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 This document proposes a study to further understand the relevance of addressing 

parental accommodation in the treatment of childhood anxiety disorders and further 

evaluate the value of involving parents in treatment. Research looking at youth with OCD 

has examined the impact of addressing accommodation with parents during treatment, but 

no studies to date have looked at targeting parental accommodation when treating youth 

with Generalized Anxiety Disorder, Separation Anxiety Disorder, and Social Phobia. 

Additionally, although there have been a number of studies that have looked at generally 

including parents in CBT interventions for anxiety, there have been mixed results on its 

impact and benefit. Therefore the purpose of this present study is to understand the 

relationship between accommodation and anxiety in the context of treatment. The study 

involves gathering data from a sample of anxiety-disordered youth and their parents, who 
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are participating in an ongoing intervention study that compares CBT with a parent 

component to child-only CBT. It is hypothesized that by addressing accommodation with 

parents in CBT treatment through a parent-training component, the number of 

accommodating behaviors will be reduced, and that this reduction in accommodation will 

be correlated with improvements in child treatment outcomes.  
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Chapter 1: Introduction 

Anxiety disorders are some of the most widespread and frequently occurring 

psychiatric disorders among children and adolescents (Breinholst, Esbjorn, Reinholdt-

Dunne, & Stallard, 2012; Vasey & Dadds, 2001; Wood, McLeod, Sigman, & Hwang, 

2008). The prevalence of anxiety disorders in children ranges from eight to 27% 

(Costello, Egger, & Angold, 2005), whereas the lifetime prevalence of adolescents is 

31.9% (Merikangas et al., 2010). Anxiety disorders impair a child’s development, 

including social and cognitive functioning (Creswell & Cartwright-Hatton, 2007; Essau, 

Conradt, & Petermann, 2000), negatively impact family life (Wood et al., 2008), and can 

increase the likelihood of a psychiatric disorder later in life (Kessler et al., 2005). 

Not only do anxiety disorders negatively affect children and their families, but 

they are also a significant societal burden (Breinholst, Esborn, Reinholdt-Dunne, & 

Stallard, 2012). In order to support a family with a child suffering from anxiety, societal 

costs due to health care, loss of productivity, absence from school, and others, are 

estimated to be 21 times higher than for families in the general population (Bodden, 

Dirksen, & Bogels, 2008). Although there have been critical advances in the past two 

decades in the diagnosis and treatment of anxiety disorders, there are still many complex 

mechanisms involved in the development and maintenance that are not fully understood 

(Breinholst et al., 2012; Compton et al., 2010). Therefore, there is a strong need to further 

understand the etiology and persistence of anxiety and improve existing treatments in 

order to reduce this economic burden on the mental health system and help suffering 

families, (Greenberg et al., 1999).  
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 Researchers have developed a number of theories and models to better understand 

the factors and mechanisms that may play a role in the development and maintenance of 

these disorders. The developmental psychopathology perspective takes into account how 

biological, psychological, and social factors, and their dynamic interplay, influence the 

development of anxiety (Beauchaine & Hinshaw, 2013; Wood, McLeod, Sigman, 

Hwang, & Chu, 2003). Genetic factors have been explored through studies of families 

with anxious children and anxious parents, as well as with twin studies, and researchers 

suggest that around one third of the variance in childhood anxiety symptoms is explained 

by heritable influences (Eley, 2001; Gregory & Eley, 2007). Drawn from genetic models, 

certain types of temperament, namely behavioral inhibition, characterized by a tendency 

to react negatively to and to avoid novel situations, have been found to biologically 

predispose children to anxiety problems (Eley, 2001; Ginsburg & Schlossberg, 2002; 

Gregory & Eley, 2007). From the psychological perspective, certain cognitive processes, 

including biased interpretations and modes of encoding, may contribute to the 

maintenance of anxiety and play a part in the development of certain fears (Hadwin, 

Garner, & Perez-Olivias, 2006; Muris & Field, 2008). Also, social theorists have 

proposed that children’s relationships with peers and family members provide an 

environmental context that influences anxiety development (Beauchaine & Hinshaw, 

2013).  

Proponents of the social perspective highlight that parenting strongly influences 

the development of anxiety disorders. To begin, attachment theorists suggest that a 

child’s interactions with his or her environment are greatly affected by the quality of the 
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parent-child relationship (Ainsworth, Blehar, Waters, & Wall, 1978; Beauchaine & 

Hinshaw, 2013; Bogels & Brachman-Toussaint, 2006). Other factors, including parenting 

styles and behaviors, have been examined more recently and may play a significant role 

in a child’s development and may also contribute to a child’s maintenance of anxiety 

symptoms. For example, parenting styles, such as low warmth, high criticism, and high 

control, have consistently been associated with anxiety disorders, and are hypothesized to 

serve as a mediator between parenting and anxiety (Craske, 1999; Wood et al., 2003; 

Vasey & Dadds, 2001). Overcontrol has also been hypothesized to prevent a child from 

facing fear-provoking situations and sends the message that the world is a threatening and 

dangerous place, and thus reinforces a child’s anxiety (Ginsburg & Schlossberg, 2002; 

Rapee, 1997; Wood et al. 2003). Other factors include mechanisms communicated by 

parents that become learned anxiety responses (Fisak & Grills-Taquechel, 2007; Wood et 

al., 2003; Last, Hersen, Kazdin, Orvaschel, & Perrin, 1991). For example, parents who 

model anxious behaviors may teach their children to react in an anxious manner when 

faced with fearful situations, and as a result children have difficulty developing coping 

mechanisms that can help reduce their anxiety (Barrett, Dadds, & Rapee, 1996; Chorpita, 

Albano, & Barlow, 1996; Ginsburg, Siqueland, Masia-Warner, & Hedtke, 2004; Wood et 

al., 2003). Another mechanism that has provided further support for the link between 

parenting behaviors and childhood anxiety involves information transfer and 

reinforcement (Rapee, 2002). Although the literature suggests that these parenting 

dimensions may serve as predictors, moderators, and mediators of childhood anxiety 

(Silverman, Kurtines, Jaccard, & Pina,, 2009; Weems & Costa, 2005), empirical results 
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have been mixed regarding the true contribution of these factors (Fisak & Grills-

Taquechel, 2007). 

More recently, researchers have identified a new parenting dimension associated 

with childhood anxiety, termed accommodation. The construct of parental 

accommodation has been described as a parent’s tendency to provide reassurance, modify 

his or her own schedules, and actively allow children to avoid fearful situations 

(Calvocoressi et al., 1995; Lebowitz, Panza, Su, & Bloch, 2012; Lebowitz et al., 2013; 

Storch et al., 2007a; Storch et al., 2010). Initial evidence examining this construct has 

been from research of Obsessive Compulsive Disorder (OCD) probands, which has 

shown that accommodating behaviors are linked to increased symptom severity and 

poorer treatment outcomes (Flessner et al., 2011; Peris et al., 2008; Lebowitz et al., 

2012). Additionally, Lebowitz et al. (2013) and Jones (2013) have provided preliminary 

evidence for the relationship between accommodating behaviors and the “three big 

anxiety disorders,” which include Generalized Anxiety Disorder (GAD), Separation 

Anxiety Disorder (SAD), and Social Phobia (SoP). 

Because anxiety disorders are so common among children and adolescents, 

finding accessible evidence-based treatments is a priority. The gold standard treatment 

for anxiety disorders is Cognitive Behavioral Therapy (CBT) (Albano, Chorpita, & 

Barlow, 2003; Chu & Harrison, 2007). This treatment focuses on the connection between 

thoughts and behaviors, and recognizes that by addressing maladaptive thoughts and 

changing related behaviors, a child’s anxiety symptoms can be reduced. A large portion 

of CBT treatment for anxiety disorders focuses on Exposure and Response Prevention 
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(ERP), which encourages a child to approach, rather than avoid the situations he or she 

fears. This is done in order to prove to the child that he or she is safe, which in turn helps 

to reduce related fearful thoughts (Cartwright-Hatton, Roberts, Chitsabesan, Fothergill, & 

Harrington, 2004; Labellarte, Ginsburg, Walkup, & Riddle, 1999).  

 Parental accommodation, however, contradicts the premise behind CBT by 

allowing children to avoid the things they fear, thus, reinforcing the fearful thoughts 

(Allsop & Verduyn, 1990; Merlo, Lehmkuhl, Geffken, & Storch, 2009; Storch et al., 

2007b). Therefore, parental accommodation during a child’s treatment for anxiety can 

have a negative impact on the treatment outcome and prevent their child from improving. 

This is supported by research indicating that parental accommodation can increase 

symptoms of OCD and result in poorer treatment outcomes (Flessner et al., 2011; 

Calvocoressi et al., 1999; Caporino et al., 2012). Treatment studies of youth with OCD 

that include parents and relatives in the interventions have shown that addressing 

accommodating behaviors through psychoeducation, modeling, and other techniques with 

parents has resulted in decreased accommodating behaviors as well as better treatment 

outcomes for the youth (Barrett, Shortt, & Healy, 2002; Lebowitz et al., 2012; Merlo et 

al., 2009; Peris et al., 2008).  

While the inclusion of parents in treatment of children with OCD has proven to be 

beneficial, there have been mixed results for parental participation in treatment of 

children with anxiety disorders. Some studies have shown better treatment outcomes 

when they include parents, while others have shown no significant reduction in the 

severity or the number of anxiety-related symptoms when parents are involved (Barmish 
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& Kendall, 2005; Silverman et al.,, 2009; Simon, Bogels, & Voncken, 2011; Thieneman, 

Moore, & Tompkins, 2006). Breinholst et al. (2012) proposes that these interventions that 

included a parent component may be overlooking the important parental factors that 

influence child treatment outcome or perhaps are targeting too many behaviors and not 

focusing on one adequately. Thus, there is a need to examine specific parenting behaviors 

linked to childhood anxiety, such as parental accommodation, more thoroughly through 

treatment studies. The effects of targeting parental accommodation in treatment of 

anxious children may provide the necessary evidence for the inclusion of parents in 

treatment, which would also improve existing interventions, similar to the successful 

interventions in OCD. 

The purpose of this study is to (1) examine whether addressing accommodating 

behaviors in a CBT treatment with a parent-training component will reduce parental 

accommodation, and (2) whether this reduction in parental accommodating behaviors 

will improve child treatment outcomes with the big three anxiety disorders, GAD, SAD, 

and SoP. A sample of anxiety-disordered youth, who are participating in an ongoing 

intervention study at the Texas Child Study Center (TCSC), comparing child-only CBT 

and CBT with a parent component, will be used to explore this relationship. Specifically 

a repeated measures ANOVA looking at the change in accommodating behaviors 

between the two conditions, child-only CBT and CBT with a parent component, will be 

used to explore the first question, and a least squares regression model will be used to 

look at whether a reduction in parental accommodating behaviors will predict improved 

child treatment outcome. 
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Chapter 2: Integrated Analysis 

Anxiety Disorders: Diagnostic Criteria, Etiology, and Other Related Factors 

Diagnostic criteria. According to the Diagnostic Statistical Manual-V anxiety 

disorders include those that “share features of excessive fear and anxiety and related 

behavioral disturbances.” (American Psychiatric Association, 2013, p.189). While 

anxiety is a common occurrence in everyday life for most individuals, particularly in the 

form of stress, clinical levels of anxiety, as defined by the domain-specific and 

physiological factors outlined in the DSM-V, can contribute to debilitating and 

significant interferences in the lives of at-risk children. Furthermore, a child or adolescent 

suffering from anxiety typically experiences uncontrollable worry or heightened 

physiological responses and tries to relieve these symptoms by primarily seeking to avoid 

anxiety-triggering events, which can ultimately lead to a clinical level of anxiety 

(Silverman & Ollendick, 2005).  

The most common forms of anxiety sometimes referred to as “the big three,” 

include Generalized Anxiety Disorder (GAD), Separation Anxiety Disorder (SAD), and 

Social Phobia (SoP). GAD is characterized by chronic, excessive worry about everyday 

life issues, and coincides with somatic symptoms such as stomachaches, headaches, 

irritability, and poor concentration (Silverman & Albano, 1996). SAD is defined by a fear 

of separation from major attachment figures due to worries of possible harm. Children 

with separation anxiety typically avoid being left alone, and have excessive worry about 

the act of separating (Silverman & Albano, 1996). Lastly, SoP is characterized by worry 

or extreme discomfort in one or more social settings, which usually coincides with a great 
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fear of embarrassment (Silverman & Albano, 1996). It is possible to be diagnosed with 

more than one of the three big anxiety disorders. 

Developmental psychopathology perspective. Developmental psychopathology 

is a multidisciplinary approach used to understand the pathway to mental illness through 

the consideration of normal and abnormal patterns in development (Beauchaine & 

Hinshaw, 2013). Proponents of this perspective support the assumption of multi-

determinism, meaning that most forms of psychopathology result from a variety of causal 

variables (Vasey & Dadds, 2001). Researchers consider the biological, psychological, 

and social factors impacting disorders, and suspect that both external (i.e. familial and 

social) as well as internal (i.e. genetic and cognitive) factors contribute to the 

development and maintenance of anxiety disorders (Beauchaine & Hinshaw, 2013; Vasey 

& Dadds, 2001; Wood et al., 2003). Following with this perspective is the theory that a 

single factor can have multiple outcomes, multi-finality, and that there are multiple 

pathways to the same disorder, equifinality (Beauchaine & Hinshaw, 2013; Wood et al., 

2003). To understand the development and maintenance of anxiety disorders more 

clearly, it is important to consider the possible factors and processes that may impact or 

play an important role. 

Biological processes. Proponents of the biological perspective suggest that both 

genetics and temperament play an important role in the development of anxiety. Two 

behavioral genetic research approaches, in particular, have helped determine the extent to 

which symptoms or disorders develop in families (Eley, 2001). Top down research 

studies consider children of anxiety-disordered adults, whereas bottom up studies look at 
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adult relatives of child anxiety probands (Eley, 2001). In a top down study of 59 children 

from parents with a variety of psychiatric disorders including anxiety, the children of the 

anxiety probands reported higher levels of anxiety and fear symptoms than either of the 

non-anxious controls (Turner, Beidel, & Costello, 1987). Additionally, in a bottom up 

family study of children with anxiety disorders, 34.6% of the relatives of anxiety 

disordered children also suffered from anxiety (Eley, 2001).  

Furthermore, twin, sibling, and adoption studies posit that heritable influences 

may explain close to one third of the variance in childhood anxiety symptoms (Eley, 

2001; Ginsburg & Schlossberg, 2002; Gregory & Eley, 2011). One of the largest studies 

in this area, the Virginia Twin Study of Adolescent and Behavioral Development, looked 

at 1,412 same sex twins aged 8-16 years and found that self-report measures of anxiety, 

shared environment, and genetics had a strong influence on anxiety symptoms (Eley, 

2001). Findings also support that the heritability of anxiety increases considerably in 

adolescence and young adulthood (Beauchaine & Hinshaw, 2013; Bergen, Gardner, & 

Kendler 2007). Other behavioral genetic studies have posited that a child’s shared 

environments, which include childrearing experiences, may explain a large portion of the 

variances in anxiety disorders with children (Eley, 2001; Wood et al., 2003). A variety of 

different research methodologies have supported the perspective that genetics plays an 

important role in the development of anxiety disorders. 

