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ABSTRACT 
 

 

Anxiety sensitivity (AS) has become one of the most well researched risk factors for the 

development of psychopathology.  Research has found that the AS subfactor of cognitive 

concerns may be play an important role in PTSD, depression, and suicide.  Fear reactivity to 

biological challenges (or laboratory procedures that induce symptoms of anxiety) have long been 

used as behavioral measures of AS.  However, fear reactivity to these biological challenges 

correlates most strongly with AS physical concerns due to the induction of primarily physical 

symptoms of anxiety (e.g., racing heart, shortness of breath).  Brief computerized interventions 

have proven successful in reducing overall AS, although these interventions have also focused on 

the nature of physical symptoms of anxiety.  The current study (N = 59) investigated the 

relationship between fear reactivity to the induction of dissociative symptoms and AS cognitive 

concerns, as well as the efficacy of a computerized AS cognitive concerns focused brief 

intervention. The results demonstrated that individuals with higher AS cognitive concerns 

experienced greater fear reactivity to dissociative symptoms than individuals with lower AS 

cognitive concerns. Additionally, there was a significant effect of intervention condition such 

that individuals in the active treatment condition had lower AS cognitive concerns after the 

intervention controlling for baseline levels of AS cognitive concerns. The current study provides 

initial evidence of the utility of using fear reactivity to a dissociation challenge as a behavioral 

correlate of AS cognitive concerns. The current study also found successful amelioration of AS 

cognitive concerns though a brief computerized psychoeducation protocol.  
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CHAPTER 1     

 

 INTRODUCTION    
                                                                                                  

Anxiety sensitivity (AS), or a fear of anxiety related symptoms, has become one of the 

most well research risk factors for psychopathology. As part of Expectancy Theory, Reiss (1991) 

proposed that AS is one of three fundamental sensitivities (AS, fear of negative evaluation, and 

illness sensitivity) that are directly involved in the development of pathological anxiety. 

Consistent with Expectancy Theory, AS is reliably elevated across anxiety disorder diagnoses 

(Olatunji & Wolitzky-Taylor, 2009; Taylor, Koch, & McNally, 1992). Research has 

demonstrated that AS is also associated with non-anxiety conditions such as: cigarette smoking, 

substance use, major depression, and suicidal ideation (Buckner et al., 2011; Capron, Cougle, 

Ribeiro, Joiner, & Schmidt, 2012; Otto, Pollack, Fava, Uccello, & Rosenbaum, 1995; N. B. 

Schmidt, Buckner, & Keough, 2007; Zvolensky et al., 2005).  

Important in the conceptualization of AS as a risk factor, studies have demonstrated that 

AS prospectively predicts the development of psychopathology. In one study, individuals with 

high AS were five times more likely to develop a future anxiety disorder than those with low AS 

(Maller & Reiss, 1992). Other studies have also shown that AS prospectively predicts panic 

attacks, posttraumatic stress disorder (PTSD), eating disorders, and suicidal ideation (Anestis, 

Holm-Denoma, Gordon, Schmidt, & Joiner, 2008; Capron, Cougle, et al., 2012; N. B. Schmidt, 

Lerew, & Jackson, 1997, 1999; Verreault et al., 2012). Furthermore, research has also shown that 

even after controlling for trait anxiety, individuals with high AS are more likely to develop Axis-

I pathology than individuals with low AS (N. B. Schmidt, Zvolensky, & Maner, 2006). 

Fortunately, studies have demonstrated that AS is malleable and can be reduced via low-cost 

computerized interventions (Keough & Schmidt, 2012; N. B. Schmidt, Eggleston, et al., 2007). 

Individuals who completed an AS focused intervention were significantly less likely to develop 

clinically significant psychopathology as compared to controls, which highlights the importance 

of AS as a preventative treatment target (Keough & Schmidt, 2012; N. B. Schmidt, Eggleston, et 

al., 2007). 

While often analyzed as a unidimensional construct, research has demonstrated that AS is 

comprised of three subfactors: physical concerns, cognitive concerns, and social concerns 

(Zinbarg, Barlow, & Brown, 1997). AS physical concerns center around exaggerated 
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interpretations of bodily sensations. Someone with high AS physical concerns might find an 

elevated heart rate to be frightening, interpreting it as an impending heart attack. AS cognitive 

concerns are focused on feelings of cognitive dyscontrol that stem from anxiety. Someone with 

high AS cognitive concerns might fear that if they have a difficulty concentrating it means they 

are going crazy. Finally, AS social concerns are fears of social evaluation due to anxiety 

symptoms. People with high AS social concerns might be afraid that others will negatively 

evaluate them if they notice they are blushing or sweating because of anxiety. 

The majority of AS research addressing subfactors has focused on the role of AS physical 

concerns (Olatunji & Wolitzky-Taylor, 2009). However, research also suggests the importance 

of AS cognitive concerns. Zinbarg et al. (1997) found that individuals diagnosed with panic 

disorder (PD), social anxiety disorder, obsessive-compulsive disorder (OCD), and generalized 

anxiety disorder (GAD) had elevated AS cognitive concerns as compared to non-clinical 

controls. Other work has shown specificity with regard to the relationship between AS cognitive 

concerns and specific disorders. One study found that AS cognitive concerns significantly 

predicts the severity of PTSD symptoms, while AS physical and social concerns do not 

(Vujanovic, Zvolenskyl, & Bernstein, 2008).  

Interestingly, researchers have also found that AS cognitive concerns seem to also be 

related to Major Depressive Disorder (MDD). One study found that AS cognitive concerns 

significantly predicts both anxiety and depressive symptoms (N. B. Schmidt, Lerew, & Joiner Jr, 

1998). Other studies have also found a unique relationship between AS cognitive concerns and 

depression scores (Rodriguez, Bruce, Pagano, Spencer, & Keller, 2004; Zinbarg, Brown, Barlow, 

& Rapee, 2001). One report found that individuals with and MDD diagnosis had higher AS 

cognitive scores than those with PD, highlighting the importance of the MDD AS cognitive 

concerns relationship, as patients with PD are generally accepted to have the highest overall AS 

scores (Olatunji & Wolitzky-Taylor, 2009). Due to the robust relationship between MDD and AS 

cognitive concerns, researchers have posited that AS cognitive concerns may even act as a 

“depression sensitivity” (Tull & Gratz, 2008). Furthermore, an emerging literature suggests that 

AS cognitive concerns is consistently associated with elevated suicidality above and beyond the 

contribution of depression (Capron, Cougle, et al., 2012; Capron, Fitch, et al., 2012). 

