assessment of the function of emotional 
behaviors within the client’s cultural framework. Questions such as “What does expressing 
this emotion mean in your family or culture?” can help clarify whether avoidance is 
protective, normative, or problematic. 

     Ethical guidelines across professions emphasize the importance of cultural 
competence. The American Psychological Association Ethical Principles highlight respect 
for people’s rights and dignity, including cultural differences (APA, 2023), while the 
American Counseling Association Code of Ethics explicitly requires counselors to practice 
within a multicultural framework and avoid imposing their own values (ACA, 2014). 
Similarly, the National Association of Social Workers Code of Ethics underscores the need 
to understand culture’s role in human behavior and service delivery (NASW, 2021).  

     In practice, this means that interventions targeting emotional avoidance must be 
adapted rather than universally applied. Clinicians should collaborate with clients to define 
what healthy emotional engagement looks like within their cultural context, ensuring that 
treatment goals are both clinically sound and culturally respectful. 

Socioeconomic Stressors: Survival-Based Avoidance 

     Emotional avoidance must also be understood within the context of socioeconomic 
stressors, which can significantly influence both the development and function of 
avoidance behaviors. Individuals living in conditions of chronic stress, poverty, or instability 
often adopt coping strategies that prioritize immediate survival over emotional processing. 
In such contexts, avoidance may be not only adaptive but necessary.  

     For example, a client working multiple jobs with limited resources may avoid engaging 
with emotional distress simply because doing so would interfere with their ability to 
function. Similarly, individuals in unsafe environments may suppress emotional responses 
as a means of maintaining vigilance and control. In these cases, avoidance is less about 
distress intolerance and more about contextual necessity. 

     Clinicians must therefore avoid pathologizing behaviors that are adaptive within the 
client’s environment. The National Association of Social Workers Code of Ethics 
emphasizes the importance of understanding environmental and structural factors that 
impact clients’ well-being, including socioeconomic inequality and access to resources 
(NASW, 2021). Likewise, the National Board for Certified Counselors Code of Ethics 
highlights the need to consider contextual variables when assessing client behavior 
(NBCC, 2016). 
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     From a clinical standpoint, this requires a shift from a purely intrapsychic focus to a 
more ecological perspective. Interventions should account for the client’s environment, 
resources, and stressors, and may need to prioritize stabilization and problem-solving 
before deeper emotional work. For example, addressing housing insecurity or occupational 
stress may be a necessary precursor to increasing emotional engagement.  

     At the same time, clinicians can help clients identify contexts in which avoidance is no 
longer adaptive and begin to build tolerance gradually. This process must be paced 
carefully, ensuring that increased emotional awareness does not compromise the client’s 
ability to function within their environment. 

Ethical Considerations: Pacing Exposure and Avoiding Harm 

     Interventions targeting emotional avoidance, particularly exposure-based approaches, 
carry inherent ethical considerations related to client safety, autonomy, and potential 
harm. While exposure is highly effective, it requires clients to confront distressing 
experiences, which can be destabilizing if not implemented appropriately.  

     One of the most critical ethical considerations is pacing. Exposure must be titrated to 
the client’s current capacity, ensuring that distress remains within a tolerable range. Overly 
rapid or intense exposure can lead to emotional overwhelm, reinforcing avoidance and 
potentially causing harm. This is particularly relevant for trauma survivors, where 
premature exposure may result in retraumatization (Cloitre et al., 2022).  

     Ethical codes across disciplines emphasize the principle of nonmaleficence, the 
obligation to avoid harm. The American Psychological Association explicitly states that 
psychologists must take steps to ensure that their interventions do not cause harm (APA, 
2023). Similarly, the American Association for Marriage and Family Therapy Code of Ethics 
requires therapists to use interventions that are appropriate to the client’s needs and to 
avoid techniques that may be harmful (AAMFT, 2015). 

