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Abstract 

Severe health anxiety is characterized by persistent and excessive anxiety about one’s 

health and is prevalent in primary care settings.  While cognitive behaviour therapy 

(CBT) is an established treatment for health anxiety, barriers to service access limit the 

number of individuals who receive this treatment.  Internet-delivered cognitive 

behaviour therapy (ICBT) has the potential to improve patient access to treatment and 

has been shown to be an effective intervention for health anxiety.  Nevertheless, because 

ICBT is a novel treatment, it remains unclear whether the service would be perceived by 

primary care patients as acceptable.  The goal of the present study was to investigate how 

patients perceive ICBT relative to other interventions for health anxiety.  Primary care 

patients (N = 116) who exhibited severe health anxiety completed a battery of online 

questionnaires and then were presented with in counterbalanced order, three treatment 

vignettes that each described a different treatment protocol for health anxiety (i.e., 

medication, CBT, ICBT).  Perceptions of the treatments were assessed following the 

presentation of each vignette.  Participants then ranked the three treatments based on the 

likelihood of agreeing to receive that intervention for health anxiety.  The treatments 

were perceived as yielding similar reductions on symptoms of health anxiety and were 

similarly rated as marginally acceptable.  Relative to medication and ICBT, CBT was 

perceived as the most credible treatment for health anxiety.  The highest preference ranks 

were for CBT and medication.  Lack of accountability and familiarity, lower therapeutic 

support, and limited availability in Canada were described as reasons why ICBT was 

ranked low in preference.  Among participants who ranked ICBT as the preferred 
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treatment (n = 23), convenience, acceptability, and anonymity were described as reasons 

that influenced preference ranking.  Regression analyses indicated that lower computer 

anxiety, previous medication use, and lower ratings of negative cognitions about 

difficulty coping with an illness significantly predicted greater ICBT acceptability.  

Demographic and clinical variables had no significant predictive value.  The findings 

suggest that ICBT is perceived by primary care patients as a potentially acceptable and 

effective treatment for health anxiety; however, face-to-face interventions appear to be 

the treatments of choice relative to ICBT.   

 

Keywords: Health Anxiety; Internet-Delivered Cognitive Behaviour Therapy; Treatment 

Acceptability; Treatment Preference  
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Introduction 

Treatment acceptability and preference among primary care patients experiencing severe 

health anxiety: The role of Internet-delivered cognitive behaviour therapy 

 

1.1 Overview  

Severe health anxiety is a chronic and debilitating psychological problem, 

characterized by the fear that one has or will acquire a serious illness (Warwick & 

Salkovskis, 2001).  In an attempt to reduce anxiety that is evoked by illness-related 

triggers (e.g., experiencing certain bodily sensations; Warwick & Salkovskis, 1990), 

individuals with severe health anxiety frequently request medical tests and procedures 

(Hart & Björgvinsson, 2010), which can lead to increased health care use and, in turn, 

inflated societal costs (Fink, Ornbol, & Christensen, 2010).  Given that prevalence rates 

reach as high as 20% in medical outpatient clinics (Tyrer et al., 2011), severe health 

anxiety is a common condition in primary care where patient are seeking medical 

assistance for a psychological problem.  As such, effective treatments for managing 

symptoms of severe health anxiety need to be made widely available.    

Cognitive behaviour therapy (CBT) and selective serotonin reuptake inhibitors 

(SSRIs) are promising approaches to treating severe health anxiety (for a review, see 

Taylor, Asmundson, & Coons, 2005).  Barriers to service access are evident in clinical 

practice, however, which may limit the number of individuals who seek help for severe 

health anxiety and, thus, sustain elevated costs associated with frequent medical visits.  

Long waiting periods, geographical constraints, mobility difficulties, stigma associated 

with treatment use, and high treatment costs have been identified as barriers to accessing 

psychological treatments (e.g., Sunderland & Findlay, 2013), and poor compliance has 
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been acknowledged as a limitation of pharmacological treatments (Taylor & 

Asmundson, 2004).  Providing therapy over the Internet may address treatment barriers 

and provide clients who are uncertain about their need for psychological treatment a safe 

method for accessing services.   

One approach to delivering treatment online is Internet-delivered cognitive 

behaviour therapy (ICBT), which involves sharing CBT techniques used in face-to-face 

therapy through structured web-pages (Dear et al., 2011).  To date, the efficacy of ICBT 

for severe health anxiety has been demonstrated in two randomized-controlled trials 

(RCTs).  First, Hedman et al. (2011) found that participants who received 12 weeky 

modules of ICBT, with minimal therapist contact (i.e., on average, 9 minutes per week 

via a secure online forum), reported substantial reductions in health anxiety 

symptomology relative to no treatment controls following completion of the program 

and at 6-month follow-up.  Second, Hedman, Axelsson, et al. (2014) established that 

ICBT was just as efficacious as behavioural stress management, with gains maintained at 

6-month follow-up.  These findings are comparable, with similar effect sizes, to results 

from other RCTs examining the efficacy of face-to-face CBT for severe health anxiety 

(e.g., Olatunji et al., 2014).    

Despite evidence suggesting that ICBT is an efficacious treatment for severe 

health anxiety, other factors may influence treatment uptake and adherence in clinical 

practice.  Diller, Brown, and Patros (2013) underscore the importance of investigating 

treatment preference among clients, as patients may not adhere to the protocols of 

interventions that are effective but regarded as unacceptable.  To date, limited research 
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has been conducted on the acceptability of treatments for severe health anxiety although 

Walker, Vincent, Furer, Cox, and Kjernisted (1999) found that face-to-face CBT was 

perceived by a community-based sample with severe health anxiety as more acceptable 

than a pharmacological treatment.  It is presently unknown how individuals with severe 

health anxiety perceive ICBT.  Understanding the acceptability of the service is an 

important next step in the research if ICBT is to provide individuals with health anxiety 

an alternative to face-to-face therapy that is similarly efficacious.  Moreover, it remains 

unclear if there are specific predictors of ICBT acceptability, which has been deemed 

important for advancing the provision of treatments for mental health problems (e.g., 

Hazlett-Stevens et al., 2002).  As such, the primary aim of the present study was to 

examine the acceptability of ICBT among primary care patients who are experiencing 

elevated levels of health anxiety.  An additional goal of the present study was to 

determine whether perceptions of ICBT are influenced by demographic variables, 

computer-related anxiety, and various aspects of health anxiety, including symptom 

severity, cognitions, and safety-seeking behaviours (i.e., strategies individuals use to 

protect themselves and alleviate anxiety).  Prior to discussing the research questions and 

methodology in more detail, a review of the relevant literature will follow.   

1.2 Severe Health Anxiety  

1.2.1 Definition and epidemiology.  Health anxiety is characterized by marked 

worry about the negative implications of experiencing certain bodily sensations 

(Warwick & Salkovskis, 2001).  Although health anxiety can be adaptive, in that it 

prompts one to seek medical assistance for an existing health condition, it can also be 
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maladaptive (Taylor & Asmundson, 2004).  Mental health problems may result when 

excessive health concerns develop in the absence of a biological cause or are out of 

proportion to what others would normally report (Abramowitz, Olatunji, & Deacon, 

2007).  If some underlying medical condition is present, mental health problems may 

also develop when preoccupation with the health concern becomes functionally 

impairing or distressing (e.g., Janzen-Claude, Hadjistavropoulos, & Friesen, 2014; 

Kehler & Hadjistavropoulos, 2008).  It is theorized that health anxiety represents a single 

continuum of mild to severe symptomology (e.g., Rachman, 2012; Taylor & 

Asmundson, 2004), with greater severity associated with more persistent symptoms that 

negatively impact functioning (Fink et al., 2010).  The clinical endpoint of the health 

anxiety spectrum was previously conceptualized as hypochondriasis, a mental health 

disorder characterized by the belief that one has a serious illness despite receiving 

appropriate medical evaluation (American Psychiatric Association [APA], 2000).   

Hypochondriasis, or more severe forms of health anxiety, has been replaced in 

the recently published Diagnostic and Statistical Manual of Mental Disorders-Fifth 

Edition (DSM-5; APA, 2013), by somatic symptom disorder (SSD) and illness anxiety 

disorder (IAD).  SSD represents the former classification of somatoform disorders, 

including somatization disorder, hypochondriasis, pain disorder, and undifferentiated 

somatoform disorder (APA, 2013).  To meet criteria for a diagnosis of SSD, one must be 

concerned, preoccupied, or anxious about one or more chronic somatic symptoms (e.g., 

pain; APA, 2013).  The health concern may be related to a medical condition, yet the 

symptoms are associated with excessive and maladaptive thoughts, feelings, or 
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behaviours (APA, 2013).  Bailer, Kerstner, Witthöft, Dienercd, Miera and Riste (2015) 

found that 75% of individuals with a previous diagnosis of hypochondriasis met DSM-5 

criteria for SSD, whereas the remaining 25% met criteria for IAD.  IAD is diagnosed 

when one experiences severe health anxiety in the absence of somatic concerns (Bailer et 

al., 2015).  Individuals with IAD experience marked distress about having or acquiring a 

medical condition (e.g., cancer), which results in persistent monitoring of bodily 

symptoms (APA, 2013).  Macaulay and Watt (2015) contend that concerns regarding the 

physical symptoms are the main feature of SSD and anxiety about the meaning of 

symptoms is the defining feature of IAD.  Despite these differences, SSD and IAD are 

comprised of health anxiety and somatic symptom burden, two constructs that have been 

found in the literature to be closely related (Lee, Creed, Ma, & Leung, 2015).    

The division of hypochondriasis into SSD and IAD was thought to more 

accurately depict the heterogeneous nature of the disorder (Starcevic, 2013, 2014), as 

Fergus and Valentiner (2010) found two separate dimensions underlying 

hypochondriasis: disease phobia (i.e., fear of having a disease) and disease conviction 

(i.e., the idea that one has a disease).  Despite the potential of SSD and IAD in capturing 

the different manifestations of hypochondriasis, researchers have concerns about its re-

classification in the DSM-5.  For example, Starcevic (2013) postulates that the diagnostic 

criteria of SSD and IAD do not clearly capture the construct of disease conviction; thus, 

it is possible that individuals who believe that they have an illness may not be 

appropriately recognized.  Furthermore, Bailer et al. (2015) found few differences 

between individuals diagnosed with SSD and IAD in regards to cognitive (e.g., disease 
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conviction, disease phobia), affective (e.g., level of health anxiety), and behavioral (e.g., 

number of doctor visits) characteristics.  The differences that emerged as statistically 

significant were that individuals diagnosed with SSD were more likely to engage in 

illness behaviours (i.e., doctor shopping), have a comorbid anxiety disorder (i.e., panic, 

generalized anxiety), and experience greater functional impairment relative to 

individuals diagnosed with IAD (Bailer et al., 2015).  Bailer et al. (2015) concluded that 

health anxiety, as conceptualized by SSD and IAD, should be categorized as a distinct 

mental health disorder, but that further research is warranted to support this assertion.  

Other researchers are of the opinion that health anxiety is an anxiety disorder 

because of notable similarities in feelings, behaviours, and cognitions (e.g., Rachman, 

2012).  For instance, Rachman (2012) posits that excessive anxiety is the shared 

commonality underlying anxiety disorders, including health anxiety, in which the 

specific foci of anxiety are centered on present and future health concerns (Rachman, 

2012).  Commonalities in the types of unhelpful behaviours (e.g., checking, avoiding) 

employed to reduce anxiety in threatening situations have also been reported across 

anxiety problems (e.g., Ball, Baer, & Otto, 1996; Rachman, 2012; Schut, Castonguay, & 

Borkovec, 2001).  Similarly, researchers have established that health anxiety cognitions 

bear resemblance to beliefs held by individuals diagnosed with anxiety disorders.  For 

example, Abramowitz, Olatunji, et al. (2007) contend that beliefs about the probability of 

becoming ill are held not only by individuals with health anxiety but also by individuals 

with panic disorder and obsessive-compulsive disorder (OCD).  Despite the similarities, 

Abramowitz, Olatunji, et al. (2007) found that in comparison to individuals with panic 
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disorder and OCD, individuals with health anxiety are preoccupied with negative 

consequences of developing the feared illness.  The content of health anxiety cognitions 

can be restricted to a specific illness or can be a general fear of acquiring a range of 

illnesses (Rachman, 2012).  

Despite small prevalence rates of health anxiety being reported in the general 

population (i.e., 0.40%; Weck, Richtberg, & Neng, 2014), health anxiety appears to be a 

common psychological concern found in general medical samples, with prevalence rates 

ranging from 4.5% (Faravelli, Salvatori, Galassi, Aiazzi, Drei, & Cabras, 1997) to 30.6% 

(Clark, Piterman, Byrne, & Austin, 2008).  A recent review of the epidolemogical 

research on health anxiety suggest that this condition is a global concern and has a 

chronic course (Weck, Neng, & Richtberg, 2014).   

1.2.2 Cognitive behavioural model.  While other theoretical models have been 

proposed, the cognitive-behavioural model outlined by Warwick and Salkovskis (1990) 

is the most researched model for hypochondriasis and health anxiety (e.g., Marcus, 

Gurley, Marchi, & Bauer, 2007; Rachman, 2012; Taylor & Asmundson, 2004).  

According to this model, the development of severe health anxiety can be partly 

attributed to the formation of dysfunctional beliefs and assumptions about health and 

disease (Warwick & Salkovskis, 1990).  Marcus et al. (2007) found consistent evidence 

in the literature that individuals with hypochondriasis hold erroneous beliefs and 

assumptions about illness and health in comparison to individuals with lower levels of 

health anxiety.   
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Warwick and Salkovskis (2001) contend that four core cognitions contribute to 

the manifestation of health anxiety.  The cognitions include the perceived likelihood of 

contracting or having an illness, the perceived awfulness of illness, the perceived 

inability to cope with illness, and the perceived inadequacy of medical resources for 

treating illness (Hadjistavropoulos, Janzen, Kehler, Leclerc, Sharpe, & Bourgault-

Fagnou, 2012; Warwick & Salkovskis, 2001).  Hadjistavropoulos et al. (2012) sought to 

investigate the nature of the hypothesized cognitions by comparing patterns of responses 

between individuals with self-reported medical concerns (e.g., multiple sclerosis, thyroid 

condition) and individuals without.  The researchers found that among the sample of 

medical participants, the four cognitions were related to health anxiety after controlling 

for depression and general anxiety; on the other hand, in the non-medical sample, health 

anxiety was predicted by all cognitions except the perceived inadequacy of medical 

resources (Hadjistavropoulos et al., 2012).  Results support the validity of health anxiety 

cognitions and suggest that their relationship to health anxiety may differ as a function of 

the clinical presentation.  

Health anxiety cognitions may be rooted in early life experiences but not 

activated in vulnerable individuals until exposed to an illness-related trigger (Warwick & 

Salkovskis, 1990).  Triggers may include reading or hearing about the illness as well as 

experiencing unfamiliar bodily sensations that are perceived as threatening (Warwick & 

Salkovskis, 1990).  Subsequently encountering illness-related triggers is posited to 

increase hypochondriacal concerns and anxiety (Warwick & Salkovskis, 1990); 

however, few researchers have empirically investigated this component of the model, 
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with the studies that have been conducted yielding inconsistent results (Marcus et al., 

2007).  Experiencing marked anxiety about illness was proposed to further increase the 

risk of developing maladaptive thinking patterns about the status of one’s health 

(Abramowitz, Olatunji, et al., 2007; Warwick & Salkovskis, 1990).  One notable 

cognitive process that frequently develops is confirmation bias, in which information is 

selectively gathered to confirm the presence of the feared health concern (Warwick & 

Salkovskis, 1990).   

According to Warwick and Salkovskis (1990), once one is preoccupied with the 

notion that they have or will acquire a serious health condition, different factors are 

involved in the maintenance of psychological and physiological symptoms.  These 

factors are physiological arousal, hypervigilance to benign sensations in the body, and 

dysfunctional safety behaviours.  Focusing on the belief that one has or is vulnerable to 

develop an illness is likely to result in physiological manifestations of anxiety, such as 

increased heart rate, sweating, and trembling (Warwick & Salkovskis, 1990).  These 

symptoms may, in turn, be perceived as indicators of the feared illness (Warwick & 

Salkovskis, 1990).  Additionally, increased anxiety about health may result in selective 

attention to slight deviations in bodily symptoms or to previously overlooked bodily 

characteristics (Rachman, 2012; Warwick & Salkovskis, 1990).  This information may 

then be appraised as threatening, further increasing physiological arousal and ultimately 

providing evidence consistent with one’s fears (Rachman, 2012; Warwick & Salkovskis, 

1990).   
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Heightened anxiety about one’s health can also result in two patterns of 

dysfunctional behaviours: (1) avoidance and escape; and (2) reassurance seeking and 

checking (Taylor & Asmundson, 2004).  Taylor and Asmundson (2004) contend that 

engagement in either type of behaviour depends on the content of the fear.  Whereas fear 

of acquiring a disease is associated with avoidance and escape, fear of having a disease 

is associated with reassurance and checking (Taylor & Asmundson, 2004).  According to 

Taylor and Asmundson (2004), the foci of one’s anxiety can oscillate between fears of 

acquiring a disease to fears of having one, indicating that the safety behaviours employed 

can shift in accordance with the specific fear.          

Avoidance and escape behaviours may involve avoiding or premature departure 

from physical places (e.g., hospitals), people (e.g., physicians), and/or objects (e.g., 

newspapers) that are reminders of the feared illness (Rachman, 2012; Taylor & 

Asmundson, 2004).  Checking behaviours involve repeatedly scanning one’s body and 

environment for cues indicative of the illness (Rachman, 2012), whereas reassurance 

seeking involves inquiring from family, friends, and medical staff information about the 

status of one’s health (Hart & Björgvinsson, 2010).    

For individuals seeking treatment for health anxiety, physicians are frequently the 

first line of assistance (Hart & Björgvinsson, 2010), with prevalence rates reaching as 

high as 20% in medical outpatient clinics (Tyrer et al., 2011).  Assessment results 

coupled with medical judgement often suggest no biological explanation for the 

symptoms, which can lead patients to requests additional tests and procedures (Avia & 

Ruiz, 2005; Hart & Björgvinsson, 2010).  Given that physicians may decline such 
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demands, this type of behaviour can result in doctor shopping, where one moves from 

doctor to doctor (Hart & Björgvinsson, 2010).  Frustration resulting from lack of answers 

can lead to further efforts to seek reassurance in the form of independent Internet 

searches for medical information, a term referred to as cyberchondria (Hart & 

Björgvinsson, 2010; Taylor & Asmundson, 2004).  Recent research findings suggest that 

individuals who engage in problematic Internet use reported elevated levels of health 

anxiety after searching the Internet for medical information (Fergus & Dolan, 2014).  

Although these behaviours may reduce anxiety in the short-term, they prevent the 

acquisition of threat disconfirming information (Rachman, 2012), thus perpetuating the 

cycle of health anxiety symptomology (Abramowitz, Deacon, & Valentiner, 2007).  

1.2.3 Societal burden.  Given the nature and prevalence of the problem, health 

care use has been negatively impacted by severe health anxiety.  For instance, Barsky, 

Ettner, Horsky, and Bates (2001) found that primary care patients who exhibited high 

levels of health anxiety, as indicated by obtaining a score exceeding the 86th percentile 

on a hypochondriasis screener tool, reported substantially higher numbers of physician 

visits and medical costs than patients who scored below the cut-off.  After controlling for 

socio-economic status and medical condition, the differences reported by Barksy et al. 

(2011) were unchanged.  In accordance with the findings that health care use and cost are 

elevated for individuals with health anxiety, Barsky, Orav, and Bates (2005) found that 

patients with a provisional somatization diagnosis had a higher number of primary care, 

specialist, emergency room, and hospitalization visits, as well as higher inpatient and 

outpatient costs during the past year relative to patients who did not receive such a 
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diagnosis.  The aforementioned results provide two examples that demonstrate the 

financial burden that severe health anxiety has placed on the health care system.   

The longitudinal effects of severe health anxiety on health care use and medical 

costs have also been documented.  For example, Fink et al. (2010) recruited participants 

as part of a RCT investigating the efficacy of using family physicians in the treatment of 

individuals with medically unexplained symptoms.  Based on presenting symptomology 

for individuals who consulted a physician regarding a new somatic concern, participants 

were categorized into four different groups: hypochondriasis (n = 59), severe health 

anxiety (n = 81), mild health anxiety (n = 21), and well-defined medical condition (n = 

968).  Information on health care use was then retrospectively collected three years 

preceding inclusion into the study and then prospectively monitored for an additional 

two years.  Fink et al. (2010) reported that before inclusion into the study, patients with 

hypochondriasis accrued greater health care costs than patients with well-defined 

medical conditions; however, no differences were found between the two groups in the 

two years following inclusion into the study, suggesting costs for those with a diagnosis 

of hypochondriasis were as similiar during this time as compared to costs for those 

diagnosed with other medical conditions.  Fink et al. (2010) reported that patients 

diagnosed with severe health anxiety utilized 41 to 78% more health care each year 

throughout the duration of the 5-year study relative to patients with well-defined medical 

conditions, with associated medical costs following a similar pattern (Fink et al., 2010).   

In accordance with health care use, severe health anxiety has been found to have 

an effect on social benefit payments.  Eilenberg, Frostholm, Schröder, Jensen, and Fink 
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(2015) retrospectively collected information on benefits over a five-year period for 

individuals with severe health anxiety who were entering a RCT and compared this 

information to matched healthy controls.  Eilenberg et al. (2015) found no significant 

group differences over time regarding number of weeks on unemployment benefits.  In 

contrast, individuals with severe health anxiety reported a significantly greater number of 

weeks on sickness-related benefits in comparison to the controls, with the observed 

difference remaining relatively stable over time (Eilenberg et al., 2015). 

1.3 Treatment for Severe Health Anxiety 

The finding that severe health anxiety is a prevalent condition and negatively 

affects health care use emphasizes the need to develop effective treatments to reduce 

symptoms and, in turn, reduce inflated medical and societal costs.  According to 

Warwick and Salkovskis (1990), severe health anxiety was previously conceptualized as 

a problem that was resistant to psychological intervention; however, to date, various 

treatments have been found to manage symptoms of severe health anxiety.  In particular, 

psychological (i.e., face-to-face CBT) and pharmacological (i.e., SSRIs) interventions 

are promising approaches to treating severe health anxiety (Taylor et al., 2005).  

1.3.1 Face-to-face CBT.  Face-to-face CBT is a type of therapy that focuses on 

helping patients understand how certain thoughts and actions affect emotions, like 

anxiety. It has demonstrated marked efficacy relative to control conditions (i.e., placebo, 

treatment as usual, or waiting list; Olatunji et al., 2014) and appears to be a treatment 

that can be effectively administered in primary care settings by nurses who are trained in 

the provision of CBT (Tyler et al., 2015).  To facilitate enduring reductions in health 
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anxiety symptomology, various techniques are employed in a course of CBT, including 

psychoeducation, treatment engagement strategies, cognitive restructuring, behavioural 

exercises, stress management, and relapse prevention (Taylor & Asmundson, 2004).  

Taylor and Asmundson (2004) posit that the majority of the strategies in CBT bring 

about change by challenging clients’ maladaptive beliefs regarding disease and health.          

According to Taylor and Asmundson (2004), CBT for severe health anxiety 

should be modified given the client’s idiosyncratic needs and, thus, a typical course of 

face-to-face CBT may consist of up to 16-weekly sessions (Olatunji et al., 2014).  Prior 

to beginning treatment, a medical and psychiatric assessment is conducted, in which the 

clinician ascertains detailed information about cognitions underlying the client’s health 

concern as well as behaviours maintaining the anxiety (Hart & Björgvinsson, 2010).  

Once the presenting problem is conceptualized as severe health anxiety, the first step in 

CBT is psychoeducation.  Given that many clients who suffer from severe health anxiety 

are undereducated about illness and health, psychoeducation focuses on providing clients 

with information about such topics as the misconception of noise in the body (Hart & 

Björgvinsson, 2010).  Treatment goals, as defined by the client and clinician, are 

subsequently reviewed; however, if opposing goals are identified, treatment engagement 

techniques (e.g., motivational interviewing, reflective listening) may be implemented by 

the clinician to promote treatment adherence (Taylor & Asmundson, 2004).  Treatment 

engagement techniques may be particularly important in CBT for severe health anxiety, 

as Weck, Richtberg, Jakob, Neng, and Höfling (2015) recently demonstrated that 
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therapeutic alliance and therapist competence accounts for a significant portion of 

variance in clinical outcome.   

Later sessions of CBT focus on the preparation and implementation of various 

cognitive (e.g., cognitive restructuring) and behavioural (e.g., situational exposure) 

exercises, where the client’s dysfunctional beliefs and maladaptive behaviours are 

challenged (Hart & Björgvinsson, 2010; Taylor & Asmundson, 2004).  When applicable, 

the final component of CBT involves stress management and relapse prevention (Hart & 

Björgvinsson, 2010; Taylor & Asmundson, 2004).  Stress management techniques (e.g., 

applied relaxation and problem-solving skills), for example, teach the client how to 

identify whether their fears are responses to stressful triggers (Taylor & Asmundson, 

2004).  Relapse prevention provides the client with both a summary of treatment 

(Andersson, Bergström, Carlbring & Lindefors, 2005) as well as strategies to employ 

should health anxiety symptoms reappear (Taylor & Asmundson, 2004).  According to 

Hart and Björgvison (2010), in some cases, treatment may be supplemented by family 

therapy in the final sessions of CBT to ensure that the extension and maintenance of 

clients’ gains are bolstered by appropriate social support. 

1.3.1.1 Efficacy of face-to-face CBT.  The first RCT to employ both cognitive 

and behavioural techniques to treat health anxiety was conducted by Warwick, Clark, 

Cobb, and Salkovskis (1996).  In this study, participants diagnosed with hypochondriasis 

were randomly assigned to either 16-weekly sessions of CBT or to a waiting-list control 

group (WLC), who received the treatment following the 3-month waiting period.  

