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ABSTRACT 

Obsessive-compulsive disorder (OCD), characterized by recurrent obsessions and/or 

compulsions, is a disabling psychiatric condition affecting approximately 2-3% of the 

population. Whereas several first-line treatments have been established (e.g., pharmacological 

and psychological), a substantial proportion of patients (40-60%) fail to experience symptom 

remission, underscoring the need for research in this area. One approach to increasing treatment 

efficacy is to target underlying risk factors or dysfunctions that may in turn improve outcomes. 

One such risk factor is anxiety sensitivity (AS) cognitive concerns. AS cognitive concerns 

reflects fears of mental incapacitation (e.g., “It scares me when I am unable to keep my mind on 

a task”). There is recent evidence that AS cognitive concerns is uniquely associated with various 

obsessive-compulsive (OC) symptom domains. However, questions remain as to whether 

reductions in AS cognitive concerns will lead to subsequent reductions in OC symptoms. The 

purpose of the proposed study was to investigate the efficacy of a brief AS cognitive concerns 

intervention on reductions in OC symptoms. The sample included 60 individuals with elevated 

OC symptoms and AS cognitive concerns. Individuals were randomly assigned (parallel, single 

blind) to a one-session AS cognitive concerns intervention (n = 30) or a health information 

control condition (n = 30) and assessed post-treatment, at one-week and one-month follow-up. 

Results indicated that the active intervention produced significantly greater reductions in AS 

cognitive concerns at one-week follow-up. Moreover, changes in AS cognitive concerns 

mediated changes in OC symptoms at one-month follow-up. Findings add to a growing body of 

literature indicating that brief AS interventions can effectively reduce symptoms of AS, and that 

reductions in AS, particularly the cognitive concerns dimension are associated with symptom 

improvement for various adverse outcomes including OC symptoms. 
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CHAPTER 1 

INTRODUCTION 

Obsessive-compulsive disorder (OCD) is a symptomatically heterogeneous psychiatric 

condition characterized by recurrent and persistent thoughts and/or images (i.e., obsessions) that 

bring about subsequent distress/impairment, as well as repetitive behaviors (i.e., compulsions) 

aimed at neutralizing or reducing the associated anxiety (American Psychiatric Association, 

2013). Whereas the specific content of obsessions and compulsions can vary by individual, 

research on the dimensional structure of OCD has identified several common symptom 

dimensions that appear to be relatively stable over time (Stewart et al., 2008). These include: 1) 

contamination obsessions and washing compulsions, 2) responsibility for harm obsessions and 

checking compulsions, 3) symmetry obsessions and ordering compulsions, and 4) unacceptable 

thoughts (e.g., sexual, religious, or aggressive in nature) and neutralizing compulsions (e.g., 

thought suppression; Abramowitz et al., 2010). The large majority of individuals with OCD have 

both obsessions and compulsions; however, a small percentage of individuals with OCD (2%) 

are characterized as pure obsessionals (Foa & Kozak, 1995).  

OCD is estimated to affect around 2-3% of the population (Kessler et al., 2005) and has a 

high degree of comorbidity with other psychiatric conditions. For example, many individuals 

with OCD have a lifetime diagnosis of an anxiety (76%) or depressive disorder (63%; American 

Psychiatric Association, 2013). OCD is associated with diminished quality of life as well as 

substantial impairment in social, occupational, and family domains (Torres et al., 2006). The 

mean age of onset in the United States is 19.5 years with approximately 25% of cases beginning 

as early as age 14 (American Psychiatric Association, 2013). The onset of symptoms is usually 

gradual and, if left untreated, the course is typically chronic with symptoms waxing and waning 
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over time, often in response to various life stressors (Mataix-Cols et al., 2002). Among the 

anxiety-related disorders1, OCD has been recognized as having the highest percentage of serious 

cases (Kessler et al., 2005). Moreover, according to the World Health Organization, OCD is one 

of the 10 most debilitating psychiatric conditions in the developed world (Nolen, 2002).  

It has been estimated that the majority of individuals with OCD will spend on average 17 

years before receiving a proper diagnosis and treatment for their symptoms (Jenike, 2004). 

According to recent treatment guidelines, several first-line treatments have been established 

including pharmacological (e.g., serotonin reuptake inhibitors) and psychological (e.g., cognitive 

behavioral therapy [CBT] in the form of exposure and response prevention [ERP]) interventions 

(Koran, Hanna, Hollander, Nestadt, & Simpson, 2007). In particular, data from randomized 

controlled trials (RCTs) have demonstrated that serotonin reuptake inhibitors such as 

clomipramine are efficacious for the treatment of OCD (Eddy, Dutra, Bradley, & Westen, 2004; 

Zohar & Judge, 1996). However, it appears that these medications are only effective in some 

patients. Even among those considered to be treatment responders, most individuals display 

residual symptoms after a sufficient treatment trial correlating to greater relapse rates and 

decreased quality of life (Fava & Tomba, 2009). Additionally, relapse rates after discontinuation 

vary from 31-89% (Ravizza, Barzega, Bellino, Bogetto, & Maina, 1996).   

With regard to psychological interventions, the only empirically supported treatment for 

OCD is CBT involving ERP (Abramowitz, Braddock, & Moore, 2008). Exposure involves 

repeatedly confronting feared stimuli that evoke obsessional distress (e.g., touching toilets), 

whereas response prevention involves abstaining from compulsive rituals (e.g., hand washing) 

aimed at reducing associated anxiety. Several RCTs have demonstrated the efficacy of CBT with 

																																																													
1
	It should be noted that due to changes in the DSM-5, OCD is no longer diagnosed as an anxiety disorder. However, 

OCD has a long history of being considered in the context of these disorders.	
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ERP relative to other forms of psychotherapy and/or placebos (Deacon & Abramowitz, 2004; 

Foa et al., 2005). In addition, CBT with ERP has a number of advantages over pharmacotherapy 

including fewer side effects and lower relapse rates (Van Etten & Taylor, 1998). Nevertheless, 

ERP incites a considerable amount of anxiety in OCD patients, with 25% of individuals refusing 

behavioral therapy (Greist, 1992), and another 25% failing to complete treatment (Franklin, 

Abramowitz, Kozak, Levitt, & Foa, 2000). In addition, even among treatment completers, a 

substantial proportion of patients fail to experience symptom remission (Rasmussen, Eisen, & 

Pato, 1993), underscoring the need for research in this area. 

One potential explanation for poor treatment outcomes could be due to the 

symptomatically heterogeneous nature of OCD. Indeed, as previously mentioned, OCD is known 

for its thematic diversity regarding obsessive and compulsive symptoms (Foa & Kozak, 1995; 

Mataix-Cols, do Rosario-Campos, & Leckman, 2005). Previous research has demonstrated that 

these various symptom dimensions are associated with discrete patterns of comorbidity, 

hereditary transmission and treatment response (Mataix-Cols et al., 2005). In addition, cognitive 

theorists have identified numerous maladaptive beliefs that are thought to maintain these various 

symptom dimensions. For example, the Obsessive Compulsive Cognitions Working Group 

(2005) identified several distinct belief domains including 1) responsibility and threat estimation, 

2) perfectionism and intolerance for uncertainty, and 3) importance and control of thoughts, that 

are relevant to the development and maintenance of OCD. Attempts to target so many beliefs 

within the context of CBT for OCD could negatively impact the efficacy of treatment (Cougle, 

2012). In particular, complex therapies attempting to mitigate these various dysfunctional beliefs 

may be more difficult to comprehend and disseminate (Cougle & Lee, 2014). Consistent with 

this conceptualization, McLean et al. (2001) found that cognitive therapy was less effective than 
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behavior therapy for treating OCD when delivered in a group format. The authors posited these 

poor treatment outcomes were likely due to the multifaceted approach in which six different 

belief domains were targeted. Thus, reducing the number of factors that could be targeted in 

treatment may improve treatment efficacy by allowing more time to be spent on factors that play 

a central role in the disorder.  

Consistent with this notion, one approach to increasing treatment efficacy, as noted by 

the National Institute of Health’s RDoC initiative (Craske, 2012), is to target underlying risk 

factors or dysfunctions that may in turn improve outcomes. A risk factor, as defined by Kraemer 

et al. (1997), is a construct that is associated with and temporally precedes an undesirable 

outcome. Risk factors can be categorized on the basis of malleability. For example, genetic or 

biological parameters such as family history of OCD (Van Grootheest, Cath, Beekman, & 

Boomsma, 2007) and environmental factors such as physical and sexual abuse (Lochner et al., 

2002), though related to OCD outcomes, are considered fixed risks that cannot be altered. 

Conversely, cognitive risk factors which have been demonstrated to be malleable, are classified 

as variable risk factors and thus could serve as targets for the prevention of later adverse 

outcomes (Zvolensky, Schmidt, Bernstein, & Keough, 2006).  

One variable that meets criteria for Kraemer and colleagues (2005) definition of a 

malleable risk factor is anxiety sensitivity (AS). AS, otherwise known as a “fear of fear”, is a 

well-established individual difference variable reflecting a tendency to fear bodily sensations 

associated with anxious arousal (Reiss & McNally, 1985). Individuals high in AS fear anxiety-

related sensations because they believe there will be adverse physical, mental, and/or social 

consequences accompanying these symptoms. For instance, individuals with elevated levels of 

AS may misinterpret benign bodily sensations such as a rapid heartbeat as being indicative of a 
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heart attack, whereas those low in AS will simply regard the sensation as uncomfortable. 

Previous research has indicated that AS plays a fundamental role in the development and 

maintenance of several anxiety-related conditions including panic disorder, social anxiety 

disorder, and posttraumatic stress disorder (PTSD; Rodriguez, Bruce, Pagano, Spencer, & Keller, 

2004; Schmidt, Lerew, & Jackson, 1997; Taylor, Koch, & McNally, 1992). Additionally, AS has 

been found to be associated with other types of psychopathology including substance use 

disorders, depression, and suicidality (Capron et al., 2012; Capron, Norr, Macatee, & Schmidt, 

2013; Schmidt, Buckner, & Keough, 2007; Taylor, Koch, Woody, & McLean, 1996). 

 The extant literature has demonstrated that AS is a multidimensional construct comprised 

of the three distinct, yet related subfactors reflecting fears of the physical, mental and social 

domains of anxiety (Taylor et al., 2007). There has been much work indicating that the three 

dimensions of AS are differentially related to various anxiety conditions. For instance, the 

physical concerns domain, which predominately reflects fears of physical illness such as heart 

attacks (e.g., “When I feel pain in my chest, I worry that I’m having a heart attack”), is most 

strongly related to panic (Deacon & Abramowitz, 2006) and PTSD (Taylor et al., 1992). 

Additionally, the social concerns subscale, which reflects fears of the publically observable 

symptoms of anxiety (e.g., “When I begin to sweat in social situations, I fear people will think 

negatively of me”) has frequently been associated with fears of negative evaluation and 

symptoms of social phobia (Deacon & Abramowitz, 2006; McWilliams, Stewart, & 

MacPherson, 2000). Lastly, the cognitive concerns subscale, which reflects fears of mental 

incapacitation (e.g., “When my mind goes blank, I worry that there is something terribly wrong 

with me”) is most commonly associated with pathological worry (Rector, Szacun-Shimizu, & 

Leybman, 2007). 
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In addition to pathological worry, more recent research has demonstrated unique 

associations between AS cognitive concerns and various obsessive-compulsive (OC) symptom 

domains. For example, utilizing a large sample of primary OCD patients (N = 280), Calamari, 

Rector, Woodard, Cohen, and Chik (2008), assigned OCD patients to empirically derived 

symptom subgroups based on their principal OC symptom subtype (e.g., contamination, 

harming, symmetry). The authors found significant associations among the AS cognitive 

concerns subscale and the symmetry, contamination, and harming subgroups. In addition, 

Wheaton, Mahaffey, Timpano, Berman, and Abramowitz (2012) examined the associations 

among AS subfactors and OC symptom dimensions in a large sample of undergraduate students 

(N = 636) and found that AS cognitive concerns significantly predicted the unacceptable 

thoughts, responsibility for harm, and symmetry domains of OCD. Finally, utilizing a sample of 

treatment seeking adults with a primary diagnosis of OCD, Raines, Oglesby, Capron, and 

Schmidt (2014) found specific associations between the cognitive concerns dimension of AS and 

the obsessing and neutralizing dimensions of the Obsessive-Compulsive Inventory-Revised 

(OCI-R).  

