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Health anxiety and attentional 
bias toward virus‑related stimuli 
during the COVID‑19 pandemic
Loreta cannito1,3*, Adolfo Di Crosta1,3, Rocco Palumbo2, Irene Ceccato1, Stefano Anzani1, 
pasquale La Malva2, Riccardo Palumbo1 & Alberto Di Domenico2

After the COVID‑19 worldwide spread, evidence suggested a vast diffusion of negative consequences 
on people’s mental health. Together with depression and sleep difficulties, anxiety symptoms seem to 
be the most diffused clinical outcome. The current contribution aimed to examine attentional bias for 
virus‑related stimuli in people varying in their degree of health anxiety (HA). Consistent with previous 
literature, it was hypothesized that higher HA would predict attentional bias, tested using a visual 
dot‑probe task, to virus‑related stimuli. Participants were 132 Italian individuals that participated in 
the study during the lockdown phase in Italy. Results indicated that the HA level predicts attentional 
bias toward virus‑related objects. This relationship is double mediated by the belief of contagion 
and by the consequences of contagion as assessed through a recent questionnaire developed to 
measure the fear for COVID‑19. These findings are discussed in the context of cognitive‑behavioral 
conceptualizations of anxiety suggesting a risk for a loop effect. Future research directions are 
outlined.

At the end of 2019, a new virus (known as COVID-19 or SARS-CoV-2) began threatening the physical health 
and lives of millions of people around the world, causing a lot of deaths after a few weeks. As reported by World 
Health Organization, the high contagiousness and rapid spread of COVID-19 induced a considerable degree of 
fear, worry, and concern in the general population, resulting in an overall worsening of individuals’ psychologi-
cal  health1. For this reason, the World Health Organization has issued guidelines for managing the problem 
taking into consideration both medical and psychological perspectives. Although several studies on COVID-19 
focused on infection spread, containment measures, and potential vaccines, very little cognitive research has 
been conducted, so far, to address the impact of COVID-19 emergency on mental health and, therefore, possible 
treatment. According to a recent study on the Chinese population, which was the first in chronological order to 
manage the pandemic emergency, increased anxiety seems to be the most predominant symptom, followed by 
depression and sleep  disorders2. Similar symptomatic clusters have been reported for the Italian population as 
 well3. Several possible causes of this increased anxiety have been proposed, such as the impact of COVID-19 on 
academic life in the student population or on future employment and economic stability in  general4–6. Further-
more, anxiety symptoms severity has been related to the absence of interpersonal relationship and loneliness, 
possibly attributed to the physical and social distancing imposed during the quarantine  period7,8. Among other 
possible causes of increased anxiety levels, one of the most cited and shared is the fear of contagion, which led 
researchers to develop specific instruments to assess  it9,10. These findings are not unexpected considering that 
fear is an evolutionary adaptive response to the presence of a dangerous and threatening stimulus that func-
tionally motivates individuals to behave  responsibly11. However, excessive fear could also be detrimental since 
it is linked to adverse mental  outcomes12, such as anxiety itself, which can be defined as the fear of a dangerous 
stimulus when that stimulus is not present or very unlikely to occur. Fear conditioning indeed, is one of the main 
processes involved in anxiety  pathogenesis13, suggesting the central role of fear of contagion on anxiety. Thus, 
previous research on individuals with anxiety may be useful to contain and manage possible consequences on 
the population’s mental condition, due to the pandemic emergency.
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Attentional bias and anxiety.  From a cognitive perspective, there is a large body of research exploring 
the relationship between clinical anxiety and attentional modification. Specifically, the tendency to pay atten-
tion to threats, known as attentional bias (AB), refers to a higher level of attentional allocation to threaten-
ing stimuli compared to neutral  ones14–16. Numerous studies highlighted that anxious individuals show an AB 
toward threatening information sources. This effect is less consistent and generally not observed in non-anxious 
 individuals17. Among anxious populations, AB toward threats is a robust  phenomenon14,18 observed with spe-
cific neural connectivity  subtypes19, across several different experimental tasks, and different anxiety disorders. 
For example, in a dot-probe task, individuals with a generalized anxiety disorder (GAD) show faster reaction 
times toward probes that replace threatening faces compared to probes that replace neutral  faces20. Similarly, an 
AB toward health-threat related stimuli has been proposed as the primary pathogenetic factor for the develop-
ment and maintenance of health anxiety (HA), previously termed “hypochondriasis”. Notably, patients with 
HA show steady alertness and hypervigilance for potential internal and external health-threat  information21. 
Consequently, the attentional system of HA is assumed to be particularly sensitive to health-threat stimuli and 
biased in its  favor22,23. Thus, to better understand the relationship between increased anxiety and fear of conta-
gion among the population during the pandemic, the assessment of attentional bias toward virus-related stimuli 
is paramount. This study aims to investigate how, during the lockdown phase in Italy, HA levels were associated 
with an attentional bias toward virus-related stimuli and to what extent this relationship was mediated by spe-
cific fear of contagion for COVID-19.