The most common way to assess AS is through self-report, however, researchers have 

persuasively argued the importance of a multi-modal assessment of psychological constructs 
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(Cacioppo & Berntson, 1992). One such alternative method is the use of the biological challenge 

paradigm. In a biological challenge experiment, researchers induce physiological symptoms of 

anxiety, such as through voluntary hyperventilation or inhalation carbon dioxide enriched air 

(Zvolensky & Eifert, 2001). These challenges produce physical symptoms akin to those 

produced by anxiety such as: increased heart rate, dizziness, and shortness of breath. One of the 

principle outcome variables associated with AS is fear reactivity to the biological challenge. Fear 

reactivity can be measured via subjective ratings of maximum fear induced by the challenge.  

Studies have shown that AS is a significant predictor of fear reactivity to challenge 

paradigms (Zinbarg et al., 2001; Zvolensky et al., 2002). In fact, research suggests that AS is the 

one of the most robust predictors of fear response to biological challenges, above and beyond 

trait anxiety (Eke & McNally, 1996). However, fear reactivity to biological challenges does not 

appear to be a perfect behavioral correlate of self-report AS. Research shows that fear reactivity 

to biological challenges and AS are unique and interactive predictors of spontaneous panic 

suggesting that they are closely related yet not completely overlapping measurement techniques 

(N. B. Schmidt & Zvolensky, 2007). These results demonstrate the utility of assessing response 

to a biological challenge task in addition to self-report AS. 

Although biological challenges have provided an important contribution to the 

measurement of AS, one of the current limitations is the focus on physical symptoms of anxiety. 

Biological challenges primarily induce physical anxiety symptoms (e.g., racing heart, dizziness) 

rather than cognitive anxiety symptoms (e.g., difficulty concentrating, derealization). The focus 

on physical anxiety sensations is demonstrated in the literature, as fear reactivity to biological 

challenges is most closely associated with self-reported AS physical concerns (Zvolensky, 

Feldner, Eifert, & Stewart, 2001).      

Given the aforementioned literature suggesting the importance of AS cognitive concerns, 

the development of a challenge paradigm that focuses on the induction of cognitive symptoms of 

anxiety is indicated.  One method by which fear reactivity to cognitive symptoms of anxiety 

could be examined is through the induction of dissociation. Symptoms of dissociation (e.g., 

feelings of unreality, feeling “spaced out”, difficulty concentrating, etc.) are similar to cognitive 

symptoms of anxiety, and panic attacks can even induce states of dissociation (APA, 2000). 

Furthermore, dissociation has been linked to both PTSD and depression; two disorders of interest 
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in AS cognitive concerns research (Carlson, Dalenberg, & McDade-Montez, 2012; Schumaker, 

Warren, Carr, Schreiber, & Jackson, 1995).  

Previous research has shown that dissociation can be successfully induced in laboratory 

settings via a variety of means (Leonard, Telch, & Harrington, 1999; Weiner & McKay, 2012). 

One such method is through the use of audio-visual stimulation. One study utilized a Digital 

Audio-Video Integration Device (DAVID) produced by Mind Alive Incorporated 

(www.mindalive.com). Through the DAVID (comprised of a motherboard, LED glasses, and 

headphones), participants underwent a dissociation program where they saw flashing LED lights 

and listened to binaural beats for 12 minutes. After the 12 minute period, participants completed 

a questionnaire assessing for the experience of different dissociative symptoms. Individuals in 

the DAVID condition experienced more dissociative symptoms than those in a dot staring 

condition and a stimulus deprivation condition (Leonard et al., 1999). In another study, overall 

AS was predictive of fear reactivity to the DAVID dissociation program (Leonard, Telch, & 

Owen, 2000). However, the relationship between AS cognitive concerns and fear reactivity was 

not directly examined. Therefore, it is currently unclear whether AS cognitive concerns is 

driving the relationship between overall AS and fear reactivity to dissociation, or whether AS 

physical concerns is the principle factor as seen in biological challenges.      

Recent empirical work demonstrating the significance of AS cognitive concerns also 

suggests the development of an AS cognitive focused intervention would be a fruitful endeavor. 

Our group has begun to investigate the utility of a low-cost, computerized AS cognitive 

intervention. Similar to previous AS interventions (N. B. Schmidt, Eggleston, et al., 2007), this 

new AS cognitive focused treatment is a single session treatment built around psychoeducation 

on the nature of anxiety symptoms, and a brief interoceptive exposure (voluntary 

hyperventilation). However, this AS cognitive intervention has a greater emphasis placed on 

learning about cognitive symptoms of anxiety, rather than physical symptoms. Preliminary 

results revealed that individuals in the active condition (EMM = 6.80, SE = .55) had significantly 

lower AS cognitive scores at post-intervention compared to those in the control condition (EMM 

= 9.98, SE = .57; F(1,101) = 16.10, p < .001, ηp
2
 = .14) controlling for baseline AS cognitive 

scores. 

The successful reduction of self-reported AS cognitive concerns via a one-session 

computerized treatment is promising. However, one question that remains is which treatment 
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components are essential (psychoeducation, interoceptive exposure) to achieve a reduction in AS 

cognitive concerns. A protocol only involving psychoeducation would be preferable as many 

patients find interoceptive exposure to be particularly aversive. Another issue that remains to be 

addressed is how this treatment affects fear reactivity to challenge paradigms. It is possible that 

self-report AS cognitive is reduced as participants intellectually understand they should not be 

afraid of anxiety sensations, but they are still emotionally reactive to such symptoms. Given the 

proposed AS cognitive driven nature of fear reactivity to a dissociation challenge, this appears to 

be an ideal challenge paradigm (as compared to biological challenges) to assess differences in 

fear reactivity due to an AS cognitive focused intervention. Differential fear reactivity to a 

dissociation challenge due to treatment condition would provide stronger evidence that the 

intervention is truly affecting subjects’ fear of cognitive symptoms of anxiety.  