The specific nature of the relationship between AS cognitive concerns and OCD can be 

elucidated by considering the role of AS in response to stress. Specifically, the extant AS 

literature emphasizes the idea that AS increases distress responses in the context of normal stress 

and anxiety symptoms (Reiss, 1991). Expanding upon this idea, it seems plausible that AS 

cognitive concerns could predispose one to display increased distress in the context of obsessive 

and compulsive symptoms. For example, existing models of obsessional symptoms associate 

misappraisals of naturally occurring intrusive thoughts as especially important or meaningful, 

leading to increased attempts to control or suppress these thoughts (Abramowitz, Taylor, & 
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McKay, 2009; Purdon, 2008). It is possible that the recurrent and intrusive nature of obsessions, 

coupled with unsuccessful attempts at suppression, leads one to conclude that they have lost 

control of their cognitive capacities. Indeed, previous research has found that OCD patients find 

their thoughts more distressing, less acceptable, and less controllable than non-clinical 

participants (Janeck & Calamari, 1999).This tendency to excessively monitor and overvalue ones 

cognitive processes may lead to more internal, negative appraisals of naturally occurring 

intrusive thoughts (Janeck, Calamari, Riemann, & Heffelfinger, 2003). Consistent with this 

conceptualization, when examining attributions for thought suppression, Tolin, Abramowitz, 

Hamlin, Foa, and Synodi (2002), found that OCD patients reported more internal, negative 

attributions for their suppression failure (e.g., mental weakness) than did non-anxious controls. 

Just as AS increases distress responses in the context of uncomfortable physical sensations 

(Schmidt, Maner, & Zvolensky, 2007), AS cognitive concerns may amplify distress brought on 

by the unwanted cognitive intrusions experienced in the context of OCD.  

A separate line of research has indicated that AS is amenable to change through cognitive 

behavioral interventions. For example, in the largest AS-focused intervention to date Schmidt, 

Eggleston and colleagues (2007) randomly assigned participants with elevated levels of AS (N = 

404) to an Anxiety Sensitivity Amelioration Training (ASAT) condition or a health and nutrition 

control condition and followed them two years post-intervention. Whereas both conditions were 

associated with reductions in AS, participants in the ASAT condition evidenced significantly 

larger reductions than individuals in the control condition (30% vs. 17%, respectively). In 

addition, those in the ASAT condition demonstrated a lower incidence of Axis I 

psychopathology during the two-year follow-up period. To increase the potency of this 

intervention, Keough and Schmidt (2012), revised the ASAT protocol. The modified version 
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included in-session practice of interoceptive exposure (IE) exercises that were tailored to the 

specific AS fears of each participant and then assigned for homework. Once again, findings 

revealed that participants in the active condition relative to those in the control condition 

evidenced significantly greater reductions in AS at post-treatment and follow-up (approximately 

60% at one-month follow-up). Although promising, these interventions focus primarily on the 

physical concerns component of AS. As previously mentioned however, emerging evidence 

suggests that AS cognitive concerns may be particularly important to specific forms of 

psychopathology, including OCD.  

More recently, Schmidt, Capron, Raines, and Allan (2014) designed an AS intervention 

focused primarily on the cognitive concerns dimension of AS. This new intervention was 

designed along the same lines as ASAT, but focused specifically on sensations and feared 

consequences associated with fears of cognitive dyscontrol. In addition, to increase ease of 

dissemination, the intervention was designed using a completely autonomous interactive 

computer program. Participants (N = 108) were randomly assigned to a Cognitive Anxiety 

Sensitivity Treatment (CAST) or a health information control condition and followed up one-

month post-intervention. Findings indicated that the CAST, relative to the control condition, 

produced significant reductions in AS at post-treatment and follow-up that were specific to AS 

cognitive concerns. In addition, changes in AS cognitive concerns, but not changes in AS 

physical concerns or AS social concerns, mediated symptom change at follow-up for various 

adverse outcomes including suicidality. However, questions remain as to whether reductions in 

AS cognitive concerns will lead to subsequent reductions in OC symptoms.  

Given the somewhat treatment refractory nature of OCD (Rasmussen et al., 1993), as 

well as the practical problems associated with cost and availability of treatment (Jenike, 2004), 
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completely autonomous computer-based interventions could prove to be extremely useful for 

increasing the dissemination of efficacious therapies. In particular, such protocols may be more 

tolerable than ERP and could be delivered to anyone remotely via the Internet. The purpose of 

the proposed study was to investigate the efficacy of a brief AS cognitive concerns intervention 

on reductions in OC symptoms via reductions in AS cognitive concerns. The proposed study 

targeted AS cognitive concerns via a brief one-session computerized intervention within a 

sample of individuals with elevated OC symptoms. First, it was hypothesized that an AS 

cognitive concerns intervention, compared to a health information control condition, would yield 

greater reductions in AS cognitive concerns immediately. Second, it was hypothesized that the 

active AS cognitive concerns intervention, compared to a health information control condition, 

would lead to greater reductions in OC symptoms over time. Finally, it was hypothesized that 

changes in AS cognitive concerns throughout treatment would mediate changes in OC symptoms 

over time. In an effort to demonstrate specificity regarding the mediating role of AS cognitive 

concerns, changes in AS physical concerns and AS social concerns were tested as alternative 

mediators. To my knowledge, this is the first study to date to examine the efficacy of an AS 

cognitive concerns intervention on OC symptoms.  
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CHAPTER 2 

METHODS 

Participants 

Participants were recruited from the local community and the pool of Introductory 

Psychology students maintained by the psychology department at Florida State University 

(FSU). Recruitment occurred between Summer 2014 and Spring 2015 until the requested sample 

size of 60 participants was reached (as determined using the empirical estimates of sample sizes 

for mediation provided by Fritz and Mackinnon, 2007). To be eligible for inclusion participants 

had to be 18 years of age or older and demonstrate elevated levels of OC symptoms as indicated 

by scoring one standard deviation above the non-clinical mean on any of the four subscales of 

the Dimensional Obsessive-Compulsive Scale ([DOCS contamination subscale score > 5, 

responsibility for harm subscale score > 6, unacceptable thoughts subscale score > 6, symmetry 

subscale score > 5]; Abramowitz et al., 2010). In addition, participants had to demonstrate 

elevated levels of AS cognitive concerns as indicated by scoring one standard deviation above 

the non-clinical mean on the Anxiety Sensitivity Index-3 (ASI-3) cognitive concerns subscale  (≥ 

6). In terms of exclusionary criteria, similar to prior work, participants were excluded if they 

demonstrated evidence of a significant medical illness that would prevent the completion of IE 

exercises. IE exercises involve brief repeated exposure to bodily sensations through techniques 

such as hyperventilation and were a central component of the psychoeducational protocol within 

the active intervention. Also, due to the potential confounding effects of other forms of 

treatment, participants currently receiving CBT for anxiety and/or mood disorders or who were 

not stable on psychotropic medications (i.e., new medication or changes in dosage within the last 

three months) were excluded. No participants were excluded based on these criteria. 



	 11  

Participants’ ages ranged from 18-59, with a mean age of 23.27 years old (SD = 8.90). 

The sample was primary female (76.7%). The majority of participants self-identified as 

White/Caucasian (63.3%), followed by other (18.3%; e.g., biracial), African-American (13.3%), 

Asian (3.3%), and Pacific Islander (1.8%). Additionally, 21.7% of the sample identified as 

Hispanic. Regarding psychiatric diagnoses, 75% of the sample presented with a current DSM-5 

disorder. Specifically, 33.4% of the sample met criteria for a primary anxiety disorder, 15% met 

criteria for a primary obsessive-compulsive and related disorder (13.3% OCD), 10% met criteria 

for a primary trauma and stress related disorder, 8.3% met criteria for a primary mood related 

disorder and 8.3% met criteria for a primary substance use disorder. In addition, 23.3% of the 

sample met for an OCD diagnosis regardless of whether or not it was the primary diagnosis.  

Procedures 

Student participants were screened through the FSU introductory psychology mass 

screening subject pool, which is conducted at the beginning of each semester. Students who met 

initial entry criteria were contacted via email and invited to participate in a brief anxiety 

treatment study. Community participants were recruited from the local community through 

advertisements placed on our laboratory website and via flyers posted around the community. 

Eligibility was based on a brief telephone screen in which participants completed the DOCS, 

ASI-3, and a general health screener. Any individual not meeting entry criteria was thanked for 

their time and given proper referral information. All eligible individuals were scheduled for a 

baseline appointment.   

Total participation, for all participants, took between 5 and 6 hours. Student participants 

were compensated for their participation with course credit. Community participants were 

compensated for their participation through research funds available from the Anxiety and 



	 12  

Behavioral Health Clinic. Specifically, community participants were paid $10 for the one-week 

follow-up and $10 for the one-month follow-up. The University’s Institutional Review Board 

(IRB) approved all procedures. Additionally, the treatment trial has been registered at 

clinicaltrials.gov and is awaiting approval.  

Timepoints 

Baseline Appointment.  Upon arrival to the laboratory, participants first read and signed 

an informed consent that ensured confidentiality, thoroughly outlined their proposed study 

involvement, and emphasized that they may discontinue participation at any time, for any reason 

and at absolutely no penalty. Next they completed a diagnostic interview (SCID-5), and a battery 

of self-report measures (see Table 1 for a schedule of assessments). Following this, the study 

coordinator randomly assigned participants, using simple randomization procedures based on a 

computer-generated list of random numbers (parallel; 1:1 allocation ratio), to a cognitive anxiety 

sensitivity treatment (CAST) or a physical health education training control (PHET) and 

scheduled them for their intervention appointment, which was scheduled within one week of the 

baseline appointment. At this time, student participants were also awarded any course credits 

they had earned. It should be noted that all participants were blind to their assigned intervention 

condition.  

Intervention Appointment. Upon arrival to the laboratory, participants first completed 

the pre-intervention measure. Next participants completed their assigned intervention via 

computer. Following this, participants completed the post-intervention measure and were 

scheduled for their one-week follow-up. Student participants were also awarded any course 

credits they had earned. 
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One-week Follow-up. Participants were sent an email containing a link to complete a 

battery of self-report questionnaires and information regarding the date of their next follow-up 

assessment. Upon completion of the one-week follow-up, student participants were awarded any 

course credits they had earned while community participants were mailed their monetary 

compensation. 

One-month Follow-up. Once again, participants were emailed a link to complete the 

one-month questionnaire battery. Upon completion of the one-month follow-up, participants 

were debriefed and awarded any course credits/monetary compensation they had earned. Also, at 

this point in time, participants in the PHET condition were given the opportunity to receive the 

CAST intervention. 