Results
As the first step, the correlations between WI-7 and Fear for COVID-19 questionnaire’s factors were computed 
(see Table 1, also presenting descriptive statistics). Significant correlations between general HA level (WI-7) and 
fear for COVID-19 were detected, as well as between the factors of the Fear for COVID-19 questionnaire (“belief 
of contagion” and “consequences of contagion”) (see Table 1). Then, to examine whether “belief of contagion” 
and “consequences of contagion” mediate the relationship between HA level and AB toward virus-related stimuli, 
we performed a serial mediation analysis using Model 6 in the PROCESS  tool24, an SPSS macro for mediation, 
moderation, and conditional process modeling. A serial model was chosen since our mediators might causally 
influence each other, causing a violation of the assumption required for the parallel mediation  model25. Specifi-
cally, the partial correlation between the two mediators, “belief of contagion” and “consequences of contagion” 
remains significant after controlling for HA (r = 0.44, p =  < 0.001), suggesting the possibility that one mediator 
affects the other, which is the focus of serial mediation. This conclusion, as suggested by the partial correlation 
results, can be easily explained from a theoretical perspective. Indeed, it is reasonable to hypothesize that differ-
ent beliefs about contagion may affect the worry for possible consequences.

Serial mediation model permits the study of direct and indirect effects of X, the independent variable (HA) 
on Y, the dependent variable (AB) while modeling a process in which X causes  M1 (belief of contagion) which, 
in turn, causes  M2 (consequences), concluding with Y (AB) as an outcome. Thus, in this model, a mediator is 
assumed to have a direct effect on the other (path  d21) and the independent variable (HA level) is expected to 
influence mediators in a serial way that ultimately influences the dependent variable (AB). As illustrated in 
Fig. 1, the total effect (path c), is the sum of direct (path c’) and indirect effects (path ab) on AB Specific indirect 
effects (paths  a1b1 and  a2b2) suggest the role of  M1 (belief of contagion) and  M2 (consequences of contagion) in 
the relationship between HA and AB respectively. At last, the overall influence of mediators is depicted by the 
total indirect effect (see Table 2). The model was run allowing bootstrapping with 5000 samples. Bias-corrected 
point estimates for the indirect effects of the HA on AB were calculated, together with standard errors and 95% 
confidence. A significant direct link between HA level and AB for virus-related stimuli (path c’) was detected, 
with higher HA level predicting stronger AB. Furthermore, results revealed that the HA level directly predicts 
“belief of contagion” (path  a1) and that “belief of contagion” predicts “consequences of contagion” (path  d21), 
which confirm the choice of a serial mediation model instead of a parallel one. Moreover, a significant direct 
relationship subsists between HA level and “consequences of contagion” (path  a2), suggesting the validity of a 
model where “belief of contagion” acts as a mediator between general HA level and perceived “consequences of 
contagion” due to the specific COVID-19. The direct relationship between “belief of contagion” and AB (path  b1) 
was not significant, while it was between “consequences of contagion” and AB (path  b2). This relation indicates 
that a higher belief of contagion does not necessarily predict stronger AB. Notably, the double mediation indirect 
effect was significant, suggesting the existence of a causal chain that explains the relationship between health 
anxiety and attentional bias, passing through belief of contagion and consequences of contagion serially. Overall, 
the model explained 30%  (R2 = 0.299) of variance in AB (see Table 2 for detailed results). These results suggest 
that, although individuals with general high HA levels are expected to show stronger AB, the belief of contagion 
and concerns about possible consequences of contagion due to COVID-19 double mediate this relationship.