The present study seeks to examine the relationship between AS cognitive concerns and 

fear reactivity to a dissociation challenge. The purpose of this is to see if a dissociation challenge 

can function as a behavioral measure of AS cognitive concerns similar to how biological 

challenges have helped researchers investigate overall AS and AS physical concerns. The current 

study will also investigate the efficacy of a computerized, psychoeducation based intervention 

for AS cognitive concerns (without an exposure component). Finally, the effect of such an 

intervention on fear reactivity to a dissociation challenge will be tested. The main hypotheses for 

the study are as follows: (1) there will be a significant relationship between AS cognitive 

concerns and fear reactivity to a dissociation challenge such that individuals with higher AS 

cognitive concerns will experience greater fear reactivity than individuals with lower AS 

cognitive concerns, (2) a psychoeducation focused AS cognitive concerns intervention without 

an interoceptive exposure component will lead to significantly lower AS cognitive concerns in 

the treatment group as compared to the control group, (3) individuals in the active intervention 

condition will experience significantly less fear reactivity to a dissociation challenge as 

compared to those in the control condition, and (4) AS cognitive concerns will statistically 

mediate the relationship between treatment condition and fear reactivity to the dissociation 

challenge. To ensure that the AS intervention is not simply affecting fear reactivity via 

generalized shifts in affect, an alternate model will be tested to see if changes in negative affect 

functions as a mediator of the treatment condition and fear reactivity relationship.   
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CHAPTER 2 

 

METHOD 
 

2.1 Participants 

A total of 62 participants were recruited from the pool of Introductory Psychology 

students maintained by the Psychology Department at Florida State University. Three 

participants were excluded from the study do to procedural issues. One additional subject did not 

complete the challenge portion of the study due to a history of epilepsy. Power analyses using 

G*Power (Faul, Erdfelder, Lang, & Buchner, 2007) indicated that 56 participants were needed to 

achieve 80% power at an alpha level of .05 for all analyses based on effect sizes from previous 

AS intervention and biological challenge studies. All participants were eighteen years of age or 

older and received course credit for their participation. Based on the agreement established with 

the thesis committee participants were to be selected based on their responses to a self-report 

questionnaire assessing anxiety sensitivity, the Anxiety Sensitivity Index-3 (ASI-3; Taylor et al., 

2007). Specifically, individuals who scored at least 1 SD above the mean on the ASI-3 cognitive 

concerns subscale (> 8) were to be invited. However, due to a difficulty acquiring these 

individuals during the Spring 2014 participant pool, the committee agreed to open recruitment to 

all participants. However, every effort was made to attract as many individuals as possible who 

fell in the desired range. The final sample consisted of 59 participants ranging from 18 to 27 

years old (M = 19.47, SD = 2.09) and was 80.0% female. The racial/ethnic breakdown of the 

sample was as follows: 85.0% Caucasian, 5.0% Black, 10.0% Hispanic, 5.0% Asian, and 3.3% 

Other (e.g., biracial). The sample contained a mean baseline ASI-3 cognitive score of 7.85 (SD = 

6.00), with 49.2% of participants meeting the original entry criteria. 

2.2 Measures  

 2.2.1 Demographics and Medical Screening Questionnaire. A self-report 

questionnaire was used to assess numerous demographic variables including gender, age, race, 

and ethnicity. Included in the questionnaire was information regarding medical and psychiatric 

history to assess whether individuals should be excluded from the study for medical reasons 

(e.g., epilepsy, history of panic attacks, etc.).  

 2.2.2 Acute Dissociation Inventory – Short (ADI-S). The ADI is a-35 item self-report 

questionnaire developed to measure participant’s response to a dissociation challenge (Leonard 
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et al., 1999). In this study, we used a subsample of 6 questions (ADI-S) that were chosen for 

their relevance to the dissociation challenge. The ADI-S will was used to measure changes in 

state dissociation during the experiment. Participants rated items on an 11-point scale ranging 

from 0 to 100 by 10 point increments. Psychometric data has not yet been published on the ADI 

or on the 6 items chosen to form the ADI-S. In the current sample the ADI-S demonstrated good 

internal consistency at the pre-challenge (α = .77), post-challenge (α = .91), and recovery time 

points (α = .80). 

2.2.3 Acute Panic Inventory (API). The API is a 25 item self-report measure used to 

assess panic symptoms and anxiety experienced during experimental provocations of panic 

(Liebowitz & et al., 1984). Participants rate the severity of each item from 0 (absent) to 3 

(severe). Included in the API is a subjective units of distress (SUDS) rating of self-reported 

anxiety ranging from 0 to 100. In the current study the API SUDS item was used to measure 

participant’s fear reactivity to the dissociation challenge. The API has been used extensively in 

panic provocation studies (Fyer, Uy, Martinez, Goetz, & et al., 1987; N. B. Schmidt, Eggleston, 

Trakowski, & Smith, 2005; N. B. Schmidt & Zvolensky, 2007). 

2.2.4 Anxiety Sensitivity Index 3 (ASI-3). The ASI-3 is an 18-item self-report 

questionnaire designed to measure the degree to which individuals are concerned about the 

potential negative effects of experiencing anxiety symptoms (Taylor et al., 2007). The ASI-3 will 

was used to investigate the relationship between anxiety sensitivity and fear reactivity to 

dissociative symptoms. Derived from the original ASI (Reiss, Peterson, Gursky, & McNally, 

1986), the ASI-3 provides a more stable assessment of the most commonly replicated subfactors 

(physical, cognitive, and social concerns) of anxiety sensitivity (Taylor et al., 2007). 

Respondents read a series of statements (e.g. “It scares me when my heart beats rapidly”, “When 

I cannot keep my mind on a task I worry I might be going crazy”, “It is important to me not to 

appear nervous”) and rate the degree to which they agree with each statement using a 5-point 

likert scale ranging from 0 (Very little) to 4 (Very much). Higher scores represent a greater fear 

of anxiety symptoms. Research has shown the ASI-3 to be a reliable and valid measure of 

anxiety sensitivity (Taylor et al., 2007). In the current study the ASI-3 physical (α = .88), 

cognitive (α = .88), and social (α = .81) subscales showed excellent internal consistency at 

baseline as well as at post-intervention (physical, α = .92; cognitive, α = .93; social, α = .87). 
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2.2.5 Dissociative Experiences Scale (DES). The DES is a 28 item self-report 

questionnaire designed to measure the frequency of dissociative experiences, and was used in 

this study as a measure of trait dissociation (Carlson & Putnam, 1993). Participants are asked to 

rate on an 11 point scale from 0% (never) to 100% (always) the frequency which they experience 

dissociative symptoms. Higher scores indicate greater frequency of dissociation. The DES has 

demonstrated strong internal consistency (α = .94) and test-retest reliability (r = .79 to .96) in 

previous studies (Carlson & Putnam, 1993). In the current study the DES demonstrated excellent 

internal consistency (α = .93).   