Experimental Conditions 

Cognitive Anxiety Sensitivity Treatment (CAST). CAST is a newly developed, 

computerized treatment designed to closely model the educational and behavioral techniques that 

are commonly used in anxiety treatments. The educational element was adapted from a previous 

AS intervention used by Schmidt, Eggleston and colleagues (2007). Specifically, the 

psychoeducational component focused on the nature of stress and its effects on the mind and 

body. The treatment was designed to dispel common myths concerning the immediate dangers of 

stress on cognitive processes (e.g., derealization is simply caused by hyperventilation and is not a 

sign that you are losing control or going crazy). Individuals were taught that psychological 

arousal arising from stress is not dangerous and that they may have developed a conditioned fear 

to these sensations, as indicated by their elevated levels of AS cognitive concerns. In addition to 

the psychoeducation component, IE exercises were introduced as a way to correct the 

conditioned fear response to psychological sensations. In order to conduct this assessment, the 
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program demonstrated various exercises (e.g., hyperventilation) that elicit sensations (e.g., 

derealization) consistent with AS cognitive concerns. With the programs direction and 

assistance, participants completed a brief hyperventilation exercise and rated the level of 

fear/distress experienced on a ten-point scale. This exercise was repeated for ten trials and 

participants continued to rate their fear/distress after each trial. The CAST intervention took 

approximately 45 minutes to complete and participants were encouraged to continue practicing 

the exercises at home until none of the exercises generated any fear/distress.   

Physical Health Education Training (PHET). The health information control condition 

was designed to control for the effects of general education provided in the CAST condition. 

Participants were presented with information regarding the importance and benefits of 

maintaining a healthy lifestyle. The program discussed diet, alcohol and water consumption, 

exercise, sexual health, and sleep. The program instructed the participant how to monitor their 

daily health habits in order to achieve a healthy lifestyle. The health information control 

condition took approximately 45 minutes to complete and participants were encouraged to 

incorporate the healthy habits into their daily life. Based on the findings of Schmidt and 

colleagues (2014), this intervention does not appear to exert a strong effect on AS.  

Assessments 

Clinician Administered 

Structured Clinical Interview for DSM-5 (SCID). The SCID is a widely administered 

and well validated semi-structured interview designed to assess for the presence of current and 

lifetime psychiatric conditions (First, Williams, Karg, & Spitzer, 2015). Highly trained, 

advanced doctoral students administered all SCID’s. Training included reviewing SCID training 

tapes, observing live SCID administrations, and conducting SCID interviews with other trained 
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individuals. All trainees received feedback throughout the training process until they 

demonstrated a high level of reliability. Additionally, all SCID’s were reviewed by a licensed 

clinical psychologist at a weekly supervision meeting to ensure accurate diagnoses. Rates of 

agreement between clinical interviewers within our laboratory have been found to be over 80% 

with a kappa of .77 (Timpano & Schmidt, 2012). The SCID was administered at the baseline 

appointment to assess for potential psychiatric diagnoses including OCD.  

Self-Report 

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

designed to measure the physiological, cognitive, and social subfactors of AS (Taylor et al., 

2007). Respondents were asked to indicate the degree to which they agreed with each item on a 

5-point Likert-type scale ranging from 0 (very little) to 4 (very much). The ASI-3 has been 

demonstrated to be a psychometrically sound and valid measure of AS (Taylor et al., 2007). The 

ASI-3 was administered at baseline to determine study inclusion and at each appointment 

thereafter to document changes in AS throughout treatment. All three subscales demonstrated 

good internal consistency at baseline (cognitive α = .89, physical α = .85, and social α = .83), 

post-intervention (cognitive α = .96, physical α = .90, and social α = .85), one-week follow-up 

(cognitive α = .96, physical α = .91, and social α = .88), as well as one-month follow-up 

(cognitive α = .96, physical α = .93, and social α = .83). 

Demographic Questionnaire. This scale was created to collect data on participant 

gender, ethnicity, educational/occupational level, and current medications. This was 

administered at baseline to ensure participant eligibility.  

Dimensional Obsessive-Compulsive Scale (DOCS). The DOCS is a 20-item self-report 

questionnaire designed to assess the severity of the four most reliably found OCD symptom 
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dimensions: contamination, responsibility for harm and mistakes, symmetry/ordering, and 

unacceptable thoughts (Abramowitz et al., 2010). Respondents were asked to rate each item on a 

5-point Likert-type scale with total scores ranging from 0 to 80. The DOCS demonstrates 

excellent psychometric properties and has been validated in both clinical and non-clinical 

samples (Abramowitz et al., 2010). The DOCS is a key outcome measure of OC symptoms and 

was administered at baseline and all follow-ups to assess for changes in OC symptom domains 

throughout treatment. All four subscales demonstrated good to excellent internal consistency at 

baseline (contamination α = .92, responsibility for harm α = .90, unacceptable thoughts α = .92, 

and symmetry α = .92), one-week follow-up (contamination α = .91, responsibility for harm α = 

.92, unacceptable thoughts α = .92, and symmetry α = .91), and one-month follow-up 

(contamination α = .88, responsibility for harm α = .94, unacceptable thoughts α = .95, and 

symmetry α = .94).  Additionally, the DOCS total score demonstrated excellent internal 

consistency at baseline (α = .92), one-week follow-up (α = .94), and one-month follow-up (α = 

.94). 

General Health Scale (GHS). The GHS was used to assess an individual’s general 

health including any current health-related diagnoses or medication usage that would exclude 

their participation from the proposed study. Our lab has used this scale for similar purposes on 

other grant-funded projects for many years.  

Homework Compliance. Homework compliance was assessed using two questions. 

Specifically, participants were asked to respond with a Yes “1” or No “0” if they 

practiced/incorporated any of the IE exercises/healthy habits into their life since their last 

appointment. Additionally, participants were also ask to rate the degree to which they 

practiced/incorporated any of the IE exercises/healthy habits into their life since their last 



	 17  

appointment using a 5-point Likert-type scale rating from 0 (none) to 4 (a great deal). The 

homework compliance questions were administered at the one-week and one-month follow-ups.  

Psychosocial Treatment Interview-Revised (PTI-R). The PTI-R is a well-established 

measure of the frequency and type of medical and psychosocial services used (Steketee et al., 

1997). Series of service utilization as well as specific types of treatments administered by 

providers are measured by the PTI-R. The PTI-R was used to measure total number of health 

care services used. The PTI-R was administered at baseline and one-month follow-up to assess 

for changes in psychological services used throughout treatment.  

Sheehan Disability Scale (SDS). The SDS is a four-item self-report measure used to 

assess impairment created by the presenting problem (Leon, Olfson, Portera, Farber, & Sheehan, 

1997). It taps items pertaining to work, occupation, education, and personal life impairment. 

These items can be averaged together to form a composite psychiatric impairment rating. The 

SDS was administered at baseline and one-month follow-up to assess for changes in overall 

disability throughout treatment.  
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CHAPTER 3 

RESULTS 

Preliminary Analyses 

Means and standard deviations by condition as well as zero-order correlations for all self-

report measures can be found in Table 2. The mean baseline ASI-3 cognitive concerns subscale 

score (M = 9.30, SD = 6.33) was similar to that found in other AS cognitive concerns treatment 

trials (Schmidt, Capron, Raines, & Allan, 2014). The mean DOCS total score (M = 21.50, SD = 

12.23) was lower than found in clinical samples of OCD patients but higher than found in mixed 

anxiety disorder samples (Abramowitz et al., 2010). Consistent with expectation, all correlations 

between ASI-3 cognitive concerns subscale scores and DOCS total scores were significant.  

Thirty individuals were assigned to the CAST condition and 30 individuals were assigned 

to the PHET control condition (see Figure 1, CONSORT diagram). One individual from each 

condition dropped prior to receiving the allocated intervention and was therefore not included in 

any analyses. Five individuals (one from the CAST condition and four from the PHET condition) 

did not complete one-week follow-up. Additionally, seven individuals (two from the CAST 

condition and five from the PHET condition) did not complete the one-month follow-up. 

Reasons for participant dropout were unknown to the investigator. To check for equivalence of 

random assignment to groups, chi-square test for independence and independent samples t-tests 

were used to compare differences basic demographic and psychological variables. Results 

revealed that there were no differences in age, gender, baseline ASI-3 cognitive concerns 

subscale scores, baseline DOCS total scores, and OCD diagnoses between those randomized to 

the CAST condition and those randomized to the PHET condition (all p’s > .34; see Table 3).  
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Chi-square tests for independence and independent samples t-tests were also used to 

compare differences in age, gender, baseline ASI-3 cognitive concerns subscale scores, baseline 

DOCS total scores, and OCD diagnoses between those individuals who did and did not complete 

the one-month follow-up. Results revealed that there were no significant differences in age 

between those who did (M = 22.92, SD = 8.29) and those who did not complete one-month 

follow-up (M = 25.50, SD = 12.71), t (58) .76, p = .45 (two-tailed). Likewise, there were also no 

significant differences between gender and completer status, χ2 (1, n = 60) = .11, p = .74, phi = -

.10. Regarding ASI-3 cognitive concerns, results indicated that there were no significant 

differences in AS cognitive concerns subscale scores between those who did (M = 9.46, SD = 

6.33) and those who did not complete one-month follow-up (M = 8.25, SD = 6.67), t (58) -.50, p 

= .62 (two-tailed). In terms of DOCS total scores, results indicated that there were no significant 

differences in OC symptoms between those who did (M = 21.62, SD = 11.57) and those who did 

not complete one-month follow-up (M = 20.75 SD = 16.90), t (58) -.19, p = .85 (two-tailed). 

Finally, there was also no significant association between those who completed one-month 

follow-up and those who did not regarding OCD diagnoses χ2 (1, n = 60) = .11, p = .74, phi = 

.10.  

Primary Analyses 

Direct Effects of Treatment Condition on Changes in AS Cognitive Concerns 

A series of multiple regression equations were performed to test the hypotheses that an 

AS cognitive concerns intervention, compared to a health information control condition, would 

yield greater reductions in AS cognitive concerns immediately and overtime. Preliminary 

analyses were conducted for each regression equation to ensure no violations of the assumptions 

of normality, linearity, multicollinearity, and homoscedasticity.  
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 The first multiple regression equation was performed to assess the effects of treatment 

condition (CAST vs. PHET) on changes in AS cognitive concerns immediately post-treatment 

(as measured by the ASI-3 cognitive concerns difference score between baseline and post-

intervention). Results revealed that treatment condition accounted for 4.2% of the variance in 

changes in AS cognitive concerns from baseline to post-intervention (F (1,55) = 2.41, p = .13). 

While there was not a direct effect of treatment condition on changes in AS cognitive concerns 

immediately post-intervention, there was a non-significant trend in the hypothesized direction (β 

= -.21, t = -1.55, p = .13, sr2 = .04). 

Next, a multiple regression equation was performed to assess the effects of treatment 

condition (CAST vs. PHET) on changes in AS cognitive concerns one-week post-intervention 

(as measured by the ASI-3 cognitive concerns difference score between baseline and one-week 

follow-up). Results revealed that treatment condition accounted for 11% of the variance in 

changes in AS cognitive concerns from baseline to one-week follow-up (F (1,53) = 6.37, p = 

.02). Consistent with initial prediction, there was a direct effect of treatment condition on 

changes in AS cognitive concerns from baseline to one-week follow-up (β = -.33, t = -2.52, p = 

.02, sr2 = .11). In particular, individuals in the CAST condition evidenced significantly lower 

ASI-3 cognitive concerns subscale scores one-week post-intervention relative to individuals in 

the PHET condition (EMMs = 6.12 and 8.75, respectively). 

Finally, a multiple regression equation was performed to assess the effects of treatment 

condition (CAST vs. PHET) on changes in AS cognitive concerns one-month post-intervention 

(as measured by the ASI-3 cognitive concerns difference score between baseline and one-month 

follow-up). Results revealed that treatment condition accounted for 4% of the variance in 

changes in AS cognitive concerns from baseline to post-intervention (F (1,50) = 2.07, p = .16). 
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Once again, while there was not a direct effect of treatment condition on changes in AS cognitive 

concerns one-month post-intervention, there was a non-significant trend in the hypothesized 

direction (β = -.20, t = -1.44, p = .16, sr2 = .04).  