 Goldsmith et al. (1987) defined temperament as the “relatively consistent, basic 

dispositions inherent in that person that underlie and modulate the expression of activity, 

reactivity, emotionality, and sociability” which researchers assert is likely influenced by 
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biological factors and plays a role in the development of anxiety (Lonigan, Phillips, 

Vasey, & Hazen, 2004; Vasey & Dadds, 2001). Proponents of these theories highlight 

that a child’s biological predisposition to react negatively to novelty may cause an 

increase in anxiety related problems (Hirshfeld et al., 1992). More specifically, 

behavioral inhibition, the tendency to show fear or avoidance when faced with unfamiliar 

objects, people, and stressful situations (Kagan, Snidman, Arcus, & Reznick, 1994; 

Vasey & Dadds, 2001), has been linked to childhood anxiety with young children, 

school-age children, and adolescents, through self- and parent-report, as well as in 

longitudinal studies (Hirschfield et al., 1992; Kagan & Snidman, 1991; Muris, 

Merckelbach, Wessel,  & Van de Van, 1999; Muris, Merckelbach, Schmidt, Gadet, & 

Bogie, 2001; Rosenbaum et al., 1991; van Brakel, Muris, Bogels, & Thomassen, 2006). It 

has also been shown to explain a unique proportion of the variance in the set of 

symptoms characteristic of anxiety disorders (van Brakel et al., 2006). 

Cognitive processes. There are various cognitive processes, such as encoding, 

interpretation, and recall that may be involved in the development and maintenance of 

anxiety disorders (Beauchaine & Hinshaw, 2013). Childhood anxiety has been associated 

with a variety of cognitive biases and distortions that can lead to erroneous maladaptive 

thoughts and behaviors (Muris & Field, 2008; Vasey & Dadds, 2001). This dysfunctional 

processing may stem from an inherited temperament, or specific personality 

characteristics, such as neuroticism, which result in internalizing a similar processing 

style of an anxious caregiver (Muris & Field, 2008). These distortions also referred to as 

interpretation biases, result in increased threat interpretations and avoidance of 
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developing ways to cope with fearful situations (Barrett et al., 1996; Chorpita et al., 

1996). Other researchers have found that this biased processing causes anxious children 

“to overestimate danger (Bogels, Snieder, & Kindt, 2003), underestimate their own 

ability to cope with danger (Bogels & Zigterman, 2000), and interpret situations as 

dangerous based on less data (Muris et al., 2000)” (Bogels et al., 2003, p. 243). 

Researchers have considered the ways in which these biased cognitive styles 

develop among anxiety-disordered children. Chorpita and Barlow (1998) have proposed a 

model which highlights that a child’s lack of control during early childhood experiences 

may contribute to that child’s later development of negative judgments of himself and 

lack of coping plans for fearful situations (Barlow, 2002). Parents have been found to 

contribute to these feelings of helplessness or lack of control through parenting behaviors 

such as overprotection (Wood et al., 2003).  Others researchers have found that parents 

and children share similar threat interpretation biases, suggesting that certain cognitive 

styles may be learned (Bogels & Brechman-Touissant, 2006; Barrett, Rapee, Dadds, & 

Ryan, 1996; Bogels, van Dongen, & Muris, 2003; Chorpita et al., 1996; Shortt, Barrett, 

Dadds, & Fox, 2001). Bogels et al. (2003) found that anxious children who interpreted 

ambiguous stories had interpretation biases that were similar to the parent’s self reported 

fear levels. Researchers suggest that parents may influence these cognitive biases not 

only through inherited genetics (Stevenson, Batten, & Cherner,1992), but also through 

behaviors such as modeling, over-attentiveness to fear responses, and providing negative 

feedback (Bogels et al., 2003).  
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Interpersonal processes. From the social perspective of development, a number 

of interpersonal factors and processes have been linked to childhood anxiety including: 

attachment, parenting style, parenting behavior, and transmission mechanisms. 

Attachment. Attachment models have proposed that anxiety can develop as a 

result of how a child’s relationship with his or her caregiver forms (Ainsworth et al., 

1978; Bogels & Brechman-Toussaint, 2006). Both insecure attachment, which develops 

when an infant’s caregiver does not communicate effectively with the infant, is 

unreliable, or cannot be trusted by the infant (Manassis & Bradley, 1994; Ollendick & 

Benoit, 2012) and anxious ambivalent attachment, which forms when a child feels that he 

or she does not have a strong and intimate relationship with the caregiver (Bogels & 

Brechman-Toussaint, 2006), have been linked to anxiety. Top down research studies 

showed that mothers with anxiety disorders are more insecurely attached themselves and 

more frequently have insecurely attached children (Manassis & Bradley, 1994). 

Researchers hypothesize that an infant may internalize when a caregiver fails to regulate 

behavior based on the infant’s desires, which can result in a child developing a lack of 

control over his or her environment (Barlow, 2002). Others suggest that these early 

negative experiences with a caregiver may lead a child to develop unstable self-esteem, 

an inability to effectively regulate emotions, or difficulties acquiring constructive social 

skills, which may lead to anxiety and other psychopathologies (Mikulincer & Shaver, 

2012). Through these early experiences with their caregiver, children develop a set of 

schema about themselves, how to relate and interact with other individuals, and interpret 

the world around them (Mikulincer & Shaver, 2001). 



	  

	   13	  

Parenting. A significant part of a child’s environment is made up of the 

experiences and time spent with family members. Therefore, parents can have a powerful 

influence on their child’s development, and particular parenting behaviors have been 

cited as contributing to the development of certain psychiatric disorders. Parenting is an 

important factor to consider in the development of anxiety disorders and has been 

examined through retrospective reports, self-reports of parents and children, 

observational studies of parent-child interactions, and experimental paradigms (Chorpita 

& Barlow, 1998; Craske, 1999; Vasey & Dadds, 2001).   

Parenting styles. First of all, parenting styles, which have been defined as a 

“global set of attitudes, goals, and patterns of parenting practices” provide a context for 

specific child-rearing behaviors (Wood et al., 2003, p.135). Parenting styles, such as low 

warmth, high criticism, and high control, have consistently been associated with anxiety 

disorders, and have been recognized as a mediator between parenting and anxiety 

(Craske, 1999). These parenting styles have been hypothesized to influence the 

development of trait anxiety, which is described as a general level of stress, worry, or 

discomfort that a child may experience daily (Muris, Schmidt, Merckelbach, & Schouten, 

2001). 

Parenting behaviors. On the other hand, parenting behaviors, which Wood et al. 

(2003) has described as the interactions that parents have with their children, which are 

specific to a situation or behavior, have been identified as another important parenting 

construct. Researchers have hypothesized that certain parenting behaviors promote or 

reinforce children’s experiences of anxiety, and thus contribute to its development and 
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maintenance (Whaley, Pinto, & Sigman, 1999). Craske (1999) suggests that specific 

parenting styles may activate trait anxiety in a child, but that parenting behaviors may 

contribute to the development of a clinically significant anxiety disorder. 

Control is one of the most widely researched parenting behaviors that has been 

associated with childhood anxiety (Ginsberg & Schlossberg, 2002; van Brakel et al., 

2006; Rapee, 1997; Hudson & Rapee, 2001; Muris et al., 2000; Muris, Meesters, & van 

Brakel, 2003). Parental control has been described as a “pattern of excessive regulation 

over a child’s activities and routines, autocratic parental decision-making, overprotection, 

and instruction of how a child should act and feel” (Wood et al., 2003, p. 135). 

Overcontrol may send the message that a child is not capable of handling novel or 

difficult situations. This can ultimately disrupt the development of autonomy and lead a 

child to perceive his or her environment as uncontrollable and give rise to a feeling of 

personal incompetence (Hudson & Rapee, 2005; Rapee, 1997; van Brackel et al., 2006). 

Other researchers hypothesize that a parent’s overprotection conveys the message that the 

child is in constant threat or danger, and restricts the child from developing appropriate 

coping mechanisms and a realistic view of the world (Barrett et al., 1996; Cobham, 

Dadds, & Spence, 1998). Consistent findings from observational studies have found that 

children who are clinically anxious or shy are likely to have mothers who are more 

controlling (Whaley et al., 1999; Siqueland, Kendall, & Steinberg, 1996; Moore, Whaley, 

& Sigman, 2004). In two observational studies by Hudson and Rapee (2001, 2002), 

mothers of anxiety-disordered children were found to be more intrusive, more critical, 

and less warm than parents of non-clinical children during a problem-solving task 
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(Krohne, 1990). In Whaley et al.’s (1999) study, observers rated mothers’ autonomy-

granting behavior during a 15-minute conversation and found that mothers of clinically 

anxious children were rated as less granting of autonomy than mothers of children 

without anxiety (Whaley et al., 1999). While observational studies have found a 

consistent relationship between parental control and child anxiety, child- and parent-

report studies have shown mixed results for this link (Mattanah, 2001; Rubin, Nelson, 

Hastings, & Asendorpf, 1999; Siqueland et al., 1996).  

Transmission. Greater than 80% of parents of children with anxiety disorders 

display significant anxiety symptoms themselves (Ginsburg & Schlossberg, 2002), 

suggesting that anxiety may be “transmitted” within the family (Fisak & Grills-

Taquechel, 2007). Wood et al. (2003) hypothesizes that there are four possible pathways 

in which parenting may influence the development of anxiety disorders: “a.) parenting 

styles or behaviors may directly cause childhood anxiety, b.) children’s manifestation of 

fear and anxiety may elicit particular parenting styles or behaviors, c.) genetic similarity 

between children and their parents may act as a ‘third variable’ accounting for both 

parenting as well as childhood anxiety, or d.) genetic traits, parenting, child anxiety 

symptoms, and other risk or protective factors may reinforce or moderate each other in a 

feedback loop” (p. 136).  

Parental modeling of anxious or avoidant behaviors has been identified as one of 

the ways in which a parent may teach or “transmit” anxiety to a child, which is supported 

by Bandura’s learning theory (Bandura & Mclelland, 1977; Wood et al., 2003). In line 

with this research, parents have been shown to model anxious behaviors to their children 
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(Barrett et al., 1996; Chorpita & Barlow, 1998; Vasey & Dadd, 2001; Ginsburg et al., 

2004), such as displaying visual signs of fear, verbally expressing their own anxiety, or 

displaying observable avoidance behaviors (Fisak & Grills-Taquechell, 2007). Other 

researchers hypothesize that parent behaviors, such as modeling a fearful cognitive style 

may be imitated by a child (Bogels & Brechman-Toussaint, 2006; Moore et al., 2004, 

Whaley et al., 1999). A number of retrospective, experimental, and observational studies 

have explored the association between parental modeling and anxiety. Muris, 

Steerneman, Merckelbach, and Meesters (1996) examined the association with a survey 

question to parents, “To what extent do you generally express your fears in the presence 

of your children?” and found that parents who reported “always” expressing fear in their 

child’s presence had children who reported the highest fear scores (Fisak & Grills-

Taquechel, 2007). In a series of studies by Muris, Meesters, Mercklebach, and 

Hulsenbeck (2000), results revealed that children who reported greater anxiety related 

symptoms also tended to have parents who reported greater anxious rearing behaviors 

(Fisak & Grills-Taquechell, 2007). Gerull and Rappe’s (2002) experimental paradigm 

demonstrated that a mother’s fearful facial expression increased avoidant behavior of 

infants who were exposed to two novel, threatening stimuli (Bogels & Brechman-

Toussaint, 2006). Lastly, in two observational studies, mothers of anxiety-disordered 

children were found to model a fearful cognitive style, which was characterized by 

catastrophic language, negative outcome expectancies, and a personal lack of control 

during their interactions with their children (Moore et al., 2004; Whaley et al., 1999). 
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Other researchers have recognized that parents of anxious children may support, 

assist in, or reward children’s anxious or avoidant behaviors, a behavior referred to as 

parental reinforcement (Rapee, 2002; Fisak & Grills-Taquechel, 2007). A number of 

retrospective studies examining parental reinforcement and modeling found that parent’s 

reinforcement of panic and anxiety symptoms contributed to the development of these 

symptoms (Ehlers, 1993). This relationship was illustrated through a series of 

observational studies, including one which found that mothers of anxious children tended 

to exhibit greater levels of anxious parenting, such as focusing on danger and negative 

outcomes (Barrett, Farrell, Dadds, & Boulter, 2005). These findings were consistent with 

a longitudinal study that found that the combination of negative parenting and having a 

child who had a behaviorally inhibited temperament predicted later social withdrawal and 

anxiety (Rubin, Burgess, & Hastings, 2002). 

Finally, information transfer, which has been described as the way parents 

communicate anxious messages to their children regarding their safety and well being 

when interacting, is another mechanism of transmission (Beidel & Turner, 1997). 

Although parents may intend to protect their children, they may actually be sending 

inaccurate information about the level of threat or danger in a particular situation (Fisak 

& Grills-Taquechel, 2007). In Field, Argyris, and Knowles’s study, adults (i.e. teachers 

and strangers) who provided more negative information on a fictitious monster to a child 

increased the child’s fear beliefs in comparison to when peers provided the information 

(2001). In a follow up study using a similar experimental paradigm, adults who provided 

negative information about a specific animal increased the child’s fear beliefs, as well as 
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impacted the child’s level of behavioral avoidance (Field, Hamilton, Knowles, & Plews, 

2003). Although research looking at the relationship between information transfer and 

anxiety has only been addressed with adults and not parents specifically, it is 

hypothesized that because the majority of parents are the primary and most influential 

source of information for their children, the association would be similar, if not stronger 

(Fisak & Grills-Taquechel, 2007). 

 In contrast, other research posits that parental behaviors may not play as large a 

role as once determined in individual studies. In a metaanalysis of 47 studies looking at 

the association between parenting and childhood anxiety, McCleod, Wood, and Weisz 

(2007) found that parenting accounted for only 4% of the variance in childhood anxiety. 

The single factor that they determined to be a significant moderator of the relationship 

between parenting and anxiety was parental control (Chorpita & Barlow, 1998; McCleod 

et al., 2007). Authors concluded from this metaanalysis that it is possible that other 

factors need to be identified that can explain the variance. Additionally, it was 

highlighted that intervention designs may help in clarifying whether parents’ current 

practices affect their child’s anxiety (McCleod et al., 2007). Therefore these mixed 

conclusions regarding the connection between parenting styles, behaviors, and 

transmission mechanisms and anxiety, warrants the identification and examination of 

other parental behaviors related to childhood anxiety. 