     In addition to pacing, clinicians must ensure informed consent. Clients should 
understand the rationale for exposure and the potential for temporary increases in distress. 
This aligns with ethical standards from the American Counseling Association, which 
require counselors to provide clear information about the nature and goals of treatment 
(ACA, 2014). Informed consent enhances client autonomy and increases engagement by 
fostering a collaborative therapeutic relationship. 

     Another key consideration is the distinction between therapeutic challenge and 
coercion. While clinicians may encourage clients to engage with distress, this must be 
done in a manner that respects the client’s autonomy and readiness. Pressuring clients 
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into exposure can undermine trust and increase resistance, whereas collaborative goal-
setting promotes empowerment and agency. 

     The National Board for Certified Counselors and National Association of Social Workers 
both emphasize the importance of client self-determination, highlighting that clients have 
the right to make decisions about their treatment (NBCC, 2016; NASW, 2021). This 
principle is particularly relevant when addressing avoidance, as clients may initially be 
reluctant to engage with distressing material. 

     Finally, clinicians must remain attentive to therapist factors, including their own 
tolerance for client distress. Therapists who are uncomfortable with strong emotional 
expression may inadvertently reinforce avoidance by redirecting or minimizing emotional 
content. Ongoing self-reflection and supervision are essential for maintaining ethical and 
effective practice. 

     Cultural and ethical considerations are integral to the treatment of emotional avoidance 
and low distress tolerance. Cultural norms shape how emotions are experienced and 
expressed, requiring clinicians to differentiate between adaptive regulation and 
maladaptive avoidance. Socioeconomic stressors further influence coping strategies, 
highlighting the importance of contextualizing avoidance within the client’s environment.  

     Ethically, interventions must be implemented with careful attention to pacing, informed 
consent, and the potential for harm. Across professional disciplines, ethical codes 
consistently emphasize respect for client autonomy, cultural competence, and the 
obligation to avoid harm. These principles provide a framework for delivering interventions 
that are not only effective but also respectful and responsible.  Ultimately, addressing 
emotional avoidance requires a balance between clinical rigor and ethical sensitivity, 
ensuring that treatment promotes growth without compromising safety or cultural integrity.  

Therapist Factors and Countertransference 

     While emotional avoidance and low distress tolerance are typically conceptualized as 
client-level phenomena, they are equally relevant at the level of the therapist. The 
therapeutic relationship is inherently emotional, often involving exposure to intense affect, 
uncertainty, and interpersonal complexity. As such, therapists’ own responses to distress, 
both conscious and unconscious, can significantly influence the course of treatment. 
Therapist avoidance, countertransference reactions, and the clinician’s capacity for 
distress tolerance all play a central role in shaping therapeutic outcomes. Addressing these 
factors is essential for maintaining clinical effectiveness, ethical integrity, and fidelity to 
process-based interventions. 

Therapist Avoidance: Avoiding Difficult Client Emotions 
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     Therapist avoidance refers to the tendency to disengage from or redirect emotionally 
intense material presented by clients. This may occur subtly, often outside of conscious 
awareness, and is typically driven by the therapist’s own discomfort with affective intensity. 
For example, a clinician may prematurely shift topics, offer reassurance, overemphasize 
problem-solving, or intellectualize the client’s experience in an effort to reduce emotional 
intensity within the session. 

     Although these responses may appear supportive or clinically appropriate on the 
surface, they can inadvertently reinforce the client’s avoidance patterns. When therapists 
signal, explicitly or implicitly, that distress should be minimized or quickly resolved, clients 
may internalize the belief that their emotions are intolerable or unsafe to explore. This 
dynamic undermines exposure-based and acceptance-oriented interventions, which rely 
on sustained engagement with emotional experience (Hayes et al., 2012). 

     Therapist avoidance is particularly likely to emerge in the presence of high-intensity 
emotions such as shame, grief, or anger, which may evoke parallel discomfort in the 
clinician. Additionally, time pressures, productivity demands, and performance anxiety can 
increase the likelihood of avoidance, as therapists may feel compelled to “move the 
session forward” rather than remain with difficult material. 