Direct Effects of Treatment Condition on Changes in OC Symptoms 

A series of multiple regression equations were performed to test the hypotheses that an AS 

cognitive concerns intervention, compared to a health information control condition, would yield 

greater reductions in OC symptoms overtime. Once again, preliminary analyses were conducted 

for each regression equation to ensure no violations of the assumptions of normality, linearity, 

multicollinearity, and homoscedasticity.  

First a multiple regression equation was performed to assess the effects of treatment 

condition (CAST vs. PHET) on changes in OC symptoms from baseline to one-week follow-up 

(as measured by the DOCS difference score between baseline and one-week follow-up). Results 

revealed that treatment condition accounted for 4% of the variance in changes in OC symptoms 

from baseline to one-week follow-up (F (1,54) = 2.20, p = .14). Inconsistent with initial 

prediction, there was not a direct effect of treatment condition on changes in OC symptoms one-

week post-intervention (β = -.20, t = -1.48, p = .14, sr2 = .04). However, findings were trending 

in the hypothesized direction.  

Next, a multiple regression equation was performed to assess the effects of treatment 

condition (CAST vs. PHET) on changes in OC symptoms one-month post-intervention (as 

measured by the DOCS difference score between baseline and one-month follow-up). Results 

revealed that treatment condition accounted for 2.3% of the variance in changes in OC symptoms 

from baseline to one-month follow-up (F (1,52) = 1.21, p = .28). Inconsistent with initial 
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prediction, there was not a direct effect of treatment condition on changes in OC symptoms from 

baseline to one-month follow-up (β = -.15, t = -1.10, p = .28, sr2 = .02).  

Indirect Effects of Treatment Condition on OC Symptoms via AS Cognitive Concerns 

Asymmetric bootstrapping mediation procedures were used to test the hypothesis that 

changes in AS cognitive would mediate the relationship between treatment condition and 

changes in OC symptoms. Given significant effects of treatment condition on AS cognitive 

concerns at one-week follow-up, mediation models were tested using changes in AS cognitive 

concerns from baseline to one-week follow-up, only. This analysis was conducted using 

PROCESS with the recommend bootstrap technique of 5,000 bootstrap resamples. Results 

revealed that there was a marginally significant direct effect of changes in AS cognitive concerns 

on changes in OC symptoms (B = .63, p= .07). Further, there was an indirect of treatment 

condition on changes in OC symptoms via reductions in AS cognitive concerns (B = -1.76, 95% 

CI [-5.19, -.06]). 

In an effort to demonstrate specificity, separate mediation models were also constructed 

comparing the indirect effect of treatment condition on changes in OC symptoms via the effects 

of changes in AS physical concerns and AS social concerns (from baseline to one-week follow-

up). Results revealed that there was not an effect of changes in AS physical concerns on changes 

in OC symptoms (B = .48, p= .17). However, results indicated that there was a marginally 

significant effect of changes in AS social concerns on changes in OC symptoms (B = .57, p= 

.07). Regarding indirect effects, there was not a significant indirect effect of treatment condition 

on changes in OC symptoms via changes in AS physical concerns (B = -1.74, 95% CI [-4.94, 

.32]) or AS social concerns (B = -1.33, 95% CI [-4.08, .04]). 
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Secondary Analyses 

Direct Effect of Treatment Condition on Changes in Global Impairment 

A multiple regression was performed to assess the effects of treatment condition on 

changes in global impairment (as measured by the SDS difference score between baseline and 

one-month follow-up). Results revealed that treatment condition accounted for .5% of the 

variance in changes in global impairment from baseline to one-month follow-up (F (1,50) = .22, 

p = .64). Inconsistent with expectation, there was not a direct effect of treatment condition on 

changes in global impairment from baseline to one-month follow-up (β = .07, t = .47, p = .64, sr2 

= .00).  

Direct and Interactive Effects of Homework Compliance on Changes in AS Cognitive 

Concerns 

Chi-square tests for independence were used to compare homework compliance at one-

week and one-month follow-up across treatment conditions. Results revealed there was a 

marginally significant difference in homework compliance at one-week follow-up across 

treatment conditions χ2 (1, n = 53) = 3.34, p = .07, phi = -.29. In particular, 57% of participants 

in the active condition endorsed practicing the IE exercises, whereas 84% of individuals in the 

control condition endorsed incorporating the healthy habits into their lifestyle. At one-month 

follow-up however, there was not a significant difference in homework compliance across 

treatment conditions χ2 (1, n = 53) = .12, p = .73, phi = -.09. Between one-week and one-month 

follow-up, 68% of individuals in the active condition endorsed practicing the IE exercises while 

76% of individuals in the control condition endorsed incorporating the healthy habits into their 

lifestyle. 
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Next, a series of hierarchical linear regressions were performed to assess the direct and 

interactive effects of homework compliance and treatment condition on changes in AS cognitive 

concerns. The first regression equation was computed to assess the relationship between 

treatment condition and homework compliance (yes or no) on changes in AS cognitive concerns 

from baseline to one-week follow-up. In the first step of the model, the centered main effects of 

treatment condition and homework compliance were entered accounting for 11% of the variance 

in changes in AS cognitive concerns (F (2,50) = 3.11, p = .05). Results revealed that there was 

not a significant main effect of homework compliance on changes in AS cognitive concerns (β = 

-.06, t = -.43, p = .67, sr2 = .00). In the second step of the model, the centered interaction term 

was added accounting for an additional 1.3% of the variance in changes in AS cognitive 

concerns (F Change = .71, p = .40). Results revealed that there was not a significant treatment 

condition by homework compliance interaction on changes in AS cognitive concerns from 

baseline to one-week follow-up (β = .12, t = .84, p = .40, sr2 = .01). 

A second regression equation was computed to assess the relationship between treatment 

condition and level of homework compliance (as measured by the 5-point Likert-type response) 

on changes in AS cognitive concerns from baseline to one-week follow-up. In the first step of the 

model, the centered main effects of treatment condition and level of homework compliance were 

entered accounting for 11% of the variance in changes in AS cognitive concerns (F (2,50) = 

3.10, p = .06). Once again, results revealed that there was not a significant main effect of 

homework compliance on changes in AS cognitive concerns (β = .05, t = .34, p = .73, sr2 = .00). 

The centered interaction term was added in the second step of the model. Treatment condition by 

level of homework compliance accounted for an additional 5% of the variance in changes in AS 

cognitive concerns (F Change = 2.58, p = .12). Results revealed that there was not a significant 
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treatment condition by level of homework compliance interaction on changes in AS cognitive 

concerns from baseline to one-week follow-up (β = -.21, t = -1.61, p = .12, sr2 = .04). 

A third regression equation was computed to assess the relationship between treatment 

condition and homework compliance (yes or no) on changes in AS cognitive concerns from 

baseline to one-month follow-up. In the first step of the model, the centered main effects of 

treatment condition and homework compliance were entered accounting for 8% of the variance 

in changes in AS cognitive concerns (F (2,49) = 2.13, p = .13). Results revealed that there was 

not a significant main effect of homework compliance on changes in AS cognitive concerns (β = 

-.20, t = -1.46, p = .15, sr2 = .04). In the second step of the model, the centered interaction term 

was added accounting for an additional 6% of the variance in changes in AS cognitive concerns 

(F Change = 3.06, p = .09). Results revealed that there was not a significant treatment condition 

by homework compliance interaction on changes in AS cognitive concerns from baseline to one-

month follow-up (β = -.24, t = -1.75, p = .09, sr2 = .06).  

A fourth and final regression equation was computed to assess the relationship between 

treatment condition and level of homework compliance (as measured by the 5-point Likert-type 

response) on changes in AS cognitive concerns from baseline to one-month follow-up. In the 

first step of the model, the centered main effects of treatment condition and level of homework 

compliance were entered accounting for 7% of the variance in changes in AS cognitive concerns 

(F (2,49) = 1.83, p = .17). Once again, results revealed that there was not a significant main 

effect of homework compliance on changes in AS cognitive concerns (β = -.17, t = -1.23, p = 

.22, sr2 = .03). The centered interaction term was added in the second step of the model. 

Treatment condition by level of homework compliance accounted for an additional 6% of the 

variance in changes in AS cognitive concerns (F Change = 3.11, p = .08). Results revealed that 
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there was a trending treatment condition by level of homework compliance interaction for 

changes in AS cognitive concerns from baseline to one-month follow-up (β = -.24, t = -1.76, p = 

.08, sr2 = .06).   
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CHAPTER 4 

DISCUSSION 

The current study was designed to investigate the efficacy of a brief AS cognitive concerns 

intervention on reductions in AS cognitive concerns and OC symptoms. Consistent with initial 

prediction, results revealed that there was a significant effect of treatment condition on changes 

in AS cognitive concerns from baseline to one-week follow-up. Specifically, results revealed that 

individuals in the CAST condition, compared to those in the PHET condition, demonstrated 

significantly lower AS cognitive concerns scores one-week post intervention. These findings are 

consistent with previous research attesting to the malleable nature of AS (Feldner, Zvolensky, 

Babson, Leen-Feldner, & Schmidt, 2008; Gardenswartz & Craske, 2001; Keough & Schmidt, 

2012; Schmidt et al., 2014; Schmidt, Eggleston, et al., 2007). Extending prior research, we now 

have evidence that AS, in particular AS cognitive concerns, is malleable even among a sample of 

individuals with elevated OCD symptoms. Unlike the vast majority of AS intervention research 

to date, which utilized non-clinical at-risk samples or highly anxious undergraduates (Broman-

Fulks & Storey, 2008; Feldner et al., 2008; Gardenswartz & Craske, 2001; Keough & Schmidt, 

2012), the current study utilized individuals with elevated OCD symptoms. Prior research has 

demonstrated that AS is particularly elevated in OCD samples when compared with non-clinical 

control samples (Robinson & Freeston, 2014) and individuals with other anxiety-related 

disorders (outside of PD; Deacon & Abramowitz, 2006). Although prior AS interventions have 

demonstrated that AS can be reduced among clinical samples with various anxiety and mood 

related disorders, this is the first study to date to demonstrate that reductions in this cognitive risk 

factor are possible among a sample of individuals recruited for specifically for elevated OC 

symptoms.   
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Contrary to initial prediction and other AS intervention trials (Keough & Schmidt, 2012; 

Schmidt et al., 2014; Schmidt, Eggleston, et al., 2007), there was not a significant main effect of 

treatment condition on changes in AS cognitive concerns from baseline to post-intervention or 

from baseline to one-month follow-up. Despite these results not reaching statistical significance, 

findings did follow the expected direction such that individuals in the CAST condition compared 

to those in the PHET condition, evidenced greater reductions in AS cognitive concerns scores 

immediately (29% and 11%, respectively) and over time (one-month post intervention AS 

cognitive concerns reductions 28% and 18%, respectively). It is possible that lack of statistical 

power contributed to these lack of findings. Indeed, between group effects were comparable at 

post-intervention (d = .26), week-one follow-up (d = .36), and month-one follow-up (d = .24), 

suggesting that the sample size was not large enough to detect this small to medium effect at all 

three time points.   