Accommodation. More recently, researchers have identified another parenting 

dimension associated with childhood anxiety disorders. Family accommodation has been 

established as an important variable related to the clinical course and treatment of 
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Obsessive Compulsive Disorder (OCD) and more recently with GAD, SAD, and SoP 

(Calvocoressi et al., 1995; Caporino et al., 2012; Lebowitz et al., 2012; Lebowitz et al., 

2013; Storch et al., 2007). It has been described as the ways in which family members, 

particularly parents, change their behavior to help a relative decrease or avoid distress 

that is caused by the disorder (Ginsburg et al., 2011). Specifically it refers to the ways 

that family members assist in the performance of rituals, promote avoidance of anxiety 

provoking situations, or modify daily routines in order to help a relative suffering from 

the disorder (Lebowitz et al., 2012). Although there appears to be some overlap with 

features of previously described parenting dimensions, including reinforcement and 

overcontrol, other unique characteristics have been identified and the construct has been 

heavily supported by research with OCD. The motivation and function of accommodation 

is still unknown; however, researchers posit that accommodation occurs in response to 

child anxiety (Calvocoressi et al., 1999) and to reduce a parent’s own anxiety (Caporino 

et al., 2012). As parents become distressed from seeing their child suffer they attempt to 

help by “accommodating” certain behaviors (Piancentini, Bergman, Keller, & 

McCracken, 2003; Merlo et al., 2009). Although parents’ instincts may be to protect their 

child by providing reassurances and allowing them to avoid fearful situations, they 

prevent their children from facing their fears and developing ways to cope, similar to the 

maladaptive patterns found in the cognitive model and with previously researched 

parenting behaviors. 

OCD and accommodation. OCD is a type of anxiety disorder that has been 

identified as one of the most common psychiatric disorders in childhood, affecting 1-3% 
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of children and adolescents (Peris et al., 2008). A number of studies have looked at the 

rates of accommodation in families with a child suffering from OCD. In a study of 65 

children seeking treatment for OCD, it was reported that nearly all of the parents 

participated in some form of accommodation, and up to 75% of family members 

participated in rituals with their child on a daily basis, with a higher number providing 

reassurance (Lebowitz et al., 2012; Peris et al., 2008). In another treatment study of 54 

children diagnosed with OCD, 88% of parents reported engaging in at least mild 

accommodating behaviors. Finally, in the largest OCD study, The Pediatric Obsessive 

Compulsive Disorder Treatment Study (POTS; March et al., 2004), 99% of the parents 

reported engaging in at least one accommodating behavior, and 77.1% reported engaging 

in these behaviors on a daily basis (Flessner et al., 2011). Taken together, these studies 

indicate that accommodating behaviors among parents of children suffering from OCD 

can be considered high frequency parental behavior. 

Multiple studies have found a link between family accommodation and symptom 

severity. In a study of 30 youth with OCD, higher levels of family accommodation were 

related to more severe symptoms among children based on child- and parent- reports 

(Storch et al., 2007). Calvocoressi et al. (1999) validated the Family Accommodation 

Scale (FAS), the measure developed to examine accommodating behaviors, and also 

found the link between symptom severity and accommodation. Results were replicated 

with two additional samples of youth participating in CBT OCD treatment studies 

(Lebowitz et al., 2012; Peris et al., 2008; Storch et al., 2010). In another study of 50 

youth, researchers found that family accommodation was also significantly related to 
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clinician-rated symptom severity (Merlo et al., 2009). Similarly, researchers have found a 

relationship between family accommodation and functional impairment. In the previously 

mentioned study of 30 youth in a CBT treatment, increased family accommodation was 

linked to increased functional impairment, which was also related to increased 

internalizing and externalizing problems (Lebowitz et al., 2012; Storch et al., 2007). 

Research has repeatedly shown the negative impact that parental accommodating 

behaviors have on their child’s treatment outcome. 

Anxiety and accommodation. Recent research in family accommodation has been 

extended to look at its relationship to other child anxiety disorders. In order to better 

evaluate the prevalence and effects of accommodation, the FAS for OCD was adapted for 

use with other childhood anxiety disorders including GAD, SoP, and SAD (Lebowitz et 

al., 2013). In a survey of 85 parents of a sample of children from both a mental health 

clinic and community sample, 98.9% of parents reported engaging in some level of 

accommodation. The most frequently reported type of accommodation was reassurance, 

which 50% of parents reported engaging in 3-6 times per week. In the sample, 48% of the 

mothers reported participating in some form of accommodating behavior at least 1-2 

times per week (Jones, 2013). Lastly, over 35% of mothers reported assisting their child 

in avoiding something that made her child anxious 1-2 times per week. The researcher 

found that accommodation mediated the relationship between parent and child anxiety. 

However, families in both samples reported accommodating with both anxious and non-

anxious children, which led the researcher to conclude that parents’ accommodating 
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behaviors are only a relevant concern for families with children who are predisposed or 

currently experiencing anxiety (Jones, 2013).  

Summary of Youth Anxiety. The developmental psychopathology provides a 

comprehensive understanding of the internal (i.e. genetic and cognitive) and external (i.e. 

familial and social) factors that contribute to the development and persistence of anxiety 

disorders. Biological evidence supports that there is a significant genetic contribution in 

addition to specific temperaments influenced by biological factors, which put a child at-

risk for developing an anxiety disorder. Dysfunctional cognitive processing, such as 

maladaptive encoding or biased interpretation, also impacts anxiety development and 

maintenance. A number of parenting behaviors, styles, and transmission mechanisms, 

have been connected to youth anxiety, however research has not produced definitive 

associations. More recently researchers have revealed the detrimental effects of another 

parenting behavior, accommodation, on childhood anxiety symptoms, which previously 

was only found with OCD. Researchers continue to expand upon this complex model in 

order gain a better understanding of how anxiety develops and is maintained. 

Understanding the contribution of these factors and mechanisms has helped in 

establishing and providing effective treatments for anxiety disorders. 

Treatment for Anxiety Disorders 

Cognitive-Behavioral Therapy. CBT has been recognized as the most effective 

psychosocial treatment for pediatric anxiety disorders (Compton et al., 2010). CBT 

assumes that “pathological anxiety is the result of an interaction between somatic or 

physiological arousal, cognitive distortions, and avoidance behavior” (Compton et al., 
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2010, p. 2). The main goal of therapy is to change maladaptive thinking, increase pro-

social skills, and change avoidant behavioral patterns (Albano et al., 2003). This can be 

uniquely done through exposure therapy, which helps create cognitive and behavioral 

change by reducing avoidant behavior, altering perceptions about perceived threat, 

increasing control over fearful threat, and finally, improving the ability to cope (Chu & 

Harrison, 2007). It should be noted that National Institute of Mental Health (NIMH) 

funded the Child/Adolescent Multimodal Study (CAMS; Compton et al., 2010) which 

examined the effectiveness of anxiety intervention treatments for youth by comparing 

CBT intervention, pharmaceutical interventions, and a placebo, concluded that the 

combination treatment of CBT and medication is the most effective in treating children 

with anxiety disorders. 

CBT and accommodation. Researchers studying CBT with OCD have highlighted 

the issue of parental accommodating behaviors and treatment with CBT. Researchers 

posit that accommodation directly contradicts the ERP portion of CBT treatment 

(Flessner et al., 2011; Merlo et al., 2009; Storch et al., 2007). When parents 

accommodate, children do not learn to challenge their internal biases that may convey the 

message that the world is a threatening and dangerous place. Researchers point out that 

children should learn ways to cope with their anxiety and re-engage in appropriate 

activities. When parents promote avoidance of the things their children fear, the children 

are prevented from reducing the anxiety they would attain by repeated exposure to the 

feared stimulus (Merlo et al., 2009). Additionally, accommodation provides short-term 
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relief, which can negatively reinforce the behaviors and prevent habituation of the fears 

(Allsopp & Verduyn 1990; Merlo et al., 2009; Storch et al., 2007). 

OCD and CBT+ family involvement. There are a substantial number of children 

with OCD who do not improve from the gold standard of CBT (Otte, 2011) and 

psychopharmacology treatments. Therefore, researchers have continued to examine 

factors that may contribute to this limitation in treatment efficacy (Flessner et al., 2011; 

Lebowitz et al., 2012). Family factors, although they may be reciprocal in nature, are 

identified as possible risk factors that can be modified and therefore should be targeted in 

interventions (Ginsburg, 2011). In POTS it was found that higher levels of 

accommodation with families were linked to poorer treatment outcome (Flessner et al., 

2011). In order to improve treatment efficacy, researchers have become interested in 

examining the effect of family participation in CBT, and specifically working with 

parents on decreasing accommodating behaviors. 

Several treatment studies have found a decrease in parental accommodating 

behaviors once parents were involved in treatment with their child (Lebowitz et al., 2012; 

Merlo et al., 2009; Storch et al., 2007). Freeman and colleagues developed a treatment for 

young children with OCD and focused on teaching general behavior management 

techniques, reducing family accommodation, and involving parents in implementing CBT 

techniques at home (2003). They found an improvement in OCD symptoms and a 

reduction in family accommodation, with nearly no symptoms three months later 

(Freeman et al., 2003; Lebowitz et al., 2012). In another study of 77 children and 

adolescents participating in treatment, which included extensive parent participation with 
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particular attention to accommodation, researchers reported that there was a greater 

reduction in OCD symptoms in comparison to other controlled studies where families 

were involved in treatment, but were not as central (Barrett et al., 2004; March et al., 

2004; Storch et al., 2007).  

Results of other studies showed that the decrease in accommodating behaviors 

with family CBT is associated with positive treatment outcomes. In an intervention 

model designed to reduce children’s compulsive behaviors and improve parenting 

practices, there was a 33-66% reduction in the obsessive-compulsive symptoms and a 

significant reduction in parental accommodation, which was associated with a significant 

reduction in impairment (Ginsburg et al., 2011). Furthermore, in a study of 54 youth 

participating in family-based CBT, Merlo et al. (2009) found that the decreases in family 

accommodation were related to decreased symptom severity. Lastly, in POTS, family 

accommodation was one of the only five variables that predicted treatment outcome, 

underscoring the importance of involving parents in treatment and addressing 

accommodating behaviors (Flessner et al., 2011; March et al., 2004). 

CBT and anxiety + family involvement. Researchers involved in treatment studies 

hypothesize that by addressing factors that have been associated with the development 

and maintenance of child anxiety, such as parental pathology and family factors, there 

should be a greater response rate for children (Podell & Kendall, 2011). Simon et al. 

(2011) hypothesized that including parents in an intervention could have additional 

benefits, such as reducing a parent’s anxiety (which as a result might reduce anxiety 

transmission), promoting generalization of CBT outside the therapeutic setting, and 



	  

	   26	  

allowing for earlier intervention (due to the decreased dependence on the child’s 

cognitive capacity). 

Although much of the literature points to the strong relationship between familial 

variables and anxiety disorders in youth, there have been mixed results from studies 

including parent(s) in treatment (Barrett et al., 1996; Creswell & Cartwright-Hatton, 

2007; Reynolds, Wilson, Austin, & Hooper, 2012). In a recent study comparing child-

focused CBT, parent-focused CBT, and a non-intervention control, anxious youth in both 

CBT conditions improved, and parents’ anxiety symptoms improved across all three 

conditions (Simon et al., 2011). In a review of 9 studies of CBT interventions, which 

included a parent component, Barmish and Kendall (2005) concluded that overall there 

does not seem to be any clear evidence that including parents in the intervention has any 

additional benefits in the reduction of anxiety. Finally, in a meta-analysis of 55 studies 

looking at controlled trials of psychological therapies for anxiety disorders in children, in 

which 40 included family involvement, parental involvement was not shown to enhance 

treatment outcome (Reynolds et al., 2012). 

Researchers have tried to identify the problems with unsuccessful interventions 

that have included a parent component. Breinholst et al. (2012) posits that the correct 

variables that should be addressed in treatment may not be identified. Furthermore, some 

treatment studies have not systematically targeted behaviors that have been researched 

and found to be associated with childhood anxiety. In the studies that did focus on 

specific variables, improvements from treatment were more likely to be statistically 

significant (Barrett et al., 1996; Barrett, Duffy, Dadds, & Rapee, 2001). Other studies that 
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involved parent training revealed that although children may not have had improved 

treatment outcome initially, they were more likely to be diagnosis free after three years in 

comparison to those children involved in the child-only treatment (Breinholst et al., 2012; 

Cobham, Dadds, Spence, & McDermott, 2010).  

Addressing accommodation in a current CBT intervention. An intervention 

enhancement study is currently in progress at TCSC, which is evaluating an added parent 

component to a well-established CBT intervention, the Coping Cat Program (Kendall & 

Hedtke, 2006), for children with a primary diagnosis of GAD, SAD, or SoP. The parental 

component focuses on training parents to be the “CBT coaches” at home by learning the 

skills that their children are taught in treatment as well as additional strategies deemed 

important for applying these practices outside of the therapeutic setting (Stark et al., in 

progress).  

The treatment elements included in the manual are based on previously successful 

treatments that involved parents. As outlined in the parent component manual, each of the 

psychoeducational parent sessions has a focus on a different familial factor that in 

research and clinical work has been shown to negatively impact a child’s anxiety.  During 

the first two sessions within the five-session psycho-education component, therapists 

directly address parental accommodation in relation to anxiety. Parents’ in-session 

discussion and goals outside of session focus on identifying specific instances when they 

engage in accommodating behaviors and finding ways with their therapist to reduce these 

behaviors. Overall, studies using this manualized treatment will provide strong support 

for either including or excluding parents in future CBT treatments for childhood anxiety.  
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Summary and Rationale 

Anxiety is one of the most common childhood disorders that has been shown to 

greatly impact a child’s development and functioning, and can lead to other psychiatric 

disorders later in life (Creswell & Cartwright-Hatton, 2007; Essau et al., 2000; Kessler et 

al., 2005; Wood et al., 2003). Proponents of the developmental psychopathology 

perspective highlight the biological, psychological, and social factors that impact the 

development and maintenance of anxiety disorders. Most relevant to this research study 

and connected to this theory is the role that family plays in influencing the child’s 

development of anxiety. Although numerous studies have looked at the familial variables 

related to anxiety disorders, there are still factors that have not been thoroughly 

researched (Fisak & Grills-Taquechel, 2007; McCleod et al., 2007; Wood et al., 2003). 

Accommodation, most widely researched in relation to one particular anxiety disorder, 

OCD, has been characterized as family members’ tendency to assist in the performance 

of rituals, promote avoidance of anxiety provoking situations, or modify daily routines in 

order to help a relative suffering from a disorder (Lebowitz et al., 2012).  

Parental accommodation is particularly problematic because it directly contradicts 

the basis behind CBT, which has been found to be the most effective psychosocial 

treatment for anxiety disorders. While one of the main goals of CBT is to change 

avoidant behavioral patterns, accommodation allows children to avoid fearful situations. 

OCD treatment studies have highlighted the detrimental effects of parental 

accommodation and reported that accommodation is linked to symptom severity and 

functional impairment, as well as poorer treatment outcomes (Flessner et al., 2011; Muris 
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et al., 2008). Therefore, there has been increased support with the treatment of OCD to 

include parents in treatment and address accommodation, which has resulted in reduced 

accommodating behaviors and better treatment outcomes.  