     Recognizing therapist avoidance requires ongoing self-awareness and reflective 
practice. Clinicians may ask themselves questions such as: “Am I moving away from this 
topic because it is clinically indicated, or because it is uncomfortable?” and “What is 
happening in me right now as the client expresses this emotion?” These inquiries help 
differentiate between intentional clinical decisions and avoidance-driven responses. 

Countertransference Reactions: Frustration and Rescue Impulses  

     Countertransference refers to the emotional, cognitive, and physiological responses that 
therapists experience in reaction to their clients. While historically viewed as a source of 
bias, contemporary perspectives recognize countertransference as a valuable source of 
clinical information when appropriately managed (Gelso & Hayes, 2007).  

     In the context of emotional avoidance and low distress tolerance, two common 
countertransference patterns emerge: frustration and rescue impulses. Therapists may 
experience frustration when clients repeatedly engage in avoidance behaviors despite 
understanding their negative consequences. This frustration may manifest as impatience, 
subtle criticism, or increased directive interventions, all of which can strain the therapeutic 
alliance. 

     Conversely, rescue impulses may arise when therapists feel compelled to alleviate the 
client’s distress as quickly as possible. This can lead to over-accommodation, excessive 
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reassurance, or premature introduction of coping strategies. While well-intentioned, these 
responses may prevent clients from developing their own capacity to tolerate distress, 
reinforcing dependence on external regulation. 

     Both frustration and rescue impulses are often rooted in the therapist’s own discomfort 
with distress, either the client’s or their own. For example, frustration may reflect an 
underlying anxiety about treatment progress, while rescue impulses may stem from a 
desire to reduce emotional tension within the session. In either case, these reactions can 
shift the focus away from the client’s process and toward the therapist’s need for 
resolution.  Effective management of countertransference involves awareness, reflection, 
and integration. Rather than suppressing these reactions, therapists are encouraged to 
explore their meaning and use them to inform clinical decision-making. For instance, 
persistent frustration may signal that the client is caught in a strong avoidance loop, 
indicating the need for more structured exposure or behavioral interventions. Similarly, 
rescue impulses may highlight the importance of maintaining therapeutic boundaries and 
supporting client autonomy. 

     Supervision and consultation are critical in this process, providing a space for therapists 
to examine their reactions and receive feedback. Empirical evidence suggests that 
effective management of countertransference is associated with improved therapeutic 
alliance and treatment outcomes (Hayes et al., 2018). 

Therapist Distress Tolerance: Modeling Regulation 

     Perhaps the most important therapist factor in this context is the clinician’s own capacity 
for distress tolerance. Therapy often requires sitting with uncertainty, emotional intensity, 
and slow progress, all of which can challenge the therapist’s regulatory capacity. A 
therapist who struggles to tolerate distress may inadvertently model avoidance, whereas 
one who remains present and regulated provides a powerful corrective experience for the 
client. 

     Modeling occurs both explicitly and implicitly. When therapists maintain a calm, 
grounded presence in the face of intense emotion, they demonstrate that distress is 
manageable and does not require immediate escape. This modeling is particularly 
impactful in exposure-based and acceptance-oriented treatments, where the therapist’s 
stance reinforces the therapeutic message.  For example, when a client becomes visibly 
anxious during an exposure exercise, the therapist’s response is critical. A therapist who 
remains steady and supportive communicates safety and confidence, whereas one who 
appears anxious or overly directive may increase the client’s perception of threat. In this 
way, the therapist’s nervous system becomes part of the therapeutic intervention. 
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     Developing therapist distress tolerance involves both personal and professional 
practices. Mindfulness, self-reflection, and ongoing training can enhance the clinician’s 
ability to remain present with difficult material. Additionally, maintaining appropriate 
boundaries, engaging in self-care, and managing workload are essential for preventing 
burnout and preserving regulatory capacity.  Recent research highlights the importance of 
therapist emotional regulation in shaping treatment outcomes, suggesting that clinicians 
who demonstrate greater flexibility and tolerance are more effective in facilitating change 
(Watkins, 2021). This underscores the need to view therapist factors not as secondary 
considerations, but as central components of the therapeutic process. 