Also inconsistent with initial prediction, treatment condition did not have a direct effect on 

changes in OC symptoms from baseline to one-week or one-month follow-up. Additionally, 

there was not a direct effect of treatment condition on other secondary outcomes, namely overall 

levels of impairment (as measured by the SDS). Although unanticipated, these findings are 

consistent with contemporary statistical approaches which specify that direct effects are not 

needed or even expected when the outcome of interest is not likely to be affected directly or 

when the outcome of interested is measured distally from the independent variable (Hayes, 2009; 

Shrout & Bolger, 2002). Indeed, as noted by Shrout and Bolger (2002), effect sizes for more 

distal causal processes tend to decrease due to additional effects on the outcome of interest as 

well as random noise, suggesting that direct effects from the treatment condition to outcome 

variables not directly targeted within the intervention may not be statistically significant. Given 
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that the intervention was designed to focus specifically on correcting fear of cognitive stress 

symptoms, direct effects of the intervention on secondary outcomes, such as OC symptoms and 

overall levels of impairment may not occur. In line with prior AS amelioration trials in which 

direct effects of the treatment on more global symptoms (e.g., depression, suicidality) were not 

found (Schmidt et al., 2014; Schmidt, Eggleston, et al., 2007), treatment condition had a direct 

effect on proximal constructs targeted by the intervention, specifically AS cognitive concerns, 

but not on secondary outcomes including OC symptoms and overall levels of impairment. 

Based on the mediation analyses, OC symptoms were reduced via reductions in AS, in 

particular AS cognitive concerns.  These findings are consistent with previous AS intervention 

trials in which reductions in AS and/or its subfactors are associated with symptom improvement 

for various outcomes including anxiety, depression, and suicidality (Allan, Short, Albanese, 

Keough, & Schmidt, in press; Norr, Allan, Macatee, Keough, & Schmidt, 2014; Schmidt et al., 

2014). For instance, Allan, Short, Albanese, Keough, and Schmidt (2015) examined the indirect 

effects of an AS intervention on posttraumatic stress symptoms (PTSS) in a sample of 82 trauma 

exposed individuals. The authors found that the intervention led to a reduction in PTSS 

symptoms via changes in overall AS and AS social concerns. Likewise, Schmidt et al., 2014 

found that reductions in AS cognitive concerns, mediated the effects between treatment 

condition and overall anxiety, depression, and suicidality symptoms. Consistent with these 

findings and initial prediction, results revealed that reductions in AS cognitive concerns, rather 

than physical or social concerns were associated with reductions in OCD symptoms over time.  

Additionally, these findings support a growing body of research establishing a specific 

association between AS cognitive concerns and OC symptoms (Robinson & Freeston, 2014). For 

instance, in a large sample of undergraduate students (N = 636) Wheaton, Mahaffey, Timpano, 
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Berman, and Abramowitz (2012) found a significant association between the unacceptable 

thoughts, responsibility for harm, and symmetry dimensions of OCD and the cognitive concerns 

subscale of AS rather than the physical or social concerns subscale. Raines, Oglesby, Capron, 

and Schmidt (2014) extended this research by examining the associations between OCD 

symptom dimensions and AS subfactors in a sample of 76 treatment seeking adults with a 

primary diagnosis of OCD. Results reveled unique associations between AS cognitive concerns 

and the neutralizing and obsessing dimensions of OCD further suggesting that this AS dimension 

may be particularly relevant to OC samples. The current study extended this research by 

establishing a causal relationship among these constructs. In particular, changes in OC symptoms 

were observed following changes in AS cognitive concerns suggesting that AS cognitive 

concerns influence OC symptoms. 

Somewhat contrary to previous research, results revealed a marginally significant effect of 

homework compliance on reductions in AS cognitive concerns from baseline to one-month 

follow-up. In the only AS intervention to date to assess homework adherence, Keough and 

Schmidt (2012) found that homework indices (e.g., quantity and quality) were not associated 

with AS treatment gains. However, findings from the current study suggest that homework 

adherence, particularly in the active condition, might have been helpful in reducing one’s overall 

level of AS cognitive concerns. Notably, the construct of homework compliance differed across 

studies. Specifically, Keough and Schmidt (2012) calculated the exact number of days 

homework (i.e., quantity) was completed and the percentage of days IE trials were continued to 

the point of minimal distress (i.e., quality), whereas the current study examined a dichotomous 

variable of homework compliance (i.e., yes or no) and level of compliance on a 5-point Likert 

type scale. Thus, it is possible that differences in measurement contributed to these divergent 
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results. In particular, Keough and Schmidt’s (2012) stringent criteria for homework compliance 

may have reduced their ability to detect effects of moderate levels of homework completion.   

It is important to consider the efficacy of the current trial in contrast to AS intervention 

trials that have preceded it. Such comparisons can be complicated by a myriad of factors 

including but not limited to different measures of AS, levels of pre-treatment AS, dose of 

treatment, and follow-up periods. Remaining cognizant of the imperfect nature of such 

comparisons, it is still useful for understanding the current findings and how they relate to the 

broader AS intervention literature. To assist with such comparisons, percentile decreases in AS 

cognitive concerns scores were computed. Additionally, Cohen’s ds were calculated to provide 

an effect of treatment. The reduction the AS cognitive concerns scores from baseline to post-

intervention within the active condition was 29% (d = .45). This increased to 33% (d = .50) from 

baseline to one-week follow-up and leveled back off at 28% (d = .42) at one-month follow-up. 

This level of amelioration is comparable to that found in the active condition of the original 

CAST trial which evidenced a 37% (d = .62) reduction from baseline to post-intervention and 

35% (d = .58) from baseline to one-month follow-up (Schmidt et al., 2014). Even in a more 

intensive AS intervention (Keough & Schmidt, 2012), similar reductions were found from 

baseline to post-intervention in the active group (e.g., 29%, d = .50). However, the reduction 

from baseline to one-month follow-up, in the more intensive AS intervention, was considerably 

greater (e.g., 58%, d = 1.46). It should be noted however, that CAST required considerably less 

time to complete (< one hour) and was administered via computer with no therapist support.  

Thus, in terms of weighing efficacy and efficiency, CAST is well positioned in comparison to 

more intensive AS treatments.  
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Broadly, the current findings are also consistent with existing cognitive models of OCD 

which highlight the interplay between obsessional symptoms and an inflated responsibility for 

controlling one’s mental activities (e.g., I can and should control my thought process) in the 

development of psychopathology (Abramowitz et al., 2009; Purdon, 2008). In particular, the 

persistent and intrusive nature of obsessions in conjunction with unsuccessful attempts at 

suppression could result in feelings of cognitive dyscontrol (Janeck & Calamari, 1999), 

subsequently leading to more internal, negative appraisals of naturally occurring intrusive 

thoughts (Janeck et al., 2003). Thus, just as AS physical concerns increases ones distress 

response in the context of a normal physical sensations (Schmidt, Maner, et al., 2007), AS 

cognitive concerns could intensify the distress brought on by cognitive intrusions experienced in 

the context of OCD. 

Considering the treatment refractory nature of OCD (Abramowitz, Franklin, Schwartz, & 

Furr, 2003; Jenike, 2004), results from the current study have noteworthy clinical implications. 

Specifically, among individuals with elevated OC symptoms, assessing for AS cognitive 

concerns seems warranted. If elevated, clinicians may consider targeting this construct via brief 

AS amelioration interventions similar to that used in the present investigation. Indeed, a growing 

body of research has demonstrated that such protocols are effective at reducing AS and its 

subfactors over a two-year period (Keough & Schmidt, 2012; Schmidt et al., 2014; Schmidt, 

Eggleston, et al., 2007). Moreover, research has found that reductions in AS are associated with 

symptom improvement for various adverse outcomes including depression and suicidality 

(Raines, Short, Allan, Oglesby, & Schmidt, 2015). Although preliminary, findings from the 

current investigation suggest that AS cognitive concerns may be a promising construct to target 

among individuals with elevated OC symptoms, who also experience fears of cognitive 



	 33  

dyscontrol. Specifically, reducing AS cognitive concerns could be a novel way to treat OCD 

pathology, given that a large percentage (e.g., 50%) of patients refuse ERP treatment (Greist, 

1992) or dropout prematurely (Franklin et al., 2000). 

The current investigation should be considered in light of its limitations that warrant 

consideration when interpreting the findings. First, although participants in the current study 

were selected for evidencing elevated OC symptoms, the majority (77%) of the sample did not 

meet criteria for an OCD diagnosis. Whereas research has demonstrated that OCD symptoms are 

dimensional in nature (Gibbs, 1996; Olatunji, Williams, Haslam, Abramowitz, & Tolin, 2008), 

there are several recent studies contesting this idea (Althoff, Rettew, Boomsma, & Hudziak, 

2009; Schooler, Revell, Timpano, Wheaton, & Murphy, 2008), thus implying that there may be 

categorical distinctions such that OCD symptom classes may moderate the effects. Regardless of 

the nature of OCD symptoms, the current study demonstrated that symptom reductions can 

occur, even a primarily non-clinical OCD sample. Another limitation of the current study is that 

all constructs of interest were measured using self-report assessment. Whereas well-validated 

and reliable measures of both AS (Taylor et al., 2007) and OC symptoms (Abramowitz et al., 

2010) were utilized, multi-method approaches combining information from self-report measures 

and behavioral assessments would provide additional support for the current findings. Finally, 

the sample was primarily female (77%). Given that gender differences in OCD symptom 

dimensions have been reported (Labad et al., 2008; Torresan et al., 2013), in particular males are 

more likely to endorse symptom dimensions associated with AS cognitive concerns (e.g., 

unacceptable thoughts that are sexual, aggressive or religious in nature), effects of the 

intervention on OCD symptoms may vary with a more gender balanced sample. 
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Despite these limitations, the current investigation provides important information 

regarding the treatment of OCD. Specifically, this study was the first to demonstrate that an AS 

cognitive concerns intervention could reduce OC symptoms, via reductions in AS cognitive 

concerns. While there are numerous first-line interventions for OCD (Koran et al., 2007), many 

individuals receive treatment after years of impairment or no treatment at all (Greist, 1992; 

Jenike, 2004). Among the relevant factors that restrict patient involvement are cost and 

availability (Jenike, 2004). Protocols like CAST, which are completely autonomous and can be 

delivered remotely via the Internet, may help to reduce therapist burden and stigma. Given that 

CAST demonstrated moderate effects in reducing OC symptoms via changes AS cognitive 

concerns, even at such a low dose (i.e., less than one hour with no therapist involvement), 

highlights its potential utility, particularly in stepped care models as a way to enhance motivation 

and involvement in more intensive therapies for OCD. 

  



	 35  

APPENDIX A 

TABLES 

Table 1 

Schedule of Assessments 

Assessment Screening 
Apt. 

Baseline 
Apt. 