Results revealed that participants in the treatment group improved to a greater degree 
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relative to participants in the WLC, with gains being maintained at follow-up.  These 

findings provided preliminary evidence supporting the efficacy of CBT for severe health 

anxiety; however, the authors recognized that the relatively short 3-month follow-up 

period limited conclusions about the long-term efficacy of CBT for severe health 

anxiety.  

In the second controlled study, which sought to address the limitation reported by 

Warwick et al. (1996), Clark et al. (1998) examined the efficacy of two active 

psychological treatments, cognitive therapy and behavioural stress management, relative 

to a WLC.  Strategies employed in cognitive therapy included thought challenging and 

behavioural experiments, while behavioural stress management was comprised of 

problem-solving and relaxation (Clark et al., 1998).  In this study, 48 individuals 

diagnosed with hypochondriasis were randomly allocated to one of the three conditions.  

Findings revealed that although participants in both active treatments reported post-

treatment reductions in hypochondriasis symptomology relative to the WLC, cognitive 

therapy had a larger effect.  At 1-year follow-up, gains were maintained; however, 

behavioural stress management was just as efficacious as cognitive therapy.  Clark et al. 

(1998) acknowledged that because participants in the WLC were randomly assigned to 

one of the two treatment groups following the waiting period, there was no control 

versus treatment comparisons at long-term follow-up.   

In an attempt to address the significant limitation reported by Clark et al. (1998), 

Barsky and Ahern (2004) conducted the next large trial that included a control group at 

6- and 12-month follow-up.  Participants in Barksy and Ahern’s (2004) study were 
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randomly allocated to receive either 6-weekly sessions of CBT for hypochondriasis or 

medical care as usual, which represented the no treatment control group.  The CBT 

protocol employed in the study involved educating participants on different factors 

thought to maintain hypochondriasis.  Results revealed that participants who received 

CBT demonstrated greater reductions in health anxiety symptomology relative to 

participants in the control group, with statistically significant group differences emerging 

at 6-month (r = 0.31) and 12-month (r = 0.27) follow-ups.  Although participants in the 

CBT group showed marked reductions in the frequency of hypochondriacal thoughts and 

severity of health anxiety symptoms from baseline to 12-month follow-up, relative to the 

control group, no group differences emerged for somatic symptoms.   

Given the efficacy of CBT for severe health anxiety, researchers began 

investigating if outcomes differed as a function of the therapeutic technique.  For 

instance, Weck, Neng, Richtberg, Jakob, and Stangier (2014) randomly assigned 84 

individuals with a primary diagnosis of hypochondriasis to one of three conditions: 

cognitive therapy, exposure therapy, or WLC.  At baseline, post-treatment, and 1-year 

follow-up, independent raters conducted standardized assessments that were designed to 

measure hypochondriacal cognitions and behaviours.  The researchers found that relative 

to the WLC, cognitive therapy (Hedges’s g = 1.01–1.11) and exposure therapy (Hedges’s 

g = 1.21–1.24) resulted in greater reductions in symptoms of hypochondriasis, 

suggesting that exposure techniques alone can alter dysfunctional beliefs held by 

individuals with health anxiety.   
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1.3.1.2 Issues with face-to-face CBT.  Despite the evidence that cognitive and 

behavioural techniques are efficacious in the treatment of severe health anxiety, there are 

issues with face-to-face therapy that may limit the number of individuals who seek out or 

can access the service.  Treatment barriers, which may affect individuals with differing 

mental health problems, have been identified by Sanmartin, Houle, Tremblay, and 

Berthelot (2002) as consisting of health care system barriers (e.g., inaccessibility to 

services) and personal circumstance barriers (e.g., concerns about stigma, time 

constraints).  In Canada, of those individuals who fail to seek services for mental health 

concerns, two-thirds are because of personal circumstances (Sunderland & Findlay, 

2013), suggesting that existing treatments are not successfully addressing personal 

concerns raised by individuals with mental health problems.  Moreover, one could 

hypothesize that individuals with severe health anxiety may face additional personal 

barriers; focusing on a medical concern as the presenting problem may make 

psychological treatments appear less desirable.   

1.3.2 SSRIs.  In comparison to CBT, less research has been conducted on the 

efficacy of pharmacological treatment for hypochondriasis and severe health anxiety.  In 

2004, Taylor and Asmundson outlined medication and doses that were documented in 

case studies and open trials as effective interventions.  For example, fluoxetine at 20–80 

mg per day and paroxetine at up to 60 mg per day were found in the literature to be 

beneficial for managing symptoms of hypochondriasis (Taylor & Asmundson, 2004).  

Both medications are SSRIs and exert their therapeutic effect by increasing the levels of 

serotonin in the brain (Eppel, 2015).  
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1.3.2.1 Efficacy of SSRIs.  To date, two controlled studies have been conducted 

on the efficacy of pharmacological interventions for hypochondriasis.  Fallon et al. 

(2008) employed a double-masked, placebo controlled study of fluoxetine among 

individuals with a primary diagnosis of hypochondriasis.  Prior to randomization, 

participants in Fallon et al.’s (2008) study entered a 2-week acute phase, in which they 

received a placebo pill.  Out of the 57 participants, 21% had either poor treatment 

compliance or a fast placebo response and were excluded.  As such, 45 participants were 

randomized to either the drug (n = 24) or placebo (n = 21) condition.  Thirty-two 

participants (56% on fluoxetine) completed the 12 weeks of treatments, with 15 

participants (73% on fluoxetine) responding as well as consenting to continue their 

respective treatments for an additional 12 weeks.  Fallon et al. (2008) found that from 

week 12 to 24, one participant from each condition failed to respond and the one 

remaining participant in the placebo condition did not agree to continue treatment.  Ten 

participants in the drug condition entered the discontinuation phase at week 24, in which 

participants were randomly assigned to continue receiving fluoxetine or to the placebo 

for 12 weeks of additional treatment.  At week 36, Fallon et al. (2008) found that 66% of 

participants (4/6) on fluoxetine and 75% (3/4) of participants who switched to a placebo 

maintained their response.  Although fluoxetine appears to be a promising medication for 

hypochondriasis, the findings are limited in their generalizability given the small sample 

size and short follow-up.    

Greeven et al. (2007) conducted a larger scale placebo-controlled 

pharmacotherapy study by comparing 16 weeks of CBT, paroxetine, or a pill placebo 
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among 82 individuals with a primary diagnosis of hypochondriasis.  For those 

participants who were on psychological medication (e.g., antidepressants, antipsychotics) 

at the time of recruitment, they were required to taper-off their medication and be drug 

free for 4 weeks prior to establishing a diagnosis.  Five psychiatrists were responsible for 

prescribing and managing medication dosages during the trial for participants 

randomized to the paroxetine condition, whereas 10 psychologists provided therapy 

based on an existing treatment protocol for participants randomized to the CBT 

condition.  Greeven et al. (2007) found that, relative to the placebo, participants 

randomized to either CBT or paroxetine reported marked reductions in symptoms of 

hypochondriasis as well as associated symptoms of anxiety and depression from pre- to 

post-treatment.   

Greeven et al. (2009) conducted a follow-up study, in which participants in the 

CBT and paroxetine conditions were monitored one, five, and 18 months following 

completion of their respective treatments.  Multilevel analysis revealed that from post-

treatment to 18-month follow-up, further reductions were reported across conditions in 

hypochondriacal, anxiety, and depressive symptoms.  The improvements across 

conditions and over time were in accordance with small rates of relapse, suggesting that 

CBT and paroxetine are efficacious treatments for hypochondriasis.  The researchers also 

sought to examine whether health care utilization differed as a function of treatment 

modality.  Greeven et al. (2009) reported that from post-treatment to 18-month follow-

up, 55% of participants in the paroxetine condition and 25% of participants in the CBT 

condition sought out psychological and/or pharmacological treatment.   
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1.3.2.2 Issues with SSRIs.  Taylor and Asmundson (2004) contend that there are 

numerous limitations associated with pharmacotherapy for severe health anxiety.  

Although results suggest that fluoxetine and paroxetine are effective for 

hypochondriasis, a portion of individuals fail to respond to or refuse these medications 

(Taylor & Asmundson, 2004).  For example, Fallon et al. (2008) reported that a 

substantial portion of participants in their double-masked placebo-controlled study did 

not comply with fluoxetine.  Although no follow-up was conducted to ascertain why 

participants did not comply with drug regimen, it hypothetically could be due to a 

number of reasons, including negative side effects.  According to Eppel (2015), 

approximately 30% of individuals on SSRIs experience side effects, such as upset 

stomach, nausea, vomiting, restlessness, tremors, and blunted affect.  Additionally, it 

remains relatively unclear whether symptoms of health anxiety reappear once medication 

is discontinued (Taylor et al., 2005).  

1.3.3 ICBT.  In an attempt to improve upon existing treatments, the materials 

taught within different models of psychotherapy (e.g., psychodynamic, CBT) have been 

adapted into Internet-delivered programs (Andersson & Titov, 2014).  Given the efficacy 

of in-person CBT, researchers have largely sought to investigate whether cognitive and 

behavioural techniques employed in face-to-face therapy can be similarly applied over 

the Internet (Andersson & Titov, 2014).  Such an approach to providing psychological 

services is referred to as ICBT, which has been defined by Andersson et al. (2008, pp. 

164) as “a therapy that is based on self-help books, guided by an identified therapist who 

gives feedback and answers to questions, with a scheduling that mirrors face-to-face 



 

22 

 

treatment, and which also can include interactive online features such as queries to 

obtain passwords in order to get access to treatment modules”.  The efficacy of ICBT has 

been well-established for anxiety and depression using disorder-specific (e.g., Andrews, 

Cuijpers, Craske, McEvoy, & Titov, 2010; Kiropoulos et al., 2008; Paxling et al., 2011) 

and transdiagnostic (e.g., Titov, Andrews, Johnston, Robinson, & Spence, 2010) 

protocols.  Findings from RCTs have also been shown to generalize in clinical practice 

(e.g., Hadjistavropoulos et al., 2014). 

Therapist guidance appears to be essential in preserving the efficacy observed 

within face-to-face CBT (Johansson & Andersson, 2012; Spek et al., 2007).  For 

instance, Johansson and Andersson (2012) found that when ICBT protocols for 

depression involved no support from a therapist, a small effect (d = 0.21) on clinical 

outcome was recorded.  In contrast, Johansson and Andersson (2012) reported that the 

treatment effect was substantially larger (d = 0.76) when the intervention included 

therapist contact before, during, and after treatment.  Most commonly, interactions with a 

therapist in ICBT occur over secure messages (e.g., Hedman et al., 2011) and phone calls 

(e.g., Titov, Andrews, Johnston, et al., 2010), but sometimes can involve face-to-face 

contact.  

1.3.3.1 Benefits of ICBT.  Delivering therapy using the Internet may address 

notable treatment barriers, including barriers concerning the health care system and 

personal circumstances (Sanmartin et al., 2002).  According to Sanmartin et al. (2002), 

health care system barriers consist of accessibility problems frequently caused by long 

waiting periods, shortage of mental health professionals, mobility difficulties, and 
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geographical constraints.  Health care system barriers may inherently be addressed when 

therapy is offered on the Internet (Andersson, 2010).  In comparison to face-to-face 

treatment, therapists’ time can be substantially reduced in ICBT (e.g., 9 minutes of client 

contact per week; Hedman et al., 2011), thus allowing more clients to be treated at a 

given time.  ICBT may also enable a more diverse group of clients, who are situated in 

remote locations or housebound, the opportunity to gain access to a treatment that would 

otherwise be difficult to receive (Andersson, 2010).  

Personal barriers to treatment access include time constraints as well as concerns 

about stigma (Sanmartin et al., 2002).  A unique benefit of seeking treatment on the 

Internet is flexibility, particularly with regard to appointment scheduling and pace of 

treatment (Andersson, 2010).  Clients may complete ICBT modules during a convenient 

time (e.g., before or after work) and in a comfortable location (e.g., home).  In addition, 

accessing treatment from a safe location may afford clients an opportunity to remain 

relatively anonymous, thus potentially reducing stigma associated with seeking 

treatment.  ICBT may also be a safe method in accessing treatment for clients who are 

uncertain about their need for mental health services.  Such an advantage may be 

particularly beneficial for clients with severe health anxiety because a substantial portion 

of these individuals perceive their problem as having an organic cause (Abramowitz, 

Olatunji, et al., 2007).  

Advocates of ICBT contend that the service may provide notable benefits for 

clinicians.  Delivering therapy using the Internet rather than face-to-face may afford 

therapists an opportunity to clarify the content of their messages prior to dissemination 
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(Andersson, 2010).  Friesen, Hadjistavropoulos, and Pugh (2014) found that the benefit 

of time is particularly important for clinicians in training, who can seek supervision or 

consult with colleagues if unsure how to respond to difficult questions raised by clients.  

Furthermore, the provision of ICBT may allow clinicians to dedicate a greater amount of 

resources to those cases of mental health problems that are of greater severity and that 

may require in-person services (e.g., suicidality, schizophrenia).  

1.3.3.2 Issues with ICBT.  Using the Internet as a platform for delivering therapy 

is not without its limitations.  Postel Haan, and DeJong (2008) reported that one 

commonly cited concern regarding ICBT pertains to anonymity impeding the 

development of rapport between clinician and client.  Conversely, results suggest that a 

positive therapeutic relationship can be fostered through online contact with a therapist.  

For example, Sucala et al. (2012) conducted a systematic review of the literature and 

found that therapeutic alliance could be developed for clients participating in e-therapy 

using different modes of communication, including texts, emails, and website postings.  

Andersson and Titov (2014) describe the rather novel nature of the service as an 

additional disadvantage of ICBT.  First, it remains unclear which clients may benefit 

from this modality of treatment.  Several researchers have sought to identify predictors 

of clinical outcome; however, little agreement has been found in the literature (e.g., 

Andersson, Carlbring, & Grimlund, 2008; Nordgreen, Havik, Ost, Furmark, Carlbring, & 

Andersson, 2012).  A related concern about the novelty of ICBT pertains to those clients 

who do not improve following completion of the program, potentially generalizing such 

failures to other treatment approaches (Andersson, 2010).  Moreover, there is no 
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consensus to date for how best to obtain consent, screen clients to ensure appropriateness 

for program, manage risk (e.g., suicidality), and maintain security of information on the 

Internet.  As the interest in ICBT increases, it is anticipated that more researchers will 

begin to investigate the aforementioned concerns.  

 1.3.3.3 ICBT for severe health anxiety.  Given the potential benefits of 

improving access to service and providing a safe alternative to other interventions, ICBT 

may be a practical treatment option for individuals with severe health anxiety.  Research 

is emerging on the efficacy of ICBT for severe health anxiety, with two RCTs conducted 

to date.  In the first study, Hedman et al. (2011) compared ICBT to a WLC among 81 

individuals with a primary diagnosis of hypochondriasis.  In order to be eligible, 

participants had to have no prior exposure to CBT during the past 4 years, no somatic 

disease, no alterations to medications 2 months prior to treatment, and no history of 

psychosis or mania.  Participants randomly assigned to the control condition were able to 

anonymously post messages on a moderated online discussion forum, with typical topics 

of conversation including experiences with health anxiety and individual coping 

strategies.  The ICBT program consisted of an online self-help book divided into 12 

weekly lessons, which presented various CBT techniques using structured web-pages.  

Throughout the duration of the program, participants completed weekly homework 

assignments.  Additional therapeutic support was accessible through either discussion 

forums or contact with one of four therapists via a secure online communication system.  

The therapist’s role in the program involved providing feedback on homework 
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assignments, admitting access to the subsequent modules, and answering questions 

related to the program, personal struggles, and technical issues.   

Hedman et al. (2011) found that, relative to the control group, participants in the 

ICBT condition experienced significant improvements from pre-to post-treatment on 

symptoms of health anxiety (d = 1.94), depression (d = 1.34), and general anxiety (d = 

1.00) as well as on a measure of quality of life (d = 0.37).  The observed reductions in 

symptoms were in accordance with recovery rates.  As compared to participants in the 

control condition, two-thirds of the participants in the ICBT condition no longer met the 

diagnostic criteria for hypochondriasis at post-treatment.  At 6-month follow-up, 

treatment gains were maintained, with 25% of the treatment group categorized as 

experiencing no mental health issues and 50% as marginally ill.  In a follow-up study 

using RCT data presented above, Hedman, Andersson, et al. (2014) reported that ICBT 

resulted in stable reductions in participants’ levels of neuroticism from pre-treatment to 

6-month follow-up; however, no changes were observed for other personality traits (i.e., 

aggression, extraversion).     

In the second RCT, Hedman, Axelsson, et al. (2014) compared ICBT to 

behavioural stress management (BSM), a treatment comprised of applied relaxation and 

stress management techniques.  Both treatments were 12-week Internet-delivered 

programs.  Of the participants that met Hedman et al.’s (2011) inclusion criteria, 158 

were randomly allocated to each treatment group.  Mixed-effects model regression 

analysis revealed that both treatments resulted in large within-group changes in health 

anxiety symptoms from pre-treatment to 6-month follow-up; however, the treatment had 
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a larger effect for participants in the ICBT condition (d =1.83) than participants in the 

BSM condition (d = 1.41).   

Using the RCT data presented above, Hedman, Andersson, Lekander, and 

Ljótsson (2015) conducted a follow-up study and found that lower levels of end state 

health anxiety were predicted by a greater number of modules completed and by lower 

baseline severity of health anxiety.  Results suggest that although Internet-based 

treatments may be efficacious for severe health anxiety, clients with greater symptom 

severity may experience less improvement after treatment.  Treatment credibility was an 

additional predictor of baseline to post-treatment improvement, with those participants 

who perceived the treatments as more credible experiencing greater gains (Hedman, 

Andersson, et al., 2015); however, this finding has not been consistently found in the 

literature (Hedman et al., 2013).  

1.4 Treatment Acceptability  

Research results from two controlled studies suggest that ICBT may be 

efficacious in facilitating enduring reductions in health anxiety and associative 

symptomology as well as in improving overall quality of life (Hedman et al., 2011; 

Hedman, Axelsson, et al., 2014).  Notably, these results parallel findings from other 

RCTs utilizing a face-to-face approach for treating severe health anxiety, with 

comparable effect sizes (e.g., Olatunji et al., 2014).  Although the findings are promising, 

clinical efficacy is not the only factor to influence uptake and adherence in clinical 

practice.  Treatment acceptability, defined as the perceived sensitivity, appropriateness, 

and fairness of a protocol (Kazdin, 1980), has been identified as an additional criterion 
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that might be implicated in the dissemination of treatments for severe health anxiety 

(Taylor & Asmundson, 2004).   

To date, one research team has investigated the acceptability of treatments for 

severe health anxiety among individuals seeking help for the problem.  Walker et al. 

(1999) recruited individuals with hypochondriasis who were interested in participating in 

a pharmacological or a psychological treatment study, with assignment to either 

treatment partly determined by participants’ preferences.  In this study, interested 

individuals contacted the research unit and subsequently completed a telephone 

screening interview.  Individuals who appeared suitable and remained interested in the 

study were invited to the unit to complete an in-person interview to determine full 

eligibility.  Prior to beginning the interview, participants completed a survey that was 

designed to elicit preference among the possible treatment choices: CBT or medication.  

Participants were first presented with descriptions of the protocols, including advantages 

and disadvantages, then asked to rate their acceptability and predicted effectiveness as 

well as to rank the treatments in order of preference.   

Twenty-three individuals had a primary diagnosis of hypochondriasis and agreed 

to complete the survey.  Of those participants, 48% were currently on medication (e.g., 

benzodiazepine, SSRI antidepressant) and 17% were currently receiving psychological 

treatment.  Walker et al. (1999) found that, relative to medication, CBT was rated as 

more acceptable (d = 1.23) and was expected to be more effective in the short- (d = 0.61) 

and long-term (d = 1.13).  Furthermore, three-quarters of the sample selected CBT as the 

treatment of choice, with only 4% having a preference for medication.  Secondary 
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analyses revealed that current use of medication and psychological treatment did not 

have an effect on ratings or anticipated short- and long-term effectiveness of either 

treatment.  Findings reported by Walker et al. (1999) indicate that CBT is perceived as 

an acceptable and effective treatment for severe health anxiety in comparison to 

medication.   

To date, no research has specifically examined the acceptability of ICBT for 

severe health anxiety.  As such, the present study seeks to expand on the findings of 

Walker et al. (1999) by including a third treatment, namely ICBT.  The overarching aim 

is to investigate how individuals with severe health anxiety perceive ICBT relative to 

CBT and medication.  Understanding the acceptability of the service is an important next 

step in the research if ICBT is to provide individuals with health anxiety an alternative to 

face-to-face therapy that is similarly effective.    

1.4.1 Acceptability of ICBT.  Research enquiries into the acceptability of ICBT 

for anxiety and depression have been reported in the literature; however, results are 

inconsistent.  Some researchers have found that ICBT for anxiety and depression is 

acceptable, as suggested by high satisfaction ratings and good adherence to the program 

(e.g., Andrews et al., 2010).  Other researchers have demonstrated that, relative to face-

to-face treatments, ICBT is rated as a less acceptable treatment for anxiety (e.g., Tarrier, 

Liversage, & Gordon, 2006) and depression (e.g., Mitchell & Gordon, 2007).  To clarify 

why such differences exist in the literature, a more comprehensive examination of the 

research will follow, with an emphasis on the various approaches to assessing treatment 

acceptability.  The approaches include: (1) inquiring about acceptability; (2) providing 
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education and inquiring about acceptability; (3) collecting satisfaction ratings post-

treatment; and (4) examining attrition rates throughout treatment.           

1.4.1.1 Inquiring about acceptability.  A simple method of establishing pre-

existing perceptions of ICBT involves administering questionnaires without providing 

education or the treatment.  Wootton, Titov, Dear, Spence, and Kemp (2011) 

implemented such a study design.  In this study, visitors to a research website who 

exhbited moderate to severe symptoms of OCD were invited to participate in a brief 

online survey designed to evaluate the acceptability of ICBT.  On the survey, 

participants were asked to rate on a 4-point scale (1 = “Definitely would” and 4 = 

“Definitely would not”) the question, “If you were seeking treatment would you try 

treatment for OCD delivered via the Internet?”.  Out of the 116 respondents, 53% 

revealed that they definitely would try therapy over the Internet and 33% indicated that 

they possibly would.  

Recruitment in Wootton, Titov, Dear, Spence, and Kemp’s (2011) study involved 

using a convenience sampling method and, thus, participants may have had pre-existing 

positive perceptions of using the Internet to access treatment.  Yet the authors contend 

that the study sample was clinically and demographically similar to clients diagnosed 

with OCD from an outpatient and a national Australian sample, suggesting that 

individuals with OCD perceive Internet interventions as acceptable.  One notable 

limitation of the study was that no information was collected on whether participants 

were seeking treatment at the time of recruitment.  As such, inferences about whether 

perceptions of ICBT differ based on the treatment needs of the sample were limited.  
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Gun, Titov, and Andrews (2011) conducted a methodologically similar study to 

Wootton et al. (2011).  Individuals visiting research and psychology websites in 

Australia were invited to complete an online survey intended to assess lay persons’ 

perceptions of Internet therapy for anxiety and depression.  Participants were asked a 

series of questions assessing preference of Internet versus face-to-face therapy, 

perceptions of Internet therapy for varying severity levels of anxiety and depression 

symptoms as well as previous and anticipated future use of the service.  Out of the 648 

respondents, 9.1% reported Internet and 58% reported face-to-face as the preferred 

treatment, whereas 32.9% reported no preference.  Gun et al. (2011) also found that 

preference ratings of Internet therapy may be influenced by symptom severity, as 

participants rated the service as more suitable for mild and moderate symptoms of 

anxiety and depression relative to severe symptoms.  Although only 5% of respondents 

reported previous participation in Internet therapy, Gun et al. (2011) concluded that the 

experience of Australian users with the service were seemingly positive because 

previous users were significantly more likely (80.7%) to endorse seeking Internet 

therapy in the future in comparison to non-users (43.6%).   

1.4.1.2 Providing education and inquiring about acceptability.  A second 

method of assessing treatment acceptability involves providing education about Internet-

based treatments and subsequently gathering information on perceptions of the service.  

Education on Internet-based therapy has been presented in various formats, including a 

visual demonstration (e.g., Mitchell & Gordon, 2007) as well as visual (e.g., Cavanagh et 

al., 2009) and written descriptions (e.g., Tarrier et al., 2006).  
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In a two-part study, Mitchell and Gordon (2007) sought to examine university 

students’ perceptions of computerized CBT, which involves delivering cognitive and 

behavioural principles via a CD-ROM.  Out of the 122 participants who participated in 

the first phase, 54.9% reported counselling and 9.8% reported computerized CBT as 

their treatment of choice for depression.  During the second phase, 20 participants were 

randomly selected from the sample to watch a 30-minute demonstration of the 

computerized CBT program and then to complete measures of treatment acceptability for 

a second time.  From pre- to post-demonstration, ratings of treatment credibility 

increased (mean increase from 12.20 to 19.20) and preference (15% to 30% of sample).  

Mitchell and Gordon (2007) stated that, although pre-existing attitudes towards 

computerized CBT may be poor relative to face-to-face treatment, perceptions of the 

service improve marginally after a clinical demonstration; however, these findings may 

not apply directly to ICBT because completing computerized CBT typically requires that 

a client accesses the program in the clinician’s office.   

Similarly, Tarrier et al. (2006) found that university students ranked cognitive 

and exposure-based therapies as the preferred treatments for posttraumatic stress disorder 

(PTSD) relative to e-therapy, which involves interactions with a therapist over the 

Internet.  Participants were presented with a scenario describing a traumatic event and 

associated symptoms of the disorder.  Written descriptions of 14 existing protocols for 

PTSD were subsequently presented, with each description including an outline and 

evidenced-based advantages and disadvantages of the treatment.  For instance, 

convenience and anonymity were described as the benefits of e-therapy, whereas 
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concerns about confidentiality and lack of empirical support were outlined as the 

limitations.  The acceptability of each intervention was assessed by ranking the 

treatments in order of preference.  Internet therapy was rated as less acceptable than face-

to-face treatments, as e-therapy was ranked thirteenth out of the 14 treatments (Tarrier et 

al., 2006).     