Table 1.  Descriptive statistics and correlations for study variables. ***p < .001.

Variable n M SD 1 2 3

1. WI-7 132 2.24 1.74 – – –

2. Belief of contagion 132 38.28 16.89 0.343*** – –

3. Consequences of contagion 132 49.10 23.11 0.498*** .532*** –
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Discussion
This study primarily aims to investigate the impact of health anxiety on attentional bias toward virus-related 
stimuli during the COVID-19 pandemic in the nonclinical population. Furthermore, we aimed to explore 
whether this relationship was mediated by specific beliefs related to the pandemic emergency. Attentional bias 
was measured via a visual dot-probe task that used both neutral and virus-related pictures of objects as stimuli. 
Participants’ reaction times were recorded to compute individual attentional bias to be associated with health 
anxiety levels measured with the WI-7. Moreover, participants completed the Fear for COVID-19 questionnaire 
allowing to obtain two independent factors: “belief of contagion” and “consequences of contagion”. Then, a double 
mediation model was performed by entering the two factors as serial mediators, the health anxiety’s level as the 
predictor, and the attentional bias score as the outcome. Results highlighted that health anxiety directly predicts 
attentional bias towards virus-related stimuli. At the same time, the model improved when considering the 
indirect effects of “belief of contagion” and “consequences of contagion”. However, “belief of contagion” did not 
seem to impact attentional bias directly but through the influence of “consequences of contagion”. In summary, 

Figure 1.  Serial mediation model. ***p < .001, SE standard error.

Table 2.  Serial mediation model predicting attentional bias (N = 132). Coefficient, non-standardized B 
coefficients SE standard errors, CI bias-corrected and accelerated 95% confidence interval, LL lower limit, UL 
upper limit, HA health anxiety, AB attentional bias, 5,000 bootstrap samples. Significant indirect effect in bold. 
***Path coefficient significant at p < .001.

Path estimates Coefficient (SE)

95% CI

LL UL

a1 3.32 (.79)*** 1.74 4.89

a2 4.74 (.96)*** 2.83 2.65

d21 0.560 (.09)*** 0.36 0.75

b1 0.091 (.11) − 0.13 0.31

b2 0.450 (.08)*** 0.27 0.62

c 4.47 (1.07)*** 2.35 6.60

c’ 7.75 (1.04)*** 5.69 9.81

Indirect effects Effect (SE)

95% CI

LL UL

Total 0.231 0.015 0.325

HA → Belief of contagion → AB 0.021 − 0.024 0.073

HA → Consequences of contagion → AB 0.150 0.085 0.237

HA → Belief of contagion → Consequences of contagion → AB 0.059 0.028 0.107
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the model suggested that higher health anxiety directly predicts higher attentional bias. The model highlighted, 
as well, an indirect path where higher health anxiety is associated with a stronger belief of contagion, which in 
turn, affects belief about future consequences of contagion, which finally predicts higher attentional bias towards 
virus-related stimuli.

These results are in line with previous findings on the relationship between attentional bias and expectancy 
bias. Indeed, theories such as the combined cognitive biases hypothesis suggest that cognitive biases (e.g., in 
expectancies and attention, but also in memory or interpretation) interact and mutually enforce each  other26. 
For example, it has been widely shown how anxious and phobic individuals overestimate the likelihood of fac-
ing the threat, known as encounter expectancy bias, and the likelihood of incurring aversive consequences due 
to the encountered threat, known as consequences expectancy  bias27. Similar findings have been reported on 
the relationship between expectancy biases and response to acute  pain28,29. In the present work, the mediating 
variable “belief of contagion” refers to the probability of incurring in contagion, therefore it may be considered a 
measure of the encounter expectancy bias. The mediating variable “consequences of contagion”, instead, refers to 
the expected intensity of negative outcomes produced by the threat and it can be considered as a measure of the 
consequences expectancy bias. In this regard, the current results may contribute to the literature about expectancy 
biases in healthy population. Interestingly, in previous studies no encounter expectancy bias was reported among 
healthy individuals, but it was suggested that an a priori bias for consequences may exist for threats emanating 
from evolutionarily salient  stimuli26. This evidence might be related to our results that highlighted how “belief of 
contagion” does not directly influence attentional bias but through the mediation of “consequences of contagion”.