Intervention One-
week 

Follow-
up 

One-
month 

Follow-
up 

Pre-Tx Post-Tx 

Diagnostic and Screening       

  SCID-NP  X     

  Demographic 

Questionnaire 
 X     

  General Health Scale X    X X 

Symptom and Vulnerability       

  ASI-3 X X X X X X 

  DOCS X X   X X 

Service Utilization and 

Disability 
      

  PTI-R  X    X 

  SDS  X    X 
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Table 2 

 

Means, standard deviations, and zero-order correlations for all self-report variables used in the 

current analyses 

   1  2  3  4  5  6  7 

BL ASI3 cog - 

PO ASI3 cog .81**  - 

W1 ASI3 cog .84**  .92**  - 

M1 ASI3 cog .68**  .74**  .88**  - 

BL DOCS  .51**  .45**  .52**  .41*  - 

W1 DOCS  .51**  .50**  .60**  .63**  .66**  - 

M1 DOCS  .50**  .49**  .60**  .57**  .68**  .70**  - 

CAST Mean 9.67  6.82  6.45  7.00  23.00  19.45  16.57 

CAST SD  5.86  6.64  6.96  6.83  11.59  13.02  14.02 

PHET Mean 8.93  7.93  8.38  7.32  20.00  21.65  15.36 

PHET SD  6.85  7.44  7.89  7.52  12.86  14.04  11.04 

Note. BL = Baseline, PO = Post, W1 = Week 1, M1 = Month 1, ASI3 cog = Anxiety Sensitivity 
Index-3 cognitive concerns subscale, DOCS = Dimensional Obsessive Compulsive Scale total 
score 
**p < .001, * p < .05 
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Table 3  

Equivalence of random assignment to conditions across various demographic and psychological 

variables  

Variable 
 

CAST PHET 

Age 
 

M = 22.83 (SD = 7.63) M = 23.70 (SD = 10.14) 

Gender 
 

73.3% Female 80.0% Female 

BL ASI-3 Cognitive Concerns 
 

M = 9.67 (SD = 5.86) M = 8.93 (SD = 6.85) 

BL DOCS 
 

M = 23.00 (SD = 11.59) M = 20.00 (SD = 12.86) 

OCD Diagnoses 
 

30.0% OCD 17.0% OCD 
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APPENDIX B 

FIGURES 

Figure 1 

	

	

	

	

	

	

	

	 	

	

	

	

	

	

	

	

	

	

	

	

	

	

Figure 1. Consort diagram detailing patient flow, assignment, and dropout. 
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Figure 2 

 

 

 

 

 

 

 

 

Figure 2. Indirect effect of treatment condition on DOCS change score from baseline to one-

month follow-up through AS cognitive concerns change score from baseline to one-week follow-

up. Non-significant lines are dashed. 

 

Treatment 
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One-Month 

DOCS 

AS Cognitive 

Concerns 

-2
.81 .63 

Indirect effect: B = -1.76, 95% CI -5.19, -.06  

-.88 
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APPENDIX C 

FLORIDA STATE HUMAN SUBJECTS COMMITTEE APPROVAL LETTERS AND 

INFORMED CONSENT 

 

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 

 

APPROVAL MEMORANDUM 

 

Date: 6/16/2014 

 

To: Amanda Medley  

 

Address: 1107 W. Call St. Tallahassee, FL 32306 

Dept.: PSYCHOLOGY DEPARTMENT 

 

From: Thomas L. Jacobson, Chair 

 

Re: Use of Human Subjects in Research 

Examination of a Brief Anxiety Sensitivity Cognitive Concerns Intervention for Obsessive-

compulsive Disorder 

 

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 06/11/2014. 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. 
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If the project has not been completed by 6/10/2015 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. 

 

By copy of this memorandum, the Chair 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 FWA00000168/IRB number IRB00000446. 

 

Cc: Norman Schmidt, Advisor 

HSC No. 2014.12849 

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: 4/9/2015 

 

To: Amanda Medley  

 

Address: 1107 W. Call St. Tallahassee, FL 32306 

Dept.: PSYCHOLOGY DEPARTMENT 

 

From: Thomas L. Jacobson, Chair 
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Re: Re-approval of Use of Human subjects in Research 

Examination of a Brief Anxiety Sensitivity Cognitive Concerns Intervention for Obsessive-

compulsive Disorder 

 

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 

4/6/2016, you must request renewed approval by 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. 2015.15159	

Consent Form 

 

Florida State University 
Consent to Participate in a Research Study 

 
 
Title of Study:  Evaluation of a Brief Anxiety Sensitivity Cognitive Concerns Intervention for 
Obsessive-compulsive Disorder 

 
Principal Investigator: Amanda Medley 
FSU Department: Psychology 
Department Phone number:  
Faculty Advisor: Norman B. Schmidt, Ph.D. 

 
Study Contact email:	  
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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 test the effectiveness and usability of a computer-based 
treatment. The target of the treatment (named stress sensitivity), has been shown to be 
associated with a variety of negative mental health outcomes including obsessive-
compulsive disorder. 

 
How long will your participation in this study last? 
The total time commitment for the current study will be between five and six hours. 

 
What will happen if you take part in the study? 
The current research study will include the following: 

 
Baseline: 
You will be asked to complete a series of self-report questionnaires. The 
questionnaires will ask you about different personality traits related to stress, anxiety, 
and depression. Next, you will meet with a trained graduate student for a one to two 
hour interview regarding your mental health history. This interview will be completely 
confidential and you will have the opportunity to ask questions at any point. 
Participation is expected to take two to three hours. 

 
Computerized Intervention: You will be randomly assigned to receive either a 45- 
minute computer presentation that is expected to reduce a specific mental health 
vulnerability or one that is expected to have little effect on this vulnerability. In both 
presentations you will learn exercises to reduce the effects of stress. These exercises will 
involve things like exercising, stretching, over-breathing, or spinning in a chair and are 
designed to bring on slightly uncomfortable short-term sensations such as dizziness, 
light-headedness, and increased respiration. You will also complete a brief set of 
questionnaires before and after the intervention. Participation is expected to take one 
hour. 

 
One week follow-up: One week following the date of your computerized intervention 
appointment, you will be asked to complete a series of self-report questionnaires. The 
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questionnaires will ask you about different personality traits related to stress, anxiety, 
and depression. Participation is expected to take one hour. 

 
One month follow-up: One month following the date of your computerized intervention 
appointment, you will once again be asked to complete a series of self-report 
questionnaires. The questionnaires will ask you about different personality traits related 
to stress, anxiety, and depression. Following this appointment, all participants who did 
not receive the active treatment will be given free access to it. Participation is expected 
to take one hour. 

 
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 reducing your vulnerability to a cognitive stress risk 
factor associated with negative mental health outcomes. 

 
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 or participating in exercises such as 
straw breathing or chair spinning. These situations should not be any more anxiety-provoking 
than situations commonly experienced in day-to-day life. 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 and 
you will be protected to the extent allowed by law. Each participant will be assigned an 
Identification Code with which all questionnaires will be labeled. All questionnaire data 
relevant to this project will be destroyed on or before June 1, 2024. 

 
Will you receive anything for being in this study? 

You will receive treatment services via the computerized intervention for your participation in 
the study. Additionally, you will receive $20 ($10 for the one week follow-up and $10 for the 
one month follow-up) or 5 to 6 research credits for full participation, depending on the means 
of recruitment. 

 
Will it cost you anything to be in this study? 
There will be no costs for being in the study. 
  
What if you are an 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 are an FSU employee? 
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Taking part in this research is not a part of your University duties, and refusing will not affect 
your job. You will not be offered or receive any special job-related consideration if you take 
part in this research. 

 
What if you have questions about this study? 
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 
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Initial Investigation. In C. Potter (Chair), Clinical Implications of Panic Symptoms across 

Anxiety, Mood, and Related Disorders. Symposium talk presented at the annual meeting of 
the Anxiety and Depression Association of America conference, Chicago, Illinois. 
 

9.   Capron, D.W., Raines, A.M., Cougle, J.R. & Schmidt, N.B. (2014, March). Computerized 
Intervention for Reducing Suicide Vulnerability via Anxiety Sensitivity Cognitive Concerns. 
In J. Cougle (Chair), Innovations in computerized treatments for depression: A focus on 

cognitive biases and affect tolerance and sensitivity. Symposium talk presented at the annual 
meeting of the Anxiety and Depression Association of America conference, Chicago, Illinois. 
   

8.   Mitchell, M.A., Capron, D.W., Raines, A.M., & Schmidt, N.B. (2014, March). Efficacy of 
an intervention targeting cognitive concerns of anxiety sensitivity to reduce PTSD and 
depressive symptoms among civilians and veterans. In S.C. Horswill (Chair), Identifying and 

treating predispositional variables in the development of PTSD. Symposium talk presented at 
the annual meeting of the Anxiety and Depression Association of America conference, 
Chicago, Illinois. 
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7.   Raines, A.M. & Schmidt, N.B. (2013, November). An overview of Compulsive Hoarding. 
Individual oral presentation presented at the annual conference of the Department of Children 
and Families in Orlando, Fl. 

 

6.   Raines, A.M., Korte, K.J., Norr, A.M., Capron, D.W., Schmidt, N.B., & Zvolensky, M. 
(2013, July). Efficacy of a Panic Prevention Program in Smokers with Elevated Anxiety 

Sensitivity. Symposium talk presented at the annual meeting of the World Congress of 
Behavioral and Cognitive Therapies, Lima, Peru. 

 

5.   Capron, D.W., Medley, A.N., & Schmidt, N.B. (2013, April). Anxiety Sensitivity Subfactor 
Interaction and Suicide: A Cross-Cultural Replication. In J. Riberio (Chair), The 

Interpersonal Theory of Suicide: Further Developments and Novel Extensions. Symposium 
talk presented at the annual conference of the American Association of Suicidology, Austin, 
TX. 
 

4.   Capron, D.W., Medley, A.N., Cougle, J.R., & Schmidt, N.B. (2013, April). Development of a 

Targeted Computerized Intervention for Anxiety Sensitivity Cognitive Concerns for use with 

at-risk Military Populations. Individual oral presentation presented at the annual conference 
of the Anxiety and Depression Association of America in La Jolla, CA. 
 

3.   Keough, M.E., Capron, D.W., Medley, A.N., Mitchell, M.A., Wilson, S.B., & Schmidt, N.B. 
(2010, November). Refinement and Examination of a Brief Anxiety Sensitivity Focused 

Intervention. Symposium presented at the Annual Association for Behavioral and Cognitive 
Therapies Convention, San Francisco, CA. 
 

2.   Medley, A., & Sachs-Ericsson, N. (2007, April). Predictors of Parental Physical Abuse: The 

contribution of psychopathology and childhood experiences of abuse. Individual oral 
presentation presented at the Florida State University Howard D. Baker Research 
Colloquium on April 11, 2008. 

 

1.   Medley, A., & Sachs-Ericsson, N. (2007, April). Consequences and Causes of Childhood 

Abuse. Individual oral presentation presented at the Florida State University Undergraduate 
Research and Creative Activities Symposium on April 5, 2007. 

 

POSTER PRESENTATIONS 

 
38. Portero, A.K., Raines, A.M., & Schmidt, N.B. (2015, November). Examination of the 

association between attention deficits and specific hoarding symptoms.	Poster presented at 

the annual Association for Behavioral and Cognitive Therapies conference, Chicago, IL. 
 
37. Raines, A.M., Oglesby, M.E., Allan, N.P., Short, N.A., & Schmidt, N.B. (2015, November). 

Examination of a Triple Vulnerability Model of Hoarding. Poster presented at the annual 
Association for Behavioral and Cognitive Therapies conference, Chicago, IL. 

 
36. Boffa, J.W., Norr, A.M., Raines, A.M., Albanese, B.J., Short, N.A., & Schmidt, N.B. (2015, 

November). Pre-trauma Anxiety Sensitivity Interacts with Trauma Exposure to Predict Post-
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traumatic Stress Symptoms. Poster presented at the annual Association for Behavioral and 
Cognitive Therapies conference, Chicago, IL. 

 
35. Short, N.A., Oglesby, M.E., Raines, A.M., Boffa, J.W., & Schmidt, N.B. (2015, November). 

An initial investigation of the relationship between experiential avoidance and insomnia 
symptoms. Poster presented at the annual Association for Behavioral and Cognitive 
Therapies conference, Chicago, IL. 

 
34. Oglesby, M.E., Boffa, J.W., Short, N.A., Raines, A.M., Albanese, B.J., & Schmidt, N.B. 

(2015, November). A Prospective Investigation of the Relationship Between Intolerance of 
Uncertainty and Post-traumatic Stress Symptoms Following a Traumatic Event. Poster 
presented at the annual Association for Behavioral and Cognitive Therapies conference, 
Chicago, IL.  