The findings suggest a strong preference for face-to-face treatments relative to 

Internet therapy; however, various factors may be accounting for the results.  First, the 

self-directed nature of the computerized CBT program used by Mitchell and Gordon 

(2007) may have contributed to the lower baseline acceptability ratings found in phase 

one of the study.  In support of this assertion, Mitchell and Gordon (2007) revealed that 

73.9% of the original sample indicated a preference for seeking simultaneous face-to-

face treatment if using computerized CBT.  Based on this finding alone, it is unknown if 

the preference for concurrent treatment was because of therapist or face-to-face contact.    

It is plausible that the acceptability of Internet-based interventions may increase 

if a component of the Internet program involves guidance from a therapist; however, 

results from Tarrier et al. (2006) suggest that therapist contact may not impact attitudes.  

Although the description of e-therapy included a phrase on therapeutic support, the 

service was ranked low in preference.  Nevertheless, the cited disadvantage of e-therapy 

was that its “effect…is largely unknown” (Tarrier et al., 2006, pp. 1654).  Therapist-

assisted ICBT may be perceived as acceptable but the effect could have been mitigated 

in the study, as other treatments described by Tarrier et al. (2006) were presented as 

having significant and long-term reductions on PTSD symptoms.  Moreover, attitudes 
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about ICBT are constantly changing according to Andersson (2010) and, thus, current 

perceptions regarding ICBT may be more favourable given that the evidence in support 

of ICBT has grown.   

A second potential factor contributing to results obtained by Mitchell and Gordon 

(2007) and Tarrier et al. (2006) pertains to the samples.  Cavanaugh et al. (2009) contend 

that student samples have limited prior knowledge about Internet-delivered programs 

and, therefore, it is not the program itself that is unacceptable but rather participants’ 

inexperience with it.  Furthermore, although Mitchell and Gordon (2007) recorded that 

two-thirds of the overall sample disclosed having previous or current difficulties with 

anxiety and depression, it is unknown if participants were seeking treatment at the time 

of recruitment.  No conclusions can be drawn as to whether attitudes towards ICBT vary 

depending on the treatment needs of the sample.  Although Tarrier et al. (2007) included 

this information (17% of participants had received treatment in the past and 6% were 

currently in therapy), no statistical analyses were conducted on whether preference 

rankings differed between individuals who were seeking treatment and those that were 

not.   

Traverse and Benton (2014) sought to address this gap in the literature by 

examining if perceptions of therapist-assisted ICBT varied depending on the treatment 

needs of the sample.  In this study, participants were 334 students, 65% of whom were 

recruited through methods associated with the college clinic and therefore, posited to 

primarily consist of individuals seeking treatment.  The remaining participants were 

deemed non-treatment seekers as they were recruited through means not linked to the 
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clinic.  Written descriptions of three different treatment approaches—face-to-face 

individual therapy, therapist-assisted ICBT, and group therapy—were presented to 

participants, who then rated their treatment preference among the choices.  Results 

suggest that individual face-to-face therapy was the treatment of choice for the majority 

of participants but that ICBT was preferred by more treatment seekers (31%) than non-

treatment seekers (19%).  The treatment needs of the sample appear to have a small 

effect on attitudes towards ICBT.  Results should be interpreted with caution because no 

manipulation check was conducted as a means of ensuring appropriate group assignment 

based on actual treatment needs of the samples.   

Although no subsequent study has addressed this concern, findings from 

Cavanagh et al. (2009) may provide insight into the acceptability of ICBT among 

treatment seekers.  Participants in Cavanagh et al.’s (2009) study were 219 individuals 

diagnosed with anxiety, depression, or a combination of both.  Prior to beginning 

treatment, participants watched a 15-minute introductory video about an evidence-based 

ICBT program and subsequently completed a questionnaire designed to assess 

perceptions of treatment credibility and acceptability.  Results revealed that participants 

rated the program as logical, useful, and acceptable.  Once pre-treatment attitudes 

towards ICBT were measured, participants completed eight sessions of ICBT and then a 

patient feedback questionnaire, which assessed satisfaction and helpfulness of the 

program.  Cavanagh et al. (2009) reported that positive perceptions of ICBT were 

sustained at post-treatment, as 89% of the sample rated the program as very or quite 

helpful.  Out of the 219 participants, 30% reported receiving prior treatment (e.g., 
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medication, counselling) for their presenting problems, with 86% of this sample rating 

the program as equivalent to or better than their previous treatment.  Cavanagh et al. 

(2009) also found that higher credibility and more positive expectations of ICBT at pre-

treatment were significant predictors of program adherence.    

1.4.1.3 Satisfaction ratings post-treatment.  A third method of evaluating 

treatment acceptability involves providing the intervention and subsequently collecting 

satisfaction ratings of the service at post-treatment.  One study to use such a design was 

conducted by Wootton, Titov, Dear, Spence, Andrews, et al. (2011), who explored the 

efficacy and acceptability of a therapist-assisted ICBT program for OCD.  The 

intervention in this study was comprised of 8 lessons of cognitive and behavioural 

techniques, which participants were expected to complete within 8 weeks.  Contact with 

the therapist consisted of two-weekly phone calls (M = 15 per participant, SD = 2.6) and 

instant messaging over a secure server (M = 6.2 per participant, SD = 2.2).  Out of the 21 

participants, 81% completed the program within the anticipated timeframe and 100% 

rated their satisfaction with the program as high.  Moreover, all participants stated that 

the program was worth their time and that they would recommend it to a friend or family 

member who has OCD.  The efficacy of the ICBT program was also established.  

Wootton, Titov, Dear, Spence, Andrews, et al. (2011) found a large within-group effect 

size (d = 1.53) from pre- to post-treatment on a clinician-rated measure of OCD, with 

gains being maintained at 3-month follow-up.   

The finding that treatment seekers perceive ICBT to be an acceptable 

intervention as indicated by high satisfaction ratings is in accordance with meta-



 

37 

 

analytical results.  Andrews et al. (2010) investigated the efficacy and acceptability of 

Internet-based therapies (ICBT and computerized CBT, with the majority of studies 

being ICBT) for anxiety and depressive disorders in comparison to control groups.  A 

total of 22 studies were identified in the literature, although only 10 specifically included 

information on satisfaction ratings (Andrews et al., 2010).  In the treatment of 

generalized anxiety, panic disorder, social phobia, and major depression, ICBT was 

deemed acceptable to participants, as a median of 86% (range 70% to 100%) reported 

being satisfied or very satisfied with the program.  Convenience, privacy, low costs, and 

ability to set own pace of treatment were identified by Andrews et al. (2010) as reasons 

for high acceptability ratings.  Despite the findings that ICBT is perceived as an 

acceptable treatment for anxiety and depression, it is important to note that participants 

included in studies reporting satisfaction ratings post-treatment are inherently treatment 

seekers and, thus, do not necessarily represent the broader population who are 

experiencing these symptoms.   

1.4.1.4 Attrition rates.  As suggested by Mitchell and Gordon (2007), attitudes 

towards ICBT may be indirectly ascertained from attrition rates.  As such, the fourth 

approach to evaluating treatment acceptability involves examining the percentage of 

participants who complete treatment.  Given the volume of studies reporting attrition 

rates for ICBT, van Ballegooijen et al. (2014) sought to synthesize the research findings 

for depression in a meta-analysis, with only ICBT studies involving therapeutic 

interactions included.  Different modes of delivering CBT were also included in order to 

make comparisons between dissemination methods.  Out of the 24 studies included in the 
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meta-analysis, 42% were therapist-assisted ICBT and the remaining 58% were face-to-

face CBT.  

Van Ballegooijen et al. (2014) employed two methods of assessing treatment 

adherence.  The first method involved examining the average percentage of sessions 

completed and the second involved exploring the percentage of participants who 

complete the treatment.  First, results revealed that the average percentage of completed 

sessions was 83.9% for face-to-face and 80.8% for ICBT, with this difference emerging 

as statistically nonsignificant (p = .59).  Second, van Ballegooijen et al. (2014) reported 

that there was a statistically signigicant group difference in the percentage of participants 

who completed treatment, such that 84.7% of participants in the face-to-face groups and 

65.1% in the ICBT groups were deemed treatment completers.  Nevertheless, the 

researchers contend that the first method may be a more accurate depiction of treatment 

acceptability, as it provides information on the adherence of all participants, including 

non-completers.  

Findings reported by van Ballegooijen et al. (2014) were in accordance with 

results obtained by Andrews et al. (2010), who was previously described as examining 

the satisfaction of ICBT for anxiety and depressive disorders (see Satisfaction Ratings 

Post-Treatment).  According to Andrews et al. (2010), the acceptability of ICBT was 

good, as a median of 80% (range 48% to 100%) of participants adhered to the program’s 

requirements and completed all lessons.  Results suggest that for treatment seekers, 

ICBT may be an acceptable treatment for anxiety and depression, with evidence 

indicating comparable adherence rates to face-to-face treatment for depression.  
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1.4.2 Acceptability of ICBT for severe health anxiety.  To date, no research 

has specifically explored attitudes towards ICBT among individuals with severe health 

anxiety.  The only empirical evidence regarding the acceptability of ICBT for health 

anxiety was elucidated from RCT findings collected by Hedman and colleagues, who 

documented rates of attrition during the programs.  Hedman et al. (2011) reported that 

out of the 40 participants assigned to the ICBT condition, 35% completed the 12-module 

treatment.  Given that lack of time was cited as the main reason for withdrawing 

(Hedman et al., 2011), it is possible that the participants perceived ICBT as acceptable, 

but could not commit due to time constraints.  While Hedman, Axelsson, et al. (2014) 

did not include information on the percent of treatment completers, the researchers 

reported that on average, participants completed 8.5 out of the 12 modules.  Despite the 

evidence suggesting poor to adequate adherence to ICBT for severe health anxiety, 

Hedman and colleagues did not include information on participants’ satisfaction with the 

programs.  More importantly, it remains unknown if ICBT would be broadly accepted if 

offered in clinical practice.  Low acceptability could be a barrier to broader scale 

dissemination and, thus, underscores the importance of investigating perceptions of 

ICBT for severe health anxiety.    

1.5 Purpose and Objectives of Present Study  

To date, ICBT for severe health anxiety has been investigated by one research 

team, whose results have provided limited information regarding the acceptability of the 

service.  In order to assist with implementation efforts, research must demonstrate that 

ICBT is perceived favourably among potential users, as treatments that are efficacious 
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but regarded as unacceptable may not be adhered to and, therefore, may not be effective 

in the population (Diller et al., 2013).  To establish the acceptability of and preference 

for the service, an important step in the research is to examine perceptions of ICBT for 

severe health anxiety among primary care patients, as individuals experiencing health 

anxiety often seek treatment initially from physicians (Hart & Björgvinsson, 2001).  

Furthermore, understanding how to advance the provision of treatments for mental health 

problems has been noted as important but understudied (e.g., Hazlett-Stevens et al., 

2002).  One approach to addressing this concern is identifying predictors of treatment 

acceptability, which may afford mental health workers the opportunity to ensure that 

ICBT is provided to individuals who may benefit from the service (Hazlett-Stevens et 

al., 2002).  As such, an additional goal of the current study was to ascertain clinical and 

demographic variables that may influence perceptions of ICBT acceptability among 

primary care patients.   

In the ICBT literature, participants’ sex (Alaoui et al., 2015; Schneider & 

Hadjistavropoulos, 2014) and degree of computer anxiety (Schneider & 

Hadjistavropoulos, 2014) are factors associated with ICBT adherence and interest.  For 

example, Schneider and Hadjistavropoulos (2014) found that initial interest in ICBT for 

chronic pain was associated with lower levels of computer-related anxiety as well as 

being female.  Symptom severity has also been acknowledged as an additional factor 

related to ICBT adherence and interest (Gun et al., 2011; Schneider & 

Hadjistavropoulos, 2014; Ljótsson et al., 2011); however, the direction of this 

relationship remains unknown, as the research has yielded inconsistent findings.  For 
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instance, researchers have discovered that greater severity of pain symptoms is correlated 

with more interest in ICBT (e.g., Schneider & Hadjistavropoulos, 2014) while other 

researchers have found that ICBT is the preferred treatment for clients experiencing mild 

but not severe symptoms of anxiety and depression (e.g., Gun et al., 2011).  Therefore, 

sex, degree of computer anxiety, and severity of health anxiety symptoms are purported 

to have an effect on ICBT acceptability; however, the direction of the relationship 

between symptom severity and ICBT acceptability is unknown given the mixed findings.  

As previously examined by Piper et al. (1994), additional predictors were 

included in the current study given their theoretical significance.  The predictors were 

health-related cognitions and safety-seeking behaviours.  These constructs are key 

components of the cognitive-behavioural model of hypochondriasis (Warwick & 

Salkovskis, 1990), from which ICBT for severe health anxiety was derived (Hedman et 

al., 2011).  Although no research has examined either construct in association with ICBT 

attrition, there is evidence implicating health-related cognitions in other research 

domains.  For example, beliefs about illness were reported by Santana and Fontonelle 

(2011) as factors that may influence adherence to psychological and pharmacological 

treatments for anxiety disorders, with findings reported by Christensen, Moran, and 

Wiebe (1999) supporting this assertion.  Christensen et al. (1999) found a statistically 

significant positive relationship between irrational health beliefs and adherence to a 

diabetic routine among individuals with Type 1 diabetes.  

The present study was designed to help understand whether ICBT is perceived as 

an acceptable treatment for severe health anxiety and to determine whether specific 



 

42 

 

factors influence perceptions of ICBT.  In particular, the aims were to answer the 

following four research questions: (1) is ICBT perceived by primary care patients as an 

acceptable treatment for severe health anxiety relative to face-to-face CBT or 

medication?; (2) is ICBT perceived by primary care patients as a credible treatment for 

severe health anxiety relative to face-to-face CBT or medication?; (3) how do primary 

care patients rank ICBT for health anxiety as a treatment option compared to face-to-face 

CBT and medication?; and (4) what are the clinical (e.g., symptom severity) and 

demographic (e.g., sex) variables that predict ratings of ICBT acceptability?   

Using an analog study, the aforementioned research questions were evaluated 

among primary care patients who were experiencing elevated levels of health anxiety.  

Participants rated the acceptability and credibility of as well as preference for three 

vignettes (see Appendix A), which each describe a different treatment for severe health 

anxiety.  The treatments are face-to-face CBT, therapist-assisted ICBT, and medication.  

Although research indicates that face-to-face CBT is the preferred treatment for severe 

health anxiety (Walker et al., 1999), ICBT was predicted to be equally acceptable and 

credible because of the modality of the treatment.  Using the Internet to access treatment 

may be employed as a safety behaviour to reduce anxiety, as individuals with health 

anxiety seek reassurance online by comparing their perceived symptoms to those 

described on the Internet (Abramowitz, 2008).  It was therefore hypothesized that 

participants would perceive ICBT and face-to-face CBT as more acceptable and credible 

in comparison to medication.  The predicted ratings of acceptability and credibility 

across the vignettes were hypothesized to correspond with rank ordering of the three 
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treatments, with face-to-face CBT and ICBT emerging as the preferred interventions.  

Lastly, given the exploratory nature of the fourth research question, no directional 

hypotheses were made regarding predictors of ICBT acceptability.  

Method 

2.1 Participants 

 Participants included primary care patients who self-identified as experiencing 

elevated levels of health anxiety.  Power calculation was conducted for the most complex 

statistical analysis (i.e., multiple regression) using G*Power 3 (Faul, Erdfelder, Lang, & 

Buchner, 2007).  The recommended sample size was 114 participants if a medium effect 

size (f 2 = 0.15) were to be detected with 9 predictors, α = .05, and a power level of 0.80.  

That said, two additional participants were recruited in the current study and, thus, the 

final sample size was 116 participants.     

To partake in the study, participants were required to be a Canadian resident; at 

least 18 years of age; able to read, write, and communicate fluently in English; have 

access to a computer and the Internet; and exhibit severe health anxiety by scoring 5 or 

greater on the Whiteley Index (WI; Pilowsky, 1967).  The cut-off score on the WI was 

based on research conducted by Hedman, Lekander, et al. (2015; see Measures of 

Symptoms Severity).  Furthermore, given that the target sample was primary care 

patients, participants were required to have visited their physician in the past 3 months in 

order to be eligible for the current study.  The cut-off score for length of time since last 

contact with physician was based on research indicating that individuals with health 

anxiety visit their physician approximately 3.7 times in a 12-month period (Barsky et al., 
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2001; Barsky et al., 2005).  In order to obtain a representative sample, potential 

participants with a health condition were not excluded from the current study given that 

individuals with health conditions can experience severe health anxiety (e.g., Janzen-

Claude et al., 2014; Kehler & Hadjistavropoulos, 2008).   

Given that the initial method of recruiting participants through printed posters in 

pharmacies and medical clinics in Saskatchewan, Canada yielded very limited responses 

(i.e., 5 completers between November 2015 and May 2016), data was subsequently 

collected through the Qualtrics Panel System (Qualtrics, Provo, UT).  The Qualtrics 

Panel System is an online survey platform that offers access to a large number of 

individuals across North America with diverse backgrounds who are interested in 

contributing to research.  Notably, it has become a popular recruitment method for 

researchers interested in assessing attitudes and perceptions (e.g., Bertrand, Sen, Otake, 

& Lee, 2014; Rolison, Hanoch, & Miron-Shatz, 2012; van Wagenen, Magnusson, & 

Neiger, 2015). 

Respondents are recruited through a number of methods, such as member 

referrals, targeted email lists, gaming sites, permission-based networks, and social 

media.  In order to initially register with Qualtrics Panel Systems, respondents complete 

background questionnaires and agree to partake in online surveys for an incentive.  

Incentives are based on various factors (e.g., length of the online survey) and may 

include cash, airline miles, gift cards, redeemable points, and vouchers.  Using profile 

information provided by respondents, Qualtrics Panel Systems randomly selects potential 

participants who are likely to meet the respective eligibility criteria.  These respondents 
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are sent an invitation via email with the following information: (1) the survey is for 

research purposes only; (2) expected length of survey; and (3) incentive for participation.  

In order to avoid biases, the email invitation does not specify details of the study (e.g., 

procedure). 

The Qualtrics Panel System was deemed to be an advantageous method of data 

collection for a number of reasons.  First, data can typically be collected within one week 

as there are a large number of respondents registered with the Qualtrics Panel System.  

Given the time sensitive nature of the current study, this advantage was particularly 

appealing.  Second, it was posited that a more representative sample would be attained 

using the Qualtrics Panel System, as participants were recruited across Canada rather 

than only in Saskatchewan.  Acquiring a more representative sample affords greater 

generalizability of study results to the target population, thus further strengthening 

findings obtained in the current study.   

2.2 Measures 

 The following measures were administered online in a survey format.  

Basic eligibility. Basic eligibility for the current study was determined by a cut-

off score on the Whiteley Index (WI; see Measures of Symptom Severity) as well as 

questions assessing English comprehension, age, status as a Canadian resident, and 

duration since last contact with a physician. See Appendix B.  

Demographic information.  These variables included date of birth, sex, 

ethnicity, education level, living situation, relationship and employment status, province 

and location of residence, and education level.  See Appendix C.  
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Measures of severe health anxiety    

Measures of symptom severity.  The WI is a 14-item self-report measure 

designed to assess health anxiety symptomology.  Using a dichotomous scale (“Yes” or 

“No”), participants rate questions, like “Do you find that you are often aware of various 

things happening in your body?”  In the current sample, responses were summed per 

participant, with total scores ranging from 0 to 14.  All items but one are scored 

positively, with Item 9 reverse scored.  A higher total score on the WI indicates more 

severe symptoms of health anxiety.  In a primary care sample with hypochondriasis, 

internal consistency on the scale was α = 0.75 (Conradt, Cavanagh, Franklin, & Rief, 

2006).  Moreover, the WI is a widely disseminated measure of health anxiety, as its use 

has been documented in the ICBT (e.g., Hedman et al., 2011) CBT (e.g., Barksy & 

Ahern, 2004), and pharmacological (e.g., Greeven et al., 2007) literature.  Although a 

modified version of the WI (Barsky, Wyshak, & Klerman, 1986) exists, with a 5-point 

Likert rating scale, the original version was used in the current study as a reliable and 

valid cut-off score has been recently established.  Hedman, Lekander, et al. (2015) found 

that the optimal cut-off score on the original WI was 5, with a sensitivity of 99.37% and 

a specificity of 98.91%.  Severe health anxiety was operationally defined by Hedman, 

Lekander, et al. (2015) as DSM-IV hypochondriasis (APA, 2000).  In order to be eligible 

for the current study, participants had to score 5 or greater on the WI (Pilowsky, 1967).  

Internal consistency for scores on the WI in the current sample was α = 0.56.  See 

Appendix B.  
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An additional measure of health anxiety symptomology was used in the current 

study to validate scores obtained on the WI.  The Short Health Anxiety Inventory 

(SHAI) was selected because it is based on the cognitive behavioural model of health 

anxiety (Salkovskis, Rimes, Warwick, & Clark, 2002).  Each item on the SHAI is 

comprised of four statements that are rated from 0 (i.e., the feeling is mild or 

infrequently experienced) to 3 (i.e., the feeling is severe or frequently experienced).  

Participants are asked to read each statement and select the one that best represents their 

feelings during the past 6 months.  There are 14-item and 18-item versions of the SHAI, 

with the latter scale including four additional items that aim to measure the perceived 

implications of becoming ill.  Following Alberts, Sharpe, Kehler, and Hadjistavropoulos 

(2011), the 14-item SHAI was used in the current study as it is a more appropriate 

measure for medical samples.  Scores range from 0 to 42, with a higher total score 

indicating more severe symptoms of health anxiety.  In a meta-analysis conducted by 

Alberts, Hadjistavropoulos, Jones, and Sharpe (2013), internal consistency for the 14-

item SHAI in medical samples ranged from α =0.84-0.96 and the scale was shown to 

have good convergent and divergent validity.  In addition, LeBouthillier, Thibodeau, 

Alberts, Hadjistavropoulos, and Asmundson (2015) found that SHAI total scores were 

comparable across groups of participants with varying medical conditions, including 

multiple sclerosis, breast cancer, and diabetes.  In the current sample, internal 

consistency for scores on the SHAI was α = 0.90.  See Appendix D. 

Measure of cognitions.  The Health Cognitions Questionnaire (HCQ; 

Hadjistavropoulos et al., 2012) is a 20-item self-report scale designed to measure four 
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cognitions purported to underlie health anxiety.  The four cognitions are likelihood of 

illness (e.g., “I believe my chances of developing health problems are higher than for the 

majority of people”), awfulness of illness (e.g., “Developing a health problem would be 

very distressing”), difficulty coping with illness (e.g., “If I developed a chronic health 

problem, I would no longer be in control of my life”), and medical service inadequacy 

(e.g., “I do not have confidence in the health care system”).  Participants rate their level 

of agreement with each item on a 5-point Likert scale (1 = “Strongly disagree” and 5 = 

“Strongly agree”), with higher scores signifying greater negative perceptions.  Eight 

items are reverse scored, including 6 items from the difficulty coping with illness 

subscale and 2 items from the medical service inadequacy subscale.  Good predictive 

validity of health anxiety was established in a sample of individuals with self-diagnosed 

medical conditions and a sample with no self-reported medical conditions 

(Hadjistavropoulos et al., 2012).  Internal consistency for total scores on the HCQ in the 

current sample was α = 0.87, with similar results obtained for the subscales of likelihood 

of illness (α = 0.87), awfulness of illness (α = 0.78), difficulty coping with illness (α = 

0.85), and medical service inadequacy (α = 0.74).  See Appendix E.  

Measure of behaviours.  The Questionnaire for assessing Safety Behaviours in 

Hypochondriasis/Health Anxiety (QSBH) is a 16-item self-report measure that aims to 

evaluate safety-seeking behaviours in health anxiety.  Participants rate questions, like 

“Do you inspect your body for moles or abnormalities?” and “Do you avoid reading 

obituaries?” on a 5-point scale from 0 (“Never”) to 4 (“Very frequently”).  The 

questionnaire is a translation of a German version (Weck, Breham, & Schermelleh-
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Engel, 2013), which has been found to have good convergent and discriminant validity 

as well as the ability to discriminate between individuals with hypochondriasis and 

individuals with anxiety disorders.  Moreover, factor analysis conducted by Weck et al. 

(2013) revealed that the QSBH is comprised of two factors, namely reassurance seeking 

(8 items) and avoidance (8 items).  In the current sample, internal consistency for total 

scores on the QSBH was α = 0.91, with similar results obtained for the checking (α = 

0.85) and avoidance (α = 0.93) subscales.  See Appendix F.   

Measures of health  

Measure of somatic health.  The Somatic Symptom Scale-8 (SSS-8; Gierk et al., 

2013) is a brief self-report questionnaire derived from the Patient Health Questionnaire-

15 item (PHQ-15; Kroenke, Spitzer, & Williams, 2002) as a measure of somatic 

symptom burden.  In particular, it is designed to assess the frequency with which one has 

been bothered over the past 7 days by common somatic symptoms.  Participants are 

asked to rate each statement (e.g., “Back pain”) on a scale from 0 (“Not at all”) to 4 

(“Very much”).  In the current sample, responses were summed per participant, with total 

scores ranging from 0 to 32.  All items are scored positively, with a higher total score 

indicating the presence of more somatic symptoms.  In a sample of patients seeking 

treatment at a psychosomatic outpatient clinic, Gierk et al. (2015) reported an internal 

consistency of α = 0.76 among items, with summed scores on the SSS-8 correlating 

highly with scores on the PHQ-15 (r = 0.83).  Moreover, Gierk et al. (2015) found a 

positive correlation between health care use and summed scores on the SSS-8.  For the 

current study, the SSS-8 was selected over the PHQ-15 as it was specifically developed 
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as a screener for the DSM-5 diagnosis of SSD (Gierk et al., 2013).  Internal consistency 

for scores on the SSS-8 was α = 0.79.  See Appendix G.  