Altogether, these results may be particularly useful to plan possible psychological interventions to counteract 
the effect of COVID-19 on population mental health. Indeed, while the evidence of a strong link between health 
anxiety and attentional bias in a nonclinical population (similar to the attentional pattern identified in the clini-
cal population) could be reasonably considered worrying at first glance, it could also represent an opportunity 
to pave the way for future  treatments30. Attentional bias associated with anxiety disorders has been the focus 
of several cognitive training, known as Attentional Bias Modification (ABM). Since its very early attempts of 
application, this training showed increasing evidence suggesting a significant effect of ABM on brain activity 
in the neural networks associated with the generation of affective  states31. Among other clinical disorders, this 
training seems to be effective not just with anxiety  disorders32–34 but also with specific  phobia35. These findings 
appear to be particularly significant since the results of the current study suggest a joint effect of (nonspecific) 
health anxiety level and (specific) fear of COVID-19. Moreover, several attempts have been made to apply the 
ABM protocol remotely, in a web-based  version36. This is especially relevant when considering the need to follow 
the social distancing guidelines during the lockdown period due to pandemics and the consequent difficulty in 
conducting research and clinical activities. Therefore, possible future directions may involve the development 
of a specific ABM intervention program for fear of COVID-19 to be administered via the web. A remote inter-
vention would have the twofold advantage of reducing the costs of the intervention and overcome the logistic 
difficulties while guaranteeing monitoring and treatment services for the population’s psychological well-being.

However, some limitations of the present results should be noted. The uncontrolled experimental setting 
should be considered as a potential limit. Given the exceptionality of this data collection, it was not possible to 
strictly control whether participants performed the task as requested. Moreover, since each participant com-
pleted the task on his/her personal computer, technical features (e.g., monitor refresh rate) were not controlled. 
We tried to limit the effect of some confounding factors, for instance requesting all participants to perform the 
task at the same time of the day (i.e., afternoon). Also, we would like to highlight that web-based data collection 
in the attentional bias field are increasingly common, suggesting the reliability of this online-remote  method37. 
Hence, we are reasonably confident in our data’s reliability.

Methods
Participants.  A total of 132 (91.7% female, mean age 24.4 ± 5.1 SD) Italian participants were enrolled in the 
study. Participants were recruited and provided written informed consent following the ethical standards of the 
Declaration of Helsinki and IRB approval was obtained by the University G. D’Annunzio institutional ethical 
committee. The experimental methods were carried out in accordance with the approved guidelines. Partici-
pants received no monetary or other forms of compensation for their participation. Since the study was carried 
out during the lockdown phase in Italy and due to the impossibility to invite participants in the laboratory, the 
whole procedure was conducted remotely. Participants were instructed to perform the task and answer question-
naires while being alone in a quiet room. For the visual dot-probe task, participants were asked to sit in front of a 
computer screen while maintaining a distance from the screen of about 60 cm for the entire duration of the task.

Stimuli selection.  A total of 60 pictures of objects, standardized for size and brightness, were selected from 
the web (for details see Supplementary Table S1 online). The task was administered through the recently released 
E-prime Go software, which allows remote data collection (pstnet.com). A subsample of participants (N = 86) 
were presented each object (1000 ms) in random order. After each object, participants were asked to rate on a 
scale from 0 (not at all) to 100 (extremely) how much the object just saw was related to the COVID-19. Based on 
the participants’ ratings, 40 objects were selected and divided into 2 categories. Thirty objects, rated as weakly 
associated to the virus (rating score ranging from 6 to 22.5), were attributed to the neutral stimuli category while 
the others 10 objects, rated as strongly associated to the virus (rating score ranging from 82.7 to 98.8), were 
attributed to the virus-related stimuli category.