  
33. Short, N.A., Oglesby, M.E., Boffa, J.W., Raines, A.M., & Schmidt, N.B. (2015, April). 

Emotion dysregulation and posttraumatic stress symptoms: The mediating role of 
experiential avoidance. Poster presented at the annual Anxiety and Depression Association of 
America conference, Miami, FL. 

 
32. Portero, A.K., Raines, A.M., Short, N.A., Oglesby, M.E., & Schmidt, N.B. (2015, April). 

Traumatic life events and hoarding: The mediating role of emotion dysregulation. Poster 
presented at the annual Anxiety and Depression Association of America conference, Miami, 
FL. 

 
31. Oglesby, M.E., Short, N.A., Raines, A.M., & Schmidt, N.B. (2015, April). Intolerance of 

Uncertainty as a mediator of Worry and Insomnia. Poster presented at the annual Anxiety 
and Depression Association of America conference, Miami, FL. 

 
30. Guillot, C.R., Leventhal, A.M., Raines, A.M., Schmidt, N.B., & Zvolensky, M.J. (2015, 

February). Anxiety Sensitivity Components in Relation to Tobacco Use, Withdrawal, and 

Cognitions in Treatment –Seeking Smokers. Poster presented at the annual Society for 
Research on Nicotine and Tobacco conference, Philadelphia, PA.  

 
29. Raines, A.M., Short, N.A., Allan, N.P., Oglesby, M.E., & Schmidt, N.B. (2014, December). 

Effects of a Brief Anxiety Sensitivity Intervention on Suicidality among Individuals with 

Obsessive-compulsive Symptoms. Poster presented at the annual Special Operations Medical 
Association conference, Tampa, FL.  

 
28. Oglesby, M.E., Capron, D.W., Raines, A.M., Short, N.A., & Schmidt, N.B. (2014, 

November). Interpretation Bias for Uncertain Threat: A replication and Extension. Poster 
presented at the annual Association of Behavioral and Cognitive Therapies conference, 
Philadelphia, PA. 
 

27. Portero, A.K., Raines, A.M., Rhoden, R.E., Capron, D.W., & Schmidt, N.B. (2014, 
November). Depression Sensitivity as a Vulnerability Factor for Hoarding Behaviors. Poster 
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presented at the annual Association of Behavioral and Cognitive Therapies conference, 
Philadelphia, PA. 
 

26. Portero, A.K., Raines, A.M., Short, N.A., & Schmidt, N.B.  (2014, November). Cognitive 

Processes in Hoarding: The effects of rumination. Poster presented at the annual Association 
of Behavioral and Cognitive Therapies conference, Philadelphia, PA.  
 

25. Short, N.A., Raines, A.M., Oglesby, M.E., Zvolensky, M.J., & Schmidt, N.B. (2014, 
November). Insomnia and emotion dysregulation: Independent and interactive predictors of 

PTSD symptoms among trauma-exposed smokers. Poster presented at the annual Association 
of Behavioral and Cognitive Therapies conference, Philadelphia, PA.  
 

24. Norr, A.M., Allan, N.P., Capron, D.W., Raines, A.M., Zvolensky, M.J., & Schmidt, N.B. 
(2014, March). Hierarchical model of emotional distress disorders: Relations with anxiety 

sensitivity subfactors. Poster presented at the annual meeting of the Anxiety and Depression 
Association of America, Chicago, IL.  

  
23. Oglesby, M.E., Capron, D.W., Raines, A.M., & Schmidt, N.B. (2014, March). Anxiety 

Sensitivity Cognitive Concerns and Suicide: A Comparison of Low Risk vs. High Risk. Poster 
presented at the annual Anxiety and Depression Association of America conference, 
Chicago, IL. 
 

22. Portero, A.K., Raines, A.M., Short, N.A., Unruh, A.S., & Schmidt, N.B. (2014, March). An 

Initial Investigation of the Relationships between Insomnia and Hoarding Severity. Poster 
presented at the annual Anxiety and Depression Association of America conference, 
Chicago, IL. 
 

21. Short, N.A., Mitchell, M.A., Raines, A.M., & Schmidt, N.B. (March, 2014). Postconcussive 

and PTSD symptoms: Evaluating the moderating role of distress tolerance. Poster presented 
at the annual Anxiety and Depression Association of America conference, Chicago, IL.  
 

20. Bontempo, A.C., Raines, A.M., Capron, D.W., & Schmidt, N.B. (2013). Examination of the 

relationships between OCD subtypes and suicide: The moderating role of AS cognitive 

concerns. Poster presented at the annual International Obsessive Compulsive Disorder 
Foundation conference, Atlanta, GA.  
 

19. Oglesby, M.E., Unruh, A.S., Norr, A.M., Raines, A.M., Capron, D.W., Korte, K.J., & 
Schmidt, N.B. (2013, November). Perceived Control as a Moderator of Intolerance of 

Uncertainty and Social Anxiety. Poster presented at the annual Association for Behavioral 
and Cognitive Therapies conference, Nashville, TN.  
 

18. Unruh, A.S., Oglesby, M.E., Korte, K.J., Raines, A.M., Capron, D.W., & Schmidt, N.B. 
(2013, November). Examination of the Relationship between Perceived Control and Use of 

Safety Aids. Poster presented at the annual Association for Behavioral and Cognitive 
Therapies conference, Nashville, TN.  
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17. Norr, A.M., Oglesby, M.E., Capron, D.W., Raines, A.M., & Schmidt, N.B. (2013, April). 
Intolerance of uncertainty: Comparison with other vulnerability factors across anxiety 

disorders. Poster presented at the annual Florida State University Graduate Research Day, 
Tallahassee, FL. 
 

16. Bontempo, A.C., Capron, D.W., Medley, A.N., Korte, K.J., Norr, A.M., & Schmidt, N.B. 
(2013, April). The Role of Indecisiveness across OCD Symptoms. Poster presented at the 
annual Anxiety and Depression Association of America conference, La Jolla, CA. 
 

15. Norr, A.M., Oglesby, M.E., Capron, D.W., Raines, A.M., Korte, K.J., & Schmidt, N.B. 
(2013, April) Intolerance of uncertainty and other transdiagnostic vulnerability factors in 

social anxiety and worry. Poster presented at the annual Anxiety and Depression Association 
of America conference, La Jolla, CA. 

 
14. Unruh, A.S., Oglesby, M.E., Hunter, L.R., Medley, A.N., Mitchell, M.A., & Schmidt, N.B. 

(2012, November). The Association of Importance to Change and Social Anxiety Treatment. 
Poster presented at the annual Association for Behavioral and Cognitive Therapies 
conference, National Harbor, MD.  
 

13. Medley, A., Korte, K.J., Riccardi, C.J., Schmidt, N.B., & Zvolensky, M.J. (2012, 
November). Examination of the Relationship between OCD Subtypes and Smoking Severity. 
Poster presented at the annual Association for Behavioral and Cognitive Therapies 
conference, National Harbor, MD. 
 

12. Oglesby, M.E., Medley, A.N., Norr, A.M., Capron, D.W., Korte, K.J., & Schmidt, N.B. 
(2012, November). Exploration of Intolerance of Uncertainty as a Vulnerability Factor for 

Hoarding Behaviors. Poster presented at the annual Association for Behavioral and 
Cognitive Therapies conference, National Harbor, MD. 
 

11. Oglesby, M.E., Norr, A.M., Medley, A.N., Capron, D.W., Korte, K.J., & Schmidt, N.B. 
(2012, April). The Association between Social Anxiety and Intolerance of Uncertainty. Poster 
presented at the annual Anxiety Disorders Association of America conference, Arlington, 
VA.  
 

10. Medley, A., Capron, D.W., Korte, K.J., Unruh, A.S., Schmidt, N.B. (2012, April). Risk 

Factors   for Compulsive Hoarding. Poster presented at the annual Anxiety Disorders 
Association of America conference, Arlington, VA. 
 

9.   Capron, D.W., Fitch, K.E., Medley, A.N., & Schmidt, N.B. (2011, March). The ASI and the 

desire to die: An investigation of Anxiety Sensitivity and increased suicidal ideation. Poster 
presented at the annual Anxiety Disorders Association of America conference, New Orleans, 
Louisiana.   

 
8.   Mills, H.L., Martinez, J.H., Riccardi, C.J., Keough, M.E., Timpano, K.R., Medley, A.N., & 

Schmidt, N.B. (2010, June). Not Just Right Experiences as a mediator of the relationship 
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between Distress Tolerance & Obsessive-Compulsive Disorder. Poster presented at the 
annual World Congress of Behavioral and Cognitive Therapies conference, Boston, MA. 

 
7.   Riccardi, C.J., Timpano, K.R., Medley, A.N., & Schmidt, N.B. (2010, March). The Role of 

Motivation in the Treatment of Obsessive Compulsive Disorder. Poster presented at the 
annual Anxiety Disorders Association of America conference, Baltimore, MD. 

 
6.   Medley, A.N., Sachs-Ericsson, N., Gayman, M., Kendall-Tackett, K., & Lloyd, D. (2009, 

November). The Prospective Relationship between Adult Reports of Childhood Abuse and 

Internalizing Disorders, Moderated by Self-Esteem. Poster presented at the annual 
Association for Behavioral and Cognitive Therapies convention, New York, NY. 

 
5.   Mills, H., Medley, A., Zawilinski, L., Sawyer, K., Mallott, M., Blagg, C., Sachs-Ericsson, 

N., Schmidt, N.B., & Gerend, M. (2009, July). An Examination of Body Vigilance & Smoking 

Risk perception. Poster presented at the annual Florida Psychological Association 
convention, Palm Beach, FL. 

 
4.   Brush, B., Hunter, L., Zawilinski, L., Medley, A., Mallott, M., Blagg, C., Sawyer, K., Sachs-

Ericsson, N., Schmidt, N.B., & Gerend, M. (2009, July). An Investigation of Anxiety 

Sensitivity Index Subscales on the Motivation to Quit Smoking. Poster presented at the annual 
Florida Psychological Association convention, Palm Beach, FL. 

 
3.   Zawilinski, L.L., Medley, A.N., Timpano, K.R., & Schmidt, N.B. (2008, November). The 

Association between Obsessive-Compulsive Symptoms and the Anxiety Vulnerability Factor 

Body Vigilance. Poster presented at the annual Association for Behavioral and Cognitive 
Therapies convention, Orlando, FL. 

 
2.   Zawilinski, L.L., Medley, A.N., Timpano, K.R., & Schmidt, N.B. (2008, June). Examination 

of the Anxiety Vulnerability Factors Body Vigilance and Distress Tolerance in relation to 

Obessive-Compulsive Symptoms. Poster presented at the annual Florida Psychological 
Association convention, Bonita Springs, FL. 

 
1.   Medley, A.N., Sachs-Ericsson, N. (2008, March). Predictors of Parental Physical Abuse: 

The contribution of psychopathology and childhood experiences of abuse. Poster presented at 
the annual Anxiety Disorders Association of America conference, Savannah, GA. 

 
POSTER PRESENTATIONS UNDER REVIEW  

 
1. Raines, A.M., Walton, J. McManus, E., Franklin, C.L., & Uddo, M. (2016, March). 

Posttraumatic stress disorder and anxiety sensitivity: Specific relations among symptom 
clusters. Poster in preparation for submission to the annual Anxiety and Depression 
Association of America conference, Philadelphia, PA.   

 
PROFESSIONAL RESEARCH POSITIONS 

 

09/11-06/15 Data Management Coordinator 
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  Department of Psychology, Florida State University, Tallahassee, FL 

  Anxiety and Behavioral Health Clinic 

  Supervisor: Norman B. Schmidt, Ph.D. 
 Activities: Create online databases to track client data from baseline through 

follow-up; create SPSS databases and syntax; manage post-undergraduate 
research assistants during the data entry and cleaning process; assist with 
recruitment efforts; attend bi-weekly meetings to discuss project goals. 