Measure of health care use.  The Medical Utilization Questionnaire (MUQ; 

Abramowitz, Deacon, et al., 2007) is a self-report measure designed to assess for health-

related behaviours and, in turn, health care use associated with health anxiety.  The 

questionnaire is comprised of two sections.  First, participants are asked to rate the 

frequency during the past 6 months with which they have used a number of medical and 

psychological services (e.g., psychologist, family physician, neurologist).  In the current 

study, scores on this subset of the MUQ were summed per participant by adding the total 

number of visits.  Second, participants are asked to rate the frequency during the past 

month with which they have employed various safety-seeking behaviours as a means of 

reducing anxiety about one’s health.  Participants rate statements (e.g., “Calling nurse 

help line”) on a scale from 0 (“Never out of concern for my health”) to 4 (“All the time 

out of concern for my health”).  The ten items were averaged per participant, with higher 

scores signifying greater use of safety-seeking behaviours during the past month.  In the 

current study, internal consistency for scores on the MUQ was α = 0.85.  See Appendix 

H.  

Clinical and medical history.  To obtain a more comprehensive clinical and 

medical history, participants were asked a mixture of open- and close-ended questions 

about health-related issues (e.g., “Do you have a diagnosed medical condition?”) as well 

as the use of prior and current psychological (e.g., “Are you currently receiving 

psychotherapy or counselling?”) and pharmacological (e.g., “Have you ever taken any 



 

51 

 

psychotropic medication, such as antidepressants or anti-anxiety medication?”) 

treatments.  See Appendix I.  

Measures of psychopathology 

Measure of depression.  The Patient Health Questionnaire-9 item (PHQ-9; 

Kroenke, Spitzer, & Williams, 2001) is a self-report instrument intended to measure 

depression severity over a 2-week period.  Participants are asked to rate the extent to 

which they have been bothered over the past 2 weeks by the behaviour described in each 

statement (e.g., “Little interest or pleasure in doing things”) on a scale ranging from 0 

(“Not at all”) to 3 (“Nearly every day”).  In the current sample, responses were summed 

per participant, with a higher total score representing greater depressive severity.  In a 

clinical sample, Kroenke, Spitzer, and Williams (2001) reported an internal consistency 

of items of α = 0.89.  In the current sample, internal consistency for scores on the PHQ-9 

was α = 0.90.  See Appendix J.  

Measure of anxiety.  The Generalized Anxiety Disorder 7-item (GAD-7; Spitzer, 

Kroenke, Williams, & Lowe, 2006) is a brief self-report questionnaire designed to assess 

the frequency with which one has been bothered over the past 2 weeks by common 

symptoms of anxiety.  Participants are asked to rate each statement (e.g., “Trouble 

relaxing”) on a scale from 0 (“Not at all”) to 3 (“Nearly everyday”).  In the current 

study, scores were summed per participant, with a higher score indicating more severe 

symptoms of anxiety.  Although the GAD-7 was originally developed as a brief, 

diagnostic tool for generalized anxiety disorder (Spitzer et al., 2006), Kroenke, Spitzer, 

Williams, Monahan, and Löwe (2007) found that it was an effective screening measure 
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for other anxiety disorders, including PTSD, social anxiety disorder, panic disorder.  

Internal consistency for scores on the GAD-7 in the current sample was α = 0.92.  See 

Appendix K.  

Measure of computer anxiety.  The Computer Anxiety Rating Scale (CARS;  

Heinssen, Glass, & Knight, 1987) is designed to measure anxiety in relation to computer 

use and technology.  On a 5-point scale (1 = “Strongly disagree”, 5 = “Strongly agree”), 

participants are asked to rate the extent to which they agree with each of the 19 items 

(e.g., “I feel apprehensive about working on a computer terminal”).  In the current 

sample, responses were summed per participant.  Nine of the items are reversed scored, 

such that higher scores on all items reflect a greater degree of computer-related anxiety.  

Heinssen et al. (1987) reported good convergent and divergent validity on the scale.  In 

the current sample, internal consistency for scores on the CARS was α = 0.90.  See 

Appendix L.  

Measures of treatment acceptability, credibility, and expectancy.  The 

following measures were administered online following the presentation of each of the 

three treatment vignettes.  

The Treatment Acceptability and Adherence Scale (TAAS; Milosevic, Levy, 

Alcolado, & Radomsky, 2015) is a 10-item self-report scale designed to measure 

treatment acceptability on various facets, such as dropout likelihood and treatment 

adherence.  For a given treatment protocol, participants are asked to rate each item (e.g., 

“If I began this treatment, I would be able to complete it”) on an 8-point scale (0 = 

“Strongly disagree” and 7 = “Agree strongly”).  In the current sample, responses were 
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summed per participant.  Four of the items are reversed score, such that higher scores on 

all items reflect greater perceived acceptability of the respective treatment.  Good 

internal consistency has been demonstrated in a clinically anxious sample (α = 0.88; 

Milosevic & Radomsky, 2013).  Given that items 7 (“I would prefer to try another type 

of psychological treatment instead of this one”) and 8 (“I would prefer to receive 

medication for my fear/anxiety instead of this treatment”) are treatment specific, these 

items were not be included in the current study.  Internal consistency for scores on the 

revised TAAS for medication, CBT, and ICBT were α = 0.88, α = 0.87, and α = 0.88, 

respectively.  See Appendix M.  

The Credibility and Expectations Questionnaire (CEQ; Devilly & Borkovec, 

2000) is a 6-item self-report questionnaire that aims to measure treatment credibility 

(e.g., believable, logical) and expectancy (e.g., likelihood of improvement).  For a given 

treatment protocol, participants rated questions (e.g., “By the end of the course, how 

much improvement in your functioning do you think will occur?”) on a 10-point Likert 

scale from 0 (“Not at all”) to 9 (“Very much”), with two of the six items rated as 

percentages from 0 to 100.  Factor analysis conducted by Devilly and Borkovec (2000) 

supports the two-factor model of the CEQ.  In a clinically anxious sample, Devilly and 

Borkovec (2000) reported good internal consistency of items within each factor (α = 0.81 

for credibility; α = 0.79 for expectancy).  The CEQ has previously been used in the ICBT 

research to assess for treatment credibility and expectancy (e.g., Titov, Andrews, 

Schwencke, Robinson, Peters, & Spence, 2010).  In the current study, the word ‘therapy’ 

was changed to ‘treatment’ in order to remain consistent with the phrasing of the TAAS.  
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Such an alteration to the CEQ has been previously reported (e.g., Devilly & Borkovec, 

2000).  Internal consistency for scores on the credibility subscale of the CEQ in the 

current sample for medication, CBT, and ICBT were α = 0.94, α = 0.90, and α = 0.92, 

respectively.  Similarly, internal consistency for scores on the expectancy subscale of the 

CEQ for medication, CBT, and ICBT were α = 0.93, α = 0.81, and α = 0.92, respectively.  

See Appendix N.  

Measure of treatment preference.  The following measure was administered 

online after the three vignettes had been presented and rated.  The Treatment Preference 

Form was created for the current study to assess participants’ preferences for the 

treatment protocols outlined in the three vignettes (see Treatment Vignettes).  In order 

from 1 (“Most likely to receive”) to 3 (“Least likely to receive”), participants were asked 

to rank the three treatment options based on their preference for receiving the 

intervention for health anxiety.  Participants were subsequently asked to justify their 

rankings via an open-ended question (i.e., “Please provide a brief explanation for your 

ranking”).  In order to minimize order effects, the presentation of the three vignettes on 

the Treatment Preference Form was randomized across participants.  See Appendix O.   

2.3 Material 

 Study material includes descriptions of the study rationale and individual 

treatment vignettes, which were both developed by the primary investigator for the 

current study.   

Study rationale.  The description of the study rationale was comprised of two 

brief statements (see Appendix P).  First, the aim of the study was presented.  Second, 
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instructions were provided, instructing participants to read various descriptions of 

treatments for severe health anxiety and then complete questionnaires that follow.   

Treatment vignettes.  The three vignettes depicted a different ecologically valid 

treatment option for severe health anxiety (see Appendix A).  The protocols were face-

to-face CBT, therapist-assisted ICBT, and medication.  The vignettes were based on 

research evidence and included advantages and disadvantages of each treatment.  

Following Walker et al. (1999), psychologists and psychiatrists (N = 8) who were 

familiar with pharmacological and psychological treatments for severe health anxiety 

were asked to read the vignettes and provide general feedback about their accuracy, 

clarity, and comprehensiveness (see Appendix Q for experts’ feedback and authors’ 

responses).  Once the vignettes were revised according to the experts’ feedback, they 

were piloted among two individuals affiliated with the research team.  Minor changes 

concerning wording and sentence structure were made based on this feedback.     

2.4 Procedure 

Potential participants were sent an email invitation from the Qualtrics Panel 

System that contained the link to the three-part online survey.  In the first part of the 

online survey, consent (see Appendix R) and basic eligibility questions (see Appendix B) 

were asked.  Eligible participants must have been 18 years of age or older, comfortable 

reading and writing in English, a Canadian resident, have visited their physician in the 

past 3 months, and be currently experiencing severe health anxiety, as determined on the 

WI.  When assessed as ineligible, the survey was discontinued and resources (e.g., online 
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self-help, mental health services in Saskatchewan; see 

https://www.onlinetherapyuser.ca/client-resources) were provided.  

Participants who met the inclusion criteria were directed to the second part of the 

online survey, in which a battery of questionnaires was administered to provide 

information on the clinical characteristics of the sample.  The questionnaires included the 

following measures: demographics, clinical and medical history, GAD-7, PHQ-9, CARS, 

SSS-8, MUQ, SHAI, QSBH, and the HCQ.  Once these questionnaires were completed, 

participants were directed to the third part of the study.  A brief description of the study 

rationale was first provided.  Three treatment vignettes were then presented in 

counterbalanced order, each varying in their treatment description: face-to-face CBT, 

therapist-assisted ICBT, and medication.  Following the presentation of each vignette, 

participants were prompted to complete the TAAS and the CEQ to assess for the 

perceived acceptability and credibility of each intervention.  Lastly, participants were 

asked to rank the three treatment options in order of preference and explain their 

rankings.  Once the study was completed, participants were debriefed about the purpose 

of the study.  Participants were compensated $1.00 through the Qualtrics Panel System.  

The mean duration of time to complete the survey was 34.28 minutes (SD = 31.85).   

2.5 Statistical Analyses 

 In order to address the research questions, both qualitative and quantative 

methods were used.  

Preliminary analyses.  The aim of the preliminary analyses was to define the 

clinical and demographic characteristics of the sample.  In order to obtain this 

https://www.onlinetherapyuser.ca/client-resources
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information, descriptive statistics were calculated for the basic eligibility, demographic, 

and clinical and medical history questionnaires as well as the PHQ-9, GAD-7, SHAI, 

WI, SSS-8, QSBH, HCQ, MUQ, and the CARS.  

Primary analyses.  The primary analyses were related to the four research 

questions.  To address the first research question (is ICBT perceived by primary care 

patients as an acceptable treatment for severe health anxiety relative to face-to-face CBT 

or medication?), a one-way repeated measures analysis of variance (ANOVA) was 

conducted for mean group TAAS scores, with the independent variable treatment 

vignette (i.e., group). 

To address the second research question (is ICBT perceived by primary care 

patients as a credible treatment for severe health anxiety relative to face-to-face CBT or 

medication?), two additional ANOVAs with the same independent variable (i.e., group) 

were conducted, with the dependent variables mean group credibility and expectancy 

scores on the CEQ.  A Bonferroni correction was applied to account for multiple 

comparisons, setting the criterion of significance to .016 (Field, 2013).   

The third research question (how do primary care patients rank ICBT for health 

anxiety as a treatment option compared to face-to-face CBT and medication?), was 

analyzed using Friedman’s nonparametric statistical test in order to first determine 

whether the three vignettes were ranked differently.  Friedman’s test is the equivalent to 

a one-way repeated measures ANOVA, with the major difference being that the 

dependent variable is ordinal rather than continuous (Field, 2009).   
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The fourth research question (what are the clinical and demographic variables 

that predict ratings of ICBT acceptability?) was analyzed using multiple regression.  The 

dependent variable was mean group TAAS scores on the ICBT vignette and the 

predictors were sex, scores on the CARS (to assess for computer-related anxiety), scores 

on the SHAI (to assess for health anxiety severity), scores on the four subscales of the 

HCQ (to assess for health anxiety cognitions), and scores on the two subscales of the 

QSBH (to assess for safety-seeking behaviours in health anxiety).  Given the exploratory 

nature of this research question, stepwise was selected as the method of regression 

(Field, 2013).  

In order to analyze responses to the open-ended question (please provide a brief 

explanation for your ranking), a thematic analysis was conducted.  A thematic analysis is 

a qualitative method for extracting themes within data (Braun & Clarke, 2006).  The 

protocol outlined by Braun and Clarke (2006) was followed in the current study, which 

outlines six steps.  First, the researcher is to familiarize themselves with the data by 

reading responses and then producing a list of interesting topics and common responses.  

Next, the researcher is to develop codes (i.e., most basic elements of the data) by 

systematically re-reading the data for patterns.  Once the data is entirely coded, the third 

phase focuses on generating themes.  This is accomplished by collating codes into 

broader, meaningful categories called themes.  Fourth, the researcher is to review and 

refine the themes; themes may be deleted or collapsed into one broader category.  Next, 

definitions and names for each theme are created.  Last, the researcher is to write-up the 

report.      
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Results 

3.1 Data Preparation  

The overall data set was first screened to ensure appropriateness prior to 

conducting the aforementioned statistical analyses.   

Accuracy of data input.  Individual values entered into the database were 

checked to ensure accuracy of data input.  As recommended by Tabachnick and Fidell 

(2001), descriptive statistics (i.e., minimum and maximum values) were calculated for all 

variables of interest in order to inspect for out-of-range values.  This process identified 

one data entry error concerning the scale anchors on the SHAI.  Items on the SHAI are 

rated on a 4-point Likert scale from 0 to 3; however, the scale used in the current study 

ranged from 1 to 4.  In order to generate results that could be compared to findings in the 

health anxiety literature, the scale was computed to reflect the original anchors on the 

SHAI.  Furthermore, a portion of the data that involved reversed scoring and summed 

scores were re-calculated by hand in order to ensure no calculations errors were made.  

The results of this procedure yielded no calculations errors.  The data set was then 

inspected for missing values by visually inspecting the data set as well as checking the 

sample size for each variable of interest.  Based on these steps, no missing values were 

identified.  

Outliers. Outliers were determined by converting total and subscale scores on all 

variables of interest in primary analyses to z-scores.  The standardized values were then 

compared to a recommended criterion for detecting statistically significant outliers (i.e., 

± 3.29, p < .001; Tabachnick & Fidell, 2001).  This process identified two participants 
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who scored 4 on the Awfulness of Illness subscale of the HCQ, which was 3.48 standard 

deviations below the mean and, thus, beyond the p = .001 criterion of 3.29.  As 

recommended by Tabachnick and Fidell (2001), both extreme scores were changed to 

one unit smaller (i.e., 7) than the following largest score in the distribution that was not 

deemed an outlying score.  Standardized scores were subsequently re-calculated for the 

Awfulness of Illness subscale of the HCQ and found to fall within the acceptable range 

of values, suggesting that the aforementioned procedure was successful in correcting for 

statistically significant outliers.    

Skewness and kurtosis. Data were then screened for normality, in which 

skewness and kurtosis values were calculated for all continuous variables of interest in 

the primary analyses and divided by their standard errors.  The standardized values were 

then compared to a critical value of ± 1.96 (p >.05), which was selected over other 

established values (i.e., ± 3.29, p < .001) given the relatively small sample size used in 

the current study (Field, 2013).  As depicted in Table 1, the sample did not demonstrate  

normal population distribution on the Avoidance subscale of the QSBH, the Difficulty 

Coping with Illness subscale of the HCQ, and the Credibility and Expectancy subscales 

of the CEQ across all three groups (i.e., medication, CBT, and ICBT).  Following the 

recommendation of Tabachnick and Fidell (2001), histograms and probability plots were 

generated for each variable in order to support or refute the aforementioned findings. 

Based on these graphical methods, transformation to the data were considered but not 

used for a variety of reasons that are outlined below.   
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Table 1 

  

Descriptions of Skewness and Kurtosis for Measures in Primary Analyses 

 

Measure Skewness 

values 

Std. 

Error of  

Skewness 

Z-Score 

Skewness 

Kurtosis 

values 

Std. 

Error of 

Kurtosis 

Z-Score 

Kurtosis 

SHAI 0.38 0.23 1.69 -0.01 0.45 -0.03 

QSBH – Checking 0.04 0.23 0.17 -0.29 0.45 -0.65 

QSBH – 

Avoidance 

0.80 0.23 3.58* -0.37 0.45 -0.83 

HCQ – Difficulty 

coping with illness 

0.65 0.23 2.91* -0.27 0.45 1.90 

HCQ – Medical 

service inadequacy 

-0.09 0.23 -0.39 -0.32 0.45 -0.37 

HCQ – Likelihood 

of illness 

-0.27 0.23 -1.18 -0.17 0.45 -0.71 

HCQ – Awfulness 

of illness 

-0.23 0.23 -1.00 0.85 0.45 -0.62 

Medication – 

TAAS 

0.07 0.23 0.29 0.19 0.45 0.43 

CBT – TAAS 0.04 0.23 0.18 0.18 0.45 0.40 

ICBT – TAAS 0.14 0.23 0.63 0.24 0.45 0.53 

Medication – 

Credibility CEQ 

-0.44 0.23 -1.94 -0.36 0.45 -0.82 
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Medication –    

Expectancy CEQ 

-0.81 0.23 -3.63* 0.13 0.45 0.29 

CBT – Credibility 

CEQ  

-0.48 0.23 -2.11* 0.14 0.45 0.31 

CBT – Expectancy 

CEQ 

-0.45 0.23 -1.98* -0.28 0.45 -0.62 

ICBT – Credibility 

CEQ  

-0.63 0.23 -2.79* 0.60 0.45 1.35 

ICBT – Expectancy 

CEQ 

-0.61 0.23 -2.72* 0.18 0.45 0.31 

Note. Values are rounded up two decimals places; SHAI = Short Health Anxiety Inventory; 

HCQ = Health Cognitions Questionnaire; QSBH = Questionnaire for assessing Safety 

Behaviours in Hypochondriasis/Health Anxiety; CARS = Computer Anxiety Rating Scale; 

TAAS = Treatment Acceptability and Adherence Scale; CEQ = Credibility and Expectancy 

Questionnaire.CBT = Cognitive behaviour therapy; ICBT = Internet-delivered cognitive 

behaviour therapy.  *Value exceeded critical value of ±1.96, p >.05 (Field, 2013).  
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First, given that the QSBH, HCQ, and CEQ are common measures reported in the 

literature, transforming the scales would likely increase the difficulty of interpreting and 

comparing results (Tabachnick & Fidell, 2001).  In fact, the CEQ credibility and 

expectancy subscales were originally transformed and subsequently used in the 

respective analyses, with the tests yielding results that were difficult to interpret.  

Additionally, common data transformations were attempted on the Avoidance subscale 

of the QSBH and the Difficulty Coping with Illness subscale of the HCQ; however, all 

yielded unfavourable data transformations, as issues concerning data skewness remained 

or created alternative issues with kurtosis.  An additional reason for not transforming the 

data pertains to the statistical tests used in the current study.  According to Field (2013), 

the F-statistic of the ANOVA can be robust to violations of normality when group sizes 

are the same.  Based on the aforementioned reasons, the measures were not transformed 

and left with their original distribution.  

3.2 Descriptive Statistics 

The following is an overview of the key demographic, clinical, and medical 

characteristics of the sample.   

Demographic variables.  Participants ranged in age from 18 to 74, with a mean 

age of 41.43 (SD = 14.92) years.  Participants indicated a mean duration of 1.56 months 

(SD = 0.78) since their last contact with a physician or specialist regarding health 

concerns.  The majority of participants identified themselves as Caucasian (n = 100; 

86.20%) and female (n = 81; 69.80%).  Approximately three quarters of the sample 

reported residing in either Ontario (n = 50; 43.10%), British Columbia (n = 23; 19.80%), 
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or Alberta (n = 15; 12.90%), with half the sample (n = 57; 49.10%) describing their 

location of residence as a large city (i.e., population greater than 200,000).  The majority 

of participants reported living with another individual, including their partner (n = 46; 

39.70%), family (n = 38; 32.80%), or friend (n = 7; 6.00%).  Approximately a third of 

the sample stated being either married (n = 40; 34.50%) or single (n = 33; 28.40%).  The 

majority of participants reported completing post-secondary education, including college 

certificate (n = 40; 34.50%), undergraduate degree (n = 21; 18.10%), professional degree 

(n = 5; 4.30%), and graduate degree (n = 8; 6.90%).  Approximately half the sample 

noted being employed full-time (n = 53; 45.70%), with a portion of the remaining 

participants reporting long-term disability (n = 14; 12.10%).  A comprehensive 

description of the demographic characteristics of the sample is presented in Table 2.      

Clinical variables.  Hedman, Lekander, et al. (2015) recently established the WI 

as proximal diagnostic tool for elevated health anxiety, with an optimal cut-off score of 

5.  In the current sample, mean summed response on the WI was 8.35 (SD = 2.39), with 

scores ranging from 5 to 14.  In order to validate scores on the WI, the SHAI was 

administered as an additional measure of elevated health anxiety symptomology.  Mean 

summed score on the SHAI was 16.14 (SD = 7.64), with scores ranging from 0 to 39.  

Both mean summed scores on the WI and SHAI were above the cut-off scores used in 

the literature to identify elevated health anxiety (e.g., Bailer et al., 2015; Hedman, 

Lekander, et al., 2015; Rode, Salkovskis, Dowd, & Hanna, 2006).   

Additional measures aimed at assessing health-related cognitions and behaviours 

were administered in order to understand the clinical characteristics of the sample.   
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Table 2 

Descriptive Statistics for Demographic Variables  

 N 

 

Percentage M SD Sample 

range 

Age   41.43 14.92 18–74 

Sex      

     Female 81 69.8    

     Male 34 29.3    

     Other 1 0.9    

Province of residence      

     British Columbia 23 19.8    

     Alberta 15 12.9    

     Saskatchewan 3 2.6    

     Manitoba 8 6.9    

     Ontario 50 43.1    

     Quebec 8 6.9    

     New Brunswick 1 0.9    

     Nova Scotia 5 4.3    

     Prince Edward Island                           1 0.9    

     Newfoundland 2 1.7    

Location of residence      
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     Large city 57 49.1    

     Medium city 29 25.0    

     Small city 8 6.9    

     Town or village 19 16.4    

     Farm 3 2.6    

Living situation      

     Live alone 19 16.4    

     Live with partner 46 39.7    

     Live with family 38 32.8    

     Live with friend(s) 7 6.0    

     Other 6 5.2    

Relationship status      

     Single 33 28.4    

     Dating 9 7.8    

     Married 44 37.9    

     Cohabitating 13 11.2    

     Separated or divorced 12 10.3    

     Widowed 4 3.4    

     Other 1 0.9    

Ethnicity      

     Caucasian  100 86.2    
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     First Nations or Métis 1 0.9    

     Asian 8 6.9    

     Hispanic 2 1.7    

     Other 5 4.3    

Employment status      

     Employed full-time 53 45.7    

     Employed part-time 17 14.7    

     Retired 13 11.2    

     Homemaker 3 2.6    

     Long-term disability  14 12.1    

     Full-time student 3 2.6    

     Seeking employment 3 2.6    

     Other 3 2.6    

Education      

     Less than high school 2 1.7    

     High school diploma 25 21.6    

     College certificate or 

     Diploma 40 34.5 

   

     Some university 15 12.9    

     University degree 21 18.1    

     University professional  5 4.3    
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     degree 

     University graduate  

     degree 8 6.9 

   

Note. Values are rounded up two decimal places.  
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As previously discussed, four core cognitions are postulated to contribute to the 

manifestation of severe health anxiety (Warwick & Salkovskis, 2001) and include the 

perceived likelihood of contracting or having an illness, the perceived awfulness of 

illness, the perceived inability to cope with illness, and the perceived inadequacy of 

medical resources for treating illness (Hadjistavropoulos et al., 2012; Warwick & 

Salkovskis, 2001).  The health cognitions were respectively assessed in the current study 

through one of the four subscales of the HCQ.  Mean sample scores on the HCQ 

subscales were comparable, albeit slightly higher, to previously reported patterns of 

responses among individuals with a self-reported medical concern (Hadjistavropoulos et 

al., 2012), suggesting that participants, on average, reported experiencing higher 

perceived likelihood of illness (M = 13.47; SD = 3.70), awfulness of illness (M = 15.20; 

SD = 3.04), difficulty coping with illness (M = 23.28; SD = 5.96), and medical services 

inadequacy (M = 11.53; SD = 3.40).   

Individuals with severe health anxiety often engage in safety-seeking behaviours 

in an attempt to reduce heightened emotions (Taylor & Asmundson, 2004).  In particular, 

these behaviours have been categorized into two dysfunctional patterns, namely 

avoidance and escape as well as reassurance seeking and checking.  These constructs 

were assessed in the current study through two measures: the MUQ and QSBH.  Mean 

sample response on the MUQ was 1.08 (SD = 0.75), indicating that participants rarely 

over the past month employed safety-seeking behaviours out of concern for their health.  