Visual dot‑probe task.  Attentional bias was measured by a visual dot-probe task (see Fig. 2), using the 
Inquisit Web software’s script (millisecond.com). All data were collected during afternoon sessions, in the last 
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week of April (from April 23rd to April 29th, 2020). On average, the experimental session lasted 5.6 min ± 2.6 SD. 
Based on Miller & Fillmore (2010), the script implemented a visual dot-probe procedure to measure attentional 
bias with  images38. For a typical laptop screen size of 15.6 inches, pictures were presented in a box of 6 × 7 cm 
(visual angle = 5.72° × 6.67°, calculated using a viewing distance of 60 cm) to the left and right sides of fixation 
cross, with distance of 10 cm between the two. The 10 pairs of virus-related/neutral objects were presented 4 
times based on the four possible object/probe combinations (the position of the object on the left or the right 
and the position of the probe on the left or the right), thus obtaining 40 test trials. Also, there were 40 filler trials, 
which consisted of 10 pairs of neutral images presented four times each. The filler trials are commonly included 
in tasks of attentional bias to reduce possible habituation to stimuli that might occur if all trials contained virus-
related images. The 40 filler trials were intermixed randomly among the 40 test trials for a total of 80 trials. The 
task consisted of two blocks: the first block with 10 practice trials and the second block with the 80 task trials 
(40 test trials and 40 filler trials), randomly sampled without replacement. After the presentation of a fixation 
cross (+) in the center of the screen (500 ms), two side by side objects (virus-related and neutral objects for test 
trials, and both neutral objects for filler trials) were presented for 1000 ms.The position of the pictures was ran-
domly chosen to be either on the left or on the right of the fixation cross. After, the two objects disappeared and 
a probe (X) appeared in the position of one of the two objects (duration of the probe was 1000 ms). Participants 
were asked to press one key (E) if the probe was on the left and another key (I) if the probe was on the right. 
Attentional bias is determined by the reaction times difference between congruent trials (the probe replaces 
threatening stimuli) and incongruent trials (the probe replaces neutral stimuli). For individuals whose attention 
is systematically drawn to the threatening stimulus, reaction times are expected to be shorter (i.e., faster) for tri-
als where the probe replaces threatening virus-related objects compared to trials where the probe that replaces 
neutral objects.

Fear for COVID‑19 questionnaire.  The Fear for COVID-19 questionnaire is a scale specifically created 
to measure fear and concerning beliefs related to the COVID-19 pandemic in the Italian  population10. The 
questionnaire is composed of eight items, which mainly refer to the perceived possibility of being infected by 
COVID-19 and to the possible consequences of the contagion. Participants are asked to answer on a scale from 
0 (“not at all”) to 100 (“extremely”) how much they agree with certain statements about COVID-19. Component 
structure and questionnaire’s reliability were explored in a larger Italian sample (N = 4121) through principal 
component analysis (PCA) and Cronbach’s alpha (α). Results revealed a structure with two moderately corre-
lated factors (r = 0.45) each composed by four items. The first factor is “Belief of contagion”, with items referring 
to the idea of being infected (for themselves and significant ones) by COVID-19, either in the past or in the 
future; the second factor is “Consequences of contagion” and items refer to the possible consequences of being 
infected (for themselves and others). The questionnaire’s items are reported in Table 3. For the present study, 
scores were computed by averaging participants’ answers on the four items of each factor.

Whiteley‑7 index.  The Whiteley-7 Index (WI-7)39 is a 7-item scale, based on the Whiteley Index (WI-14)40. 
Specifically, WI-7 is composed of 7 of the original 14 items of the WI-14. Each item requires a dichotomous 

Figure 2.  Trial structure and experimental conditions in the visual dot probe task.
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choice (yes or no) with a total test score ranging between 0 and 7. Higher scores indicate higher levels of health 
anxiety. This short-version scale has been increasingly used to assess health anxiety both in the clinical and 
general population as well as in the primary care context. Indeed WI-7 is a valid screening instrument with high 
sensitivity and specificity for  hypochondriasis40, for DSM-IV somatization  disorder41–43, and health anxiety in 
the general  population44,45.

Visual  dot‑probe  data  preparation.  Participants were accurate for probes that replaced threatening 
images (93.1%) as well as for probes that replaced neutral images (93.3%). Before data analysis, visual dot-probe 
data were computed according to the methods described in previous  studies36. Trials with incorrect responses 
were not included in the dataset and reaction times shorter than 250 ms and longer than 1000 ms, were excluded. 
As a result, 93.48% of the original data were included in the following analyses. Since attentional bias is indicated 
by shorter (i.e., faster) reaction times to congruent versus incongruent trials, each participant’s mean per trial 
reaction time to probes was calculated for trial type (congruent versus incongruent). No significant RT differ-
ence was found between probes that replaced virus related images (congruent trials, M = 392.01 ± 61.05 SD) 
and probes that replaced neutral images (incongruent trials, M = 392.76 ± 67.45 SD), [t(131) = 0.345, p = 0.73]. 
Finally, each participant’s attentional bias score was computed by subtracting congruent trials’ reaction times to 
incongruent trials’ reaction times (M = 0.74 ± 24.7 SD).