2.2.6 Dissoziations-Spannungs-Skala 4 (Dissociation Tension Scale; DSS-4). The 

DSS-4 is a 4 item measure of psychological and somatic dissociation that is derived from the 

longer DSS-acute (Stiglmayr, Schmahl, Bremner, Bohus, & Ebner-Priemer, 2009). The DSS-4 

was used to measure participant’s changes in state dissociation symptoms. Participants were 

asked to rate on an 11 point scale the strength of sensations they may have experienced over the 

last 20 minutes from 0 (not at all) to 10 (extremely strong). An example item reads: “I have the 

impression that my body does not belong to me”. The DSS-4 has demonstrated strong internal 

consistency (α = .94), reliability (r = .91), and a strong correlation (r = .95) with the overall DSS-

acute (Stiglmayr et al., 2009). In the current sample the DSS-4 demonstrated good internal 

consistency at the pre-challenge (α = .79), post-challenge (α = .82) time points. At the recovery 

time point the DSS-4 had questionable internal consistency (α = .59). 

2.2.7 Positive Affect Negative Affect Scales – Negative Affect Subscale (PANAS-NA). 

The negative affect (NA) subscale from the PANAS was used to measure negative affect 

(Watson, Clark, & Tellegen, 1988). The PANAS-NA is made up of 10 words that describe 

negative emotions. Respondents are to indicate to what extent they feel particular emotions on a 

5 point Likert scale ranging from (1) very slightly to (5) extremely. The PANAS can be used as a 

trait measure or a state measure depending on the wording of the instructions. In this study, state 

negative affect was assessed by instructing the participants to indicate how strongly they feel 

each emotion in the present moment. The PANAS is widely used and has demonstrated strong 

psychometric properties (Watson, 2000). In the current sample the PANAS-NA demonstrated 

excellent internal consistency at the pre-challenge (α = .93), post-challenge (α = .90), and 

recovery time points (α = .91). 
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2.2.8 State Trait Anxiety Inventory – Trait (STAI-T).  The STAI-T was used to 

measure the general tendency to experience anxiety (Spielberger, 1985). The STAI-T is a 20 

item scale that asks respondents to indicate how they generally feel based on a 4 point Likert 

scale ranging from (1) not at all to (4) very much so. The STAI-T is widely used and has 

demonstrated adequate psychometric properties (Knight et al., 1983). In the current study the 

STAI-T demonstrated excellent internal consistency (α = .94). 

2.3 Procedure 

 Student participants were contacted via email and invited to participate in a study 

evaluating individual differences in anxiety in exchange for 1.5 general psychology research 

credits. Interested students were instructed to sign up for the study through the sona-systems 

website. Upon arrival to the lab, informed consent was obtained. 

 Participants begin the experiment by completing a battery of self-report questionnaires 

(ASI-3, DES, PANAS-NA, and STAI-T) to assess for individuals differences in constructs that 

are relevant to dissociation and anxiety.   

After completing the baseline measures, participants were randomly assigned to an active 

or control intervention condition. In both conditions, participants watched a 35 minute web-

application presentation. The active condition provided participants with psychoeducational 

material surrounding the nature of stress and anxiety. Participants in the control condition were 

provided information about general healthy living (e.g., the importance of exercise, nutrition, 

etc.). Following completion of the presentation, participants filled out the ASI-3 to monitor 

changes in AS due to the intervention.    

Participants in both conditions were then given 5 minutes to relax in a sound attenuated 

room prior to completing the ADI-S, the DSS-4, and the PANAS-NA to assess for baseline 

levels of dissociation, fear, and negative affect. After completion of the pre-challenge measures, 

participants sat in a comfortable chair and went through the DAVID dissociation program (lasts 

12 minutes). The participant closed their eyes and relaxed while glasses flashed LED lights and 

headphones played binaural beats. Previous research has shown that the DAVID program 

successfully induces symptoms of dissociation (Leonard et al., 1999). After the dissociation 

program participants completed the PANAS-NA, the ADI-S, and the DSS-4 a second time to 

assess for changes in negative affect, dissociative symptoms, and fear experienced during the 

challenge. Participants were then instructed to relax in the chair for another 5 minutes. After the 
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additional relaxation period participants completed the PANAS-NA, the ADI-S, and the DSS-4 a 

third time to assess for recovery from negative affect, dissociative symptoms, and fear 

experienced during the challenge. See Figure 1 for a flow chart of the study procedures.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1. Study Flow Chart 

 

 

 

Baseline Measures: 

Demographics and Medical Screening Questionnaire 

Anxiety Sensitivity Index 3 (ASI-3) 

Dissociative Experiences Scale (DES) 

Positive Negative Affect Schedule – Negative Affect (PANAS-NA) 

State Trait Anxiety Inventory – Trait (STAI-T) 

 

 

AS Reduction Intervention: 

- 29 participants 

 

ASI-3 (post) 
 

Dissociation Challenge: (DAVID glasses) 

ADI-S (pre/post/recovery) 

API (pre/post/recovery) 

DSS-4 (pre/post/recovery) 

PANAS-NA (pre/post/recovery) 

 

Control Intervention: 

- 30 participants 

 

ASI-3 (post) 
 

Participants:  

59 participants from the pool of Introductory Psychology students 

Attempted selection for high AS cognitive concerns (> 1 SD above the mean) 
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CHAPTER 3 

 

RESULTS 
 

3.1 Preliminary Analyses 

The means, standard deviations, and intercorrelations for all variables used in the current 

analyses can be found in Table 1. All variables were examined for skewness and kurtosis. The 

pre-challenge API SUDs, DSS-4, and PANAS-NA scores along with the post-challenge DSS-4 

and PANAS-NA scores were found to be leptokurtic (i.e., kurtosis values above 3.0). 

Additionally, the pre-challenge PANAS-NA scores were found to be slightly positively skewed 

(i.e., skewness value of 3.36). However, given that these challenge reactivity variables would be 

expected to display some non-normality and that previous studies (e.g., Schmidt, 1999; Schmidt 

& Zvolensky, 2007) have not transformed such variables they were left in their original 

distributions for analysis. No threats to or violations of homoscedasticity or multicolliniarity 

were found.  

3.2 Manipulation Check 

To ensure that the DAVID dissociation program successfully induces symptoms of 

dissociation two repeated measures ANOVA were conducted using pre-challenge and post-

challenge dissociation scores (ADI-S and DSS-4). Both models indicated that the post-challenge 

dissociation scores were significantly greater than the pre-challenge dissociation scores for both 

the ADI-S (F(1,57) = 31.97, p < .001, d = 1.5) and the DSS-4 (F(1,57) = 15.42, p < .001, d = 1.09), 

demonstrating successful induction of dissociative symptoms. The effect sizes for both the ADI-

S and the DSS-4 are considered to be large effects (Cohen, 1988). 