The most commonly reported behaviours on the MUQ were discussing one’s health with 

a family or friend (M = 1.75; SD = 1.17) and accessing health-related material on the 
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Internet (M = 1.45; SD = 1.16).  Participants’ mean total score on the QSBH was 22.52 

(SD = 12.12).  When examining the mean sample subscale scores on the QSBH, 

participants reported greater engagement in checking behaviours (M = 13.97; SD = 6.18) 

than avoidance behaviours (M = 8.54; SD = 8.03).   

Measures aimed at assessing anxiety and depression symptoms were also 

administered in order to obtain additional information concerning the clinical 

characteristics of the sample.  As suggested by Kroenke et al. 2007, the sample mean on 

the GAD-7 (M = 9.24; SD = 6.19) suggests that participants were experiencing moderate 

symptoms of anxiety.  Furthermore, mean responses on the PHQ-9 (M = 10.59; SD = 

6.79) indicate that participants were experiencing moderate symptoms of depression 

according to Kroenke et al. (2001).  The sample mean on the CARS was 43.77 (SD = 

13.15) suggesting that participants were experiencing a moderate degree of anxiety 

related to computer use and technology.  A comprehensive description of the clinical 

characteristics of the sample is presented in Table 3.      

Health variables.  The majority of participants reported being diagnosed with a 

medical condition (n = 92; 79.30%).  When asked to select from a list which medical 

conditions participants had been diagnosed with, the most commonly selected response 

was the other category (n = 47; 40.50%), followed by asthma (n = 25; 21.60%), 

rheumatoid arthritis (n = 12; 10.30%), type II diabetes (n = 12; 10.30%), and Crohn’s 

disease (n = 5; 4.30%).  The other diagnosed medical conditions reported included 

chronic pain, endometriosis, atrial fibrillation, aneurysm, neuropathy, irritable bowel 

syndrome, gastroesophageal reflux disease, lupus, and multiple sclerosis.   
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Table 3 

Descriptive Statistics for Clinical Variables   

 

M SD Sample 

range 

Measures of health anxiety severity    

     WI (0–14  score range, with higher scores    

     implying greater severity of health anxiety  

     symptoms) 

8.35 2.39 5–14 

     SHAI (0–42 score range, with higher scores  

     implying greater severity of health anxiety  

     symptoms) 

16.14 7.64 0–39 

Measure of health cognitions              

     HCQ (20–100 score range, with higher  

     scores signifying greater negative  

     cognitions 

63.42 11.43 24–91 

     HCQ, Difficulty coping (8-40 score range,  

     with higher scores signifying greater  

     negative perceptions concerning ability to  

     cope with illness) 

23.28 5.96 9–40 

     HCQ, Likelihood of illness (4-20 score  

     range, with higher scores signifying greater  

13.47 3.70 4–20 
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     negative perceptions concerning likelihood  

     of illness) 

     HCQ, Awfulness of illness (4-20 score  

     range, with higher scores signifying greater  

     negative perceptions concerning awfulness  

     of illness) 

15.20 3.04 7–20 

     HCQ, Medical service inadequacy (4-20 

     score range, with higher scores signifying  

     greater negative perceptions concerning  

     adequacy of medical services) 

11.53 3.40 4–19 

Measure of health anxiety behaviours    

     MUQ (0–4 score range, with higher scores  

     implying greater use of safety-seeking  

      behaviours) 

1.08 0.75 0–3.20 

     QSBH (0–64 score range, with higher  

     scores implying greater use of safety- 

     seeking behaviours) 

22.52 12.12 0–54 

     Checking subscale (0–32, with higher  

     scores implying greater use of checking  

     behaviours) 

13.97 6.18 0–29 

     Avoidance subscale (0–32, with higher  8.54 8.03 0–29 
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     scores implying greater use of avoidance  

     behaviours) 

Measure of health              

     SSS-8 (0–32 score range, with higher scores  

     indicating the presence of more somatic  

     symptoms) 

13.60 6.48 0–29 

Measures of psychopathology    

     PHQ-9 (0–27 score range, with higher  

     scores indicating greater depressive  

     severity) 

10.59 6.79 0–27 

     GAD-7 (0–21 score range, with higher  

     scores indicating more severe symptoms of  

     anxiety) 

9.24 6.19 0–21 

Measure of computer anxiety    

     CARS (19–95 score range, with higher 

     scores indicating greater computer anxiety) 

43.77 13.15 19–70 

Note. Values are rounded up two decimal places; CBT = Cognitive behaviour 

therapy; ICBT = Internet-delivered cognitive behaviour therapy; WI = Whiteley 

Index; SHAI = Short Health Anxiety Inventory; HCQ = Health Cognitions 

Questionnaire; QSBH = Questionnaire for assessing Safety Behaviours in 

Hypochondriasis/Health Anxiety; SSS-8 = Somatic Symptom Scale – 8 item; 
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MUQ = Medical Utilization Questionnaire; PHQ-9 = Patient Health Questionnaire 

– 9 item; GAD-7 = Generalized Anxiety Disorder – 7 item; CARS = Computer 

Anxiety Rating Scale. 
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Approximately one third of the sample reported a suspected medical condition that had 

yet to be diagnosed (n = 44; 37.90%).  When asked to select from a list of medical 

conditions which participants might suspect having, the most commonly selected 

response was the other category (n = 20; 17.20%), followed by type II diabetes (n = 8; 

6.90%) and asthma (n = 7; 6.00%).  The other suspected medical conditions reported 

included chronic pain, ulcers, ovarian cancer, kidney disease, lupus, hypothyroidism, 

autoimmune disease, and unspecified cognitive issues.  In accordance with the finding 

that participants reported having either diagnosed or suspected health concerns, the mean 

sample score on the SSS-8 (M = 13.60; SD = 6.48) suggests that the sample was 

experiencing a high degree of somatic symptom burden according to Gierk et al. (2013).  

The most commonly reported somatic symptoms participants reported being bothered 

by over the past week were feelings of tiredness or having low energy (M = 2.48; SD = 

1.21), difficulties with sleep (M = 2.09; SD = 1.36), and pain in arms, legs, or joints (M = 

2.02; SD = 1.36).      

When asked to select among a list of medical services which participants may 

have sought in the past six months, the most commonly selected response was general or 

family practitioner (n = 94; 81.00%), followed by dentist (n = 53; 45.70%) and hospital 

emergency room visits (n = 28; 24.10%).  Participants indicated visiting their general or 

family practitioner 2.73 (SD = 3.37) times during the past 6 months.  

Treatment experiences.  Approximately half the sample indicated receiving 

psychotherapy for their mental health concerns in the past (n = 62; 53.40%).  

Furthermore, approximately two-thirds of the sample indicated receiving medication for 
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their mental health concerns in the past (n = 72; 62.10%).  A smaller sample reported 

currently using medication (n = 41; 35.30%) and therapy (n = 24; 20.70%).  Participants 

also rated on a 5-point Likert scale (1 = “Never heard of this treatment” to 5 “Have used 

this treatment in the past”) their level of knowledge regarding current treatments for 

health anxiety, with the results indicating that participants were initially more familiar 

with CBT (M = 2.82; SD = 1.32) than ICBT (M = 1.99; SD = 1.20).  Comprehensive 

descriptions of the health characteristics and treatment experiences’ of the sample are 

presented in Table 4.    

3.3 Hypothesis Testing  

Treatment acceptability. To address the first research question (is ICBT 

perceived by primary care patients as an acceptable treatment for severe health anxiety 

relative to face-to-face CBT or medication?), a one-way repeated measures ANOVA was 

conducted for mean summed group TAAS scores. The independent variable was group, 

with three levels: ICBT, CBT, and medication.  Given that there were three levels of the 

independent variable, sphericity was checked prior to interpreting the results of the 

analysis (Field, 2013).  Mauchly’s test indicated that the assumption of sphericity had 

been violated, χ2(2) = 40.29, p < .001; therefore, degrees of freedom were corrected 

using Huynh-Feldt estimates of sphericity (ε = .78).  Based on the recommendation by 

Field (2013), Huynh-Feldt was selected over the Greenhouse-Geisser correction given 

that the sphericity estimate was greater than 0.75.  As depicted in Figure 1, there was no 

statistically significant effect of group on treatment acceptability ratings, F (1.56, 

179.17) = 2.39, p > .05, with all three treatments rated as equally acceptable.  Given the  
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Table 4 

Descriptive Statistics for Health and Treatment Experience Variables  

 

N 

 

Percentage M SD Sample 

range 

Duration since last contact with physician 

(months)   1.56 0.78 

 

0–3 

Diagnosed medical condition(s)      

     Yes 92 79.3    

     No 24 20.7    

Types of diagnosed medical conditions      

     Stroke 3 2.6    

     Heart attack 4 3.4    

     Angina 1 0.9    

     Congestive heart failure 1 0.9    

     Coronary artery disease 1 0.9    

     Breast cancer 3 2.6    

     Colon cancer 1 0.9    

     Prostate cancer 1 0.9    

     Emphysema 2 1.7    

     Chronic bronchitis 4 3.4    
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     Asthma 25 21.6    

     Type I diabetes 3 2.6    

     Type II diabetes 12 10.3    

     Rheumatoid arthritis 12 10.3    

     Ulcerative colitis 3 2.6    

     Crohn`s disease 5 4.3    

     Gallbladder disease 3 2.6    

     Other 47 40.5    

Suspected medical condition(s)      

     Yes 44 37.9    

     No 72 62.1    

Types of suspected medical conditions      

     Stroke 2 1.7    

     Heart attack 1 0.9    

     Angina 3 2.6    

     Congestive heart failure 2 1.7    

     Coronary artery disease 1 0.9    

     Breast cancer 2 1.7    

     Colon cancer 2 1.7    

     Prostate cancer 1 0.9    

     Emphysema 4 3.4    
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     Chronic bronchitis 2 1.7    

     Asthma 7 6.0    

     Type I diabetes 2 1.7    

     Type II diabetes 8 6.9    

     Rheumatoid arthritis 4 3.4    

     Ulcerative colitis 1 0.9    

     Crohn`s disease 4 3.4    

     Gallbladder disease 2 1.7    

     Other 20 17.2    

Use of medical and health-related services      

     Student health services 4 3.4    

     Hospital emergency room or outpatient 28 24.1    

     Inpatient hospital stay 5 4.3    

     General or family practitioner 94 81.0    

     Cardiology 6 5.2    

     Pulmonologist 5 4.3    

     Gastroenterologist  8 6.9    

     Dermatologist 8 6.9    

     Gynecologist 9 7.8    

     Urologist 9 7.8    

     Ear, nose, and throat specialist 7 7.6    
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     Eye specialist 14 12.1    

     Endocrinologist 5 4.3    

     Neurologist 11 9.5    

     Chiropractor  12 10.3    

     Dentist 53 45.7    

     Psychiatrist 20 17.2    

     Other mental health professional 14 12.1    

     Naturopath 5 4.3    

     Other 11 9.5    

Frequency of medical and health-related 

services during past 6 months   

   

     Student health services   0.03 0.18 0–1 

     Hospital emergency room or outpatient   0.44 1.04 0–6 

     Inpatient hospital stay   0.90 0.60 0–6 

     General or family practitioner   2.73 3.37 0–24 

     Cardiology   0.60 0.30 0–2 

     Pulmonologist   0.13 0.84 0–8 

     Gastroenterologist    0.19 1.06 0–10 

     Dermatologist   0.05 0.22 0–1 

     Gynecologist   0.13 0.55 0–4 

     Urologist   0.11 0.47 0–4 
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     Ear, nose, and throat specialist   0.08 0.38 0–3 

     Eye specialist   0.12 0.37 0–2 

     Endocrinologist   0.04 0.20 0–1 

     Neurologist   0.16 0.73 0–7 

     Chiropractor    0.44 1.76 0–12 

     Dentist   0.69 0.98 0–5 

     Psychiatrist   0.38 1.00 0–6 

     Other mental health professional   0.26 0.92 0–6 

     Naturopath   0.22 1.47 0–12 

Current psychotherapy or counselling      

     Yes 24 20.7    

     No 92 79.3    

Past psychotherapy or counselling      

     Yes 62 53.4    

     No 54 46.6    

Current medication      

     Yes 41 35.3    

     No 75 64.7    

Past medication      

     Yes 72 62.1    

      No 44 37.9    
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Therapy background (1–5 rating scale, 

with higher scores implying greater 

knowledge)   

   

     CBT familiarity   2.82 1.32 1–5 

     ICBT familiarity   1.99 1.20 1–5 

Note. Values are rounded up two decimal places; CBT = Cognitive behaviour therapy; 

ICBT = Internet-delivered cognitive behaviour therapy. 

 

 

 

 

 

 

 

 

 

 



 

83 

 

 

Figure 1.  Mean summed treatment acceptability scores by group.  Graph is to scale, 

with a higher score signifying greater acceptance of the respective treatments.  Error bars 

represent standard errors.  TTAS = Treatment Acceptability and Adherence Scale.  CBT 

= Cognitive behaviour therapy; ICBT = Internet-delivered cognitive behaviour therapy.     
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highest possible TAAS score is 56, the treatments were perceived to be marginally 

acceptable interventions for health anxiety as participants’ acceptability scores averaged 

37.46 (SD = 9.32) for ICBT, 36.78 (SD = 9.39) for CBT, and 35.52 (SD = 10.36) for 

medication.        

Treatment credibility and expectancy.  To address the second research 

question (is ICBT perceived by primary care patients as a credible treatment for severe 

health anxiety relative to face-to-face CBT or medication?), two additional one-way 

repeated measures ANOVAs, with the same independent variable (i.e., group), were 

conducted.  The dependent variables were the mean summed group credibility and 

expectancy scores on the CEQ.  Regarding treatment credibility scores, Mauchly’s test 

indicated that the assumption of sphericity had been violated, χ2(2) = 25.70, p < .001; 

therefore, degrees of freedom were corrected using Huynh-Feldt estimates of sphericity 

(ε = .84).  There was a statistically significant effect of group on treatment credibility 

ratings, F (1.69, 193.84) = 6.22, p < .05 (see Figure 2).  Post-hoc tests, using a 

Bonferroni correction, were conducted to follow up this finding.  The results indicate 

that CBT was perceived as significantly more credible than ICBT (p = .002) and 

medication (p = .010).  In contrast, there was no statistically significant difference 

between credibility scores for ICBT and medication (p = 1.00), suggesting that both 

treatments were rated equally as less credible than CBT.  Participants’ credibility scores 

averaged 17.74 (SD = 5.59) for ICBT and 17.35 (SD = 6.50) for medication, indicating 

that these treatments were perceived to be relatively credible interventions for health 

anxiety given that the highest possible CEQ credibility subscale score is 27. 
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Figure 2.  Mean summed treatment credibility scores by group.  Graph is to scale, with a 

higher score signifying greater perceived credibility of the respective treatments.  Error 

bars represent standard errors.  CEQ = Credibility and Expectancy Questionnaire; CBT = 

Cognitive behaviour therapy; ICBT = Internet-delivered cognitive behaviour therapy. * p 

< .05.    
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Regarding treatment expectancy scores, Mauchly’s test indicated that the 

assumption of sphericity had been violated, χ2(2) = 35.37, p < .001.  Following a similar 

procedure outlined above, degrees of freedom were corrected using Huynh-Feldt 

estimates of sphericity (ε = .80).  There was no statistically significant effect of group on 

treatment expectancy scores, F (1.60, 183.67) = 2.58, p > .05, with all three treatments 

rated equally as effective for severe health anxiety (see Figure 3).  Given the highest 

possible CEQ expectancy subscale score is 27, the treatments were perceived to be 

relatively effective interventions for health anxiety as participants’ expectancy outcome  

scores averaged 15.23 (SD = 5.10) for ICBT, 16.16 (SD = 4.56) for CBT, and 16.08 (SD 

= 5.01) for medication.           

Treatment preference.  The third research question (how do primary care 

patients rank ICBT for health anxiety as a treatment option compared to face-to-face 

CBT and medication?), was analyzed using Friedman’s nonparametric statistical test.  

The results suggest that there was a statistically significant difference in the way the 

treatments were ranked, χ2(2) = 18.67, p < .001.  Follow-up analyses using Wilcoxon 

signed-rank tests were subsequently conducted to specify participants’ rank preferences.  

After applying a Bonferroni correction to account for multiple comparisons, with the 

new criterion of significance set to .016 (Field, 2013), the results indicate that CBT and 

medication were ranked significantly more highly than ICBT (p < .016).  Conversely, 

there was no statistically significant difference in how participants ranked CBT versus 

medication, with both treatments emerging as a preferred treatment for severe health  

 



 

87 

 

 

 

Figure 3.  Mean summed treatment expectancy scores by group.  Graph is to scale, with 

a higher score signifying greater perceived expectancy of the respective treatments.  

Error bars represent standard errors. CEQ = Credibility and Expectancy Questionnaire; 

CBT = Cognitive behaviour therapy; ICBT = Internet-delivered cognitive behaviour 

therapy. * p < .05.    
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anxiety (p > .016).  As depicted in Figure 4, the treatment description with the highest 

preference rank was CBT, followed by medication, and ICBT, respectively.    

Predictors of ICBT acceptability.  The fourth research question (what are the 

clinical and demographic variables that predict ratings of ICBT acceptability?) was 

analyzed using multiple linear regression.  The dependent variable was mean summed  

group TAAS scores on the ICBT treatment description and the predictors were: sex, 

mean summed group scores on the CARS (to assess for computer-related anxiety), mean 

summed group scores on the SHAI (to assess for health anxiety severity), mean summed 

group scores on the four subscales of the HCQ (to assess for health anxiety cognitions), 

and mean summed group scores on the two subscales of the QSBH (to assess for safety-

seeking behaviours in health anxiety). 

Prior to conducting the analysis, a number of steps were taken in order to check 

the assumptions of a multiple regression.  First, a correlation matrix was derived for all 

of the predictor variables in order to test for multicollinearity.  There appeared to be no 

multicollinearity in the data as no substantial correlations (i.e., r > .90) were found 

among the predictor variables (Field, 2013).  As recommended by Field (2013), 

collinearity diagnostics were also computed in order to detect more subtle forms of 

multicollinearity.  In particular, variance inflation factors and tolerance were examined 

among all predictor variables and found to be within acceptable ranges, providing further 

evidence that there is no collinearity within the data (Field, 2013).  The assumption of 

independent error was also met, as Durbin-Watson statistic was above 1 but below 3, 

suggesting that the residuals in the model are independent (Field, 2013).  Lastly, as  
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Figure 4.  Mean preference rank for the three treatment descriptions.  Graph is to scale, 

with lower mean rank numbers representing greater treatment preference.  CBT = 

Cognitive behaviour therapy; ICBT = Internet-delivered cognitive behaviour therapy.  

* p < .016.    
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recommended by Field (2013), partial regression plots were derived in order test the 

assumptions of linearity and homoscedasticity.  The graphical representations 

demonstrated the expected pattern of an evenly distributed array of dots around zero, 

indicating that the assumptions of linearity and homoscedasticity were met (Field, 2013). 

A stepwise multiple linear regression was calculated to predict ICBT acceptability 

ratings based on sample demographic and clinical variables.  As depicted in Table 5, two 

models emerged as statistically significant.  The first model suggests that lower 

computer anxiety significantly predicted greater ICBT acceptability, F(1, 113) = 10.98, p 

< .001, R2  = .089.  The second model suggests that lower computer anxiety and lower 

ratings of negative cognitions about difficulty coping with an illness significantly 

predicted greater ICBT acceptability, F(2, 112) = 8.24, p < .001, R2 = .128.   

An exploratory stepwise multiple regression was also conducted in order to 

explore whether the treatment needs of the sample predicted ICBT acceptability.  The 

additional variables of interest were: diagnosed medical condition (condition = 1; no 

condition = 2), initial knowledge of ICBT, history of medication and therapy use (past 

use = 1; no past use = 2), and current medication and therapy use (current use = 1; no 

current use = 2).  The same steps outlined above were conducted in order to check the 

assumptions of a multiple regression, with the results suggesting that the assumptions 

were not violated.  As exhibited in Table 6, past medication use significantly predicted 

greater ICBT acceptability, F(1, 114) = 7.54, p < .05, R2  = .062.  
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Table 5 

Regression Analyses Showing Demographic and Clinical Predictors of ICBT 

Acceptability 

 Predictors Beta SE  β 

Model 1 Constant 46.81 2.94  

CARS -.21 .06 -.30*** 

Model 2 Constant 53.32 4.08  

CARS -.19 .06 -.27** 

HCQ, Difficulty 

coping    

-.32 .14 -.20* 

Note. Values are rounded up two decimal places; SE = Standard error; ICBT = 

Internet-delivered cognitive behaviour therapy; CARS = Computer Anxiety Rating 

Scale; HCQ = Health Cognitions Questionnaire. R2 = .089 for Model 1, ∆R2 = .040 

for Model 2 (p < .05). * p < .05, ** p < .01, and *** p < .001.  
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Table 6 

Regression Analyses Showing Medical Predictors of ICBT Acceptability 

Predictors Beta SE  β 

Constant 44.03 2.54  

Past medication use 

(past use = 1; no past 

use = 2) 

-4.76 1.74 -.25* 

Note. Values are rounded up two decimal places; SE = Standard error; ICBT = 

Internet-delivered cognitive behaviour therapy. R2 = .062 (p < .05). * p < .05.  
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3.4 Qualitative Analysis 

A final aim of the current study was to conduct a thematic content analysis in 

order to further explore participants’ perceptions of treatments for health anxiety.  The 

primary investigator (J. Soucy) reviewed and coded participants’ responses to the open-

ended question (please provide a brief explanation for your ranking) following the 

protocol outlined by Braun and Clarke (2006).  Participants identified a number of 

reasons for their preference rankings, which were first divided into two overarching 

themes, namely reasons for higher and lower preference.  Sub-themes were then derived 

for each of the two overarching themes across the three treatment descriptions.  A 

comprehensive overview of the sub-themes with their corresponding overarching theme 

and treatment modality are presented in Table 7.  While some comments were restated 

from the vignettes, a number of unique reasons were discussed (see Table 7).  For 

example, participants reported that lack of familiarity and limited current availability 

were reasons that ICBT was ranked low in preference.  Conversely, ICBT was rated high 

in preference rank by some participants as the service was perceived as reducing anxiety 

about social interactions with a therapist.    

Discussion 

Emerging evidence indicates that ICBT is an efficacious treatment for health 

anxiety (Hedman et al., 2011) and has comparable effects to CBT (Olatunji et al., 2014).  

Despite this, other factors may influence treatment uptake and adherence in clinical 

practice.  In particular, treatment preference has been acknowledged as important given 

that therapeutic protocols that are efficacious, but regarded as unacceptable by the client,  
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Table 7 

Thematic Content Analysis for Participants’ Responses Regarding Treatment Preference 

Rank 

 

Treatment 

modality 

 

 

Reasons for higher preference 

 

Reasons for lower preference 

 

 

 

 

Medication 

- Effectiveness 

- Corrects for chemical 

imbalances 

- Familiarity 

- Good first step*  

- See benefits relatively quickly 

- Do not like taking pills  

- Negative side effects 

- Temporary fix 

- Do not believe in medication* 

- Not effective for everyone* 

- Difficulties weaning off* 

- Cannot mix with other 

medications* 

- Possibility of supplies running 

low* 

 

 

 

 

 

CBT 

- Addresses the problem 

- Accountability* 

- Greater level of support 

- Learn coping skills 

- Develop confidence when  

working with a therapist* 

- Good first step* 

- Familiarity* 

- Lack of confidence in therapist* 

- Interactions with a therapist 

could heighten social anxiety* 

- Difficulties finding a therapist 

that fits needs 

- Requires taking time off/ 

leaving house 

- Stigma* 

 

 

 

 

 

ICBT 

- Comfort in using the Internet* 

- Credibility 

- Anonymity  

- Addresses the problem 

- Learn coping skills 

- Convenience  

- Reduces anxiety about social 

interactions with a therapist* 

 

- Lack of confidence in therapist* 

- Difficulties adhering due to less 

accountability* 

- No face-to-face contact/less 

support* 

- Not widely available* 

- Lack of familiarity* 

- Requires use of the Internet 

Note. *Denotes reasons that were unique and not discussed in the respective vignettes. 
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may not be adhered to and, therefore, may not be effective when implemented (Diller et 

al., 2013).  It remained unknown if ICBT for health anxiety would be broadly accepted if 

offered in clinical practice and how this novel service is compared to other established 

treatments.  Understanding the acceptability of ICBT was deemed an important next step 

in the research if ICBT is to provide individuals with health anxiety an alternative to 

face-to-face therapy that is similarly effective.  Therefore, the goals of this investigation 

were to examine how primary care patients perceive ICBT relative to other interventions 

for health anxiety (i.e., CBT, medication) and to determine whether perceptions of ICBT 

are influenced by demographic and clinical variables.   

To establish the acceptability of and preference for ICBT, it was posited that an 

important step in the research was to examine perceptions among primary care patients, 

as individuals experiencing health anxiety often seek treatment initially from physicians 

(Hart & Björgvinsson, 2001).  Participants in the current study reported a mean duration 

of 1.56 months since last contact with a medical practitioner and indicated visiting their 

general or family practitioner on average 2.73 times during the past 6 months.  The 

frequency of physician contact found in the current study is consistent with previous 

research (Barsky et al., 2001; Barsky et al., 2005), providing evidence to suggest that the 

current sample was primary care.  The majority of the current sample also reported a 

diagnosed medical condition (e.g., lupus, multiple sclerosis), which is in accordance with 

the finding that health anxiety may develop when preoccupation with a health concern 

becomes functionally impairing or distressing (Janzen-Claude et al., 2014; Kehler & 

Hadjistavropoulos, 2008). 
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Consistent with previous research (Bailer et al., 2015; Hedman, Lekander, et al., 

2015; Rode et al., 2006), participants’ mean health anxiety scores indicate that the 

current sample was experiencing elevated levels of health anxiety, with moderate 

symptoms of general anxiety and depression.  Moreover, the current sample exhibited a 

negative thinking pattern related to health that was similar to a sample of participants 

who self-reported a medical concern (Hadjistavropoulos et al., 2012), providing further 

evidence to suggest that the current sample was health anxious.  Similar to the clinical 

profile of an individual with health anxiety who is afraid of having a disease, participants 

in the current study reported greater engagement of checking (e.g., accessing health-

related information on the Internet) than avoidance behaviours (e.g., avoiding watching a 

documentary about disease).  Given that the current sample was primarily comprised of 

individuals with a diagnosed medical condition, greater engagement in reassurance 

seeking and checking was expected as Taylor and Asmundson (2004) contend that 

employment of specific safety behaviours depend on the content of the health fear.  