     Therapist factors play a critical role in the treatment of emotional avoidance and low 
distress tolerance. Avoidance at the therapist level can mirror and reinforce client patterns, 
while unmanaged countertransference may disrupt the therapeutic alliance and impede 
progress. Conversely, a therapist who is aware, reflective, and capable of tolerating distress 
can model adaptive engagement and support meaningful change. Effective therapy 
requires not only technical skill, but also the capacity to remain present with discomfort, 
both the client’s and one’s own. By cultivating this capacity, therapists can create a 
therapeutic environment that fosters openness, resilience, and growth.  

Integration and Future Directions 

     The treatment of emotional avoidance and low distress tolerance has evolved from 
disorder-specific protocols toward integrative, process-based approaches that target 
underlying mechanisms across diagnostic categories. This shift reflects advances in 
clinical science, neuroscience, and technology, all of which point toward a more flexible 
and personalized model of care.  

Integrative Treatment Models: Blending CBT, ACT, and DBT  

     Historically, therapeutic modalities such as Cognitive Behavioral Therapy (CBT), 
Acceptance and Commitment Therapy (ACT), and Dialectical Behavior Therapy (DBT) were 
conceptualized as distinct frameworks, each with its own theoretical assumptions and 
intervention strategies. However, contemporary practice increasingly recognizes that these 
approaches share overlapping mechanisms of change, particularly in their focus on 
reducing avoidance and increasing tolerance for distress (Hofmann & Hayes, 2023).  

     An integrative model does not simply combine techniques from different therapies but 
rather aligns interventions with the specific processes maintaining the client’s difficulties. 
For example, CBT’s exposure-based strategies directly target behavioral avoidance and 
facilitate corrective learning, while ACT’s emphasis on acceptance and values addresses 
experiential avoidance and motivational deficits. DBT contributes structured skills for 



©directceu, llc, 2026 

managing acute distress and regulating emotional intensity, particularly in clients with high 
reactivity. 

     In practice, clinicians often move fluidly between these approaches within a single 
course of treatment. A therapist may begin with DBT-informed distress tolerance skills to 
stabilize the client, introduce mindfulness and acceptance strategies from ACT to increase 
emotional engagement, and then implement CBT-based exposure to challenge avoidance 
patterns. This sequencing reflects a developmental progression from stabilization to 
engagement to expansion, allowing interventions to be matched to the client’s current 
capacity. 

     Process-based therapy (PBT) provides a unifying framework for this integration, 
emphasizing the identification and targeting of core processes such as cognitive fusion, 
experiential avoidance, and emotional dysregulation (Hofmann & Hayes, 2023). Rather 
than adhering to a fixed protocol, clinicians assess which processes are most salient for a 
given client and select interventions accordingly. 

     This integrative approach is particularly well-suited for addressing emotional avoidance 
and distress intolerance, as these processes cut across multiple domains of functioning. 
By blending cognitive, behavioral, emotional, and physiological interventions, clinicians 
can create a more comprehensive and flexible treatment plan that adapts to the evolving 
needs of the client. 

Emerging Research: Neuroscience and Emotional Regulation 

     Advances in neuroscience have significantly deepened our understanding of emotional 
regulation and its role in avoidance and distress tolerance. Research on brain networks 
involved in emotion processing, such as the amygdala, prefrontal cortex, and insula, has 
provided empirical support for many clinical observations regarding reactivity and 
regulation (McEwen & Akil, 2020). 

     One key area of emerging research focuses on neuroplasticity, the brain’s ability to 
reorganize and form new connections in response to experience. Psychotherapeutic 
interventions, particularly those involving repeated exposure and emotional engagement, 
have been shown to alter neural pathways associated with threat detection and regulation. 
For example, successful exposure therapy is associated with reduced amygdala activation 
and increased prefrontal control, reflecting improved top-down regulation (Craske et al., 
2022). 