 
04/09-06/15 Laboratory Research Coordinator 

Department of Psychology, Florida State University, Tallahassee, FL 

Anxiety and Behavioral Health Clinic 

Supervisor: Norman B. Schmidt, Ph.D. 
Activities: Serve as project coordinator on several treatment outcome research 
studies; supervise graduate student therapists; coordinate cross-site collaborations; 
administer diagnostic interviews (SCID) to potential research participants and 
clients; deliver anxiety-based smoking cessation treatment intervention; manage 
undergraduate and full-time post-undergraduate research assistants; manage 
databases; assist with recruitment efforts; manage participant payments and 
funding accounts. 

 
01/14-01/15 Neurophysiology Technician 

  Department of Psychology, Florida State University, Tallahassee, FL 
  Anxiety and Behavioral Health Clinic 

  Supervisor: Edward M. Bernat, Ph.D. 
 Activities: Assist with psychophysiological data collection for an anxiety-based 

suicide prevention program funded by the Military Suicide Research Consortium. 
Administer research protocol to eligible participants including consent, data 
collection, and debriefing using psychophysiology measurements such as EEG 
and SCR. 

 
01/11-08/11     Research Study Therapist 

       Department of Psychology, Florida State University, Tallahassee, FL 

Anxiety and Behavioral Health Clinic 

Supervisor: Christina J. Riccardi, M.S. 
Activities: Administered a five-session brief transdiagnostic treatment to patients 
with a primary anxiety diagnosis; maintained participant files; participated in bi-
weekly training and supervisory meetings to ensure protocol adherence; 
completed diagnostic interviews (SCID) at follow-up appointments. 

 
08/09-04/10 Research Study Therapist 
  Department of Psychology, Florida State University, Tallahassee, FL 

  Anxiety and Behavioral Health Clinic 

  Supervisor: Meghan E. Keough, M.S. 
 Activities: Administered a brief anxiety sensitivity (AS) treatment to individuals 

with high AS; completed diagnostic interviews (SCID) at initial screening 
appointment; administered CO2 challenge at intervention and follow-up 
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appointments; maintained participant files; attended supervisory meetings to 
discuss diagnostic interviews and ensure protocol adherence.  

 
06/07-06/08 Full-time Research Assistant  

Department of Psychology, Florida State University, Tallahassee, FL 

Anxiety and Behavioral Health Clinic 

Supervisor: Norman B. Schmidt, Ph.D. 
Activities: Managed a multi-site anxiety based smoking cessation treatment 
program funded by NIMH; administered diagnostic interviews (SCID) to 
potential patients with anxiety related disorders; screened potential patients to 
determine possible psychopathology; managed undergraduate students working in 
the laboratory; recruited research participants for various lab projects utilizing 
multiple media sources; constructed and managed internet databases and SPSS 
databases; trained in empirically based smoking cessation treatment. 

 

03/08-04/08 Rater of Treatment Fidelity (Motivational Interviewing) 
Department of Psychology, Florida State University, Tallahassee, FL 

Anxiety and Behavioral Health Clinic 

Supervisor: Julia D. Buckner, M.S. 
Activities:  Utilized the Motivational Interviewing Treatment Integrity code, 
Version 2.0 to rate fidelity of graduate student therapists on the delivery of 
Motivation Enhancement Therapy; attended weekly training workshops and 
supervision meetings.  

 
08/05-08/07 Research Assistant  

Department of Psychology, Florida State University, Tallahassee, FL 

Clinical Psychology Laboratory- Honors Thesis research 

Supervisor: Natalie Sachs-Ericsson, Ph.D. 
Activities:  Conducted Honors Thesis entitled: “Predictors of Parental Physical 
Abuse: The contribution of psychopathology and childhood experiences of 
abuse”; completed and successfully defended; published in the Journal of 
Affective Disorders, 2009.  

 
08/06-04/07 Research Assistant  

Department of Psychology, Florida State University, Tallahassee, FL 

Florida Center for Reading Research (FCRR) 

Supervisor: Christopher Lonigan, Ph.D. 
Activities:  Trained in conducting research on reading growth, assessment, and 
instruction, to help with literacy related problems in Florida; visited various 
schools in the panhandle on a weekly basis; administered computer-based 
assessments to pre-school children; maintained records of each assessment and 
documented children’s ability to process visual and audio material through their 
response to various directions. 
 

05/06-04/07 Research Assistant  
Department of Psychology, Florida State University, Tallahassee, FL 
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Clinical Psychology Laboratory 

Supervisor: Thomas Joiner, Ph.D. 
Activities:  Entered and cleaned data for various projects related to eating 
disorders; administered research protocol to undergraduate participants. 
 

08/05-08/06 Research Assistant  
Department of Psychology, Florida State University, Tallahassee, FL 

Social Psychology Laboratory 

Supervisor: Roy Baumister, Ph.D. 
Activities:  Assisted in a series of studies being conducted including areas such as 
social rejection, self-defeating behaviors, and self-control; coordinated research 
assistant and participant lab schedules weekly; trained new assistants on lab 
policies and experimental procedures; conducted on-going lab research by 
administering research protocols, testing materials, and debriefing participants. 

 
TEACHING/SUPERVISING EXPERIENCE 

 

04/09-06/15  Instructor & Supervisor 

Department of Psychology, Florida State University, Tallahassee, FL 

Course: Directed Individual Study (undergraduate-level course) 
Duties: Develop curriculum and provide instruction to undergraduates in 
conducting clinical and translational research; conduct professional development 
exercises and seminars in a variety of topics including research methods and 
assessment of suicidality. 

 
08/13-12/13    Teaching Psychology Practicum 

      Department of Psychology, Florida State University, Tallahassee, FL 

       Professor: Mark Licht, Ph.D.  
Course work: Completed a teaching practicum course designed to exposure 
individuals to the essential steps for developing a course including developing a 
teaching philosophy, writing general course goals and learning objects, 
establishing course organization and structure, developing skills to facilitate 
learning, establishing methods for evaluating learning, and student/classroom 
management; As a part of the curriculum students guest lectured for three separate 
undergraduate courses. 
 

06/11       Guest Lecturer 
 Department of Psychology, Florida State University, Tallahassee, FL 

Course: Introduction to Psychology (undergraduate-level course)  
Professor: Jesse R. Cougle, Ph.D. 
Lectures: Provided an overview of personality theories 

  
01/11       Guest Lecturer 
 Department of Psychology, Florida State University, Tallahassee, FL 

Course: Abnormal Psychology (undergraduate-level course)  
Professor: Christina Riccardi, M.S. 
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Lectures: Provided an overview of assessing and diagnosing abnormality 
 
01/10-04/10  Lab Instructor  

Department of Psychology, Florida State University, Tallahassee, FL 

Course: Assessment (graduate-level course) 
Duties: Provided instruction in conducting ADHD and learning disorder 
evaluations for one 50-minute laboratory session per week (14 students); assisted 
with laboratory lecture design; graded assessment reports and protocols; ensured 
that students were proficient at administering WAIS, WISC, WJ-C-III, and WJ-A-
III. 

 
07/09       Guest Lecturer 
       Department of Psychology, Florida State University, Tallahassee, FL  

Course: Abnormal Psychology (undergraduate-level course)  
Professor: Joyce Carbonell, Ph.D. 
Lectures: Provided an introduction to eating disorder diagnoses, classification, 
and treatment. 

 
2005-2007      Teaching Assistant 

Department of Psychology, Florida State University, Tallahassee, FL  

Course: Clinical and Counseling Psychology and Abnormal Psychology 
(undergraduate-level course)  
Professor: Natalie Sachs-Ericsson, Ph.D. 
Duties: Helped to create syllabus, lecture slides, and exams; assisted 
undergraduate students having difficulty with course material; proctored exams 
and maintained students course grades using Excel; reviewed course material with 
students unable to make scheduled class time. 

 
AD HOC REVIEWER_________________________________________________________ 
 
Psychiatry Research 

Journal of Anxiety Disorders 

Journal of Behavior Therapy and Experimental Psychiatry 

 
HONORS AND AWARDS 

 

2015  FSU Graduate Research Development Award ABCT: $600 
2015  FSU Congress of Graduate Students Conference Presentation Grant ABCT: $200-500 
2015  FSU Graduate Research Development Award ADAA: $100 
2015  FSU Congress of Graduate Students Conference Presentation Grant ADAA: $200-500  
2015   FSU Congress of Graduate Students Conference Presentation Grant ABCT: $200-500 
2014  FSU Graduate Research Development Award ABCT: $600 
2014  FSU Congress of Graduate Student Conference Attendance Grant ABCT: $100 
2014  FSU Graduate Research Development Award ADAA: $600 
2013  FSU Congress of Graduate Students Conference Attendance Grant ABCT: $100 
2013  FSU Congress of Graduate Students Conference Presentation Grant WCBCT: $200-500 
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2013  FSU Graduate Research Development Award WCBCT: $1000 
2012  FSU Graduate Research Development Award ABCT: $600 
2012  FSU Congress of Graduate Students Conference Presentation Grant ABCT: $200-500 
2012  FSU Congress of Graduate Students Conference Presentation Grant ADAA: $200-500 
2011  FSU Congress of Graduate Students Conference Presentation Grant ADAA: $200-500 
2009  FSU Congress of Graduate Students Conference Presentation Grant ABCT: $200-500 
2008  FSU Congress of Graduate Students Conference Presentation Grant ABCT: $200-500 
2002- 2007 Florida Bright Futures Scholarship Recipient  

  2005- 2007 Florida State University Honors in the Major Program 
 

PROFESSIONAL TRAINING 
 

10/13  Building the NIH Grant Proposal 
Robert E. Porter, Ph.D., Florida State University, Office of Proposal Development, 

Tallahassee, FL 

10/13  Writing Successful Grants 
Robert E. Porter, Ph.D., Florida State University, Office of Proposal Development, 

Tallahassee, FL 

08/12  Behavioral Activation Treatment Training  
Carl Lejuz, Ph.D., Florida State University Multidisciplinary Center,  

Tallahassee, FL 

03/11  Dialectical Behavioral Therapy Training  
  Florida State University Psychology Clinic, Tallahassee, FL 

01/11  Motivational Interview Training  
  Florida State University Psychology Clinic, Tallahassee, FL 

11/10  Writing Scientific Papers  
  Florida State University, The Graduate School, Tallahassee, FL 

06/09  Suicide Prevention Training  
Thomas Joiner, Ph.D., Apalachee Center, Tallahassee, FL 

08/08  Animal Care and Use  
  Florida State University Laboratory Animal Resources, Tallahassee, FL 

06/07  Smoking Cessation Treatment Training  
Michael Zvolensky, Ph.D., Florida State University, Tallahassee, FL 

 

PROFESSIONAL MEMBERSHIPS 
 

Anxiety and Depression Association of America (Student Member) 
  Association for Behavioral and Cognitive Therapies (Student Member) 

 
VOLUNTEER EXPERIENCE 
   

Stand Down for the Homeless; New Orleans, LA 

Provided information about mental health services at the VA, Fall 2015 
 
Raa Middle School Science Fair; Tallahassee, FL 

Volunteer judge for middle school science fair projects, Fall 2014 
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Maclay High School Field Trip; Tallahassee, FL 

Hosted high school psychology students for a research focused workshop, Spring 2014 
 

Medical Guest Lectures; Florida State University College of Medicine 

Wellness for Students, Physicians, and Patients: Challenges of Behavior Change, Summer 2014 
 
Leon County Science Fair; Tallahassee, FL 

Judge for county wide middle school and high school science fair projects, Spring 2013 
 