More recently, studies have found high rates of accommodating behaviors among 

parents of anxious children and a link between accommodation, parental anxiety, and 

child anxiety has been discovered. Similar to OCD studies, research has revealed that 

increased accommodation is related to more severe anxiety symptoms (Lebowitz et al., 

2012; Jones, 2013). While the adverse effects of parental accommodation have also been 

connected to anxiety, no research has examined the relationship between addressing 

parental accommodation in treatment and its impact on the treatment outcome of children 

suffering from the three big anxiety disorders. Considering the evidence from OCD 

research, it is possible that targeting accommodating behaviors in treatment could result 

in reduced anxiety symptoms and better treatment outcomes. Clinicians who address 

accommodation in treatment may find that their patients improve faster or have longer-

lasting treatment effects, or they may be able to more effectively treat patients who do not 

respond well to psychosocial treatments. 
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Chapter 3: Proposed Research Study 

Problem Statement  

The present study is proposed as a means to further understand the relevance of 

addressing parental accommodation in the treatment of childhood anxiety and further 

evaluate the value of involving parents in treatment. More specifically, research looking 

at youth with OCD has examined the impact of addressing accommodation with parents 

during treatment, but no studies to date have looked at targeting parental accommodation 

when treating youth with GAD, SAD, and SoP. Additionally, although there have been a 

number of studies that have looked at generally including parents in CBT interventions 

for anxiety, there have been mixed results on its impact and benefit. Therefore, by 

examining accommodating behaviors in treatment through a parent component, it is 

possible to further evaluate the possible benefits of including parents in anxiety treatment 

interventions for youth.  

 The proposed investigation is outlined in the following sections. Initially, the 

research questions and hypotheses are presented, along with the rationale for each 

hypothesis. Following are the methods as well as the proposed analyses and expected 

results. Finally, a discussion section is presented, which considers the study limitations, 

future directions, and the potential implication of the study results. 

Research Questions and Hypotheses 

Research Question #1. Is there a difference in the change in accommodating 

behaviors between an intervention that consists of child-only CBT (that does not address 

accommodation) and CBT with a parental component (that addresses accommodation)? 
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Hypothesis for question #1. It is hypothesized that there will be an interaction 

between time and the condition of the parent (child-only CBT vs. CBT with a parent 

component), such that parents in the CBT with a parent component condition will have 

greater reductions in accommodating behaviors.  

Rationale. Similar to the OCD literature, accommodation has been cited as 

common across childhood anxiety disorders and associated with the severity of anxiety 

symptoms (Lebowitz et al., 2012; Lebowitz et al., 2013; Jones, 2013). Additionally, in 

studies examining intervention models that address accommodating behaviors and seek to 

reduce obsessive-compulsive behavior, findings have shown lower levels of 

accommodating behaviors after behavioral treatment with a family member (Merlo et al., 

2009; Lebowitz et al., 2012; Storch et al., 2010). Therefore, as with OCD, since the 

relationship between accommodating behaviors and anxiety symptoms holds, it is 

possible that a similar relationship will exist when addressing the behaviors in treatment.  

Research Question #2. How does the change in parental accommodating 

behaviors impact child treatment outcome? 

Hypothesis for question #2. It is hypothesized that a decrease in accommodating 

behaviors will be a positive predictor of child treatment outcome. In other words, a 

greater reduction in accommodating behaviors will predict greater improvements in 

anxiety symptoms.  

Rationale. As described in the literature review, there have been a number of 

studies that have addressed accommodating behaviors in various CBT models that have 

an included family component to treat OCD probands (Merlo et al., 2009; Flessner et al., 
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2011).  Results indicate that significant improvement with OCD treatment is associated 

with reduction in parental accommodating behaviors (Merlo et al., 2009; Ginsburg et al., 

2011; Peris et al., 2008). Therefore, if accommodating behaviors decrease in the parent 

component as expected in the anxiety treatment intervention, then it is also expected that 

it will significantly impact treatment outcome by reducing anxiety symptoms. 

Methods 

Participants. The researcher will recruit 110 youth participants, ages 7 to 17 

years old, who represent a full range of diverse ethnic backgrounds. The sample size was 

determined by an a priori power analysis using G*Power (see Preliminary Analyses 

below). To be eligible, participants must have a primary diagnosis of Generalized 

Anxiety Disorder (GAD), Separation Anxiety Disorder (SAD), or Social Phobia (SoP), as 

determined by the semi-structured interview at intake, the Anxiety Disorders Schedule 

(ADIS) for DSM-IV. In order to meet criteria, the child must have an ADIS Clinical 

Severity Rating (CSR) of at least a 4, based on the clinician’s rating from the parent or 

child report. Youth will be excluded if they meet criteria for any of the following 

disorders: Bipolar Disorder, Major Depressive Disorder, Psychotic Disorder, Pervasive 

Developmental Disorder, Uncontrolled ADHD (combined or primarily hyperactive type), 

Eating Disorder, or a Substance Use Disorder. Furthermore, any other Axis I disorder 

with a CSR greater than or equal to the CSR of the disorder of interest (SAD, GAD, 

and/or SoP) will be excluded from the study. Child will be allowed to participate in the 

study if they are currently on medication for anxiety, however they must be taking the 

medication for at least one month prior to the start of the intervention. The investigator 
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will closely record changes in medication and will attempt to have equal representation of 

those on medication versus those who are not in both conditions. Children who have 

missed 25% or more of school days in the current semester, or are considered “school 

refusal,” will not be allowed to participate. All child participants must be able to read, 

speak, and write English, and have at least one parent or guardian who can attend weekly 

sessions and can read, speak, and write English.  These inclusion and exclusion criteria 

are in place in order to assure that only those youth who are suffering from anxiety that 

can be appropriately treated with this CBT intervention are being examined.  

Measures. The following measures will be used to screen participants for entry to 

the study, as well as to evaluate levels of anxiety of youth participants and 

accommodating behaviors of parent participants. These specific measurement tools, 

described below, were chosen because of their strong psychometric properties and use in 

previous related studies. Research instruments without strong psychometric properties 

were disregarded.  

Demographic form. Parents of participants will fill out an intake information 

form that includes family information (parents’ marital status, individuals living in the 

home), school information including any specific disabilities or school services, previous 

evaluations and treatments, medical and drug treatment history, developmental history, 

medical history, and family history.  

Screen for Child Anxiety Related Disorders (SCARED; Birmaher et al., 1997). 

The Screen for Childhood Anxiety Related Disorders (SCARED) is a 41-item parent 

report used to measure child’s anxiety symptoms from the parent’s perspective. The 
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SCARED screens for childhood anxiety disorders including GAD, SAD, Panic Disorder, 

and SoP. Respondents report severity of symptoms for the past three months on a 2-point 

scale (0 = never true, 1 = sometimes true, 2 = often true). For the total score and each of 

the five related factors, the parent SCARED has demonstrated good internal consistency 

(alpha = .74 to .93), test-retest reliability (intra-class correlation coefficients = .70 to .90), 

discriminative validity (both between anxiety and other disorders and within anxiety 

disorders), and low to moderate parent-child agreement (r = .20 to .47, p<.001) (Birmaher 

et al., 1997). Researchers also have found that in a sample of pre-adolescent boys and 

girls, the SCARED and MASC had correlations of .72 between their overall scores 

(Muris, Gadet, Moulaert, & Merckelbach, 1998). 

Both parent and youth participants will complete the SCARED at baseline and 

post-intervention. 

Anxiety Disorders Interview Schedule for DSM-IV: Child Version and Parent 

Version (ADIS for DSM-IV: C and P; Silverman & Albano, 1996). These semi-

structured interviews are designed to allow a clinician to diagnose anxiety disorders 

based off the DSM-IV. These interviews also include sections that assess mood and 

externalizing disorders, which permit the evaluation of comorbid conditions.  Lyneham, 

Abbott, and Rapee (2007) study of the ADIS for DSM-IV considered 153 children and 

adolescents and found that the inter-rater reliability for principal diagnosis (kappa = .92) 

and the individual anxiety disorders (kappa = .80-1.0) were excellent when information 

from both parent and child interviews was considered.   
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ADIS for DSM-IV: C and P will be conducted for all potential participants prior 

to inclusion in the study. Only those participants who meet criteria for a primary 

diagnosis of GAD, SAD, or SoP will be included. 

Clinical Global Impression Severity and Improvement Scales (CGI-S/I; Guy, 

1976). The CGI-S and the CGI-I will be used to track the change in the severity of 

symptoms of participants, in addition to the improvement in symptoms from pre-

treatment to post-treatment. The CGI-I will be used as the measure of child treatment 

outcome. The Clinical Global Impression Severity and Improvement Scale (CGI-S/I) are 

two different clinician-rated scales used to assess the severity and improvement changes. 

The CGI-S assesses the change in severity of symptoms from entry to discharge from 

treatment, and the CGI-I assesses the improvement of symptoms from entry to discharge 

from treatment. The CGI-S is rated on a 1 to 7 point scale, 1 being “normal” to 7 being 

“extremely ill.” The CGI-I is also rated on a 1 to 7 scale, 1 being “very much improved” 

to 7 being “very much worse” (Guy, 1976).  It has been used to evaluate treatment 

outcomes from a large scale, multicenter intervention study considering 322 youth 

patients with social anxiety (Wagner et al., 2004) and has been shown to correspond 

closely to early conceptualizations of response and remission regarding major depressive 

disorder (Frank et al., 1991). In a study of 123 patients with social anxiety, the measure 

was found to be highly correlated with self-report and clinician- assessed indices of 

anxiety, depression, and impairment (Zaider et al., 2003). 
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The CGI-S score will be calculated at baseline and the CGI-I score will be 

calculated at post-intervention by independent evaluators. Independent evaluators will 

consider the pre- and post- scores of the MASC (see below). 

Family Accommodation Scale- Anxiety (FAS-A; Lebowitz et al., 2012). The 

FASA is a 13-item parent-report questionnaire, which was adapted from the Family 

Accommodation Scale (FAS; Storch, Merlo, & Geffken, 2005; Calvocoressi et al., 1999) 

for use with anxiety disorders. This measure will be used to track the change in parental 

accommodation from pre- to post- treatment. The FAS-A is rated on two different 5-point 

scales, one assessing frequency of parenting behaviors with 0 being “never” to 4 being 

“daily,” and the other assessing the level of distress related behaviors from 0 being “no” 

to 4 being “extreme.”  A study conducted by Calvocoressi et al. (1999) found that the 

Family Accommodation Scale (FAS) for OCD, which the FAS-A was adapted from, 

demonstrated excellent inter-rater reliability (ICC’s ranged from .75 to .95) and good 

internal consistency (Cronbach’s α was .82). In a preliminary analysis by Lebowitz et al. 

(2013) considering 75 parents of child patients in both general outpatient clinics and 

specialty clinics, the FAS-A displayed high internal consistency; Cronbach’s α was .90 

for the specialty clinics and .91 for the general clinics. The measure has also 

demonstrated strong associations with other measures of anxiety symptoms (i.e. 

SCARED), and has confirmed divergent validity with non-significant correlation with 

measures of depression (Lebowitz et al., 2013). 

 The FAS-A will be completed by parents at baseline and post-intervention. 
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Multidimensional Anxiety Scale for Children (MASC; March, 1997). The 

MASC is a 39-item scale that will be used to track the change in anxiety symptoms and 

characteristics over the course of treatment, and will be filled out by both parent and child 

at pre- and post- treatment. The MASC yields a total of 13 scores including the Total 

Anxiety Scale Score that is divided into four subscales: Physical Symptoms (consisting of 

Tense and Somatic subscales), Harm Avoidance (consisting of the Perfectionism and 

Anxious Coping subscales), Social Anxiety (consisting of the Humiliation Fears and 

Performance Fears subscales), and Separation/Panic. It also provides an Anxiety 

Disorders Index and a validity scale.  The MASC is normed for children ages 8-19, and a 

number of studies have proven strong psychometric properties for the four factors and 

their subscales (March et al., 1997; March, Sullivan, & Parker, 1999). More specifically, 

it showed excellent internal reliability with a group of ethnically diverse girls with a 

coefficient alpha for the total score of .88 (Hinshaw, 2002), and with an ethnically 

diverse group of boys and girls, .87 and .86 for the physical symptoms and social phobia 

subscales, respectively (Deacon, Valentenir, Gutierrez, & Blacker, 2002). For test-retest 

reliabilities, studies reported at 3 weeks it was .65 and at three months it was .87 (March 

et al., 1999). For construct validity, which was demonstrated through a comparison of the 

MASC and the Revised Manifest Anxiety Scale (RMAS), there were moderate to high 

correlations found (March, 1997). 

Parent and youth participants will fill out the MASC measure at baseline and 

post-intervention.  Clinicians will develop the CGI-I score by comparing the pre- and 

post- scores on the MASC. 
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Procedures. The following procedures will be used to recruit participants, 

provide the intervention, and collect data. 

Recruitment. This study will consist of 55 male and 55 female youth, ages 7-17, 

who have been identified as experiencing clinical levels of anxiety and received a 

diagnosis of GAD, SAD, and/or SoP. In order to participate, at least one parent or 

guardian must be willing to be part of the treatment. Participants will be recruited through 

referrals from psychiatrists, psychologists, and other mental health professionals who 

work for local pediatric mental health and primary care clinics, community mental health 

centers, schools, and community organizations. Research assistants will contact local 

psychiatrists, psychologists, and mental health professionals in the previously mentioned 

settings by phone, email, as well as by sending study flyers to inform them about the 

available service provided through the study. Clinicians will then identify potential 

participants. 

 Potential participants will initiate the first contact with the study team via phone 

or email. In the first phone conversation with the potential participant, the research 

assistant will conduct a brief screening using the SCARED questionnaire (SCARED 

parent version). During the initial conversation, the research assistant will assess the 

results of the questionnaire as well as ask study related questions in order to determine 

potential eligibility. If the total score on the SCARED is 25 or higher, the other eligibility 

criteria are met, and the family is interested in participating, participants will be invited to 

an initial meeting where the family will be asked to give informed consent and assent for 

the initial interview, complete the demographic intake forms, and participate in the intake 
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interview, ADIS for DSM IV: C and P with a graduate research assistant. During the 

initial interview, it will be determined if the child meets criteria with a diagnosis of GAD, 

SAD, or SoP, and all other exclusionary criteria are ruled out.  Parents and youth who are 

determined to be eligible for the study will be contacted via phone within one week of the 

initial interview and will return to the clinic to provide informed consent and assent to 

participate in the treatment. Prior to the phone call to invite participation, participants will 

be randomized into one of two treatment conditions, child-only or the CBT with a parent 

component (see Intervention below). One-half of the participants will be randomized into 

the child-only condition and one-half into the parent-component condition. 

Data Collection. All participants will complete the same measures, regardless of 

the study condition. Youth and the accompanying parent participants will complete the 

MASC and FAS-A at a baseline session, one week prior to the initial treatment session. 

At this time, the independent evaluator who conducted the ADIS for DSM-IV: C and P 

will complete the CGI-S.  

After the 12-week intervention is complete, an exit interview, the ADIS for DSM-

IV: C and P will be conducted, in order to determine the presence of an anxiety disorder. 

At this time the parents will complete the MASC and FAS-A. The independent evaluator 

who conducts the ADIS for DSM-IV: C and P will complete the CGI-I rating within one 

week. 

Therapists. Graduate students who have taken the didactic CBT class, as well as, 

spent at least one semester in their practicum site working with anxious children using the 

CBT model will be chosen as therapists for this study. All therapists will participate in a 
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week long standardized training of the Coping Cat Manual that will be run by the study’s 

supervisor and advanced graduate students with CBT experience, in order to ensure that 

procedures are consistent for all participants. During the training, therapists will watch 

videos of training cases and discuss techniques that are used during the therapy sessions. 