3.3 Primary Analyses 

To test the hypothesis that individuals with high AS cognitive concerns will react more 

fearfully to symptoms of dissociation, a multiple regression analysis was conducted. The 

dependent variable was post-challenge API SUDs scores. The model contained gender, STAI-T 

(trait anxiety), and pre-challenge API SUDs as covariates. Post-intervention ASI-3 physical, 

social, and cognitive subscale scores were entered to determine if there was a significant 

relationship between fear reactivity to the dissociation challenge and AS cognitive concerns in 

the context of the other AS subfactors. The overall model was statistically significant (F(6,51) = 

9.12, p < .001) and explained 51.8% of the variance in post-challenge API SUDs scores. As 
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predicted, after accounting for the covariates, higher ASI-3 cognitive scores significantly 

predicted greater fear reactivity to the challenge (see Table 2). ASI-3 physical scores did not 

significantly predict fear reactivity to the challenge, while ASI-3 social scores showed a 

marginally significant negative relationship with fear reactivity to the challenge such that those 

with lower ASI-3 social scores had greater fear reactivity to the challenge.  

To test the hypothesis that the psychoeducation only AS cognitive intervention will 

successfully reduce AS cognitive concerns, an ANCOVA was conducted. Participant’s post-

intervention ASI-3 cognitive scores was the dependent variable, treatment condition was the 

independent variable, and the model controlled for baseline ASI-3 cognitive scores. The full 

model was statistically significant (F(2,56) = 69.25, p < .001) and predicted 71.2% of the variance 

in post-intervention ASI-3 cognitive scores. Baseline ASI-3 cognitive scores significantly 

predicted post-intervention ASI-3 cognitive scores ( F(1,56) = 135.58, p < .001, d = 1.4). As 

expected, condition significantly predicted post-intervention ASI-3 cognitive scores (F(1,56) = 

8.15, p = .006, d = .29) such that those in the active condition (EMM = 4.39, SE = 0.57) had 

significantly lower scores than those in the control condition (EMM = 6.69, SE = 0.57).   

To test the hypothesis that individuals in the active intervention condition will experience 

less fear reactivity to the dissociation challenge than those in the control intervention condition, a 

multiple regression analysis was conducted. Post-challenge API SUDs scores were regressed on 

the covariates of gender, STAI-T (trait anxiety), and pre-challenge API SUDs scores along with 

intervention condition. The full model was statistically significant (F(4,53) = 9.89, p < .001) and 

explained 42.7% of the variance in post-challenge API SUDs scores. Counter to the initial 

hypothesis, there was no significant effect of condition on post-challenge API SUDs scores (see 

Table 3). The model was tested again without the covariates (gender, STAI-T) to determine if  a 

relationship would emerge as previous work demonstrating the effect of a computerized AS 

intervention on challenge reactivity did not evaluate that relationship in the presence of 

covariates. In this model there was still no significant relationship between treatment condition 

and fear reactivity to the challenge (β = .116, t = 0.94, p = .36, sr
2
 = .01).    

 Although no relationship between treatment condition and challenge fear reactivity was 

found in the previous model, the proposed mediation models were evaluated as researchers have 

demonstrated that statistically significant mediation can occur even when a direct relationship is 

not present (Rucker, Preacher, Tormala, & Petty, 2011). In the first model, changes in ASI-3 
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cognitive scores between baseline and post-intervention was evaluated as the mediator.  

Residualized change scores for both baseline to post-intervention ASI-3 cognitive and pre to 

post-challenge API SUDs were calculated. Using the PROCESS macro for SPSS (Hayes, 2012) 

a bias-corrected bootstrap model was created using condition as the independent variable, ASI-3 

cognitive residualized change scores as the mediator, and API SUDs residualized change scores 

as the dependent variable. In this model, 10,000 random bootstrap samples (with replacement) 

were taken from the original data, and the values for the path from condition to ASI-3 cognitive 

(α) and the path from AS cognitive scores to fear reactivity (ß) were computed, as well as the 

indirect effect (α ß).  This process yielded 95% confidence intervals of the estimates based on the 

bootstrap distribution. The total effect model was not statistically significant (F(1,56) = 0.89, p = 

.35, R
2
 = .02). Individual path estimates can be found in Table 4. A parallel model was tested 

using residualized change scores between pre and post-challenge PANAS-NA scores to 

determine if mediation occurred through differential experience of negative affect during the 

challenge caused by the treatment condition. This total effect model was also not statistically 

significant (F(1,56) = 0.89, p = .35, R
2
 = .02). Individual path estimates can be found in Table 5.   
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CHAPTER 4 

 

DISCUSSION 
 

The results of the current study support the initial hypothesis that there would be a 

significant relationship between AS cognitive concerns and fear reactivity to the dissociation 

challenge. The results demonstrated that individuals with higher AS cognitive concerns 

experienced greater fear reactivity than individuals with lower AS cognitive concerns. This is 

consistent with previous work that found a similar relationship between overall AS and fear 

reactivity to the dissociation challenge (Leonard et al., 2000). Furthermore, fear reactivity to the 

challenge demonstrated some specificity to AS cognitive concerns as there was no relationship 

with AS physical concerns. It appears that fear reactivity to the dissociation challenge can 

function as a behavioral correlate of AS cognitive concerns similarly to how fear reactivity to 

voluntary hyperventilation or CO2 challenges serve as behavioral correlates for AS physical 

concerns (Zvolensky et al., 2001). An important next step will be to determine whether AS 

cognitive concerns and fear reactivity to the dissociation challenge predict unique variance in 

psychopathological symptom variables as is the case with overall AS and fear reactivity to CO2 

challenges (N. B. Schmidt & Zvolensky, 2007). There was a trending negative relationship 

between AS social concerns and fear reactivity to the challenge such that individuals with lower 

AS social concerns demonstrated greater fear reactivity. However, upon examination of the zero-

order relationship (which is positive in nature) between AS social concerns and fear reactivity it 

is clear that this negative relationship is due to statistical suppression.    

 Support was also found for the hypothesis that a psychoeducation focused AS cognitive 

concerns intervention without an interoceptive exposure component would lead to significantly 

lower AS cognitive concerns. There was a significant effect of condition such that individuals in 

the active treatment condition had lower AS cognitive concerns post-intervention accounting for 

baseline levels of AS cognitive concerns. Similar to previous AS intervention studies there was a 

small decrease in AS cognitive concerns in the control condition (Keough & Schmidt, 2012; N. 