     Another important development is the growing recognition of interoception as a central 
component of emotional experience. The insular cortex, which processes internal bodily 
signals, plays a key role in how individuals perceive and interpret emotional states.      
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Dysregulation in this system is associated with heightened sensitivity to bodily sensations 
and increased risk of anxiety and avoidance (Paulus & Stein, 2010). Interventions that 
target interoceptive awareness, such as mindfulness and somatic therapies, are therefore 
gaining increased empirical support. 

     Research on the autonomic nervous system further underscores the importance of 
physiological regulation in distress tolerance. Techniques that enhance parasympathetic 
activity, such as breathwork and vagal stimulation, have been shown to improve emotional 
regulation and reduce reactivity (Zaccaro et al., 2022). These findings support the 
integration of bottom-up approaches within traditional psychotherapy. 

     Emerging studies also highlight the role of emotion regulation flexibility, defined as the 
ability to adaptively select and implement strategies based on contextual demands. Rather 
than relying on a single coping strategy, individuals who demonstrate greater flexibility are 
better able to navigate complex emotional environments (Ford et al., 2023). This aligns with 
process-based approaches that emphasize adaptability and responsiveness rather than 
rigid adherence to specific techniques. 

     Collectively, these advances suggest that effective treatment of emotional avoidance 
and distress intolerance involves modifying both psychological and neurobiological 
processes, reinforcing the importance of integrative, multimodal interventions.  

Technology and Mental Health: Apps, AI, and Avoidance 

     The rapid expansion of digital technology has introduced new opportunities and 
challenges in the treatment of emotional avoidance and distress tolerance. Mobile 
applications, online platforms, and artificial intelligence (AI)-driven tools are increasingly 
used to deliver mental health interventions, offering greater accessibility and scalability 
(Torous et al., 2023). 

     Digital interventions can support treatment in several ways. For example, apps that 
provide guided mindfulness exercises, mood tracking, or cognitive restructuring tools can 
reinforce skills learned in therapy. Wearable devices that monitor physiological signals, 
such as heart rate variability, offer real-time feedback that can enhance self-awareness 
and regulation. 

     AI-driven tools, including conversational agents and digital therapists, have also gained 
traction as adjuncts to traditional care. These systems can provide immediate support, 
psychoeducation, and structured interventions, particularly for individuals who may not 
have access to in-person therapy. Early research suggests that such tools can reduce 
symptoms of anxiety and depression, particularly when integrated with clinician oversight 
(Torous et al., 2023). 
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     However, technology also presents risks related to emotional avoidance. Digital 
environments offer constant access to distraction and instant gratification, which can 
reinforce avoidance-based coping. For example, individuals may use social media, gaming, 
or streaming platforms to escape distress, reducing opportunities for emotional processing 
and tolerance-building (Twenge, 2023).  Additionally, reliance on digital tools for emotional 
support may inadvertently limit the development of internal coping resources. While apps 
can provide valuable assistance, they may also function as external regulators, preventing 
individuals from learning to tolerate distress independently. 

     Clinically, it is essential to adopt a balanced approach to technology. Therapists can 
incorporate digital tools as adjuncts to treatment while also addressing patterns of 
avoidance related to technology use. This may involve helping clients identify when 
technology is being used adaptively versus avoidantly and developing strategies to 
increase intentional and mindful use. 

     Ethical considerations are also paramount in the use of technology. Issues related to 
confidentiality, data security, and informed consent must be carefully managed, 
particularly when using third-party platforms. Professional guidelines emphasize the 
importance of maintaining ethical standards across all modes of service delivery, including 
digital environments (Torous et al., 2023). 

     Integrative treatment models allow for the blending of CBT, ACT, and DBT in a manner 
that is responsive to the client’s needs, while advances in neuroscience provide a deeper 
understanding of the biological systems underlying emotional regulation. At the same time, 
the growing influence of technology presents both opportunities for innovation and 
challenges related to avoidance and ethical practice. 