Therapists will also receive weekly on-site supervision for each case with the study 

supervisor. 

Intervention. There will be two possible intervention conditions, including child-

only CBT and CBT with a parent component. Both conditions will include 12-individual 

child weekly therapy sessions, which will cover a condensed version of the Coping Cat 

program, (Kendall & Hedtke, 2006) which is similar to the program used in CAMS 

(Compoton et al., 2010). Similar to CAMS, the 20 session Coping Cat Manual will be 

reduced to 12 child sessions. Therapists will also adapt the standardized treatment to cater 

to the participant’s age and developmental level, with help from the guidelines provided 

in the Coping Cat Manual. Additionally, therapists will schedule sessions with families 

for the same time each week, after school hours. All sessions will be held at the same 

time each week, between the hours of 3 pm and 7 pm, in order to control for effects of the 

time of day and ensure that participants have relatively similar energy levels. 

The first half of the child intervention (sessions 1-5) will include psychoeducation 

training, which focuses on gaining awareness of bodily reactions in general and of 

anxiety, and education on how to recognize and modify self-talk, cope effectively, 

problem-solve, and finally, rate and reward oneself. The second half of the treatment 

(sessions 6-12) is the practice segment, will consist of practicing imaginary and in-vivo 
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exposures in low anxiety, moderate-anxiety, and eventually high-anxiety. The youth 

participants will be trained to use the skills from the psychoeducation portion of 

treatment to work through the exposure tasks. 

CBT- only condition. For those participants randomized into the CBT-only 

condition, the treatment will proceed as described above (see Intervention section). Each 

session will last approximately 60 minutes with a brief, 5-minute check-in with parent(s) 

or guardian at the end of the session. The 5-minute check-in at the end of each session is 

to provide time for the parent to ask questions, not for training purposes or review of 

concepts. Additionally, as dictated in the Coping Cat Manual, this condition will include 

two parent meetings with the child therapist and parent(s) of the participant. In this 

condition, parents will not be trained in any of the specific parenting components and 

parental accommodation will not be addressed, as it is not part of the Coping Cat 

program. Instead, parents will be provided with a brief understanding of the CBT model 

and be allowed to discuss their child’s progress and ask questions. All parent check-ins 

and meetings in this condition with be child-focused and will not include any type of 

parent training or assessment of parenting behaviors. The parent interactions will be 

limited and as standardized as possible in order to ensure a significant discrepancy 

between the child-only and parent- component conditions. 

CBT + parent component. For those participants randomized into the parent-

component condition, at least one parent or guardian will attend weekly sessions with one 

therapist while the child participant meets at the same time with another therapist. The 

parent component will follow a new treatment protocol (Stark et al., in progress) 
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designed to coincide with the Coping Cat Program. Each session will last approximately 

60 minutes, with the first 45 minutes devoted to the child and parent(s)’ individual 

sessions, and the last 10-15 minutes consisting of a group meeting with the youth 

participant, parent or guardian participant, and both individual therapists.  

 The manualized parent component teaches the same skills that the youth 

participants learn, in addition to added parent training topics. Specifically it involves 

psychoeducation about anxiety, parent training in coping skills, problem solving, how to 

conduct exposures, and consultation about each individual’s anxiety (Stark, et al. in 

progress). Parents are continually updated and asked to collaborate on their child’s 

progress, and during treatment are shown video clips of their child practicing exposures 

with his or her therapist. 

 Additionally, each parent session focuses on different familial factors that in 

research have been shown to relate to childhood anxiety. During the first two sessions 

within the psychoeducation component, therapists directly address parental 

accommodation in relation to anxiety. In session one, therapists explain what 

accommodation is to families and help them understand how accommodation can 

reinforce anxiety. Therapists discuss with the parents typical ways that families 

accommodate with anxiety and help parents identify specific ways that they have 

accommodated in the past. For homework, the parents are asked to watch for and write 

down times when they notice that their child wants them to act in a certain way or they 

allow the child to act in a certain way that gives in to the fear (Stark et al., in progress). In 

session two, parents learn about another form of accommodation, reassurance, and its 
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relationship to anxiety. The manual explains that the goal of this portion of therapy is to 

have parents notice both the obvious and subtle ways their child seeks reassurance so 

they will systematically reduce the amount of reassurance they are providing (Stark et al., 

in progress). The next three parent sessions cover other important parenting and psycho-

education topics including relaxation, frustration, and active listening. Finally, the second 

half of the treatment (the last 6 sessions) train the parents how to be supportive “CBT 

coaches” during exposures, and many of these sessions include “live” practice with their 

children during the therapy session. Therapists will continue to remind parents to avoid 

accommodation and will directly assist parents in changing specific behaviors related to 

accommodation that arise during treatment. 

Analyses and Expected Results 

The primary purpose of the proposed study is to determine whether there will be a 

reduction in parental accommodating behaviors after being trained and educated in a 

treatment program, and whether this reduction positively predicts treatment outcome, by 

reducing anxiety symptoms.  

Preliminary Analyses. Prior to testing the research hypotheses, preliminary 

analyses will be conducted to ensure that no assumptions have been violated. Descriptive 

statistics, including frequencies, means, standard deviations, ranges, and minimum and 

maximum values, of each of the variables will be computed, examined, and plotted. More 

specifically, scatterplots will be inspected to ensure normality (Stevens, 2012), and 

sensitivity analyses will consider the effect of outliers. In addition, Levene’s Test of 
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Equality of Variances will be conducted to ensure that the population variances of each 

group are equal (Kennedy & Bush, 1985).  

Additionally, standardized residuals from the regression analyses will be 

examined to ensure that the data meets the assumption of linearity and to identify any 

potential outliers, ensure normality of the data, and check that the assumption of 

homoscedasticity has been met for independent variables. These preliminary analyses 

will assure that no statistical assumptions for any of the chosen statistical procedures are 

violated.  

A power analysis conducted using G*Power (Version 3.1) determined that overall 

a sample of 101 youth participants would be needed. However, in order to account for 

attrition and/or possible drop out over time, 110 participants will be recruited, including 

55 males and 55 females. Similar studies were considered to determine appropriate 

parameters for the power analysis. In a similar intervention study of 50 OCD patients, 

ages 6-18, an effect size of .66 was determined when computing the change in 

accommodating behaviors using the FAS-A (Merlo et al., 2009). However, in order to be 

more conservative, a medium effect size (f =. 25) will be used in this study, even though 

it is possible there will be a larger effect based off the prior study with a similar 

population. A power analysis determined that 34 youth participants were needed given 

the chosen moderate effect size of .25, 80% power, and an alpha of .05 to obtain a 

significant results for the first hypothesis testing using the ANOVA. For the second 

hypothesis testing using a least squares regression model, there will be one tested 

predictor, and 8 total predictors which includes age, gender, initial anxiety severity rating, 
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ethnicity (European Origin/White, African American, Asian American/Asian Pacific 

Islander, Latino/Hispanic, American Indian which will be dummy coded), and the 

predictor of interest, accommodating behavior change. A power analysis using G*Power 

calculated a required sample size of 101 youth participants for a small to medium effect 

size (f2 = .08), power of .80, and an alpha of .05. However, the same OCD study as 

described above was considered for the regression analyses; it found an effect size of 

0.18, therefore it is possible that the effect for this study will be larger.  

Test of Research Questions. A repeated measures ANOVA will be used to 

address Research Question #1, and a least squares regression model will be used to 

evaluate Research Question #2. 

 Hypothesis #1. It is hypothesized that there will be an interaction between time 

and the treatment condition (child-only CBT vs. CBT with a parent component), such 

that the parents in the parent component condition will have greater reductions in 

accommodating behaviors. The hypothesis will be examined using a repeated measures 

ANOVA. To ensure that the baseline accommodating behaviors are equal in both groups, 

an independent samples t-test will be used to confirm that the random assignment yielded 

groups with similar accommodation score mean, from the FAS-A at pre-treatment. The 

ANOVA will have a within-subjects factor of time, and a between- subjects factor of the 

condition in the treatment. The difference between pre- and post- accommodation scores, 

from the FAS-A, will be computed at two time points, pre-treatment, and post-treatment. 

This analysis will account for the repeated measures design and will be able to assess if 

the interaction between time and condition is significant. If the interaction is significant 
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(p < .05), a decomposition of the interaction will be conducted which will include a 

paired samples t-test for the child-only subjects and a paired samples t-test for the parent-

component subjects. If the paired samples t-test for the parent-condition is significant, but 

the child-only is not, then the hypothesis that the accommodating behaviors of parents in 

the parent-component condition will decrease over time while the accommodating 

behaviors of parents in the child-only condition will stay the same over time, is 

supported.  

 Hypothesis #2. It is hypothesized that the decrease in parental accommodating 

behaviors will be a positive predictor of child treatment outcome. In other words, a 

greater reduction in accommodating behaviors will predict greater improvements in 

anxiety symptoms, based off the CGI-I.  This hypothesis will be analyzed using a least 

squares regression analysis which will help determine the effects of reducing 

accommodating behaviors on child treatment outcome. To accomplish this, the child 

treatment outcome score, as determined by the CGI-I, will be regressed on the change in 

accommodating behaviors, which will be based off a difference score from data at pre- 

and post- treatment, while controlling for the subject’s age, gender, ethnicity, and initial 

severity rating as determined by the CGI-S. It is hypothesized that the change in 

accommodating behaviors score will significantly predict the variance in the child 

treatment outcome score, after controlling for the demographic and severity variables 

mentioned above. An alpha level of .05 will be used to determine statistical significance. 

The unstandardized regression coefficients will be examined. A statistically significant 
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relationship will indicate that the change in accommodating behaviors of parents impact 

the treatment outcome of the child. 
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Chapter 4: Discussion 

Summary  

 The high prevalence of anxiety disorders in school aged youth is particularly 

startling due to the impact that anxiety has on a child’s overall functioning (Creswell & 

Cartwright-Hatton, 2007; Essau et al., 2000). While researchers understand a number of 

the biological, psychological, and social factors that impact the development and 

maintenance of anxiety disorders, there are still many important factors and processes 

that have not been identified and should be evaluated. By understanding these specific 

factors and mechanisms, researchers can better identify ways to improve existing 

interventions. Enhancing existing interventions could help shorten intervention times, 

create longer lasting treatment effects,  prevent the development of a more severe 

disorder, or even decrease the risk of developing other psychiatric problems later in life. 

  Strong evidence that family plays a large role in the development of anxiety is 

prevalent, and a number of specific parenting behaviors, such as overcontrol, have been 

linked to youth anxiety (Craske, 1999; Wood et al., 2003; Vasey & Dadds, 2001). Other 

researchers posit that anxiety may be “transmitted” from parent to child through 

processes such as modeling, reinforcement, and information transfer (Fisak & Grills-

Taquechel, 2007; Wood et al., 2003; Last et al., 1991). A key behavior related to these 

two lines of research is parental accommodation. Thus far, parental accommodation has 

been most researched in relation to OCD. It is characterized as a parent’s tendency to 

promote avoidance of anxiety provoking situations, provide reassurance, and modify 

daily routines in order to help a family member suffering from an anxiety disorder 
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(Calvocoressi et al., 1995; Lebowitz, et al., 2012; Lebowitz et al., 2013; Storch et al., 

2007; Storch et al., 2010). OCD treatment studies have reported that accommodation is 

linked to symptom severity and functional impairment, as well as poorer treatment 

outcomes (Flessner et al., 2011; Peris et al., 2008; Lebowitz et al., 2012). Similarly, 

recent studies have shown high rates of accommodation among parents with anxious 

children and a link between increased accommodation and more severe anxiety 

symptoms (Lebowitz et al., 2013; Jones, 2013). The relation between accommodation 

and anxiety has only been briefly examined, even though there is a high overlap in the 

presentation and develop of anxiety and obsessive compulsive disorders. 

 One goal of understanding parental accommodation is to produce better treatment 

outcomes. Researchers suggest that accommodation directly contradicts the basis behind 

CBT, the gold standard for treatment of anxiety disorders (Albano et al., 2003; Chu & 

Harrison, 2007), as it allows a child to avoid the things he or she fears, instead of being 

exposed to them. Research with OCD probands has shown increased benefits for 

including parents and other family members in treatment, as well as improved treatment 

outcomes when targeting accommodation (Barrett et al., 2002; Barrett, Fox, & Farell, 

2005; Lebowitz et al., 2012; Merlo et al., 2009; Peris et al., 2008). In contrast, there have 

been mixed results for including parents in the treatment of anxiety disorders (Barmish & 

Kendall, 2005; Silverman et al., 2009; Simon et al., 2011; Thieneman et al., 2006). One 

reason for this mixed finding might be that accommodation has not been examined or 

exclusively targeted when therapists work with parents to alleviate child anxiety 

disorders.  
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 Therefore the purpose of this present study is to understand the relationship 

between accommodation and anxiety in the context of treatment. It is hypothesized that 

by addressing accommodation with parents in CBT treatment through a parent-training 

component, the number of accommodating behaviors will be reduced, and that this 

reduction in accommodation will be correlated with improvements in child treatment 

outcomes, specifically when targeting youth with diagnoses of GAD, SAD, and/or SoP. 

A sample of anxiety-disordered youth, who are participating in an ongoing intervention 

study at TCSC, comparing CBT with a parent component to child-only CBT, will be used 

to explore these hypotheses. 

Limitations 

There are a number of limitations to the present study that should be noted. One 

limitation is the method used to assess parental accommodation. The parental 

accommodation measure is based on a parent self-report measure, which may have 

limited accuracy due to the social desirability bias (Wood et al., 2003). However, this 

questionnaire has been used in previous research, and has been determined to be valid 

and reliable (Calvocoressi et al., 1999; Jones, 2013; Lebowitz et al., 2013). The child-

report measure for parental accommodation is in the process of being validated 

(Lebowitz, Scharfstein, & Jones, 2013). Therefore to depict as accurate of a picture as 

possible, future research should employ both parental and child reports of parental 

accommodation, as well as a possible clinician-rated measure that has yet to be 

developed. With the ultimate goal of improving construct and predictive validity, it may 

be helpful for future researchers to report observable instances of accommodating 
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behaviors. This may be achieved by having an outside observer rate accommodating 

behaviors between a parent and child during a therapy session.  

Furthermore it should be noted that other parent training skills taught in this 

program might impact the accommodating behaviors of parents, which could ultimately 

affect the possible changes in accommodating behaviors throughout treatment. Although 

a number of variables will be controlled for during the analysis, it will still be unclear as 

to which aspects of the parent training (i.e. amount of time spent with parent, general 

psychoeducation, or family accommodation education) are most influential in producing 

the desired change in parental accommodating behavior and affecting child treatment 

outcome.   

The generalizability of these results may pose another limitation to the study. 

While the researcher intends to recruit a sample of youth from a variety of diverse 

cultural backgrounds to represent the population, the intervention study that is currently 

in place has been relatively homogenous with regard to socio-demographic variables. 