B. Schmidt, Eggleston, et al., 2007). This reduction in the control condition is possibly due to the 

fact that simply measuring AS repeatedly can result in such reductions (Broman-Fulks, Berman, 

Martin, Marsic, & Harris, 2009; Marsic, Broman-Fulks, & Berman, 2011). In the current study, 

individuals in the active treatment condition demonstrated a 29.4% reduction in AS cognitive 
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concerns in the treatment condition, which is commensurate with overall AS reductions seen in 

previous computerized AS reduction protocols with interoceptive exposure (28.2-30.0%; Keough 

& Schmidt, 2012, Schmidt et al., 2007). These results suggest that the interoceptive exposure 

component may be unnecessary in the immediate reduction of AS cognitive concerns. However, 

future work should establish whether AS reduction protocols without the use of interoceptive 

exposure have similar long-term effects on AS as well as similar reductions psychopathological 

symptoms.   

 Despite significant reductions in AS cognitive concerns in the active treatment condition, 

no significant relationship was found between treatment condition and fear reactivity to the 

dissociation challenge. It is possible that these results indicate that the psychoeducation only 

treatment did not affect fear reactivity because the interoceptive exposure component is essential 

for the reduction of fear responses to cognitive symptoms of anxiety while psychoeducation is 

sufficient to reduce perceived fear of cognitive symptoms of anxiety (i.e., self-report). However, 

prior work that demonstrated a significant effect of a computerized AS intervention on fearful 

responding to a CO2 challenge immediately following the intervention found a comparable 

strength of relationship (β = -.12, N = 404; Schmidt et al., 2007) to the current study (β = .12, N 

= 57). This suggests that the current study was underpowered to reveal an immediate effect of 

the intervention on challenge reactivity. Future research should determine if the psychoeducation 

only intervention can also decrease fear reactivity to a dissociation challenge in a larger sample.     

Similarly, there was no effect of mediation between treatment condition and fear 

reactivity to the dissociation challenge via either changes in AS cognitive concerns or changes in 

state negative affect. As would be expected, there was a significant relationship between changes 

in negative affect due to the challenge and fear reactivity to the challenge, such that those 

individuals who reported greater increases in state negative affect also reported greater fear. This 

is not surprising given that fear is one of the emotions proposed to make up broader negative 

affect (Watson et al., 1988), and therefore changes in fear should be highly correlated with 

changes in negative affect.   

 The current study has a number of clinical implications. First, the finding that fear 

reactivity to the dissociation challenge can potentially serve as a viable behavioral correlate of 

AS cognitive concerns provides a potentially useful exposure for clients experiencing high levels 

of AS cognitive concerns. Protocols that induce dissociative symptoms have successfully been 
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used in exposure paradigms to decrease the experience of dissociation (Weiner & McKay, 2012). 

Therefore, it is likely that repeated exposure to such paradigms (including the one utilized in the 

current study) could result in decreases in AS cognitive concerns. The currently study also found 

comparable reductions in self-reported AS cognitive concerns after a psychoeducation only 

intervention as have been seen in combined psychoeduation and interoceptive exposure 

protocols. These findings suggest that when patients do not agree to engage in interoceptive 

exposure, or find it too aversive, there could be significant utility gained from just 

psychoeducation with regard to AS reduction.  

 The current results should be viewed within the scope of several limitations. First, do to 

recruitment issues the final sample did not consist solely of individuals with elevated AS 

cognitive concerns, which could have resulted in attenuated treatment effects. However, given 

that the mean ASI-3 cognitive score was close to the proposed cutoff, this sample should be 

sufficient to serve as an initial investigation. Another limitation of the current design was the 

lack of a follow-up assessment. A crucial question that remains is whether the immediate 

reductions in AS cognitive concerns due to the psychoeducation intervention are a durable as 

those reductions seen in previous protocols that also utilized interoceptive exposure. Finally, no 

assessment of the presence of psychiatric disorders was conducted. Although previous work has 

found no effect of diagnostic status on the effect of a computerized AS intervention (Keough & 

Schmidt, 2012), an assessment of the rates of psychopathology in the current sample would have 

provided better context for which individuals the psychoeducation treatment was effective. It is 

possible that individuals with elevated AS who have not yet developed an anxiety disorder will 

benefit without the interoceptive exposure component, but that interoceptive exposure is critical 

for those who have already developed anxiety pathology.      

 The current study provides initial evidence of the utility of using fear reactivity to a 

dissociation challenge as a behavioral correlate of AS cognitive concerns. Given the vast 

literature that has used biological challenges (e.g., voluntary hyperventilation, CO
2
) as laboratory 

markers of pathology, it will be important to future investigate the utility of the dissociation 

challenge in the same regard. The current study also found successful amelioration of AS 

cognitive concerns though a brief computerized psychoeducation protocol without the use of 

interoceptive exposure. If it can be established that these effects are durable, this could provide a 

great alternative for patients who find interoceptive exposure to be overly aversive.  
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Table 1 

Means, Standard Deviations, and Intercorrelations for all Variables 

 1 2 3 4 5 6 7 8 9 10 11 12 M SD 

1. BL STAI-T  --            47.46 12.06 

2. BL ASI3-cog .61*  --           7.85 6.00 

3. PI ASI3-cog .53* .82*  --          5.56 5.65 

4. PI ASI3-phys .50* .57* .69*  --         4.14 5.61 

5. PI ASI3-soc .53* .54* .76* .58*  --        8.08 5.86 

6. Pre API SUDs .13 .11 .17 .28* .15  --       8.97 14.95 

7. Pre ADI-S .23 .16 .18 .08 .31* .43*  --      70.00 76.55 

8. Pre DSS-4 .09 .09 .12 .07 .32* .47* .67*  --     0.43 0.91 

9. Pre PANAS-NA .34* .11 .09 .38* .03 .59* .16 .23  --    13.35 6.10 

10. Post API SUDs .54* .52* .56* .48* .36* .39* .20 .15 .40*  --   21.55 22.15 

11. Post ADI-S .35* .33* .33* .21 .34* .31* .54* .38* .27* .54*  --  151.55 130.48 

12. Post DSS-4 .46* .41* .40* .16 .44* .25 .48* .51* .29* .41* .73*  -- 1.12 1.56 

13. Post PANAS-NA .44* .36* .33* .52* .23 .28* .12 .20 .66* .68* .39* .45* 14.69 6.53 

 

Note. BL = baseline; PI = post intervention; Pre = pre-challenge; Post = post-challenge; STAI-T = State Trait Anxiety Inventory –Trait 

version; ASI3-cog = Anxiety Sensitivity Index – 3 cognitive concerns subscale; ASI3-phys = Anxiety Sensitivity Index – 3 physical 

concerns subscale; ASI3-soc = Anxiety Sensitivity Index – 3 social concerns subscale; API SUDs = Acute Panic Inventory Subjective 