Despite this anticipated pattern in the types of safety-seeking behaviours employed, the 

frequency was lower as participants reported rarely over the past month (i.e., once or 

twice) using safety-seeking behaviours out of concern for their health.  It may be that 

because the current sample reported recent contact with a physician, the urge to seek 

reassurance and check was temporarily mitigated.  

4.1 Perceptions of Treatments for Health Anxiety Among Primary Care Patients 

In order to assess primary care patients’ perceptions of treatments for health 

anxiety, a measure of treatment acceptability and a measure of treatment credibility and 
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expectancy outcome were administered after the presentation of each vignette.  Results 

indicated that medication, CBT, and ICBT were all perceived to be marginally 

acceptable as well as relatively effective and credible interventions for health anxiety.  

Contrary to the hypothesis that participants would perceive ICBT and CBT as more 

acceptable in comparison to medication, no group differences were observed for 

acceptability ratings, suggesting that primary care patients perceive all treatments for 

health anxiety to be somewhat acceptable with areas for further improvement.  A similar 

pattern was observed for expectancy outcome scores, indicating that participants 

perceived medication, CBT, and ICBT to be relatively effective treatments for reducing 

symptoms of health anxiety yet the moderate scores suggest that the interventions could 

be altered to increase perceived effectiveness.  Contrary to hypothesis, ICBT was rated 

to be as credible as medication but less credible than CBT; however, the reported 

differences in credibility ratings between ICBT and CBT were not deemed clinically 

meaningful as the moderate scores indicated that the three treatments could be altered to 

improve perceived credibility.  

The acceptability and expectancy outcome of CBT and medication for health 

anxiety has been previously reported in the literature.  Walker et al. (1999) found that, 

relative to medication, CBT was rated by a sample of 23 individuals with a primary 

diagnosis of hypochondriasis as considerably more acceptable and as expecting to be 

more effective.  Participants’ acceptability scores that were rated on an 8-point scale 

averaged 3.1 for medication and 7.0 for CBT, with a similar pattern emerging for 

expectancy outcome scores.  Notably, the finding that CBT is perceived as an acceptable 
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and effective treatment for health anxiety in comparison to medication was not replicated 

in the current study.  Whereas Walker et al. (1999) reported large differences between 

the treatment groups on ratings of acceptability and perceived effectiveness, no group 

differences were observed in the current study, with the results indicating that the 

treatments were all perceived as marginally acceptable and as moderately reducing 

symptoms of health anxiety.   

Similarly, the second related hypothesis, that participants would rank CBT and 

ICBT as the preferred interventions for health anxiety relative to medication, was 

partially supported.  As hypothesized, CBT was assigned a high preference rank; 

however, contrary to hypothesis, both CBT and medication were ranked significantly 

higher than ICBT.  The finding that CBT and medication were similarly ranked in 

preference as a treatment for health anxiety does not support previous research 

conducted by Walker et al. (1999), who demonstrated a high preference for CBT over 

medication when participants were provided the opportunity to select their preferred 

treatment.  The differences in preference ranking as well as acceptability and perceived 

effectiveness ratings in the present study versus in the literature may be a function of the 

sample, as participants in the current study were primary care patients whereas 

participants Walker et al.’s (1999) study were treatment seekers for health anxiety.  It is 

possible that primary care patients perceive all treatments for health anxiety as less 

acceptable because these individuals believe that their health anxiety symptoms are 

biological rather than psychological.  
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 In addition to acquiring further information on potential users’ perceptions of 

established treatments for health anxiety, results from the current study contribute to the 

literature by ascertaining how primary care patients perceive a novel treatment for health 

anxiety.  Findings indicated that ICBT yielded generally favourable perceptions as ICBT 

was perceived as equally acceptable and effective as compared to the other treatment 

options.  Participants described a number of benefits to ICBT that influenced their 

preference ranking, including convenience, acceptability, anonymity, and effectiveness; 

however, consistent with previous research examining university students’ treatment 

preferences for PTSD following the presentation of educational information (Tarrier et 

al., 2006), participants in the current study ranked CBT and medication as the preferred 

treatments for health anxiety relative to ICBT.  Lack of accountability, less therapeutic 

support, and limited availability in Canada were a few reasons described by participants 

who ranked ICBT low in preference.  When considering treatment options for health 

anxiety, results indicated that primary care patients prefer face-to-face treatments relative 

to Internet therapy.  

The finding that ICBT was ranked low in preference relative to other established 

treatments for health anxiety provides further evidence to contrast the hypothesis that 

perceptions of ICBT may increase if a component of the treatment involves guidance 

from a therapist.  Based on results described by Tarrier et al. (2006), it was postulated 

that the impact of therapist contact on attitudes towards ICBT may have been mitigated 

given that other treatment descriptions were presented as yielding greater symptom 

reductions.  In the current study, the ICBT vignette included information on therapist 
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contact and efficacy, with the latter statement comparable to that of the other two 

treatment vignettes.  These findings provide evidence to suggest that while including 

information on therapist involvement when describing ICBT to clients may be important, 

it may not have a significant impact on treatment preferences with respect to health 

anxiety. 

In addition to therapeutic contact, in the present study, sample type was 

hypothesized to account for why the literature suggests that ICBT is perceived less 

favourably relative to other treatments for anxiety and depression.  Importantly, 

participants in similarly designed research studies were university students (Mitchell & 

Gordon, 2007; Tarrier et al., 2006) and, thus, it was postulated that participants in the 

current study may have perceived ICBT more favourably given that the current sample 

was clinical rather than a convenience sample.  Contrary to predictions, the current 

results indicated that ICBT was ranked low in preference despite the use of a clinical 

sample, which is in line with the findings reported by Tarrier et al. (2006), who 

investigated the acceptability of 14 various treatments for PTSD among a student 

sample.  These results suggest that sample type may not have an effect on perceptions of 

ICBT; however, future research replicating the current study findings with various 

clinical samples is warranted in order to bolster this claim.   

Alternatively, given that Traverse and Benton (2014) found that student 

participants who were seeking therapy for anxiety and depression reported a greater 

preference for ICBT than non-treatment seekers, it was further posited that the treatment 

needs of the sample may impact attitudes towards ICBT.  Exploratory analyses showed 
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that most treatment specific characteristics (i.e., past or present therapy use, current 

medication use, diagnosed medical condition) of the current sample did not significantly 

predict ICBT acceptability apart from previous medication use.  That is, participants who 

reported attempting medication as a treatment for mental health concerns were more 

likely to indicate that ICBT was an acceptable intervention for health anxiety.  

Interestingly, current medication use did not have any significant predictive value, 

suggesting that it is those individuals who have attempted but are not currently using 

medication for whatever reason that may perceive Internet therapy as a more acceptable 

treatment.  This evidence provides insight into establishing an understanding of which 

clients may be better suited to participate in ICBT for health anxiety.    

Cavanaugh et al. (2009) proposed that participants’ limited prior knowledge of 

ICBT may account for why the service has been rated as less favourable than other 

treatments.  Inconsistent with this hypothesis, initial knowledge of ICBT did not 

significantly predict ICBT acceptability in the current study; however, lack of familiarity 

with the service was one reason described for ranking ICBT lower in preference.  These 

findings suggest that while no statistical relation exists between ICBT familiarity and 

perceptions, greater knowledge of the treatment may have improved attitudes towards 

the service among a subset of the participants.  Given that previous research indicates 

that positive expectations are associated with program adherence (e.g., Cavanagh et al., 

2009), establishing different methods for increasing client familiarity of ICBT is 

warranted. 
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Educating clients about ICBT may be one approach to increasing knowledge and 

improving perceptions of the service.  Although participants received written 

information about ICBT in the current study, it is possible that the sample required more 

education in order to make an informed decision about treatment choice for health 

anxiety.  Soucy, Owens, Hadjistavropoulos, Dirkse, and Dear (submitted) found that 

presenting clients with an educational video about the availability of a local ICBT 

service significantly increased expectations of the treatment, suggesting that video 

education may be a valuable method for promoting as well as improving perceptions of 

ICBT.  Alternatively, given the current finding that medication, CBT, and ICBT were all 

rated as marginally acceptable, it may be that primary care patients require greater 

educational information about the nature and consequences of health anxiety (e.g., the 

effect of hypervigilance on the maintenance of symptoms), including information on the 

benefits of all three treatment options.  A primary care sample may inherently perceive 

their symptoms to have an organic cause and, therefore, deem any treatment for a 

psychological problem as unacceptable.   

An additional method for improving perceptions of not only ICBT but for 

psychological treatments in general pertains to how the interventions are delivered to the 

client.  Taylor and Asmundson (2004) postulated that clients with health anxiety may be 

more willing to accept treatment from a psychologist if the treatment is provided in a 

medical rather than mental health clinic.  While this may present more challenges for the 

provision of ICBT, as the treatment is delivered over the Internet rather than in a health 

care setting, it is plausible that small alterations to how ICBT for health anxiety is 
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initially introduced may improve perceptions of the treatment.  Although the format of 

therapeutic contact would not change, ICBT therapists could be introduced to clients as 

part of an interdisciplinary team at a medical clinic.  Moreover, Tyrer, Seivewright, and 

Behr (1999, p. 67) noted that clients should be informed that the treatment “has nothing 

to do with the investigation of disease” and is instead designed to change their 

perceptions of disease.  These potential changes warrant further investigation in order to 

ascertain if altering the introduction of ICBT for health anxiety has an effect on attitudes 

towards the service and program adherence.    

4.2 Demographic and Clinical Predictors of ICBT Acceptability 

An additional aim of the current study was to determine if demographic and 

clinical variables predicted ICBT acceptability.  As expected and consistent with 

previous research examining correlates of initial interest in ICBT for chronic pain 

(Schneider & Hadjistavropoulos, 2014), lower computer anxiety predicted greater 

acceptability ratings of ICBT for health anxiety.  That is, clients who reported less 

anxiety about using computers were more likely to report that accessing treatment for 

health anxiety over the Internet was an acceptable method of service delivery.  This 

evidence, coupled with data that Canadian adults are increasingly using the Internet (i.e., 

96% of adults aged 25 to 44, 84% of adults aged 45 to 64, and 47.4% of adults aged 65 

and older reported using the Internet in 2012; Statistics Canada, 2013), supports the 

efforts for implementing ICBT as a treatment for health anxiety.  Given that the 

frequency of Internet use has increased over the years, it can be expected that familiarity 

with computer and Internet use will follow a similar trajectory.  As such, more adults are 
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likely to feel comfortable using the Internet and, in turn, may perceive ICBT to be a 

more acceptable treatment.   

Inconsistent with previous results (Alaoui et al., 2015; Schneider & 

Hadjistavropoulos, 2014), being female was not a significant predictor of ICBT 

acceptability among primary care patients.  Similarly, severity of health anxiety 

symptoms did not have any predictive value, despite previous researchers providing 

evidence that both greater (Schneider & Hadjistavropoulos, 2014) and lower (Gun et al., 

2011) symptom severity are correlated with ICBT interest.  It is possible that sample 

type may account for the discrepant findings as Schneider and Hadjistavropoulos (2014) 

examined interest among a chronic pain sample and Gun et al. (2011) assessed 

preference among individuals with anxiety and depression.  The results obtained in the 

current study suggested that client sex and symptom severity, at least in the context of 

primary care patients with health anxiety, are variables that may not need to be 

considered when discussing treatment options with clients who are presenting with 

symptoms of health anxiety.   

Exploratory analyses of health-related cognitions and safety-seeking behaviours 

demonstrated that less negative cognitions about difficulty coping with an illness 

significantly predicted greater ICBT acceptability.  It appears that individuals who may 

interpret their illness as easier to manage perceive a treatment that is accessed over the 

Internet as more acceptable.  Based on this finding, it is possible that treatments for 

health anxiety may be perceived as more acceptable if the interventions were delivered 

using a stepped care approach; patients could first address negative thinking patterns in 
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face-to-face CBT, then transition to ICBT.  In support of this, cognitive-behavioural 

therapies are posited to be advantageous interventions to include in a stepped care model 

(Bower & Gilbody, 2005), with recent research demonstrating the efficacy of such a 

model for panic disorder and social anxiety (Nordgreen et al., 2016).       

Despite the lack of research examining cognitions and behaviours in relation to 

ICBT acceptability, the finding that less negative perceptions of difficulty coping with 

illness predicts greater ICBT acceptability contrasts previous research findings.  

Christensen et al. (1999) found that health-related cognitive distortions were positively 

associated with objective adherence to a diabetic routine among individuals with Type 1 

diabetes.  The reported difference in the literature may be due to the treatment under 

investigation as Christensen et al. (1999) measured adherence to a diabetic regimen 

rather than a psychological treatment.  Alternatively, given that Christensen et al. (1999) 

examined actual engagement in a health routine whereas the goal of the current study 

was to assess perceived acceptance and adherence of a psychological service, it may be 

that the association between health cognitions and adherence differ as a function of the 

study design.   

4.3 Study Limitations and Strengths 

The findings should be considered within the limitations of the current study.  

The use of a repeated measures design in assessing perceptions of treatments for health 

anxiety is inherently subject to certain biases, including practice and fatigue effects.  

Despite efforts to minimize such biases (i.e., counterbalancing vignettes across 

participants), it is possible that participants’ ratings were influenced by repeated 



 

106 

 

exposure to the same questionnaires assessing treatment credibility and acceptability.  It 

should also be acknowledged that the three treatment vignettes used as study materials 

may have had subtle, unintended differences that could have influenced participants’ 

ratings.  Although unintentional differences between descriptions have been recognized 

as a core limitation of similarly designed research studies (Milosevic & Radomsky, 

2013), a number of steps were taken in the current study to limit the likelihood of 

discrepancies emerging between the treatment vignettes.  As previously done by 

Milosevic and Radomsky (2013), efforts were first made to match the vignettes in style 

and content, with each description following a similar template and containing an equal 

number of advantages and disadvantages.  The treatment vignettes were then reviewed 

by experts in the field to ensure accuracy of information and consistency across the 

descriptions.   

An additional limitation of the current study relates to the sample.  Due to time 

and resource limitations, no diagnostic assessment was conducted in order to validate the 

clinical characteristics of the sample.  Rather a cut-off score on a psychometrically sound 

measure (i.e., WI) was posited to be an effective approach to detecting individuals with 

elevated levels of health anxiety, with an additional measure of health anxiety 

symptomology (i.e., SHAI) used to validate scores obtained on the WI.  Notably, internal 

consistency on the SHAI was substantially higher than the WI in the current sample, 

which is consistent with the literature (Hedman, Ljótsson, et al., 2015).  A number of 

reasons have been posited for why internal consistency on the WI is lower, including 

fewer items, inconsistent factor structure, and items not necessarily assessing health 
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anxiety (Hedman, Ljótsson, et al., 2015).  Moreover, the sample size obtained in the 

current study resticted the number of demographic predictors of ICBT acceptability that 

were examined.  Based on the limited research (Alaoui et al., 2015; Schneider & 

Hadjistavropoulos, 2014), sex was selected as an important predictor in this exploratory 

study above other demographic variables (e.g., age, education level, marital status). 

Nonetheless, it should be acknowledged that further enquries into the predictive 

significant of alternative demographic predictors are warranted.        

Although using the Qualtrics Panel Systems to recruit participants for the current 

study may be subject to volunteer and selection bias, many reputable journals (e.g., 

Bertrand et al., 2014; Cheng, 2014; Rolison et al., 2012; Schutte & Marks, 2013) have 

published research using such a recruitment method that would not be possible within 

the scope of local recruitment.  Based on the available research, the current sample was 

also deemed to be representative of the population under investigation (i.e., individuals 

with health anxiety in the context of primary care) as evident by clinical outcomes 

assessing health anxiety severity (Bailer et al., 2015) and the reported frequency of 

health care use (Barsky et al., 2001; Barsky et al., 2005).  Nevertheless, it should be 

acknowledged that the current study findings should be replicated within different 

samples of health anxious adults.   

Despite the aforementioned limitations, the current study is important for several 

reasons.  First, investigating the acceptability of not only ICBT, but also medication and 

face-to-face CBT, is presently understudied, with only one study conducted to date 

comparing attitudes towards psychological versus pharmacological treatments for 
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hypochondriasis (Walker et al., 1999).  Second, the current study improved upon past 

methodology by specifically examining the acceptability of ICBT for severe health 

anxiety rather than inferring this information from attrition rates in RCTs (e.g., Hedman 

et al., 2011).  Third, examining predictors of ICBT acceptability allowed for a number of 

enquiries in the literature to be discussed concerning unfavourable perceptions of 

Internet-based therapy.  

4.4 Conclusions and Future Directions 

The current results indicated that while ICBT is perceived by primary care 

patients as a marginally acceptable, credible, and effective treatment option for health 

anxiety, CBT and medication are ultimately preferred.  Despite this, the advantages of 

ICBT in improving service access and reducing stigma (Andersson, 2010; Sanmartin et 

al., 2002) coupled with the generally favourable perceptions observed in the current 

study provide evidence to suggest that ICBT would likely be considered a desirable 

treatment option by a number of potential users.  

Given that lack of familiarity was reported as a concern with ICBT, it is possible 

that the service would be preferred to other treatments if clients were initially provided 

with more education about ICBT.  Using a video may be an effective and engaging 

method to educate potential clients about ICBT for health anxiety.  Thus, the use of an 

educational video could aid in examining if improving familiarity of ICBT among 

individuals with health anxiety impacts treatment preference.  Alternatively, it is 

plausible that perceptions of treatments for health anxiety would improve if primary care 

patients were first provided with more education about the nature and consequences of 
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health anxiety.  This relates to the hypothesis that primary care patients perceive their 

health anxiety symptoms as biological rather than psychological.  Presenting primary 

care patients with education on health anxiety and the importance of treatment followed 

by brief treatment descriptions, without advantages and disadvtanges, may assist in 

determining whether the provision of psychoeducation about health anxiety improves 

treatment perceptions among this specific sample.  The approach to which ICBT for 

health anxiety is introduced to potential users and how the treatment is delivered is also 

open for investigation.  This relates to the hypothesis that perceptions of ICBT may 

improve if the treatment is associated with a medical rather than mental health setting. 

Moreover, given the inherent limitations of using a repeated measures design (i.e., 

fatigue effect, practice effect), future research is also warranted in order to replicate 

current study findings using a between groups design.   

When considering the possible integration of ICBT into clinical practice, a 

stepped care approach may be an efficient and effective approach to treating health 

anxiety.  Future research is warranted in order to compare the efficacy of CBT versus 

stepped care.  Additionally, it is important for future research to expand the sample 

scope, as the current findings were limited to primary care patients recruited through the 

Qualtrics Panel System who were experiencing health anxiety.  Despite the current 

sample appearing representative of the population under investigation, replicating the 

current findings among different clinical sample (e.g., treatment seekers, non-treatment 

seekers) using various recruitment methods (e.g., posters in mental health and medical 

clinics) is warranted in order to bolster the current study findings.  Given that healthcare 
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professionals assists patients in becoming familiar with accessible resources in their 

communities, assessing professionals’ attitudes towards ICBT for health anxiety may 

also provide further insight into the likely adoption rate of the service.   

Given the lack of agreement in the literature concerning predictors of ICBT 

adherence (e.g., Hedman et al., 2013; Hedman, Andersson, et al., 2015), results from the 

current study need to be replicated in order to consider previous medication use, health 

cognitions, and computer anxiety as empirically supported predictors of ICBT 

acceptability.  Similarly, it may be important for future research to examine whether 

these variables in fact predict actual engagement in ICBT for health anxiety.  In 

particular, if a relationship between computer anxiety and ICBT engagement exists, 

access to healthcare services may improve as Internet usage is steadily increasing 

(Statistics Canada, 2013).  Given that the focus of the current study was on assessing the 

predictive significance of medical (e.g., past medication use) and clinical (e.g., symptom 

severity) variables on ICBT acceptability rather than demographic variables (e.g., age), 

future research is warranted in order to explore alternative demographic predictors that 

were not investigated in the current study.  These proposed investigations may provide 

critical evidence to further support the implementation efforts of ICBT for health 

anxiety, such that a greater number of individuals with these concerns can gain access to 

an effective treatment.  
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Appendix A: Treatment Vignettes 

Medicine 

 

Certain medicines have been found to reduce symptoms of health anxiety. These medicines are 

called anti-depressants. There are a number of different anti-depressants that can be taken. 

Common anti-depressant medicines include Prozac, Zoloft, Paxil, Citalopram, Cymbalta, and 

Effexor. Medicines for health anxiety focus on balancing chemicals in the brain that affect 

emotions, like anxiety. Patients with health anxiety may have thoughts that certain illnesses are 

severe or that they would not be able to cope if they developed an illness. In terms of behaviours, 

patients may avoid situations (e.g., hospitals) that increase their fear of obtaining an illness. 

Patients may also repeatedly seek out reassurance from physicians, read about symptoms on the 

Internet or check their bodies for new symptoms. The goal of medicine is to increase certain 

chemical levels in the brain. Balancing out these chemicals in the brain can help reduce anxiety. 

Medicine is often prescribed in a family doctor or psychiatrist’s office. Medicine is obtained 

from a pharmacy. Pharmacists are able to provide patients with education on how the medicines 

work as well as on common side effects. In order to give you a sense of how medicine is used to 

treat health anxiety, we would like to provide you with information about a study on medicine 

for health anxiety. Doctor Anja Greeven and her colleagues had patients with health anxiety take 

Paxil for 16 weeks. In the first few weeks of treatment, patients started taking a small daily dose 

(i.e., 10 mg.) of Paxil. This was gradually increased each week to a maximum daily dose of 60 

mg. The psychiatrist would decrease the dose of Paxil if patients had difficulty with side effects. 

Common side effects included feeling tired and experiencing reduced sexual functioning, 

problems sleeping, sweating, and headaches. Over the course of 16 weeks, patients saw the 

psychiatrist 12 times, with each meeting lasting approximately 20 minutes. During these 

meetings the psychiatrist would review how the medicine was working and note down any side 

effects. The psychiatrist would adjust the dose of the medicine if the patient found the side-

effects upsetting or if health anxiety did not decrease. At the end of the study, patients reported 

significant reductions in symptoms of health anxiety, depression, and general anxiety. The 

reductions were greater than patients who were provided a placebo, which is a tablet that 

contains no active medicine.     

 

Advantages:  

 Medicine can be prescribed by a family doctor or psychiatrist.  

 Patients are used to seeing physicians for health anxiety. 

 Most communities have pharmacies or stores where patients can pick up and refill their 

medicine.        

 Taking medicine each day takes little time or energy on the part of the patient. 

 

Disadvantages:  

 Side effects can happen early on in treatment and last for a few weeks or longer.  

 Patients may feel that improvements are because of the medicine and not their own 

achievements. 

 Medicine is often continued for at least 12 months after the patient is feeling better. 

 It is possible that symptoms of health anxiety may reappear once medicine is stopped.  
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Therapist-Assisted Internet-delivered cognitive behaviour therapy 

 

Internet-delivered cognitive behaviour therapy is a type of therapy that has been shown to reduce 

symptoms of health anxiety. This therapy focuses on helping patients understand how certain 

thoughts and actions affect emotions, like anxiety. Patients with health anxiety may have 

thoughts that certain illnesses are severe or that they would not be able to cope if they developed 

an illness. In terms of behaviours, patients may avoid situations (e.g., hospitals) that increase 

their fear of obtaining an illness. Patients may also repeatedly seek out reassurance from 

physicians, read about symptoms on the Internet or check their bodies for new symptoms. The 

goal of therapy is to change thoughts and behaviours in ways that will help reduce anxiety. The 

program presents written information along with visual images over the Internet in the form of 

weekly lessons. Often a therapist checks in with patients by phone or email on a weekly basis 

using a website with high security. In order to give you a sense of Internet-delivered cognitive 

behaviour therapy, we would like to provide you with information about a study on this therapy. 

Doctor Erik Hedman and his colleagues had patients access 12 lessons over 12 weeks. In the first 

two lessons of the program, patients were provided facts about health anxiety and on common 

health anxious thoughts and behaviours. Lessons 3 to 11 presented information on different skills 

to cope with health anxiety. Patients learned how to identify and change negative thoughts and 

worries about illness that were untrue or unhelpful. Patients also created a list of situations they 

feared and were then asked to safely and gradually approach these situations, beginning with 

something that was only slightly anxiety-provoking and building up to more anxiety provoking 

situations. Patients were also encouraged to reduce reassurance seeking and symptom checking 

as these increase rather than decrease health anxiety. Treatment finished with patients developing 

a plan for how they would cope if symptoms of health anxiety reappeared. Over the course of the 

program, patients could email their therapist questions and expect a response within a day. 

Patients were assigned homework exercises at the end of each lesson. Amount of time needed for 

homework varied for each client, but often took time each day. Patients reported significant 

reductions in symptoms of health anxiety, depression, and general anxiety at the end of the study 

in comparison to patients who did not receive the program.      

Advantages:  

 Patients learn strategies that reduce symptoms of health anxiety and effects remain if 

patients continue to use the strategies. 

 Patients can access the program any time of day in the comfort of their own home. 

 Many patients find this treatment to be more private.  

 The therapist does not need to be in the same community as the patient. 

 

Disadvantages: 

 Patients must be able to read at a certain level, be comfortable with writing, and have 

access to a computer.  

 It is more difficult for a therapist to adapt the program to the needs of the patient. 