Data availability
The datasets generated during and/or analyzed during the current study are available in the Open Science Frame-
work repository, https ://osf.io/cswzj /?view_only=99228 4b06b 33418 18852 bd9ed 509fe de.

Received: 21 July 2020; Accepted: 17 September 2020

References
 1. World Health Organization. Current novel coronavirus (2019-nCoV) outbreak. Accessed May, 2020. https ://www.who.int/healt 

h-topic s/coron aviru s.
 2. Huang, Y. & Zhao, N. Generalized anxiety disorder, depressive symptoms and sleep quality during COVID-19 outbreak in China: 

A web-based cross-sectional survey. Psychiatry Res. 288, 112954 (2020).
 3. Rossi, R. et al. COVID-19 pandemic and lockdown measures impact on mental health among the general population in Italy. 

Front. Psychiatry 11, 2 (2020).
 4. Wang, C., Horby, P. W., Hayden, F. G. & Gao, G. F. A novel coronavirus outbreak of global health concern. Lancet 395, 470–473 

(2020).
 5. Cornine, A. Reducing nursing student anxiety in the clinical setting: An integrative review. Nurs. Educ. Perspect. 41, 229–234 

(2020).
 6. Cao, W. et al. The psychological impact of the COVID-19 epidemic on college students in China. Psychiatry Res. 287, 112934 

(2020).
 7. Xiao, C. A novel approach of consultation on 2019 novel coronavirus (COVID-19)-related psychological and mental problems: 

Structured letter therapy. Psychiatry Investig. 17, 175–176 (2020).
 8. Kmietowicz, Z. Rules on isolation rooms for suspected covid-19 cases in GP surgeries to be relaxed. BMJ https ://doi.org/10.1136/

bmj.m707 (2020).
 9. Ahorsu, D. K. et al. The fear of COVID-19 scale: Development and initial validation. Int. J. Mental Health Addict. https ://doi.

org/10.1007/s1146 9-020-00270 -8 (2020).
 10. Di Crosta, A. et al. Individual differences, economic stability, and fear of contagion as risk factors for PTSD symptoms in the 

COVID-19 emergency. Front. Psychol. 11, 567367. https ://doi.org/10.3389/fpsyg .2020.56736 7 (2020).
 11. Harper, C. A., Satchell, L., Fido, D. & Latzman, R. Functional fear predicts public health compliance in the COVID-19 pandemic. 

Int. J. Mental Health Addic. 2, 2 (2020).
 12. Haynes, S. H. & Rader, N. E. Concerns about crime for self and others. Crim. Just. Rev. 40, 303–321 (2015).
 13. Beckers, T., Krypotos, A.-M., Boddez, Y., Effting, M. & Kindt, M. What’s wrong with fear conditioning?. Biol. Psychol. 92, 90–96 

(2013).
 14. Bar-Haim, Y., Lamy, D., Pergamin, L., Bakermans-Kranenburg, M. J. & Ijzendoorn, M. H. V. Threat-related attentional bias in 

anxious and nonanxious individuals: A meta-analytic study. Psychol. Bull. 133, 1–24 (2007).
 15. Mogg, K. & Bradley, B. P. A cognitive-motivational analysis of anxiety. Behav. Res. Ther. 36, 809–848 (1998).
 16. Mcleod, D. R., Hoehn-Saric, R. & Stefan, R. L. Somatic symptoms of anxiety: Comparison of self-report and physiological measures. 

Biol. Psychiat. 21, 301–310 (1986).

Table 3.  Fear for COVID-19 Questionnaire: item descriptions and pattern matrix of the PCA.