Efforts will be made to recruit more diverse subjects by focusing recruitment on mental 

health clinics, schools, and other community centers that are considered to have a diverse 

population in order for the results to be generalizable. Additionally, past research as well 

as current trends in this ongoing study have shown that mothers have a tendency to be 

involved in treatment more frequently than fathers (Cobham et al., 1998, Thienemann et 

al., 2006; Lebowitz et al., 2013). Because of the underrepresentation of fathers, the role 

of fathers in relation to accommodation may remain misunderstood. If this pattern 
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continues, then findings may only be generalizable to Caucasian families, and 

specifically to mothers’ accommodating behaviors.  

Lastly, a difference score is used to address the first research question, which has 

been shown in the literature to pose potential methodological problems. These issues may 

include lower reliability of difference scores when compared to each of the individual 

component measures (Edwards, 1995). Therefore it has been suggested that to follow 

good practice, researchers should be cautious when interpreting findings where using 

difference scores. 

Implications  

 The overall purpose of this study is to improve the existing interventions for 

anxiety through the examination of a specific parenting construct associated with 

childhood anxiety. Results of this investigation could have important implications for 

future research, and for clinical practice. Additional knowledge about the associations 

between parental accommodating behaviors and child treatment outcomes will add to the 

current literature on the importance of including parents in the treatment of anxiety 

disorders, which up until now has had mixed conclusions as to its benefits. Investigators 

involved in this area of research will have more support to examine levels of parental 

accommodation when evaluating treatment programs for anxiety. 

Additionally, significant results may be useful for clinicians who work with 

anxious youth. Understanding these associations will provide further support for the 

importance of including caregivers in treatment of anxious youth and guide clinicians 

toward the specific themes that need to be addressed with parents of their anxious 
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patients. For example, a clinician working with a child diagnosed with SoP may coach 

the parent to encourage his or her child to engage in social activities (i.e. a friend’s 

birthday party or a school dance), instead of allowing them to avoid social situations. By 

teaching parents to not accommodate, clinicians may see faster or longer lasting 

improvements in treatment outcome with anxious patients, or may be able to treat 

patients who previously have not responded to CBT techniques. 

Finally, if results of this study are significant, it will provide essential information 

to caregivers of potentially anxious youth. For families with children at-risk for anxiety 

disorders, parents may recognize the impact that their accommodating behaviors have on 

their child’s development of anxiety symptoms. Parents may be motivated to identify and 

correct the instances when they reassure, modify their own lives, or allow their child to 

avoid fearful situations, which could help prevent the development of a more severe 

clinical disorder. In summary, this study will provide information for researchers, 

clinicians, and others involved in the field on how to improve current evidence-based 

practice for the treatment of childhood anxiety disorders. 

 
 
 
 
 
 
 
 
 
 
 
 

 



	  

	   54	  

References 

American Psychiatric Association. (2013). Diagnostic and statistical manual of mental 

disorders (5th ed.). Arlington, VA: American Psychiatric Publishing. 

Ainsworth, M. D. S., Blehar, M. C., Waters, E., & Wall, S. (1978). Patterns of attachment: A 

psychological study of the strange situation. New York, NY: Psychology Press.  

Albano, A. M., Chorpita, B. F., & Barlow, D. H. (2003). Childhood anxiety disorders. Child 

Psychopathology, 2, 279–329. 

Albert, U., Bogetto, F., Maina, G., Saracco, P., Brunatto, C., & Mataix-Cols, D. (2010). 

Family accommodation in obsessive–compulsive disorder: Relation to symptom 

dimensions, clinical and family characteristics. Psychiatry Research, 179(2), 204–211. 

Allsopp, M., & Verduyn, C. (1990). Adolescents with obsessive-compulsive disorder: a case 

note review of consecutive patients referred to a provincial regional adolescent psychiatry 

unit. Journal of Adolescence, 13(2), 157–169. 

Amir, N., Freshman, M., & Foa, E. B. (2000). Family distress and involvement in relatives of 

obsessive-compulsive disorder patients. Journal of Anxiety Disorders, 14(3), 209–217. 

Bandura, A., Mclelland, D. (1977). Social learning theory. Englewood Cliffs, NJ: Prentice 

Hall. 

Barlow, D. H. (2002). Anxiety and its disorders: The nature and treatment of anxiety and 

panic. New York, NY: Guilford Press.  

Barmish, A. J., & Kendall, P. C. (2005). Should parents be co-clients in cognitive-behavioral 

therapy for anxious youth? Journal of Clinical Child and Adolescent Psychology, 34(3), 

569–581. 



	  

	   55	  

Barrett, P., Farrell, L., Dadds, M., & Boulter, N. (2005). Cognitive-behavioral family 

treatment of childhood obsessive-compulsive disorder: Long-term follow-up and 

predictors of outcome. Journal of the American Academy of Child & Adolescent 

Psychiatry, 44(10), 1005–1014. 

Barrett, P., Healy-Farrell, L., & March, J. S. (2004). Cognitive-behavioral family treatment of 

childhood obsessive-compulsive disorder: a controlled trial. Journal of the American 

Academy of Child & Adolescent Psychiatry, 43(1), 46–62. 

Barrett, P. M., Dadds, M. R., & Rapee, R. M. (1996). Family treatment of childhood anxiety: a 

controlled trial. Journal of Consulting and Clinical Psychology, 64(2), 333. 

Barrett, P. M., Duffy, A. L., Dadds, M. R., & Rapee, R. M. (2001). Cognitive–behavioral 

treatment of anxiety disorders in children: Long-term (6-year) follow-up. Journal of 

Consulting and Clinical Psychology, 69(1), 135. 

Barrett, P. M., Farrell, L., Pina, A. A., Peris, T. S., & Piacentini, J. (2008). Evidence-based 

psychosocial treatments for child and adolescent obsessive–compulsive disorder. Journal 

of Clinical Child & Adolescent Psychology, 37(1), 131–155. 

Barrett, P. M., Fox, T., & Farrell, L. J. (2005). Parent—Child Interactions With Anxious 

Children and With Their Siblings: An Observational Study. Behaviour Change, 22(04), 

220–235. 

Barrett, P. M., Rapee, R. M., Dadds, M. R., & Ryan, S. M. (1996). Family enhancement of 

cognitive style in anxious and aggressive children. Journal of Abnormal Child 

Psychology, 24(2), 187-203. 



	  

	   56	  

Barrett, P., Shortt, A., & Healy, L. (2002). Do parent and child behaviours differentiate 

families whose children have obsessive-compulsive disorder from other clinic and non-

clinic families? Journal of Child Psychology and Psychiatry, 43(5), 597–607. 

Beauchaine, T. P., & Hinshaw, S. P. (2013). Child and adolescent psychopathology. Hoboken, 

NJ: John Wiley & Sons.  

Beidel, D. C., & Turner, S. M. (1997). At risk for anxiety: I. Psychopathology in the offspring 

of anxious parents. Journal of the American Academy of Child & Adolescent Psychiatry, 

36(7), 918–924. 

Bergen, S. E., Gardner, C. O., & Kendler, K. S. (2007). Age-related changes in heritability of 

behavioral phenotypes over adolescence and young adulthood: a meta-analysis. Twin 

Research and Human Genetics, 10(03), 423–433. 

Berkman, J. M., Freeman, J. B., Garcia, A. M., & Leonard, H. L. (2007). Family-Based 

Treatment of Early-Onset Obsessive-Compulsive Disorder. Handbook of Child and 

Adolescent Obsessive-Compulsive Disorder, 295. 

Biederman, J., Faraone, S. V., Keenan, K., Benjamin, J., Krifcher, B., Moore, C., … others. 

(1992). Further evidence for family-genetic risk factors in attention deficit hyperactivity 

disorder: patterns of comorbidity in probands and relatives in psychiatrically and 

pediatrically referred samples. Archives of General Psychiatry, 49(9), 728–738. 

Birmaher, B., Khetarpal, S., Brent, D., Cully, M., Balach, L., Kaufman, J., & Neer, S. M. 

(1997). The screen for child anxiety related emotional disorders (SCARED): Scale 

construction and psychometric characteristics. Journal of the American Academy of Child 

& Adolescent Psychiatry, 36(4), 545–553. 



	  

	   57	  

Bodden, D. H., Dirksen, C. D., & Bögels, S. M. (2008). Societal burden of clinically anxious 

youth referred for treatment: a cost-of-illness study. Journal of Abnormal Child 

Psychology, 36(4), 487–497. 

Bögels, S. M., & Brechman-Toussaint, M. L. (2006). Family issues in child anxiety: 

Attachment, family functioning, parental rearing and beliefs. Clinical Psychology 

Review, 26(7), 834–856. 

Bögels, S. M., Snieder, N., & Kindt, M. (2003). Specificity of dysfunctional thinking in 

children with symptoms of social anxiety, separation anxiety and generalised anxiety. 

Behaviour Change, 20(03), 160–169. 

Bögels, S. M., van Dongen, L., & Muris, P. (2003). Family influences on dysfunctional 

thinking in anxious children. Infant and Child Development, 12(3), 243-252. 

Bögels, S. M., & Zigterman, D. (2000). Dysfunctional cognitions in children with social 

phobia, separation anxiety disorder, and generalized anxiety disorder. Journal of 

Abnormal Child Psychology, 28(2), 205–211. 

Breinholst, S., Esbjørn, B. H., Reinholdt-Dunne, M. L., & Stallard, P. (2012). CBT for the 

treatment of child anxiety disorders: A review of why parental involvement has not 

enhanced outcomes. Journal of Anxiety Disorders, 26(3), 416–424. 

Calvocoressi, L., Lewis, B., Harris, M., Trufan, S. J., Goodman, W. K., McDougle, C. J., & 

Price, L. H. (1995). Family accommodation in obsessive-compulsive disorder. American 

Journal of Psychiatry, 152(3), 441–443. 

Calvocoressi, L., Mazure, C. M., Kasl, S. V., Skolnick, J., Fisk, D., Vegso, S. J., … Price, L. 

H. (1999). Family accommodation of obsessive-compulsive symptoms: instrument 



	  

	   58	  

development and assessment of family behavior. The Journal of Nervous and Mental 

Disease, 187(10), 636–642. 

Caporino, N. E., Brodman, D. M., Kendall, P. C., Albano, A. M., Sherrill, J., Piacentini, J., … 

Walkup, J. T. (2013). Defining Treatment Response and Remission in Child Anxiety: 

Signal Detection Analysis Using the Pediatric Anxiety Rating Scale. Journal of the 

American Academy of Child & Adolescent Psychiatry, 52(1), 57–67.  

Caporino, N. E., Morgan, J., Beckstead, J., Phares, V., Murphy, T. K., & Storch, E. A. (2012). 

A structural equation analysis of family accommodation in pediatric obsessive-

compulsive disorder. Journal of Abnormal Child Psychology, 40(1), 133–143. 

Cartwright-Hatton, S., Roberts, C., Chitsabesan, P., Fothergill, C., & Harrington, R. (2004). 

Systematic review of the efficacy of cognitive behaviour therapies for childhood and 

adolescent anxiety disorders. British Journal of Clinical Psychology, 43(4), 421–436. 

Chorpita, B. F., Albano, A. M., & Barlow, D. H. (1996). Cognitive processing in children: 

Relation to anxiety and family influences. Journal of Clinical Child Psychology, 25(2), 

170–176.  

Chorpita, B. F., & Barlow, D. H. (1998). The development of anxiety: the role of control in 

the early environment. Psychological Bulletin, 124(1), 3. 

Chu, B. C., & Harrison, T. L. (2007). Disorder-specific effects of CBT for anxious and 

depressed youth: a meta-analysis of candidate mediators of change. Clinical Child and 

Family Psychology Review, 10(4), 352–372. 



	  

	   59	  

Cobham, V. E., Dadds, M. R., & Spence, S. H. (1998). The role of parental anxiety in the 

treatment of childhood anxiety. Journal of Consulting and Clinical Psychology, 66(6), 

893. 

Cobham, V. E., Dadds, M. R., Spence, S. H., & McDermott, B. (2010). Parental anxiety in the 

treatment of childhood anxiety: A different story three years later. Journal of Clinical 

Child & Adolescent Psychology, 39(3), 410–420. 

Compton, S. N., Walkup, J. T., Albano, A. M., Piacentini, J. C., Birmaher, B., Sherrill, J. T., 

… others. (2010). Child/adolescent anxiety multimodal study (CAMS): Rationale, 

design, and methods. Child and Adolescent Psychiatry and Mental Health, 4(1), 1. 

Costello, E. J., Egger, H., & Angold, A. (2005). 10-year research update review: the 

epidemiology of child and adolescent psychiatric disorders: I. Methods and public health 

burden. Journal of the American Academy of Child & Adolescent Psychiatry, 44(10), 

972–986. 

Costello, E. J., Egger, H. L., Copeland, W., Erkanli, A., & Angold, A. (2011). The 

developmental epidemiology of anxiety disorders: phenomenology, prevalence, and 

comorbidity. Anxiety Disorders in Children and Adolescents: Research, Assessment and 

Intervention, 56–75. 

Craske, M. G. (1999). Anxiety disorders: Psychological approaches to theory and treatment. 

New York, NY: Basic Books. 

Creswell, C., & Cartwright-Hatton, S. (2007). Family treatment of child anxiety: outcomes, 

limitations and future directions. Clinical Child and Family Psychology Review, 10(3), 

232–252. 



	  

	   60	  

Cummings, C. M., Caporino, N. E., Settipani, C. A., Read, K. L., Compton, S. N., March, J., 

… Kendall, P. C. (2013). The therapeutic relationship in cognitive-behavioral therapy 

and pharmacotherapy for anxious youth. Journal of Consulting and Clinical Psychology, 

81(5), 859–864.  

Dadds, M. R., & Barrett, P. M. (2001). Practitioner review: Psychological management of 

anxiety disorders in childhood. Journal of Child Psychology and Psychiatry, 42(08), 

999–1011. 

Darling, N., & Steinberg, L. (1993). Parenting style as context: An integrative model. 

Psychological Bulletin, 113(3), 487. 

Deacon, B. J., Valentiner, D. P., Gutierrez, P. M., & Blacker, D. (2002). The Anxiety 

Sensitivity Index for Children: factor structure and relation to panic symptoms in an 

adolescent sample. Behaviour Research and Therapy, 40(7), 839–852. 

Dimitrov, D. M., & Rumrill, P. D. (2003). Pretest-posttest designs and measurement of 

change. Work: A Journal of Prevention, Assessment and Rehabilitation, 20(2), 159–165. 

Edwards, J. R. (1995). Alternatives to difference scores as dependent variables in the study of 

congruence in organizational research. Organizational Behavior and Human Decision 

Processes, 64(3), 307–324. 

Ehlers, A. (1993). Somatic symptoms and panic attacks: A retrospective study of learning 

experiences. Behaviour Research and Therapy, 31(3), 269–278. 

Eley, T. C. (2001). Contributions of behavioral genetics research: Quantifying genetic, shared 

environmental and nonshared environmental influences. In M. W. & M. R. Dadds (Eds.), 



	  

	   61	  

The developmental psychopathology of anxiety (pp. 45-59). New York, NY: Oxford 

University Press, Inc. 