 Internet-delivered cognitive behaviour therapy requires time and effort in order to reduce 

health anxiety. 

 Patients may experience increased anxiety initially when beginning to practice some 

skills. 
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Cognitive behaviour therapy 

 

Cognitive behaviour therapy is a type of therapy that has been shown to reduce symptoms of 

health anxiety. This therapy focuses on helping patients understand how certain thoughts and 

actions affect emotions, like anxiety. Patients with health anxiety may have thoughts that certain 

illnesses are severe or that they would not be able to cope if they developed an illness. In terms 

of behaviours, patients may avoid situations (e.g., hospitals) that increase their fear of obtaining 

an illness. Patients may also repeatedly seek out reassurance from physicians, read about 

symptoms on the Internet or check their bodies for new symptoms. The goal of therapy is to 

change thoughts and behaviours in ways that will help reduce anxiety. Therapy is often 

conducted in a therapist’s office. In order to give you a sense of cognitive behaviour therapy, we 

would like to provide you with information about a study on this therapy. Doctor Hilary 

Warwick and her colleagues had patients attend therapy sessions with a therapist on a weekly 

basis for up to 16 weeks. In the first few therapy sessions, patients were provided facts about 

health anxiety and on common health anxious thoughts and behaviours. In later sessions, the 

therapist helped the patient learn new ways to cope with health anxiety. The therapist helped the 

patient identify and change negative thoughts and worries about illness that were untrue or 

unhelpful. The patient and therapist also worked together to create a list of situations the patients 

feared. The patient then gradually and safely approached situations that were feared, beginning 

with something that was only slightly anxiety-provoking and building up to more anxiety-

provoking situations. Patients were also encouraged to reduce reassurance seeking and symptom 

checking as these increase rather than decrease health anxiety. Treatment finished with patients 

developing a plan for how they would cope if symptoms of health anxiety reappeared. Skills 

were first practiced in therapy sessions with the therapist present.  Patients were assigned 

homework exercises at the end of each session. These exercises included tracking symptoms of 

anxiety and practicing skills outside of the therapist’s office. Amount of time needed for 

homework varied for each client, but often took time each day. Patients reported significant 

reductions in symptoms of health anxiety, depression, and general anxiety at the end of the study 

in comparison to patients who did not receive the treatment.     

 

Advantages:  

 Patients learn strategies that reduce symptoms of health anxiety and effects remain if 

patients continue to use the strategies. 

 The therapist is available in the session and can easily assess if patients fully understand 

information presented.  

 The therapist can easily adapt information to the needs of the patient.  

 The therapist is available in the session when the patient first practices new skills. 

 

Disadvantages:  

 Many communities in Canada do not have psychologists or other professionals who are 

trained to provide cognitive behaviour therapy. 

 Patients need to set aside time each week usually during day time hours to attend 

appointments.  

 Cognitive behaviour therapy requires time and effort in order to reduce health anxiety. 

 Patients may experience increased anxiety initially when beginning to practice some 

skills. 
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Appendix B: Basic Eligibility Questionnaire 

What is your age? ________  

 

Can you read, write, and communicate fluently in English? 

 Yes 

 No 

 

Are you a Canadian resident?  

 Yes 

 No 

 

When was the last time you visited your physician regarding a health concern? ______ (months) 

 

Participants were also administered the Whiteley Index (see below).  

 
1. Do you often worry about the possibility that you have got a serious illness?   Yes  No 

2. Are you bothered by many aches and pains?   Yes 

 

 No 

3. Do you find that you are often aware of various things happening in your 

body?  
 Yes  No 

4. Do you worry a lot about your health?  

 
 Yes  No 

5. Do you often have the symptoms of very serious illnesses?  Yes 

 

 No 

6. If a disease is brought to your attention (through the radio, television, 

newspapers or someone you know) do you worry about getting it yourself?  
 Yes  No 

7. If you feel ill and someone tells you that you are looking better, do you 

become annoyed?  
 Yes  No 

8. Do you find that you are bothered by many different symptoms?  

 
 Yes  No 

9. Is it easy for you to forget about yourself and think about all sorts of other 

things?  
 Yes  No 

10. Is it hard for you to believe the doctor when he tells you there is nothing for 

you to worry about?  
 Yes  No 

11. Do you get the feeling that people are not taking your illness seriously 

enough?  
 Yes  No 

12. Do you think that you worry about your health more than most people?  

 
 Yes  No 

13. Do you think there is something seriously wrong with your body?  

 
 Yes  No 

14. Are you afraid of illness?  Yes 

 

 No 

 

Note. Participants must score 5 or greater on the Whiteley Index in order to be eligible. Question 

9 is reversed scored.  
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Appendix C: Demographic Questionnaire 

What is your date of birth? __________ (dd/mm/yyyy) 

 

What is your sex?  

 Female 

 Male 

 Other, please specify: _________ 

 

What is your province of residence? 

 British Columbia   Alberta    Saskatchewan 

 Manitoba    Ontario    Quebec 

 New Brunswick   Nova Scotia    Prince Edward Island                          

    

 

 

How would you describe the location that you live? 

 Large city (population over 200,000)    

  

 Small city (population between 10,000 and 40,000) 

 Town or village   

 Farm 

 Reserve 

 

What is your current living situation? (check primary category) 

 Live alone      Live with partner   

     Live with family 

 Live in a long-term care centre   Other, please specify: _________ 

 

What is your relationship status? (check primary category) 

 Single    Cohabitating   Widowed 

 Dating    Married    Separated/divorced 

 Other, please specify: _________ 

 

Which of the following represents your primary ethnic origin? (check primary category) 

 Asian (e.g., Chinese, Japanese)  Hispanic   First Nations/Métis  

 African      Middle Eastern  Caucasian/Europe                 

 South Asian     Other, please specify: _________ 

      

What is your current employment status? (check primary category) 

 Employed full-time   Retired    Full-time student 

 Employed part-time   Homemaker    Part-time student 
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 Unemployed   Short-term disability  Seeking employment                          

t -term disability 

_________ 

 

What is your highest level of education? 

 Less than high school   University undergraduate degree(s) 

 High school diploma   University professional degree(s) (e.g., MD, JD) 

 College certificate or diploma  University graduate degree(s) (e.g., MA, PhD) 

 Some university    Other, please specify: _________ 
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Appendix D: Short Health Anxiety Inventory 

Instructions: 

Each question is this section consists of a group of four statements. Please read each 

group of statements carefully and then select the one which best describes your feelings, 

over the past six months.  

 

1. a. I do not worry about my health. 

 b. I occasionally worry about my health. 

 c. I spend much of my time worrying about my health. 

 d. I spend most of my time worrying about my health. 

2. a. I notice aches/pains less than most other people (of my age). 

 b. I notice aches/pains as much as most other people (of my age). 

 c. I notice aches/pains more than most other people (of my age). 

 d. I am aware of aches/pains in my body all the time. 

3. a. As a rule I am not aware of bodily sensations or changes. 

 b. Sometimes I am aware of bodily sensations or changes. 

 c. I am often aware of bodily sensations or changes. 

 d. I am constantly aware of bodily sensations or changes. 

4. a. Resisting thoughts of illness is never a problem. 

 b. Most of the time I can resist thoughts of illness. 

 c. I try to resist thoughts of illness but am often unable to do so. 

 d. Thoughts of illness are so strong that I no longer even try to resist them. 

5. a. As a rule I am not afraid that I have a serious illness. 

 b. I am sometimes afraid that I have a serious illness. 

 c. I am often afraid that I have a serious illness. 

 d. I am always afraid that I have a serious illness. 

6. a. I do not have images (mental pictures) of myself being ill. 

 b.  I occasionally have images of myself being ill. 

 c. I frequently have images of myself being ill. 

 d. I constantly have images of myself being ill. 

7. a. I do not have any difficulty taking my mind off thoughts about my health. 

 b. I sometimes have difficulty taking my mind off thoughts about my health. 

 c. I often have difficulty in taking my mind off thoughts about my health. 

 d. Nothing can take my mind off thoughts about my health. 

8. a. I am lastingly relieved if my doctor tells me there is nothing wrong. 

 b. I am initially relieved but the worries sometimes return later. 

 c. I am initially relieved but the worries always return later. 

 d. I am not relieved if my doctor tells me there is nothing wrong. 

9. a. If I hear about an illness I never think I have it myself. 

 b. If I hear about an illness I sometimes think I have it myself. 

 c. If I hear about an illness I often think I have it myself. 

 d. If I hear about an illness I always think I have it myself. 
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10. a. If I have a bodily sensation or change I rarely wonder what it means. 

 b. If I have a bodily sensation or change I often wonder what it means. 

 c. If I have a bodily sensation or change I always wonder what it means. 

 d. If I have a bodily sensation or change I must know what it means. 

11. a. I usually feel at very low risk for developing a serious illness. 

 b. I usually feel at fairly low risk for developing a serious illness. 

 c. I usually feel at moderate risk for developing a serious illness. 

 d. I usually feel at high risk for developing a serious illness. 

12. a. I never think I have a serious illness. 

 b. I sometimes think I have a serious illness. 

 c. I often think I have a serious illness. 

 d. I usually think that I am seriously ill. 

13. a. If I notice an unexplained bodily sensation I don't find it difficult to think 

about other things. 

 b. If I notice an unexplained bodily sensation I sometimes find it difficult to 

think about other things. 

 c. If I notice an unexplained bodily sensation I often find it difficult to think 

about other things. 

 d. If I notice an unexplained bodily sensation I always find it difficult to think 

about other things. 

14 a. My family/friends would say I do not worry enough about my health. 

 b. My family/friends would say I have a normal attitude to my health. 

 c. My family/friends would say I worry too much about my health. 

 d. My family/friends would say I am a hypochondriac. 
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Appendix E: Health Cognition Questionnaire 

Instructions: 

 

The following questions have been designed for people who both have and do not have a 

diagnosed health condition at the present time. Read each statement listed below and 

indicate how strongly you agree with the statement based on your beliefs. Select a 

number between 1 and 5 to indicate whether you strongly disagree, disagree, neither 

agree or disagree, agree, or strongly agree with the statement. Please select one answer 

for each question, answering every question without skipping any. 

 

Strongly 

disagree 

Disagree Neither agree 

or disagree 

Agree Strongly agree 

1 2 3 4 5 
 

 If you do not have a diagnosed 

medical condition  

If you have a diagnosed medical condition 

1 Having a serious health condition 

would be awful 

Having a serious health condition is awful 

2 If faced with a health problem, I 

feel I am prepared to cope with it 

If faced with worsening of my health 

problem, I feel I am prepared to cope with it 

3 I believe it is likely that I will 

experience a chronic health 

condition at some point in the 

future 

I believe it is likely that my health problem 

will worsen significantly in the future 

4 I feel I could manage any health 

problem that I may develop in the 

future 

I feel I can manage any health problems that 

I may develop in the future 

5 I feel I am likely to experience 

health problems 

I feel I am likely to experience further 

health problems 

6 I am not sure that I can handle any 

serious health problem that I 

might develop in the future 

I am not sure that I can handle serious health 

problems that might develop in the future 

7 I generally have confidence that 

my family physician will be able 

to effectively diagnose any health 

problems that arise 

I generally have confidence that my family 

physician will be able to effectively 

diagnose health problems that arise 

8 I believe my chances of 

developing a health problem are 

higher than for other people I 

know 

I believe my chances of developing health 

problems are higher than for other people I 

know 

9 If I were to develop a health 

problem, I don’t think it would 

ruin my life 

If I were to develop other health problems, I 

don’t think it would ruin my life 
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10 If I experience a serious health 

problem in the future, I feel 

prepared to deal with whatever 

happens 

If I experience other serious health problems 

in the future, I feel prepared to deal with 

whatever happens 

11 I do not have confidence in the 

health care system 

I do not have confidence in the health care 

system 

12 I believe my chances of 

developing health problems are 

higher than for the majority of 

people 

I believe my chances of developing health 

problems are higher than for the majority of 

people 

13 It would be alarming if I 

experienced a significant health 

problem 

It would be alarming if I experienced other 

health problems or my current health 

worsened 

14 Developing a health problem 

would be very distressing 

Developing health problems is very 

distressing 

15 I generally have confidence that 

my family physician will be able 

to help me deal effectively with 

any health problems that arise 

I generally have confidence that my family 

physician will be able to help me deal 

effectively with any health problems that 

arise 

16 If I developed a chronic health 

problem, I would no longer be in 

control of my life 

If I developed another chronic health 

problem or my condition worsened, I would 

no longer be in control of my life 

17 If I were to experience a health 

problem, it would be dreadful 

If I were to experience another health 

problem or my condition worsened, it would 

be dreadful 

18 I don’t think my family physician 

would be very helpful if I 

developed a serious health 

condition 

I don’t think my family physician would be 

very helpful if I developed another serious 

health condition or my condition worsened 

19 Even if I had a serious health 

problem, I would still be able to 

enjoy my life 

Even if I had another serious health problem 

or my condition worsened, I would still be 

able to enjoy my life 

20 I know I would be able to get 

through any health problems I 

may experience in the future 

I know I would be able to get through any 

health problems I may experience in the 

future 
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Appendix F: Questionnaire for Assessing Safety Behaviours in 

Hypochondriasis/Health Anxiety 

 

  Never Rarely Occasionally Frequently Very 

Frequently 

1 Do you inspect your body for moles or 

abnormalities? 

0 1 2 3 4 

2 Do you search for information about symptoms 

and possible diseases on the internet? 

0 1 2 3 4 

3 Do you mention and/or discuss health-related 

symptoms with friends, family or others?  

0 1 2 3 4 

4 Do you measure your blood pressure? 

 

0 1 2 3 4 

5 Do you read medical texts or journal articles for 

information about diseases? 

0 1 2 3 4 

6 Do you ask your doctor about symptoms of 

serious diseases? 

0 1 2 3 4 

7 Do you check to see if you look healthy in the 

mirror? 

0 1 2 3 4 

8 Do you listen to your body for signs and 

symptoms of disease to determine if something is 

not right? 

0 1 2 3 4 

9 Do you avoid talking about diseases? 

 

0 1 2 3 4 

10 Do you try to change the subject when others talk 

about diseases? 

0 1 2 3 4 

11 Do you leave the room when others talk about 

diseases? 

0 1 2 3 4 

12 Do you avoid talking about serious diseases (e.g., 

cancer)? 

0 1 2 3 4 

13 Do you avoid movies or television shows in 

which people suffer from serious diseases? 

0 1 2 3 4 

14 Do you avoid watching documentaries about 

diseases? 

0 1 2 3 4 

15 Do you avoid reading news articles or other 

stories about diseases? 

0 1 2 3 4 

16 Do you avoid reading obituaries? 

 

0 1 2 3 4 
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Appendix G: Somatic Symptom Scale-8 item 

Instructions: 

 

During the past 7 days, how much have you been bothered by any of the following 

problems? 

   

  

Not at all 

 

A little 

bit 

 

Somewhat 

 

Quite a 

bit 

Very 

much 

1. Stomach or bowel 

problems 

 

0 1 2 3 4 

2. Back pain  

 

0 1 2 3 4 

3. Pain in your arms, legs, 

or joints   

0 1 2 3 4 

4. Headaches 

 

0 1 2 3 4 

5. Chest pains or shortness 

of breath 

0 1 2 3 4 

6. Dizziness 

 

0 1 2 3 4 

7. Feeling tired or having 

low energy   

0 1 2 3 4 

8. Trouble sleeping   0 

 

1 2 3 4 
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Appendix H: Medical Utilization Questionnaire 

Instructions: 

 

The following questions concern your use of medical services in the past six months. Below is a 

list of types of medical and health-related practitioners and services. Please indicate whether or 

not you used each type of practitioner/service in the past six months, and if so, how many times. 

 
 Have you utilized this service in 

the past 6 months?  

(circle No or Yes) 

 

If yes, how many times in the past 

6 months? 

 (provide a number) 

1.   Student Health Service No                 Yes # times: ___________ 

2.   Hospital Emergency Room  

      or Outpatient Emergency      

      Clinic 

 

No                 Yes 

 

# times: ___________ 

3.   Inpatient hospital stay No                 Yes # times: ___________ 

4.   General or Family Practitioner 

  

No                 Yes # times: ___________ 

5.   Cardiologist No                 Yes # times: ___________ 

6.   Pulmonologist No                 Yes # times: ___________ 

7.   Gastroenterologist No                 Yes # times: ___________ 

8.   Dermatologist No                 Yes # times: ___________ 

9.   Gynecologist No                 Yes # times: ___________ 

10.  Urologist No                 Yes # times: ___________ 

11. Ear, Nose, and Throat Specialist No                 Yes # times: ___________ 

12. Eye Specialist No                 Yes # times: ___________ 

13. Endocrinologist No                 Yes # times: ___________ 

14. Neurologist No                 Yes # times: ___________ 

15. Chiropractor No                 Yes # times: ___________ 

16. Dentist No                 Yes # times: ___________ 

17. Psychiatrist No                 Yes # times: ___________ 

18. Other Mental Health Professional      No                 Yes  # times: ___________ 
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19. Naturopath No                 Yes # times: ___________ 

20. Other (specify): 

________________________ 

No                 Yes # times: ___________ 

 
Instructions: 

 

The following questions concern your health-related behaviors in the past month. Below is a list 

of behaviors that people engage in out of concern for their physical health. Please read the list 

and rate how often during the past month you have engaged in each behavior out of concern 

for your health. Do not rate behaviors that you have engaged in for purposes other than concern 

about your health; for example, checking your pulse to measure exertion while jogging.  

 

In the past month, how often have you……. 

 

 Never  

out of 

concern 

for my 

health 

(not at 

all) 

Rarely  

out of 

concern for 

my health 

 (once or 

twice) 

Sometimes 

out of concern 

for my health 

 (once or 

twice a week) 

 

Often 

out of 

concern for 

my health 

 (most 

days) 

All the time 

out of 

concern for 

my health 

 (every 

day) 

1.  Called the nurses help line 0 1 2 3 4 

2.  Accessed health-related                                                      

     material on the internet 

0 1 2 3 4 

3.  Read health-related  

     books, magazines, articles,                                                    

     pamphlets, etc. 

 

0 

 

1 

 

2 

 

3 

 

4 

4.  Discussed your health with  

     friends or family 

0 1 2 3 4 

5.  Checked your pulse 0 1 2 3 4 

6.  Checked your blood  

     pressure 

0 1 2 3 4 

7.  Checked your heart rate 0 1 2 3 4 

8. Checked your body for    

      potential signs of illness 

0 1 2 3 4 

9. Used over-the-counter 

medications to prevent an 

illness from developing 

 

0 

 

1 

 

2 

 

3 

 

4 
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10. Used herbal supplements   to 

prevent an illness from 

developing 

 

0 

 

1 

 

2 

 

3 

 

4 
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Appendix I: Clinical and Medical History 

Do you have a diagnosed medical condition? 

 Yes 

 No 

 

If yes, what condition(s) have you been diagnosed with? (check all that apply)  

 

 Check all that 

apply  

Stroke  

Heart Attack  

Angina  

Congestive Heart Failure  

Coronary Artery Disease  

Breast Cancer  

Prostate Cancer  

Colon Cancer  

Emphysema  

Chronic Bronchitis  

Asthma  

Diabetes Type I  

Diabetes Type II  

Rheumatoid Arthritis  

Ulcerative Colitis  

Crohn’s Disease  

Gallbladder Disease  

Others. Please specify:  
 

Do you believe that you have a medical condition but it has not been diagnosed?  

 Yes 

 No 

 

If yes, what condition(s) do you suspect that you have? (check all that apply)  

 

 Check all that 

apply  

Stroke  

Heart Attack  

Angina  

Congestive Heart Failure  

Coronary Artery Disease  

Breast Cancer  
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Prostate Cancer  

Colon Cancer  

Emphysema  

Chronic Bronchitis  

Asthma  

Diabetes Type I  

Diabetes Type II  

Rheumatoid Arthritis  

Ulcerative Colitis  

Crohn’s Disease  

Gallbladder Disease  

Others. Please specify:  
 

Are you currently receiving psychotherapy or counselling?  

 Yes 

 No 

 

If yes, please explain: ______________________________________________ 

 

Have you ever received psychotherapy or counselling? 

 Yes 

 No 

If yes, please explain: _____________________________________________ 

 

Are you currently on any psychotropic medication, such as antidepressants or anti-anxiety 

medication?  

 Yes 

 No 

 

If yes, please explain: ______________________________________________ 

 

Have you ever taken any psychotropic medication, such as antidepressants or anti-anxiety 

medication?  

 Yes 

 No 

 

If yes, please explain: _____________________________________________ 

 

How familiar are you with cognitive behaviour therapies for the treatment of mental health 

problems?  

 

Never heard 

of this 

treatment 

Have heard of 

this treatment, 

but do not 

know any 

Have some 

understanding 

of what this 

Have a good 

understanding 

of this treatment 

Have used this 

treatment in 

the past 
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details about 

them 

treatment 

involves 

1 

 

2 3 4 5 

 

 

 

 

 

How familiar are you with Internet-delivered therapies for the treatment of mental health 

problems? 

 

Never heard 

of this 

treatment 

Have heard of 

this treatment, 

but do not 

know any 

details about 

them 

Have some 

understanding 

of what this 

treatment 

involves 

Have a good 

understanding 

of this treatment 

Have used this 

treatment in 

the past 

1 

 

2 3 4 5 
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Appendix J: Patient Health Questionnaire-9 item Scale 

Instructions: 

 

Over the last 2 weeks, how often have you been bothered by any of the following 

problems?   

 

 Not at all Several 

days 

More than 

half the 

days 

Nearly 

every day 

1. Little interest or pleasure in 

doing things 

0 1 2 3 

2. Feeling down, depressed, or 

hopeless  

0 1 2 3 

3. Trouble falling or staying 

asleep, or sleeping too much   

0 1 2 3 

4. Feeling tired or having little 

energy 

0 1 2 3 

 

5. Poor appetite or overeating 

 

0 1 2 3 

6. Feeling bad about yourself–

or that you are a failure or have 

let yourself or your family 

down 

0 1 2 3 

7. Trouble concentrating on 

things, such as reading the 

newspaper or watching 

television   

0 1 2 3 

8. Moving or speaking so 

slowly that other people could 

have noticed. Or the opposite–

being so fidgety or restless that 

you have been moving around a 

lot more than usual   

0 

 

1 2 3 

9. Thoughts that you would be 

better off dead, or of hurting 

yourself 

0 

 

1 2 3 

 

If you checked off any problems, how difficult have these made it for you to do your 

work, take care of things at home, or get along with other people?  

  

Not difficult at all __________  

Somewhat difficult _________  
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Very difficult _____________  

Extremely difficult _________ 
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Appendix K: Generalized Anxiety Disorder-7 item Scale 

Instructions: 

 

Over the last 2 weeks, how often have you been bothered by the following problems?   

 

 Not at all Several 

days 

Over half 

the days 

Nearly 

every day 

1. Feeling nervous, anxious, or 

on edge   

0 1 2 3 

2. Not being able to stop or 

control worrying   

0 1 2 3 

3. Worrying too much about 

different things   

0 1 2 3 

4. Trouble relaxing   

 

0 1 2 3 

5. Being so restless that it's hard 

to sit still   

0 1 2 3 

6. Becoming easily annoyed or 

irritable 

0 1 2 3 

7. Feeling afraid as if 

something awful might happen   

0 1 2 3 

 

If you checked off any problems, how difficult have these made it for you to do your 

work, take care of things at home, or get along with other people?  

  

Not difficult at all __________  

Somewhat difficult _________  

Very difficult _____________  

Extremely difficult _________ 
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Appendix L: Computer Anxiety Rating Scale 

Instructions: 

 

For each statement, decide whether you disagree or agree with the statement using the 

following 5-point scale ranging from strongly disagree to strongly agree.  

 

Strongly 

disagree 

   Strongly agree 

1 2 3 4 5 

 

1. I feel insecure about my ability to interpret a computer printout. 

2. I look forward to using a computer on my job. 

3. I do not think I would be able to learn computer programming language. 

4. The challenge of learning about computers is exciting. 

5. I am confident that I can learn computer skills. 

6. Anyone can learn to use a computer if they are patient and motivated. 

7. Learning to operate computers is like learning any new skill--the more you practice, 

the better you become.  

8. I am afraid that if I begin to use computers more, I will become more dependent upon 

them and lose some of my reasoning skills. 

9. I am sure that with time and practice I will be as comfortable working with computers 

as I am in working by hand.   

10. I feel that I will be able to keep up with the advances happening in the computer 

field. 

11. I would dislike working with machines that are smarter than I am.  

12. I feel apprehensive about using computers.  

13. I have difficulty in understanding the technical aspects of computers.  

14. It scares me to think that I could cause the computer to destroy a large amount of 

information by hitting the wrong key.  

15. I hesitate to use a computer for fear of making mistakes that I cannot correct.  

16. You have to be a genius to understand all the special keys contained on most 

computer terminals.  

17. If given the opportunity, I would like to learn more about and use computers more.  

18. I have avoided computers because they are unfamiliar and somewhat intimidating to 

me.  

19. I feel computers are necessary tools in both educational and work settings.  
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Appendix M: Treatment Acceptability and Adherence Scale 

Instructions: 

 

Please respond to the treatment that you just read about by indicating your agreement with 

each of the below statements. 