Item

Belief of contagion

I often thought I was infected with the virus

I think I could be infected with the virus in the future

I think that a dear or close person to me could potentially be infected with the virus

I think that a dear or close person to me could potentially be infected with the virus in the future

Consequences of contagion

I think that a person infected with the virus could recover

I think that a person infected with the virus could die

I think it is probable that I would recover after being infected with the virus

I think that being infected with the virus could be lethal for me

https://osf.io/cswzj/?view_only=992284b06b3341818852bd9ed509fede
https://www.who.int/health-topics/coronavirus
https://www.who.int/health-topics/coronavirus
https://doi.org/10.1136/bmj.m707
https://doi.org/10.1136/bmj.m707
https://doi.org/10.1007/s11469-020-00270-8
https://doi.org/10.1007/s11469-020-00270-8
https://doi.org/10.3389/fpsyg.2020.567367


7

Vol.:(0123456789)

Scientific RepoRtS |        (2020) 10:16476  | https://doi.org/10.1038/s41598-020-73599-8

www.nature.com/scientificreports/

 17. Mogg, K. & Bradley, B. P. Attentional bias in generalized anxiety disorder versus depressive disorder. Cogn. Therapy Res. 29, 29–45 
(2005).

 18. Cisler, J. M., Bacon, A. K. & Williams, N. L. Phenomenological characteristics of attentional biases towards threat: A critical review. 
Cogn. Therapy Res. 33, 221–234 (2007).

 19. Price, R. B. et al. Neural connectivity subtypes predict discrete attentional-bias profiles among heterogeneous anxiety patients. 
Clin. Psychol. Sci. 8, 491–505 (2020).

 20. Bradley, B. P., Mogg, K., White, J., Groom, C. & Bono, J. Attentional bias for emotional faces in generalized anxiety disorder. Br. J. 
Clin. Psychol. 38, 267–278 (1999).

 21. Warwick, H. M. & Salkovskis, P. M. Hypochondriasis. Behav. Res. Ther. 28, 105–117 (1990).
 22. Marcus, D. K., Gurley, J. R., Marchi, M. M. & Bauer, C. Cognitive and perceptual variables in hypochondriasis and health anxiety: 

A systematic review. Clin. Psychol. Rev. 27, 127–139 (2007).
 23. Norris, A. & Marcus, D. Cognition in health anxiety and hypochondriasis: Recent advances. Curr. Psychiatry Rev. 10, 44–49 (2014).
 24. Hayes, A. F., & Preacher, K. J. Conditional process modeling: Using structural equation modeling to examine contingent causal 

processes. (2013).
 25. Hayes, A. F. Multilevel mediation analysis. In Workshop presented at the annual meeting of the Association for Psychological Science, 

Washington, DC. Retrieved on February. p. 2017 (2013).
 26. Aue, T. & Okon-Singer, H. Expectancy biases in fear and anxiety and their link to biases in attention. Clin. Psychol. Rev. 42, 83–95 

(2015).
 27. Aue, T. & Hoeppli, M.-E. Evidence for an encounter expectancy bias in fear of spiders. Cogn. Emot. 26, 727–736 (2012).
 28. Boston, A. & Sharpe, L. The role of threat-expectancy in acute pain: Effects on attentional bias, coping strategy effectiveness and 

response to pain. Pain 119, 168–175 (2005).
 29. Van Damme, S., Crombez, G. & Eccleston, C. Retarded disengagement from pain cues: The effects of pain catastrophizing and 

pain expectancy. Pain 100, 111–118 (2002).
 30. Mcnally, R. J. Attentional bias for threat: Crisis or opportunity?. Clin. Psychol. Rev. 69, 4–13 (2019).
 31. Hilland, E. et al. Attentional bias modification is associated with fMRI response toward negative stimuli in individuals with residual 

depression: A randomized controlled trial. J. Psychiatry Neurosci. 45, 23–33 (2020).
 32. Macleod, C. & Clarke, P. J. F. The attentional bias modification approach to anxiety intervention. Clin. Psychol. Sci. 3, 58–78 (2015).
 33. Heeren, A., Mogoașe, C., Philippot, P. & Mcnally, R. J. Attention bias modification for social anxiety: A systematic review and 

meta-analysis. Clin. Psychol. Rev. 40, 76–90 (2015).
 34. See, J., Macleod, C. & Bridle, R. The reduction of anxiety vulnerability through the modification of attentional bias: A real-world 

study using a home-based cognitive bias modification procedure. J. Abnorm. Psychol. 118, 65–75 (2009).
 35. Voogd, E. D., Wiers, R., Prins, P. & Salemink, E. Visual search attentional bias modification reduced social phobia in adolescents. 