Eley, T. C., Bolton, D., O’Connor, T. G., Perrin, S., Smith, P., & Plomin, R. (2003). A twin 

study of anxiety-related behaviours in pre-school children. Journal of Child Psychology 

and Psychiatry, 44(7), 945–960. 

Essau, C. A., Conradt, J., & Petermann, F.. (2000). Frequency, comorbidity, and psychosocial 

impairment of anxiety disorders in German adolescents. Journal of Anxiety Disorders, 

14(3), 263–279. 

Ferrao, Y., Shavitt, R., Bedin, N., Demathis, M., Carloslopes, A., Fontenelle, L., … Miguel, E. 

(2006). Clinical features associated to refractory obsessive–compulsive disorder. Journal 

of Affective Disorders, 94(1-3), 199–209.  

Field, A. P., Argyris, N. G., & Knowles, K. A. (2001). Who’s afraid of the big bad wolf: a 

prospective paradigm to test Rachman’s indirect pathways in children. Behaviour 

Research and Therapy, 39(11), 1259–1276. 

Field, A. P., Hamilton, S. J., Knowles, K. A., & Plews, E. L. (2003). Fear information and 

social phobic beliefs in children: A prospective paradigm and preliminary results. 

Behaviour Research and Therapy, 41(1), 113–123. 

Fisak, B., & Grills-Taquechel, A. E. (2007). Parental Modeling, Reinforcement, and 

Information Transfer: Risk Factors in the Development of Child Anxiety? Clinical Child 

and Family Psychology Review, 10(3), 213–231.  

Flessner, C. A., Freeman, J. B., Sapyta, J., Garcia, A., Franklin, M. E., March, J. S., & Foa, E. 

(2011). Predictors of parental accommodation in pediatric obsessive-compulsive 



	  

	   62	  

disorder: findings from the pediatric obsessive-compulsive disorder treatment study 

(POTS) trial. Journal of the American Academy of Child & Adolescent Psychiatry, 50(7), 

716–725. 

Foley, D. L., Rowe, R., Maes, H., Silberg, J., Eaves, L., & Pickles, A. (2008). The relationship 

between separation anxiety and impairment. Journal of Anxiety Disorders, 22(4), 635–

641. 

Francis, S. E., & Chorpita, B. F. (2011). Parental beliefs about child anxiety as a mediator of 

parent and child anxiety. Cognitive Therapy and Research, 35(1), 21–29. 

Frank, E., Prien, R. F., Jarrett, R. B., Keller, M. B., Kupfer, D. J., Lavori, P. W., … Weissman, 

M. M. (1991). Conceptualization and rationale for consensus definitions of terms in 

major depressive disorder: remission, recovery, relapse, and recurrence. Archives of 

General Psychiatry, 48(9), 851–855. 

Freeman, J. B., Garcia, A. M., Coyne, L., Ale, C., Przeworski, A., Himle, M., … Leonard, H. 

L. (2008). Early childhood OCD: Preliminary findings from a family-based cognitive-

behavioral approach. Journal of the American Academy of Child & Adolescent 

Psychiatry, 47(5), 593–602. 

Freeman, J. B., Garcia, A. M., Fucci, C., Karitani, M., Miller, L., & Leonard, H. L. (2003). 

Family-based treatment of early-onset obsessive-compulsive disorder. Journal of Child 

and Adolescent Psychopharmacology, 13, 71–80. 

Garcia, A. M., Sapyta, J. J., Moore, P. S., Freeman, J. B., Franklin, M. E., March, J. S., & Foa, 

E. B. (2010). Predictors and moderators of treatment outcome in the Pediatric Obsessive 



	  

	   63	  

Compulsive Treatment Study (POTS I). Journal of the American Academy of Child & 

Adolescent Psychiatry, 49(10), 1024–1033. 

Georgiades, K., & Swendsen, J. (2010). Lifetime prevalence of mental disorders in US 

adolescents: Results from the National Comorbidity Study-Adolescent Supplement 

(NCS-A). Journal of the American Academy of Child and Adolescent Psychiatry, 49(10), 

980–989. 

Gerull, F. C., & Rapee, R. M. (2002). Mother knows best: effects of maternal modelling on the 

acquisition of fear and avoidance behaviour in toddlers. Behaviour Research and 

Therapy, 40(3), 279–287. 

Ginsburg, G. S., Burstein, M., Becker, K. D., & Drake, K. L. (2011). Treatment of Obsessive 

Compulsive Disorder in Young Children: An Intervention Model and Case Series. Child 

&amp; Family Behavior Therapy, 33(2), 97–122.  

Ginsburg, G. S., Grover, R. L., & Ialongo, N. (2005). Parenting behaviors among anxious and 

non-anxious mothers: Relation with concurrent and long-term child outcomes. Child & 

Family Behavior Therapy, 26(4), 23–41. 

Ginsburg, G. S., Kendall, P. C., Sakolsky, D., Compton, S. N., Piacentini, J., Albano, A. M., 

… March, J. (2011). Remission after acute treatment in children and adolescents with 

anxiety disorders: Findings from the CAMS. Journal of Consulting and Clinical 

Psychology, 79(6), 806–813.  

Ginsburg, G. S., & Schlossberg, M. C. (2002). Family-based treatment of childhood anxiety 

disorders. International Review of Psychiatry, 14(2), 143–154. 



	  

	   64	  

Ginsburg, G. S., Siqueland, L., Masia-Warner, C., & Hedtke, K. A. (2004). Anxiety disorders 

in children: Family matters. Cognitive and Behavioral Practice, 11(1), 28–43.  

Goldsmith, H. H., Buss, A. H., Plomin, R., Rothbart, M. K., Thomas, A., Chess, S., … 

McCall, R. B. (1987). Roundtable: What is temperament? Four approaches. Child 

Development, 505–529. 

Greenberg, P. E., Sisitsky, T., Kessler, R. C., Finkelstein, S. N., Berndt, E. R., Davidson, J. R., 

… Fyer, A. J. (1999). The economic burden of anxiety disorders in the 1990s. Journal of 

Clinical Psychiatry. Retrieved from http://psycnet.apa.org/psycinfo/1999-03777-001 

Gregory, A. M., & Eley, T. C. (2007). Genetic influences on anxiety in children: What we’ve 

learned and where we’re heading. Clinical Child and Family Psychology Review, 10(3), 

199–212. 

Gregory, A. M., Eley, T. C., & others. (2011). The genetic basis of child and adolescent 

anxiety. Anxiety Disorders in Children and Adolescents, 161–178. 

Guy, W (1976). ECDEU Assessment Manual for Psychopharmacology —Revised (DHEW 

Publ No ADM 76-338). Rockville, MD: Department of Health, Education, and Welfare, 

Public Health Service, Alcohol, Drug Abuse, and Mental Health Administration, NIMH 

Psychopharmacology Research Branch, Division of Extramural Research Programs. 

Hadwin, J. A., Garner, M., & Perez-Olivas, G. (2006). The development of information 

processing biases in childhood anxiety: A review and exploration of its origins in 

parenting. Clinical Psychology Review, 26(7), 876–894.  



	  

	   65	  

Hinshaw, S. P. (2002). Preadolescent girls with attention-deficit/hyperactivity disorder: I. 

Background characteristics, comorbidity, cognitive and social functioning, and parenting 

practices. Journal of Consulting and Clinical Psychology, 70(5), 1086. 

Hirshfeld, D. R., Rosenbaum, J. F., Biederman, J., Bolduc, E. A., Faraone, S. V., Snidman, N., 

… Kagan, J. (1992). Stable Behavioral Inhibition and Its Association with Anxiety 

Disorder. Journal of the American Academy of Child & Adolescent Psychiatry, 31(1), 

103–111.  

Hudson, J. L., & Rapee, R. M. (2001). Parent–child interactions and anxiety disorders: An 

observational study. Behaviour Research and Therapy, 39(12), 1411–1427. 

Hudson, J. L., & Rapee, R. M. (2002). Parent-child interactions in clinically anxious children 

and their siblings. Journal of Clinical Child and Adolescent Psychology, 31(4), 548–555. 

Hudson, J. L., & Rapee, R. M. (2005). Parental perceptions of overprotection: Specific to 

anxious children or shared between siblings? Behaviour Change, 22(03), 185–194. 

Jones, J. (2013). The relationship between child anxiety, parent anxiety, and family 

accommodation. Unpublished manuscript, Department of Education, University of Texas, 

Austin, Texas. 

Kagan, J., & Snidman, N. (1991). Temperamental factors in human development. American 

Psychologist, 46(8), 856. 

Kagan, J., Snidman, N., Arcus, D., & Reznick, J. S. (1994). Galen’s prophecy: Temperament 

in human nature. Basic Books. Retrieved from http://psycnet.apa.org/psycinfo/1994-

97715-000 



	  

	   66	  

Keeton, C. P., Ginsburg, G. S., Drake, K. L., Sakolsky, D., Kendall, P. C., Birmaher, B., … 

Walkup, J. T. (2013). Benefits of child-focused anxiety treatments for parents and family 

functioning: Research Article: CAMS family outcomes. Depression and Anxiety, 30(9), 

865–872.  

Kendall, P. C., & Hedtke, K. A. (2006). The coping cat workbook. Ardmore, PA: Workbook 

Publishing. 

Kennedy, J. J., & Bush, A. J. (1985). An introduction to the design and analysis of 

experiments in behavioral research. Lanham, MD: University Press of America.  

Kessler, R. C., Berglund, P., Demler, O., Jin, R., Merikangas, K. R., & Walters, E. E. (2005). 

Lifetime prevalence and age-of-onset distributions of DSM-IV disorders in the National 

Comorbidity Survey Replication. Archives of General Psychiatry, 62(6), 593–602. 

Krohne, H. W. (1990). Parental childrearing and anxiety development. Health Hazards in 

Adolescence, 8, 115–130. 

Labellarte, M. J., Ginsburg, G. S., Walkup, J. T., & Riddle, M. A. (1999). The treatment of 

anxiety disorders in children and adolescents. Biological Psychiatry, 46(11), 1567–1578. 

Lack, C. W., Storch, E. A., Keeley, M. L., Geffken, G. R., Ricketts, E. D., Murphy, T. K., & 

Goodman, W. K. (2009). Quality of life in children and adolescents with obsessive-

compulsive disorder: base rates, parent–child agreement, and clinical correlates. Social 

Psychiatry and Psychiatric Epidemiology, 44(11), 935–942. 

Last, C. G., Hersen, M., Kazdin, A., Orvaschel, H., & Perrin, S. (1991). Anxiety disorders in 

children and their families. Archives of General Psychiatry, 48(10), 928–934. 



	  

	   67	  

Lawson, J., Banerjee, R., & Field, A. P. (2007). The effects of verbal information on 

children’s fear beliefs about social situations. Behaviour Research and Therapy, 45(1), 

21–37. 

Lebowitz, E. R., Panza, K. E., Su, J., & Bloch, M. H. (2012). Family accommodation in 

obsessive-compulsive disorder. Expert Reviews Neurotherapeutics, 12(12), 229-238. 

Lebowitz, E. R., Scharfstein, L., & Jones, J. (2014). Child-report of family accommodation in 

pediatric anxiety disorders: comparison and integration with mother report. Manuscript 

submitted for publication. 

Lebowitz, E. R., Vitulano, L. A., Mataix-Cols, D., & Leckman, J. F. (2011). Editorial 

perspective: when OCD takes over the family: Coercive and disruptive behaviors in 

pediatric obsessive compulsive disorder. Journal of Child Psychology and Psychiatry, 

52(12), 1249–1250. 

Lebowitz, E. R., Woolston, J., Bar-Haim, Y., Calvocoressi, L., Dauser, C., Warnick, E., … 

Leckman, J. F. (2013). Family accommodation in pediatric anxiety disorders. Depression 

and Anxiety, 30(1), 47–54.  

Lester, K. J., Field, A. P., & Muris, P. (2011). Experimental modification of interpretation bias 

regarding social and animal fear in children. Journal of Anxiety Disorders, 25(5), 697–

705. 

Lewin, A. B., & Piacentini, J. (2010). Evidence-Based Assessment of Child Obsessive 

Compulsive Disorder: Recommendations for Clinical Practice and Treatment Research. 

Child & Youth Care Forum, 39(2), 73–89.  



	  

	   68	  

Lindhout, I., Markus, M., Hoogendijk, T., Borst, S., Maingay, R., Spinhoven, P., … Boer, F. 

(2006). Childrearing style of anxiety-disordered parents. Child Psychiatry and Human 

Development, 37(1), 89–102. 

Lonigan, C. J., Vasey, M. W., Phillips, B. M., & Hazen, R. A. (2004). Temperament, anxiety, 

and the processing of threat-relevant stimuli. Journal of Clinical Child and Adolescent 

Psychology: The Official Journal for the Society of Clinical Child and Adolescent 

Psychology, American Psychological Association, Division 53, 33(1), 8–20.  

Lyneham, H. J., Abbott, M. J., & Rapee, R. M. (2007). Interrater Reliability of the Anxiety 

Disorders Interview Schedule for DSM-IV: Child and Parent Version. Journal of the 

American Academy of Child & Adolescent Psychiatry, 46(6), 731–736. 

Maccoby, E. E. (1992). The role of parents in the socialization of children: An historical 

overview. Developmental Psychology, 28(6), 1006. 

Manassis, K., & Bradley, S. J. (1994). The development of childhood anxiety disorders: 

Toward an integrated model. Journal of Applied Developmental Psychology, 15(3), 345–

366. 

March, J. S. (1997). Manual for the multidimensional anxiety scale for children (MASC). 

Toronto, Canada: Multi-Health Systems. 

March, J. S., Foa, E., Gammon, P., Chrisman, A., Curry, J., Fitzgerald, D., … others. (2004). 

Cognitive-behavior therapy, sertraline, and their combination for children and 

adolescents with obsessive-compulsive disorder-The Pediatric OCD Treatment Study 

(POTS) randomized controlled trial. Jama Journal of the American Medical Association, 

292(16), 1969–1976. 



	  

	   69	  

March, J. S., Parker, J. D., Sullivan, K., Stallings, P., & Conners, C. K. (1997). The 

Multidimensional Anxiety Scale for Children (MASC): factor structure, reliability, and 

validity. Journal of the American Academy of Child & Adolescent Psychiatry, 36(4), 

554–565. 

March, J. S., Sullivan, K., & Parker, J. (1999). Test-retest reliability of the Multidimensional 

Anxiety Scale for Children. Journal of Anxiety Disorders, 13(4), 349–358. 

Markarian, Y., Larson, M. J., Aldea, M. A., Baldwin, S. A., Good, D., Berkeljon, A., … 

McKay, D. (2010). Multiple pathways to functional impairment in obsessive–compulsive 

disorder. Clinical Psychology Review, 30(1), 78–88. 

Mash, E. J., & Barkley, R. A. (2003). Child psychopathology. New York, NY: Gilford Press. 

Mattanah, J. F. (2001). Parental psychological autonomy and children’s academic competence 

and behavioral adjustment in late childhood: More than just limit-setting and warmth. 

Merrill-Palmer Quarterly, 47(3), 355–376. 

McLeod, B. D., Wood, J. J., & Weisz, J. R. (2007). Examining the association between 

parenting and childhood anxiety: A meta-analysis. Clinical Psychology Review, 27(2), 

155–172. 