 

1.  If I began this treatment, I would be able to complete it. 

1 2 3 4 5 6 7 

Disagree 

strongly 

  Neither agree 

nor disagree 

  Agree 

strongly 

 

2.  If I participated in this treatment, I would be able to adhere to its requirements.  

1 2 3 4 5 6 7 

Disagree 

strongly 

  Neither agree 

nor disagree 

  Agree 

strongly 

 

3.  I would find this treatment exhausting. 

1 2 3 4 5 6 7 

Disagree 

strongly 

  Neither agree 

nor disagree 

  Agree 

strongly 

 

4.  It would be distressing to me to participate in this treatment.  

1 2 3 4 5 6 7 

Disagree 

strongly 

  Neither agree 

nor disagree 

  Agree 

strongly 

 

5.  Overall, I would find this treatment intrusive.  

1 2 3 4 5 6 7 

Disagree 

strongly 

  Neither agree 

nor disagree 

  Agree 

strongly 

 

6.  This treatment would provide effective ways to help me cope with my fear/anxiety. 

1 2 3 4 5 6 7 

Disagree 

strongly 

  Neither agree 

nor disagree 

  Agree 

strongly 

 

7.  I would recommend this treatment to a friend with a similar problem (i.e. fear/anxiety). 

1 2 3 4 5 6 7 

Disagree 

strongly 

  Neither agree 

nor disagree 

  Agree 

strongly 

 

8.  If I began this treatment, I would likely drop out.  

1 2 3 4 5 6 7 

Disagree 

strongly 

  Neither agree 

nor disagree 

  Agree 

strongly 
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Appendix N: Credibility and Expectancy Questionnaire 

Instructions: 

 
We would like you to indicate below how much you believe, right now, that the treatment would help 

to reduce symptoms of health anxiety. Belief usually has two aspects to it: (1) what one thinks will 

happen; and (2) what one feels will happen. Sometimes these are similar; sometimes they are 

different. Please answer the questions below. In the first set, answer in terms of what you think. In 

the second set answer in terms of what you really and truly feel.  

 

1. At this point, how logical does the treatment seem to you? 

 

1 2 3 4 5 6 7 8 9 

not at all     somewhat     very  

 

2. At this point, how successful do you think this treatment would be in reducing symptoms of health 

anxiety?  

 

1 2 3 4 5 6 7 8 9 

not at all     somewhat     very  

 

3. How confident would you be in recommending this treatment to a friend who experiences anxiety? 

 

1 2 3 4 5 6 7 8 9 

not at all     somewhat     very  

 

4. By the end of this treatment, how much improvement in symptoms of health anxiety do you think 

would occur? 

 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 

 

For this set, close your eyes for a few moments, and try to identify what you really feel about the 

treatment and its likely success. Then answer the following questions. 

 

1. At this point, how much do you really feel that the treatment will help to reduce symptoms of 

health anxiety? 

 

1 2 3 4 5 6 7 8 9 

not at all     somewhat     very  

 

2. By the end this treatment, how much improvement in symptoms of anxiety do you feel would 

occur? 

 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
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Appendix O: Treatment Preference Form 

Instructions: 

 

After reading the three vignettes, please rank the treatment options in order of preference 

as an intervention for health anxiety from 1 (“Most likely to receive for health anxiety”) 

to 3 (“Least likely to receive for health anxiety”).  

 

__________   Medication  

__________   Face-to-face cognitive behaviour therapy 

__________   Therapist-assisted Internet-delivered cognitive behaviour therapy 

 

Please provide a brief explanation for your ranking: 

____________________________________ 

_______________________________________________________________________

_______ 

_______________________________________________________________________

_______ 

_________________________________________________________ 
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Appendix P: Study Rationale 

The goal of this study is to investigate patient perceptions of treatments for health 

anxiety. Given that different treatments currently exist for health anxiety, we want to 

understand what individuals think of these treatment options. Your feedback is important 

and will help us improve how treatments for health anxiety are offered in the health care 

system. 

 

Instructions: 

 

The following pages describe various treatment options for health anxiety. Please read 

each description carefully, and then complete the questionnaires that follow.  
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Appendix Q: Feedback for Vignettes 

 

CBT Vignette 

 
 

Experts’ comments 

 

 

Authors’ responses 

1. The term "confront their fears" is unclear 

(they are not really confronting the fear; 

rather they confronted the triggers for 

their fear."  Do you mean "confront feared 

situations?"  "expose themselves to feared 

situations and sensations?" I would be a 

bit more explicit. 

 

- “Confront their fears” was deleted and 

replaced with a more detailed description 

of behavioural skills (e.g., create fear 

hierarchy, reduce checking behaviours) 

2. To me, it looks a bit strange that the info 

starts with "in one trial..." It is unclear to 

the reader why this trial was chosen. And 

I would go for trying to describe the 

"typical" CBT and not confuse the reader 

by mentioning that therapy can range 

from 3 to 16 sessions. I think just stating 

that "CBT typically ranges between 12 to 

16 sessions" would probably give a 

clearer picture. I don't know why you 

have chosen the 

"Advantage"/"disadvantage"- model. 

Lack of access is not a feature of CBT per 

se, but something caused by how the 

health care system is organized. It also 

looks a bit strange that the first advantage 

mentioned is that one sees a therapist. 

That seems self-evident after reading the 

description (and also too much of a 

comparison to ICBT, i.e. I understand that 

in comparison to ICBT this is an 

advantage, but if this is what one first 

reads as a naive reader it probably looks 

strange). I think you should stress the 

advantages of seeing a therapist, not that 

seeing a therapist in itself is an advantage 

 

- “In one trial…” was deleted and 

replaced with a more detailed description 

(i.e., “we would like to provide you with 

information about a study on this 

therapy). Rather than describing the 

“typical” sessions, we chose to only 

describe one study as an example of each 

treatment because sessions of medicine 

vary substantially in practice.    

- Range of sessions was deleted as this 

information was included as part of 

outlining the research study 

- Advantage/disadvantage model was 

selected for the current study based on 

previous research in this field (e.g., 

Walker et al., 1999) 

- The first advantage was changed to: 

“Many communities in Canada do not 

have psychologists or other professionals 

who are trained to provide cognitive 

behaviour therapy” 

-  “There is face-to-face contact with a 

therapist in CBT” was deleted and 

replaced with different advantages to 

seeing a therapist (e.g., therapist can 

adapt information in session) 

 

3. I'm not fond of the phrase "confront your 

fears" - need to clarify that exposure is 

gradual and is done at a pace determined 

by the client and clinician together. May 

want to speak to the idea of setting goals.  

Should also comment on response 

prevention - reducing checking and 

- “Confront their fears” was deleted and 

replaced with a more detailed description 

of behavioural skills (e.g., create fear 

hierarchy, reduce checking behaviours) 

- More detailed components of CBT (e.g., 

goal setting) were not discussed due to 

word limits. We did, however, add more 
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reassurance-seeking behaviours is an 

important component of CBT for anxiety. 

 

detailed descriptions of cognitive and 

behavioural skills 

4. This feels like comprehensiveness has 

been sacrificed a bit to save on length.  I 

believe if I didn’t already understand CBT 

I would have no idea this would entail.  

For example, “educational information” 

could mean anything from more detailed 

description of heart disease and the phone 

number of great doctors to the problems 

with reassurance seeking and compulsive 

behaviours.  “Coping strategies” and “aim 

to confront fears” does not capture the 

comprehensive planning with client, 

physician, and family about getting rid of 

reassurance, in-session exposures, 

scheduled doctor’s visits, sitting with 

anxiety, etc.  Homework in the realm of 

5-10 hours a week is also really left out 

here.  The potential role of the therapist in 

therapist-led exposures (e.g., going to 

hospitals together, reading obits, visiting a 

cemetery, watching video, reading about 

people with illness) if one was to go full-

CBT might also be an important 

consideration if people will eventually be 

asked to rate in-person vs. internet 

delivered.  I don’t know how to pare the 

information down enough but not too 

much.  Maybe a brief point-form outline 

of what various sessions may include or 

some specific examples? 

 

- A more detailed description of CBT was 

provided 

- More detailed information on cognitive 

and behavioural skills were also 

provided  

- More explicit information on homework 

was included (e.g., requires time to 

complete each day)  

5. It may be helpful to broadly describe what 

CBT is. For example, I always tell my 

patients "There are ways of thinking, and 

ways of behaving that made you anxious 

over time. In much the same way, 

Cognitive Behavioural Therapy looks at 

the ways of thinking (Cognitive) and 

behaviours (Behavioural) that got you 

anxious, and look at changing those ways 

of thinking and behaving. 

 

- A more detailed description of CBT was 

provided 

 

ICBT Vignette 
 

 

Experts’ comments 

 

 

Authors’ responses 
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1. Possibly too complicated for the average 

health anxiety patient 

 

- Wording was changed (e.g., secure 

platform was changed to a website with 

high security)  

- Sentences were shortened and bullets 

were used to allow for breaks in 

information 

 

2. See earlier comment on "confronting their 

fear."  Also, I would change "in the 

evening" to "any time of day" 

 

- “Confront their fears” was deleted and 

replaced with a more detailed description 

of behavioural skills (e.g., create fear 

hierarchy, reduce checking behaviours) 

- Changed “evening” to “any time of day”  

 

3. In the vignette of face-to-face CBT there 

is a mix of perspectives in terms of 

advantages and disadvantages, i.e. some 

of them are related to CBT some, such as 

accessibility, are related to the health care 

system. To be consistent, that probably 

should mean that you here should list that 

ICBT can be used to increase access and 

reduce waiting times for treatment (as an 

advantage). Also, not seeing the therapist 

face-to-face is listed as a disadvantage is 

if this would be a good thing it itself. 

Better to list the consequences of this, for 

example that it may be more difficult to 

individually tailor the treatment. I'm also 

a little bit sceptic to listing that privacy 

will be breached as one of few 

disadvantages. This is something that of 

course is true for all health care where 

electronic records are used, i.e. third 

parties may breach medical record 

systems and read what the clinician writes 

about the patient. We have treated more 

than 4000 patients and (knock on wood) 

we have never had problems with third 

parties breaching the privacy. 

 

- “The therapist does not need to be in the 

same community as the client” captures 

the advantage increased access to care 

- “There is no face-to-face contact in 

ICBT” was replaced with “It is more 

difficult for a therapist to adapt the 

program to the needs of the patient” as a 

disadvantage.   

- “There is a small risk that privacy will 

be breached...” was deleted as a 

disadvantage 

4. Same comments re description of the 

treatment as for CBT section. Need to add 

something under "disadvantages" that 

speaks to the need to have computer 

access and some degree of comfort with 

internet usage. 

 

- A more detailed description of ICBT 

was provided 

-   “...having access to a computer” was 

added to the first listed disadvantage 

5. As noted in the previous slide, I feel some 

depth of information is missing.  A bit 

more information about what the psycho-

ed, cognitive material, and behavioural 

material would look like and the kind of 

- A more detailed description of ICBT 

was provided (e.g., homework, cognitive 

and behavioural skills) 
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homework client would be expected to do 

would be helpful.  I often this since we 

know the material so well we explain it 

quite poorly as we come with the notion 

that others have some underlying 

knowledge that they really don't 

 

6. With this one and the previous one I 

might put in a sentence explaining what 

CBT is.  After it is explained (a good 

thing) I think I would not keep using the 

abbreviation - familiar to us - not always 

others. For the in person service I think I 

would use the term therapy. For the ICBT 

one I would use a term like "the 

program".  Our research on knowledge 

translation (focused on the public) 

indicates that people really like bullet 

points to break information into pieces. 

This could be used for all of the vignettes 

if you have space - especially for the 

advantages and disadvantaged.  I could 

also be done for the part above the 

advantages and disadvantages. 

 

- A more detailed description of ICBT 

was provided  

- CBT and ICBT abbreviations were 

removed and replaced with full names of 

therapies. 

- When appropriate, CBT was renamed to 

therapy and ICBT was renamed to the 

program  

- Bullet points were used to break down 

information 

 

 

 

 

 

 

 

 

 

 

Medicine Vignette 

 

 

Experts’ comments 

 

 

Authors’ responses 

1. I think that some physicians would take 

issue with the suggestion that it can take 

up to 12 weeks to see changes. Typically, 

improvements happen very early in 

treatment (first week or two).  What takes 

a few weeks is to show a difference from 

placebo.  Even then, most studies in 

anxiety find differences between 

antidepressants and placebo within 4 to 6 

weeks.  It may take longer (e.g., 12 

weeks) for some patients to experience 

improvement, but the same could be said 

for CBT.  Many studies in anxiety show 

quicker improvements with medication 

vs. CBT.  Seems biased to talk about how 

long it takes to get better with medication 

and not in the other treatments. 

 

-  “It can take up to 12 weeks or longer 

before changes in symptoms occur” was 

deleted as a disadvantage in order to 

remain consistent across the vignettes    

2. As before, I think it looks a bit strange 

that you write "in one trial...", why not go 

- “In one trial…” was deleted and 

replaced with a more detailed description 
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for a "typical description" of medication 

treatment? A bit unclear why it is an 

advantage that a pill is common. In all 

fairness, shouldn't it be stated under 

Advantages that medication treatment can 

reduce health anxiety? Also, easy access 

to medication is probably also an 

advantage that deserves mentioning more 

explicitly. As for disadvantages, is it 

really true that one shouldn't drink alcohol 

while taking these medications? In 

Sweden, I don't think that we have general 

guidelines saying that SSRIs are 

incompatible with alcohol consumption. 

As a disadvantage, maybe the self-

efficacy argument should mentioned, i.e. 

that the patient may attribute all 

improvements to the pill and not to one's 

own achievements, which could reduce 

the sense of control and self-efficacy. 

 

(i.e., “we would like to provide you with 

information about a study on this 

therapy). Rather than describing the 

“typical” sessions, we chose to only 

describe one study as an example of each 

treatment because sessions of medicine 

vary substantially in practice   

-  “Medication is a common form of 

treatment” was deleted as an advantage 

- “Medication can reduce health anxiety 

symptoms” was not included as an 

advantage for two reasons: (1) the first 

sentence of the first paragraph already 

states this; and (2) this was not included 

in the other two vignettes and, thus, was 

not included here in order to remain 

consistent  

- “Most communities have pharmacies or 

stores where patients can pick up and 

refill their medicine” was added as an 

advantage in order to address comment 

about easy access to medicine 

- “Clients should not consume alcohol 

while taking medicine for health 

anxiety” was removed as a disadvantage  

- “Patients may feel that improvements are 

because of the medicine and not their 

own achievements” was added as a 

disadvantage 

 

3. Only psychologists can provide 

psychological therapy - psychiatrists do 

not deliver psychological therapy.  Need 

to change this bit to something like "no 

psychotherapy" or "no verbal therapy".  I 

am not confident about the comment that 

"clients do not appear to have problems 

weaning off these medications". 

 

- “No psychological treatment was 

provided during these meetings” was 

replaced with the phrase “During these 

meetings the psychiatrist would review 

how the medicine was working and note 

down any side effects” 

- “Patients do not appear to have problems 

weaning off these medicines” was 

deleted as an advantage 

4. This one seems more comprehensive in 

that if I read this I think I’d pretty much 

know exactly what I was in for, I suspect 

it is because the 'active ingredients' in 

medication are much easier to describe in 

a line or two that the active ingredients in 

CBT :).  One note (which may or may not 

matter) is that the three treatment 

descriptions base on the studies 

mentioned are not really equivalent as the 

CBT and ICBT was compared to the 

clients getting nothing whereas the 

medication was compared to placebo 

- This was determined to not affect the 

development of the vignettes as this is an 

inherent limitation of the research 

conducted on therapy versus medication   
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(which can be argued is a much more 

valuable piece of data than the other two).  

 

5. Adverse side effects - not sure that most 

people in the public would be familiar 

with the term adverse.  Might say 

something like - "if they had difficulty 

with side effects". In this and all of the 

vignettes I would check reading level.  

Seems to me that you could make modest 

changes in wording and reduce the 

reading level.\e.g. rather than sexual 

dysfunction - I might be inclined to say 

"reduced sexual functioning".  For 

insomnia I might say "sleep difficulties".  

I will send on some more comments using 

track changes.  On the disadvantages I 

might add that it is usually recommended 

that treatment be continued for AT 

LEAST 12 months after the person is 

feeling quite well. 

 

- “..adverse side effects” was replaced 

with “...if patients had difficulty with 

side effects” 

- Reading level was checked and the 

information suggested that participants 

required a grade 11 education in order to 

be able to properly read the vignettes 

- Word changes were made (e.g.,  

medication to medicine, trial to study, 

participant to patient, secure platform to 

high security website, insomnia to 

problems sleeping etc...) 

- “Medicine is often continued for at least 

12 months after the patient is feeling 

better” was added as a disadvantage.   

6. Full response to treatment with meds can 

take up to 12 weeks or more. However, a 

response should be seen within 2-8 

weeks. There are various definitions of 

"response" but they are generally along 

the lines of a 20% reduction in symptoms 

on a standardized scale. 

 

- “It can take up to 12 weeks or longer 

before changes in symptoms occur” was 

deleted as a disadvantage in order to 

address bias and remain consistent 

across the vignettes    

 

Additional Recommendations 

 

 

Experts’ comments 

 

 

Authors’ responses 

1. I was unable to go back to the earlier 

pages when I was looking at the 

medication page so I am not sure if my 

next comment is in fact accurate:  may 

want to consider adding a comment in the 

"disadvantages" section for both CBT and 

ICBT that clients need to have willingness 

to tolerate periods of increased anxiety as 

they begin working on facing their fears. 

Overall this is good and useful 

information. I don't like the style of 

referring to one study (without a 

reference) in each of the sections.  Part of 

the work we do with clients with health 

anxiety is encourage them never to rely 

on the "results from one study".  I would 

- “Patients may experience increased 

anxiety initially when beginning to 

practice some skills” was added as a 

disadvantage for both CBT and ICBT 

vignettes  

- Names of researchers who conducted 

each study were added. Dates were not 

included, as we did not want this 

information to bias the results  

- “In one trial…” was deleted and 

replaced with a more detailed description 

(i.e., “we would like to provide you with 

information about a study on this 

therapy). Rather than describing the 

“typical” sessions, we chose to only 

describe one study as an example of each 
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change your wording such that you are 

describing the recommended CBT, ICBT, 

and pharmacological treatments in a more 

general sense. 

 

treatment because sessions of medicine 

vary substantially in practice   

 

2. Depending on what these are being used 

for, I feel the CBT components could be 

fleshed out more.  In reading the 

medication slide, I pretty much knew 

exactly what the clients did and 

experienced over the study whereas in 

reading the CBT ones I would really have 

had no idea what the clients did or learned 

(except that I do know because of my 

training, clients, families, and caregivers 

won't).  I don't think much more is needed 

to bring all 3 descriptions up to a similar 

level! 

 

- A more detailed description of ICBT and 

CBT were provided   

 

3. The two therapy vignettes don't provide 

any specifics about cognitive or 

behavioural strategies, but they are clear 

and comparable. 

 

- A more detailed description of ICBT and 

CBT were provided   

4. Will send some suggestions marked with 

track changes on the vignettes as I think 

that would be easier.  In general I would 

check the reading level of each (you can 

use MS word).  I would focus on taking 

out any words if possible that are less 

familiar unless they are essential (as are 

the medication names and terms like 

cognitive behaviour therapy.\Consider 

using bullet points, especially for 

advantages and disadvantages. 

 

- Reading level was checked and the 

information suggested that participants 

required a grade 11 education in order to 

be able to properly read the vignettes 

- Word changes were made (e.g.,  

medication to medicine, trial to study, 

participant to patient, secure platform to 

website with high security, insomnia to 

problems sleeping etc...)  

- Bullet points were used for the 

advantage and disadvantage sections 
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Appendix R: Information and Consent Form 

Project Title: Examination of treatment options for health anxiety among primary care 

patients  

    

Primary Investigator: Joelle Soucy, Clinical Psychology Master’s Student, Department 

of Psychology, University of Regina, Phone: (306) 585-5369, Email: 

Soucy20j@uregina.ca 

 

Research Supervisor: Heather Hadjistavropoulos, Ph.D., Department of Psychology, 

University of Regina, Phone: (306) 585-5133, Email: 

Heather.Hadjistavropoulos@uregina.ca 

 

Purpose(s) and Objective(s) of the Research:  

We are seeking primary care patients who are 18 years of age or older, residing in 

Canada with elevated levels of health anxiety to complete a 45-minute online study. The 

study is designed to assess attitudes towards treatments for severe health anxiety.   

 

Procedures:  

Participants will be asked to complete a 45-minute online study, which will consist of 

three parts. In the first section, you will be asked to complete a brief questionnaire. 

Based on your responses to these questions, you may or may not be eligible to continue 

the study. For participants who are ineligible, resources will be provided as well as 

contact information should you have any questions or concerns. For participants who are 

eligible, you will be directed to the second part of the study. You will be asked to 

complete an additional questionnaire package containing measures that assess multiple 

aspects of health and anxiety as well as depression, somatic symptoms, and background 

information. In the third section, descriptions of treatments for health anxiety will be 

presented. You will be asked to read each description and then asked a series of 

questions about your attitudes towards each treatment option. The study will end with 

you ranking the treatments in order of preference. As you complete the survey, your 

responses will be saved and you will be asked to click “Next” at the bottom of each page 

to move onto the next page of questions. At the conclusion of the online study, you will 

be asked to click “Submit” to exit the survey.   

 

Please feel free to ask any questions regarding the study procedures or your role by 

contacting Joelle Soucy, the primary investigator, or Dr. Heather Hadjistavropoulos, the 

research supervisor.  

 

Funding Sources:  

This project is funded by Canadian Institutes of Health Research and Faculty of 

Graduate Studies and Research at the University of Regina.    
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Potential Risks:  

There are minimal risks to you by participating in this research. Due to the nature of the 

questionnaires, some individuals may experience elevated symptoms of anxiety or 

depression. If these symptoms do not subside you should contact your family physician, 

your local mental health clinic or your local crisis line. Additionally, resources will be 

provided to all participants, regardless if you are eligible or not.   

 

Potential Benefits:  
The results of this study will provide important insight into the acceptability of 

treatments for health anxiety that will be communicated to health care workers who 

assist individuals with health anxiety.  Additionally, findings may improve the 

dissemination of treatments for individuals with health anxiety.  

 

Online Data Collected by Qualtrics:  
Survey data will be collected by Qualtrics, and stored on their secure servers until 

retrieved. The primary investigator (Joelle Soucy) will retrieve and store surveys on a 

secure hard drive at the University of Regina.   

 

Confidentiality:  

You will not be asked to provide your name in order to complete this survey. Any 

information gathered from you for this study will be kept confidential by the researchers. 

All results will be summarized into group data, and no identifying information will be 

used in published works.  

 

Confidentiality, Internet Surveys and Data Storage: 

There is a very small chance that your privacy may not be guaranteed by participating in 

this online study. Descriptions of the risks are listed below: 

 

a. When submitting your survey answers via the internet, there is small possibility 

your information will be intercepted by unauthorized third parties using sophisticated 

tools. It should be noted that this rarely occurs and is a risk that can occur at any time, 

not just with online surveys, when using a computer connected to the internet.  

 

b. Any computer connected to the internet will store information about visited 

websites on the internet browser’s history list and its disk cache. The responses to this 

survey are only temporarily stored on your computer until you close down your 

browser window. In other words, after you complete and submit your survey, your 

computer will automatically delete this information. You may also delete this 

information by clearing your history list and disk cache.  

 

c. After completion of your survey, your responses to the survey will be sent directly 

to the survey software website using SSL encryption. Once data collection is 

complete, all responses from the software website will be downloaded to a secure 
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University of Regina drive (only accessible by Dr. Hadjistavropoulos’ research staff) 

and to a private folder that is only accessible by the primary researcher and research 

supervisor. This file will not contain any identifiable information. Once responses 

have been downloaded from the software website, all responses on the software 

website will be deleted and the online survey account will be canceled. Once data 

analysis is complete the electronic results obtained from the software website will be 

stored on a password protected hard drive, and the information will not be linked to 

your internet address. The electronic data will be stored for 7 years in a secure locked 

filling cabinet, in a secure room by Dr. Hadjistavropoulos, Professor, at the University 

of Regina. After seven years, the electronic data will be deleted.  

 

Right to Withdraw:  
Your participation in this study is completely voluntary. You may withdraw from the 

research project for any reason, at any time during the survey without explanation or 

penalty of any sort. Your right to withdraw data from the study will apply until you 

submit your responses at the end of the survey. All data will be aggregated and reported 

as a group, no identifying or individual information will be linked to study results. 

 

Obtaining Study Results:  

After all data has been collected and analyzed, a summary of study results will be posted 

on Dr. Heather Hadjistavropoulos’ Clinical Health Psychology Research Lab website 

(http://uregina.ca/~hadjista/about_heather.html). Results will also be published in 

academic journals and conferences. 

 

Questions or Concerns:   
You may contact the primary investigator, Joelle Soucy (306- 585-5369, Email: 

Soucy20j@uregina.ca) or Dr. Heather Hadjistavropoulos, research supervisor (306-585-

5133, Email: heather.hadjistavropoulos@uregina.ca). 

 

This research project was reviewed and approved on ethical grounds by the University of 

Regina. Any questions regarding your rights as a participant may be addressed to that 

committee through the U of R Research Ethics Office at research.ethics@uregina.ca or 

(306) 585-4775. Out of town participants may call collect. 

 

We recommend that you download a copy of this consent form for your records by 

pressing the button below. Once you have downloaded your copy please press NEXT to 

continue. 
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By clicking NEXT below, I understand and agree with the following: 

 

I have read the Information Page and have had any questions answered to my 

satisfaction. 

 

I am aware that I can contact the primary investigatory by email (Soucy20j@uregina.ca) 

or by telephone (306-585-5369). 

 

I am aware that this research project has been approved on ethical grounds by the 

Research Ethics Boards of the University of Regina.  

I am aware that any questions regarding my rights as a participant may be addressed to 

the committee through the University of Regina Ethics Board (306-585-4775) or by 

email (research.ethics@uregina.ca). Out of town participants may call collect.                                        

 

I understand that my participation is voluntary and that I am free to withdraw at any 

time. 

 

I understand that if I am not eligible based on my responses on the questionnaires, I will 

not be invited to complete the second part of the study.  

 

I understand that if I am not eligible based on my responses on the questionnaires, I will 

not be eligible for compensation. 

 

I understand that when the results of the study are published, I will not be personally 

identifiable. 
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Appendix S: Research Ethics Certificate 
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