J. Behav. Ther. Exp. Psychiatry 45, 252–259 (2014).
 36. Wiers, R. W. et al. Alcohol cognitive bias modification training for problem drinkers over the web. Addict. Behav. 40, 21–26 (2015).
 37. Liossi, C. et al. Internet-delivered attentional bias modification training (iABMT) for the management of chronic musculoskeletal 

pain: A protocol for a randomised controlled trial. BMJ Open 10, e030607 (2020).
 38. Miller, M. A. & Fillmore, M. T. The effect of image complexity on attentional bias towards alcohol-related images in adult drinkers. 

Addiction 105, 883–890 (2010).
 39. Fink, P. et al. Screening for somatization and hypochondriasis in primary care and neurological in-patients. J. Psychosom. Res. 46, 

261–273 (1999).
 40. Pilowsky, I. Dimensions of hypochondriasis. Br. J. Psychiatry 113, 89–93 (1967).
 41. Ma, Y.-J. et al. The mediating effect of health anxiety in the relationship between functional somatic symptoms and illness behavior 

in Chinese inpatients with depression. BMC Psychiatry 19, 2 (2019).
 42. Tu, C.-Y. et al. Application of the Chinese version of the whiteley index-7 for detecting DSM-5 somatic symptom and related 

disorders. Psychosomatics 57, 283–291 (2016).
 43. Häuser, W. et al. Prevalence and overlap of somatic symptom disorder, bodily distress syndrome and fibromyalgia syndrome in 

the German general population: A cross sectional study. J. Psychosom. Res. 133, 110111 (2020).
 44. Conradt, M., Cavanagh, M., Franklin, J. & Rief, W. Dimensionality of the Whiteley Index: Assessment of hypochondriasis in an 

Australian sample of primary care patients. J. Psychosom. Res. 60, 137–143 (2006).
 45. Lee, S., Ng, K. L., Ma, Y. L., Tsang, A. & Kwok, K. P. A general population study of the Chinese Whiteley-7 index in Hong Kong. 

J. Psychosom. Res. 71, 387–391 (2011).

Author contributions
L.C., A.D.C., R.P., and A.D.D. conceived the experiment. L.C. and A.D.C. prepared tasks and conducted the 
experiment. L.C., A.D.C., R.P., and S.A. performed statistical analysis and figure generation. L.C., A.D.C., R.P., 
and A.D.D. prepared the draft manuscript. All authors discussed, reviewed, and approved the manuscript.

Competing interests 
The authors declare no competing interests.

Additional information
Supplementary information is available for this paper at https ://doi.org/10.1038/s4159 8-020-73599 -8.

Correspondence and requests for materials should be addressed to L.C.

Reprints and permissions information is available at www.nature.com/reprints.

Publisher’s note Springer Nature remains neutral with regard to jurisdictional claims in published maps and 
institutional affiliations.

https://doi.org/10.1038/s41598-020-73599-8
www.nature.com/reprints


8

Vol:.(1234567890)

Scientific RepoRtS |        (2020) 10:16476  | https://doi.org/10.1038/s41598-020-73599-8

www.nature.com/scientificreports/

Open Access  This article is licensed under a Creative Commons Attribution 4.0 International 
License, which permits use, sharing, adaptation, distribution and reproduction in any medium or 

format, as long as you give appropriate credit to the original author(s) and the source, provide a link to the 
Creative Commons licence, and indicate if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the 
material. If material is not included in the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from 
the copyright holder. To view a copy of this licence, visit http://creat iveco mmons .org/licen ses/by/4.0/.

© The Author(s) 2020

http://creativecommons.org/licenses/by/4.0/

	Health anxiety and attentional bias toward virus-related stimuli during the COVID-19 pandemic
	Attentional bias and anxiety. 
	Results
	Discussion
	Methods
	Participants. 
	Stimuli selection. 
	Visual dot-probe task. 
	Fear for COVID-19 questionnaire. 
	Whiteley-7 index. 
	Visual dot-probe data preparation. 

	References