Units of Distress item; ADI-S = Acute Dissociation Inventory – Short; DSS-4 = Dissociation Tension Scale – 4; PANAS-NA = Positive 

and Negative Affect Schedule – Negative Affect subscale. *p < .05, **p < .01 
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Table 2 

Multiple Regression Analysis Predicting Post-Challenge API SUDs Scores by ASI-3 Subfactors 

 

Predictor Variable ß t p sr
2
 

Pre API SUDs .292 2.89 .006 .08 

Gender .136 1.29 .20 .02 

BL STAI-T .372 3.07 .003 .09 

PI ASI3-cog .484 2.86 .006 .08 

PI ASI3-phys .027 0.19 .85 <.01 

PI ASI3-soc -.314 2.00 .05 .04 

 

Note. BL = baseline; PI = post intervention; Pre = pre-challenge; STAI-T = State Trait Anxiety 

Inventory –Trait version; API SUDs = Acute Panic Inventory Subjective Units of Distress item; 

ASI3-cog = Anxiety Sensitivity Index – 3 cognitive concerns subscale; ASI3-phys = Anxiety 

Sensitivity Index – 3 physical concerns subscale; ASI3-soc = Anxiety Sensitivity Index – 3 social 

concerns subscale.  

 

 

 

 

 

Table 3 

Multiple Regression Analysis Predicting Post-Challenge API SUDs Scores by Condition 

 

Predictor Variable ß t p sr
2
 

Pre API SUDs .317 3.01 .004 .10 

Gender .139 1.28 .21 .02 

BL STAI-T .477 4.49 <.001 .22 

Treatment Condition .096 0.892 .38 <.01 

 

Note. BL = baseline; PI = post intervention; Pre = pre-challenge; STAI-T = State Trait Anxiety 

Inventory –Trait version; API SUDs = Acute Panic Inventory Subjective Units of Distress item 
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Table 4   

Mediation Model through ASI-3 Cognitive Residualized Change Scores from Condition to Fear 

Reactivity to the Challenge (API SUDs Residualized Change)  

 

 ASI-3 Cog Change API SUDs Change 

 Estimate 95% CI Estimate 95% CI 

  Lower Upper  Lower Upper 

Condition 2.41 0.81 4.01 2.51 -9.02 14.05 

ASI-3 Cog 

Change 

-- -- -- 1.05 -0.74 2.84 

Indirect Effect -- -- -- 2.53 -9.02 14.05 

 

Note. Condition = Treatment Condition; ASI-3 Cog Change = Anxiety Sensitivity Index-3 

cognitive concerns subscale residualized change between baseline and post-intervention; API 

SUDs Change = Acute Panic Inventory Subjective Units of Distress Item residualized change 

between pre-challenge and post-challenge; Confidence interval. Significant paths are presented 

in bold (p < .05). 

 

 

Table 5   

Mediation Model through PANAS-NA Residualized Change Scores from Condition to Fear 

Reactivity to the Challenge (API SUDs Residualized Change)  

 

 PANAS-NA Change API SUDs Change 

 Estimate 95% CI Estimate 95% CI 

  Lower Upper  Lower Upper 

Condition 0.90 -1.69 3.49 2.59 -5.58 10.76 

PANAS-NA 

Change 

-- -- -- 2.73 1.89 3.57 

Indirect Effect -- -- -- 2.46 -4.18 10.16 

 

Note. Condition = Treatment Condition; PANAS-NA Change = Positive and Negative Affect 

Schedule – Negative Affect subscale residualized change between pre-challenge and post-

challenge; API SUDs Change = Acute Panic Inventory Subjective Units of Distress Item 

residualized change between pre-challenge and post-challenge; Confidence interval. Significant 

paths are presented in bold (p < .05).  
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APPENDIX A 

 

FSU HUMAN SUBJECTS APPROVAL LETTER 
 

Office of the Vice President For Research 

Human Subjects Committee 

Tallahassee, Florida 32306-2742 

(850) 644-8673 · FAX (850) 644-4392 

 

APPROVAL MEMORANDUM 

 

Date: 07/11/2013 

 

To: Aaron Norr  

 

Address: 1107 W Call St., Room C259 

 

Dept.: PSYCHOLOGY DEPARTMENT 

 

From: Thomas L. Jacobson, Chair 

 

Re: Use of Human Subjects in Research  

       Anxiety and Individual Differences 

 

The application that you submitted to this office in regard to the use of human subjects in the research 

proposal referenced above has been reviewed by the Human Subjects Committee at its meeting on 

10/10/2012 Your project was approved by the Committee. 

 

The Human Subjects Committee has not evaluated your proposal for scientific merit, except to weigh 

the risk to the human participants and the aspects of the proposal related to potential risk and benefit. 

This approval does not replace any departmental or other approvals which may be required. 

 

If you submitted a proposed consent form with your application, the approved stamped consent form is 

attached to this approval notice. Only the stamped version of the consent form may be used in 

recruiting research subjects. 

 

If the project has not been completed by 10/09/2013 you must request a renewal of approval for 

continuation of the project. As a courtesy, a renewal notice will be sent to you prior to your expiration 

date; however, it is your responsibility as the Principal Investigator to timely request renewal of your 

approval from the Committee. 

 

You are advised that any change in protocol for this project must be reviewed and approved by the 

Committee prior to implementation of the proposed change in the protocol. A protocol 

change/amendment form is required to be submitted for approval by the Committee. In addition, 

federal regulations require that the Principal Investigator promptly report, in writing, any unanticipated 

problems or adverse events involving risks to research subjects or others. 
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By copy of this memorandum, the chairman of your department and/or your major professor is 

reminded that he/she is responsible for being informed concerning research projects involving human 

subjects in the department, and should review protocols as often as needed to insure that the project is 

being conducted in compliance with our institution and with DHHS regulations. 

 

This institution has an Assurance on file with the Office for Human Research Protection. The Assurance 

Number is IRB00000446. 