Merikangas,	  K.	  R.,	  He,	  L.,	  Burstein,	  M.,	  Swanson,	  S.	  A.,	  Avenevoli,	  S.,	  Cui,	  L.,	  …	  Swendsen,	  J.	  

(2010).	  Lifetime	  Prevalence	  of	  mental	  disorders	  in	  U.S.	  adolescents:	  Results	  from	  

the	  National	  Comorbidity	  Study-‐Adolescent	  Supplement	  (NCS-‐A).	  Journal	  of	  the	  

American	  Academy	  of	  Child	  &	  Adolescent	  Psychiatry,	  49(10),	  980-‐989. 



	  

	   70	  

Merlo, L. J., Lehmkuhl, H. D., Geffken, G. R., & Storch, E. A. (2009). Decreased family 

accommodation associated with improved therapy outcome in pediatric obsessive–

compulsive disorder. Journal of Consulting and Clinical Psychology, 77(2), 355. 

Mikulincer, M. & Shaver, P. R. (2001). Attachment theory and intergroup bias: evidence that 

priming the secure base schema attenuates negative reactions to out-groups. Journal of 

Personality and Social Psychology, 81(1), 97-115. 

Mikulincer, M. & Shaver, P. R. (2012). An attachment perspective on psychopathology. 

World  Psychiatry, 11(1), 11-15.  

Moore, P. S., Whaley, S. E., & Sigman, M. (2004). Interactions between mothers and children: 

impacts of maternal and child anxiety. Journal of Abnormal Psychology, 113(3), 471. 

Muris, P., & Field, A. P. (2008). Distorted cognition and pathological anxiety in children and 

adolescents. Cognition and Emotion, 22(3), 395–421.  

Muris, P., Gadet, B., Moulaert, V., & Merckelbach , H. (1998). Correlations between two 

multidimensional anxiety scales for children. Perceptual and Motor Skills, 87(1), 269–

270. 

Muris, P., Huijding, J., Mayer, B., & Hameetman, M. (2008). A space odyssey: experimental 

manipulation of threat perception and anxiety-related interpretation bias in children. 

Child Psychiatry and Human Development, 39(4), 469–480. 

Muris, P., Kindt, M., Bögels, S., Merckelbach, H., Gadet, B., & Moulaert, V. (2000). Anxiety 

and threat perception abnormalities in normal children. Journal of Psychopathology and 

Behavioral Assessment, 22(2), 183–199. 



	  

	   71	  

Muris, P., Meesters, C., Merckelbach, H., & Hülsenbeck, P. (2000). Worry in children is 

related to perceived parental rearing and attachment. Behaviour Research and Therapy, 

38(5), 487–497. 

Muris, P., Meesters, C., & van Brakel, A. (2003). Assessment of anxious rearing behaviors 

with a modified version of “Egna Minnen Beträffande Uppfostran” questionnaire for 

children. Journal of Psychopathology and Behavioral Assessment, 25(4), 229–237. 

Muris, P., Merckelbach, H., Schmidt, H., Gadet, B., & Bogie, N. (2001). Anxiety and 

depression as correlates of self-reported behavioural inhibition in normal adolescents. 

Behaviour Research and Therapy, 39(9), 1051–1061. 

Muris, P., Merckelbach, H., Wessel, I., & Van de Ven, M. (1999). Psychopathological 

correlates of self-reported behavioural inhibition in normal children. Behaviour Research 

and Therapy, 37(6), 575–584. 

Muris, P., Schmidt, H., Merckelbach, H., & Schouten, E. (2001). Anxiety sensitivity in 

adolescents: factor structure and relationships to trait anxiety and symptoms of anxiety 

disorders and depression. Behaviour Research and Therapy, 39(1), 89–100. 

Muris, P., Steerneman, P., Merckelbach, H., & Meesters, C. (1996). The role of parental 

fearfulness and modeling in children’s fear. Behaviour Research and Therapy, 34(3), 

265–268. 

Muris, P., van Zwol, L., Huijding, J., & Mayer, B. (2010). Mom told me scary things about 

this animal: Parents installing fear beliefs in their children via the verbal information 

pathway. Behaviour Research and Therapy, 48(4), 341–346. 



	  

	   72	  

Ollendick, T. H., & Benoit, K. E. (2012). A parent–child interactional model of social anxiety 

disorder in youth. Clinical Child and Family Psychology Review, 15(1), 81–91. 

Ollendick, T. H., & Hirshfeld-Becker, D. R. (2002). The developmental psychopathology of 

social anxiety disorder. Biological Psychiatry, 51(1), 44–58. 

Otte, C. (2011). Cognitive behavioral therapy in anxiety disorders: current state of the 

evidence. Dialogues in Clinical Neuroscience, 13(4), 413-421. 

Peris, T. S., Bergman, R. L., Langley, A., Chang, S., McCracken, J. T., & Piacentini, J. 

(2008). Correlates of accommodation of pediatric obsessive-compulsive disorder: parent, 

child, and family characteristics. Journal of the American Academy of Child & 

Adolescent Psychiatry, 47(10), 1173–1181. 

Piacentini, J., Bergman, R. L., Keller, M., & McCracken, J. (2003). Functional impairment in 

children and adolescents with obsessive-compulsive disorder. Journal of Child and 

Adolescent Psychopharmacology, 13, 61–69. 

Podell, J. L., & Kendall, P. C. (2011). Mothers and fathers in family cognitive-behavioral 

therapy for anxious youth. Journal of Child and Family Studies, 20(2), 182–195. 

Podell, J. L., Kendall, P. C., Gosch, E. A., Compton, S. N., March, J. S., Albano, A.-M., … 

Piacentini, J. C. (2013). Therapist factors and outcomes in CBT for anxiety in youth. 

Professional Psychology: Research and Practice, 44(2), 89–98.  

Prins, P. J., & Ollendick, T. H. (2003). Cognitive change and enhanced coping: Missing 

mediational links in cognitive behavior therapy with anxiety-disordered children. Clinical 

Child and Family Psychology Review, 6(2), 87–105. 



	  

	   73	  

Ramos-Cerqueira, A. T. de A., Torres, A. R., Torresan, R. C., Negreiros, A. P. M., & Vitorino, 

C. N. (2008). Emotional burden in caregivers of patients with obsessive-compulsive 

disorder. Depression and Anxiety, 25(12), 1020–1027. 

Rapee, R. M. (1997). Potential role of childrearing practices in the development of anxiety and 

depression. Clinical Psychology Review, 17(1), 47–67. 

Rapee, R. M. (2002). The development and modification of temperamental risk for anxiety 

disorders: prevention of a lifetime of anxiety? Biological Psychiatry, 52(10), 947–957. 

Reynolds, S., Wilson, C., Austin, J., & Hooper, L. (2012). Effects of psychotherapy for 

anxiety in children and adolescents: A meta-analytic review. Clinical Psychology Review, 

32(4), 251–262.  

Rork, K. E., & Morris, T. L. (2009). Influence of Parenting Factors on Childhood Social 

Anxiety: Direct Observation of Parental Warmth and Control. Child & Family Behavior 

Therapy, 31(3), 220–235.  

Rosenbaum, J. F., Biederman, J., Hirshfeld, D. R., Bolduc, E. A., Faraone, S. V., Kagan, J., … 

Reznick, J. S. (1991). Further evidence of an association between behavioral inhibition 

and anxiety disorders: results from a family study of children from a non-clinical sample. 

Journal of Psychiatric Research, 25(1), 49–65. 

Rubin, K. H., Burgess, K. B., & Hastings, P. D. (2002). Stability and social–behavioral 

consequences of toddlers’ inhibited temperament and parenting behaviors. Child 

Development, 73(2), 483–495. 



	  

	   74	  

Rubin, K. H., Nelson, L. J., Hastings, P., & Asendorpf, J. (1999). The transaction between 

parents’ perceptions of their children’s shyness and their parenting styles. International 

Journal of Behavioral Development, 23(4), 937–957. 

Rudy, B. M., Storch, E. A., & Lewin, A. B. (2014). When Families Won’t Play Ball: A Case 

Example of the Effect of Family Accommodation on Anxiety Symptoms and Treatment. 

Journal of Child and Family Studies, 1–9. 

Shortt, A. L., Barrett, P. M., Dadds, M. R., & Fox, T. L. (2001). The influence of family and 

experimental context on cognition in anxious children. Journal of Abnormal Child 

Psychology, 29(6), 585–596. 

Silverman, W. K., & Albano, A. M. (1996). Anxiety Disorders Interview Schedule for DSM-

IV.: Parent interview schedule (Vol. 1). London: Oxford University Press.  

Silverman, W. K., & Field, A. P. (2011). Anxiety disorders in children and adolescents. 

Cambridge, United Kingdom: Cambridge University Press.  

Silverman, W. K., Kurtines, W. M., Jaccard, J., & Pina, A. A. (2009). Directionality of change 

in youth anxiety treatment involving parents: an initial examination. Journal of 

Consulting and Clinical Psychology, 77(3), 474. 

Silverman, W. K., & Ollendick, T. H. (2005). Evidence-based assessment of anxiety and its 

disorders in children and adolescents. Journal of Clinical Child and Adolescent 

Psychology, 34(3), 380–411. 

Simon, E., Bögels, S. M., & Voncken, J. M. (2011). Efficacy of child-focused and parent-

focused interventions in a child anxiety prevention study. Journal of Clinical Child & 

Adolescent Psychology, 40(2), 204–219. 



	  

	   75	  

Siqueland, L., Kendall, P. C., & Steinberg, L. (1996). Anxiety in children: Perceived family 

environments and observed family interaction. Journal of Clinical Child Psychology, 

25(2), 225–237. 

Spielberger, C. D., Gorsuch, R. L., & Lushene, R. E. (1970). Manual for the State-Trait 

Anxiety Inventory. Palo Alto, CA: Consulting Psychologists Press. 

Stark, K. S., Banneyer, K. B., & Wang, L. W. (in progress). Coping Cat Parent Manual. 

Stevens, J. P. (2012). Applied multivariate statistics for the social sciences. New York, NY: 

Routledge.  

Stevenson, J., Batten, N., & Cherner, M. (1992). Fears and fearfulness in children and 

adolescents: a genetic analysis of twin data. Journal of Child Psychology and Psychiatry, 

33, 977-985. 

Stewart, S. E., Beresin, C., Haddad, S., Egan Stack, D., Fama, J., & Jenike, M. (2008). 

Predictors of family accommodation in obsessive-compulsive disorder. Annals of Clinical 

Psychiatry, 20(2), 65–70. 

Storch, E. A., Geffken, G. R., Merlo, L. J., Jacob, M. L., Murphy, T. K., Goodman, W. K., … 

Grabill, K. (2007a). Family accommodation in pediatric obsessive–compulsive disorder. 

Journal of Clinical Child and Adolescent Psychology, 36(2), 207–216. 

Storch, E. A., Geffken, G. R., Merlo, L. J., Mann, G., Duke, D., Munson, M., … Goodman, 

W. K. (2007b). Family-based cognitive-behavioral therapy for pediatric obsessive-

compulsive disorder: comparison of intensive and weekly approaches. Journal of the 

American Academy of Child & Adolescent Psychiatry, 46(4), 469–478. 



	  

	   76	  

Storch, E. A., Murphy, T. K., Goodman, W. K., Geffken, G. R., Lewin, A. B., Henin, A., … 

others. (2010). A preliminary study of D-cycloserine augmentation of cognitive-

behavioral therapy in pediatric obsessive-compulsive disorder. Biological Psychiatry, 

68(11), 1073–1076. 

Thienemann, M., Moore, P., & Tompkins, K. (2006). A parent-only group intervention for 

children with anxiety disorders: pilot study. Journal of the American Academy of Child & 

Adolescent Psychiatry, 45(1), 37–46. 

Turner, S. M., Beidel, D. C., & Costello, A. (1987). Psychopathology in the offspring of 

anxiety disorders patients. Journal of Consulting and Clinical Psychology, 55(2), 229. 

Turner, S. M., Beidel, D. C., Roberson-Nay, R., & Tervo, K. (2003). Parenting behaviors in 

parents with anxiety disorders. Behaviour Research and Therapy, 41(5), 541–554.  

Van Beijsterveldt, C. E. M., Verhulst, F. C., Molenaar, P. C. M., & Boomsma, D. I. (2004). 

The genetic basis of problem behavior in 5-year-old Dutch twin pairs. Behavior Genetics, 

34(3), 229–242. 

Van Brakel, A. M., Muris, P., Bögels, S. M., & Thomassen, C. (2006). A multifactorial model 

for the etiology of anxiety in non-clinical adolescents: Main and interactive effects of 

behavioral inhibition, attachment and parental rearing. Journal of Child and Family 

Studies, 15(5), 568–578. 

Vasey, M. W., & Dadds, M. R. (2001). The developmental psychopathology of anxiety. New 

York, NY: Oxford University Press.  



	  

	   77	  

Victor, A. M., Bernat, D. H., Bernstein, G. A., & Layne, A. E. (2007). Effects of parent and 

family characteristics on treatment outcome of anxious children. Journal of Anxiety 

Disorders, 21(6), 835–848. 

Wagner, K. D., Berard, R., Stein, M. B., Wetherhold, E., Carpenter, D. J., Perera, P., … 

Machin, A. (2004). A Multicenter, Randomized, Double-blind, Placebo-Controlled Trial 

ofParoxetine in Children and Adolescents With Social Anxiety Disorder. Archives of 

General Psychiatry, 61(11), 1153–1162. 

Walkup, J. T., Albano, A. M., Piacentini, J., Birmaher, B., Compton, S. N., Sherrill, J. T., … 

others. (2008). Cognitive behavioral therapy, sertraline, or a combination in childhood 

anxiety. New England Journal of Medicine, 359(26), 2753–2766. 

Warren, S. L., Huston, L., Egeland, B., & Sroufe, L. (1997). Child and adolescent anxiety 

disorders and early attachment. Journal of the American Academy of Child & Adolescent 

Psychiatry, 36(5), 637–644. 

Weems, C. F., & Costa, N. M. (2005). Developmental differences in the expression of 

childhood anxiety symptoms and fears. Journal of the American Academy of Child & 

Adolescent Psychiatry, 44(7), 656–663. 

Whaley, S. E., Pinto, A., & Sigman, M. (1999). Characterizing interactions between anxious 

mothers and their children. Journal of Consulting and Clinical Psychology, 67(6), 826. 

Wood, J. J., McLeod, B. D., Hiruma, L. S., & Phan, A. Q. (2008). Child anxiety disorders: A 

family-based treatment manual for practitioners. New York, NY: W. W. Norton & 

Company, Inc. 



	  

	   78	  

Wood, J. J., McLeod, B. D., Sigman, M., Hwang, W. C., & Chu, B. C. (2003). Parenting and 

childhood anxiety: Theory, empirical findings, and future directions. Journal of Child 

Psychology and Psychiatry, 44(1), 134–151. 

Zaider, T. I., Heimberg, R. G., Fresco, D. M., Schneier, F. R., & Liebowitz, M. R. (2003). 

Evaluation of the clinical global impression scale among individuals with social anxiety 

disorder. Psychological Medicine, 33(04), 611–622. 

 