     Looking forward, the continued integration of psychological, biological, and 
technological perspectives will likely shape the future of treatment. Emphasis on process-
based therapy, personalization, and real-time data will enable more precise and effective 
interventions. However, the core therapeutic task remains unchanged: helping individuals 
develop the capacity to engage with emotional experience in a flexible, adaptive, and 
meaningful way.  By embracing both established and emerging approaches, clinicians can 
better address the complexities of emotional avoidance and distress intolerance, 
ultimately supporting more sustainable and transformative change.  

     Emotional avoidance and low distress tolerance represent central, transdiagnostic 
processes that underlie a wide range of psychological difficulties. Across anxiety, 
depression, trauma-related disorders, substance use, and relational dysfunction, the 
tendency to avoid or escape internal experiences emerges as a powerful maintaining 
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factor. While avoidance often develops as an adaptive response to overwhelming 
emotional states, it ultimately restricts behavioral flexibility, amplifies distress over time, 
and limits engagement with meaningful life experiences. 

It is important to examine emotional avoidance and distress intolerance from multiple 
perspectives, including theoretical foundations, neurobiological mechanisms, 
developmental origins, clinical presentation, and intervention strategies. Behavioral 
models highlight the role of negative reinforcement in maintaining avoidance, while 
cognitive frameworks emphasize maladaptive beliefs about the danger and intolerability of 
emotion. Acceptance-based approaches and emotion regulation theories further elucidate 
how individuals’ relationships with internal experiences shape their coping patterns. At the 
neurobiological level, dysregulation across limbic, prefrontal, and autonomic systems 
provides a physiological substrate for heightened reactivity and reduced tolerance. 

     Developmentally, early emotional environments, attachment relationships, and trauma 
exposure contribute to the formation of enduring patterns of avoidance and distress 
intolerance. These patterns are reinforced through modeling and contextual influences, 
including cultural norms and socioeconomic stressors. Clinically, avoidance manifests in 
diverse ways across disorders, from overt behavioral withdrawal to subtle cognitive and 
relational disengagement. This variability underscores the importance of process-based 
assessment and case conceptualization that prioritize underlying mechanisms rather than 
surface-level symptoms. 

     Intervention strategies across CBT, ACT, DBT, mindfulness-based approaches, and 
somatic therapies converge on a shared goal: increasing the individual’s capacity to engage 
with emotional experience without resorting to avoidance. Exposure-based interventions 
facilitate corrective learning, acceptance-based strategies shift the individual’s 
relationship with distress, and skills-based approaches provide tools for managing acute 
emotional intensity. Mindfulness and somatic interventions further enhance awareness 
and regulation, supporting integration across cognitive, emotional, and physiological 
domains. When applied in an integrative and flexible manner, these approaches offer a 
comprehensive framework for addressing avoidance and building resilience.  

     Importantly, the therapeutic process is influenced not only by client factors but also by 
therapist variables, including countertransference and the clinician’s own capacity for 
distress tolerance. Effective treatment requires therapists to remain present with 
emotional intensity, model adaptive regulation, and navigate their own responses with 
awareness and intention. Cultural, ethical, and contextual considerations further shape 
intervention, emphasizing the need for culturally responsive and ethically grounded 
practice. 
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     As we look forward, advances in neuroscience and technology offer new opportunities 
for enhancing treatment, while also presenting challenges related to digital avoidance and 
engagement. The continued evolution of process-based and integrative models suggests a 
future in which treatment is increasingly personalized, flexible, and responsive to the 
complex interplay of psychological and biological factors. 

     Ultimately, the goal of treatment is not the elimination of distress, but the transformation 
of the individual’s relationship to it. By fostering emotional awareness, increasing 
tolerance, and promoting values-consistent action, psychotherapy can help individuals 
move from patterns of avoidance toward greater flexibility, engagement, and meaning. This 
shift represents a fundamental change not only in coping, but in how individuals 
experience themselves and their lives, supporting enduring psychological health and well-
being. 
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