 

Cc: Norman Schmidt, Advisor 

HSC No. 2012.9018 
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APPENDIX B 

 

FSU HUMAN SUBJECTS RE-APPROVAL LETTER 
 

 
The Florida State University 

Office of the Vice President For Research Human Subjects Committee Tallahassee, Florida 32306-2742 

(850) 644-8673 · FAX (850) 644-4392 

 

RE-APPROVAL MEMORANDUM 

 

Date: 9/13/2013 

 

To: Aaron Norr 

 

Address: 1107 W Call St., Room C259  

 

Dept.: PSYCHOLOGY DEPARTMENT 

 

From: Thomas L. Jacobson, Chair 

 

Re: Re-approval of Use of Human subjects in Research 

Anxiety and Individual Differences 

 

Your request to continue the research project listed above involving human subjects has been approved 

by the Human Subjects Committee. If your project has not been completed by 9/10/2014, you must 

request a renewal of approval for continuation of the project. As a courtesy, a renewal notice will be 

sent to you prior to your expiration date; however, it is your responsibility as the Principal Investigator 

to timely request renewal of your approval from the committee. 

 

If you submitted a proposed consent form with your renewal request, the approved stamped consent 

form is attached to this re-approval notice.  Only the stamped version of the consent form may be used 

in recruiting of research subjects. You are reminded that any change in protocol for this project must be 

reviewed and approved by the Committee prior to implementation of the proposed change in the 

protocol.  A protocol change/amendment form is required to be submitted for approval by the 

Committee. In addition, federal regulations require that the Principal Investigator promptly report in 

writing, any unanticipated problems or adverse events involving risks to research subjects or others. 

 

By copy of this memorandum, the Chair of your department and/or your major professor are reminded 

of their responsibility for being informed concerning research projects involving human subjects in their 

department.  They are advised to review the protocols as often as necessary to insure that the project is 

being conducted in compliance with our institution and with DHHS regulations. 

 

Cc: Norman Schmidt, Advisor 

HSC No. 2013.11031 
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APPENDIX C 

 

FSU HUMAN SUBJECTS APPROVED CONSENT FORM                              
 

 
Florida State University 
Consent to Participate in a Research Study  
______________________________________________________________________ 
 
Title of Study:  Anxiety and Individual Differences 
 
Principal Investigator: Aaron Norr 
FSU Department: Psychology Department 
Phone number: 850-645-1766 

Co-Investigators: Brad Schmidt, Ph.D.  
Phone number: 850-644-1707 
Co-Investigator email: ************ 
 
Study Contact email:  ************ 

_________________________________________________________________ 
 
What are some general things you should know about research studies? 
You are being asked to take part in a research study. To join the study is voluntary.  
You may refuse to join, or you may withdraw your consent to be in the study, for any reason, 
without penalty.  
 
Research studies are designed to obtain new knowledge. This new information may help people 
in the future. You may not receive any direct benefit from being in the research study. There 
also may be risks to being in research studies. 
 
Details about this study are discussed below. It is important that you understand this information 
so that you can make an informed choice about being in this research study.  You should ask 
the researchers named above, or staff members who may assist them, any questions you have 
about this study at any time. 
                             
What is the purpose of this study?  
The purpose of this study is to study how individual differences contribute to the experience of 
anxiety. 
 
How long will your part in this study last?  
The total time commitment for the current study will be about 1 hour.  
The project consists of: 

 1 visit to a lab that will take 1-1.5 hours 
 
What will happen if you take part in the study? 
The current research study will include the following: 
 
During this appointment you will be asked to complete a series of questionnaires.  Then you will 
take part in an exercise that may involve listening to music and/or viewing a flashing light 
presentation for 20 minutes. This exercise may induce a dissociative state, which could include 
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feelings of unreality, feeling disconnected or “spaced out”, and dizziness.  Finally, you will be 
asked to breathe forcefully for 1 minute, which may bring on momentary feelings of light-
headedness and shortness of breath. 
 
What are the possible benefits from being in this study? 
Research is designed to benefit society by gaining new knowledge. You may also expect to 
benefit by participating in this study by receiving 1.5 course credits for the Introduction to 
Psychology course.    
 
What are the possible risks or discomforts involved from being in this study?   
The risks to human subjects in the proposed study are minimal. Nevertheless, precautions will 
be taken to minimize any risks you may incur in the proposed study. Some individuals may 
experience slight discomfort describing their thoughts.  Listening to music and seeing flashing 
lights may induce a dissociative state, which can create a mild level of mental discomfort (e.g. 
feelings of unreality, feeling “spaced out”), and breathing in and out forcefully may cause a mild 
level of physical discomfort (e.g. rapid heart rate, dizziness), however, any discomfort you may 
experience is completely temporary and will be only momentary. These situations should not be 
any more anxiety-provoking than situations commonly experienced in day-to-day life. There are 
no long-term risks associated with these procedures. If it is determined that there is an 
immediate need for assistance, you will be referred to clinicians with whom you may speak 
about your discomfort or distress. You furthermore have the right to refuse or discontinue 
participation at any time. There may be uncommon or previously unknown risks.  You should 
report any problems to a member of our research team.  

 

How will your privacy be protected?   
Careful measures will be taken to ensure your confidentiality as a participant in this study will be 
protected to the extent allowed by law. Each participant will be assigned an Identification Code 
with which all questionnaires and behavioral observations will be labeled. The key associating 
Identification Codes with participant names will be kept separate from all assessment materials 
and consent forms in a secured file. You may inquire about referral sources if you wish, and the 
experimenter will be able to provide you with that information. All other questionnaire data 
relevant to this project will be destroyed on or before December 31, 2021.   
 
Will you receive anything for being in this study? 
You will be receiving 1.5 research credits total for the Introduction to Psychology course. You 
will receive this credit for today’s appointment plus your participation in the brief online one 
month follow up computer questionnaire.  
 
 
Will it cost you anything to be in this study? 
There will be no costs for being in the study. 
 
What if you are a FSU student? 
You may choose not to be in the study or to stop being in the study before it is over at any time.  
This will not affect your class standing or grades at FSU.  You will not be offered or receive any 
special consideration if you take part in this research. 
 
 
What if you have questions about this study? 
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You have the right to ask, and have answered, any questions you may have about this 
research. If you have questions, or concerns, you should contact the researchers listed on the 
first page of this form. 
 
What if you have questions about your rights as a research participant? 
All research on human volunteers is reviewed by a committee that works to protect your rights 
and welfare.  If you have questions or concerns about your rights as a research subject you may 
contact, anonymously if you wish, the Chair of the Human Subjects Committee, Institutional 
Review Board, through the Vice President for the Office of Research at (850) 644-8633. 
 
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  
 
Participant’s Agreement:  
 
I have read the information provided above.  I have asked all the questions I have at this time.  I 
voluntarily agree to participate in this research study. 
 
_________________________________________  _________________ 
Signature of Research Participant     Date 
 
_________________________________________ 
Printed Name of Research Participant 
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