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Abstract 

 

Child & Adolescent Social Anxiety and Family Accommodation: 

Exploring the Role of Coping 

 

Joshua Adam Morris, M.A. 

The University of Texas at Austin, 2017 

 

Supervisor:  Kevin Stark 

 

Research demonstrates that family accommodation is positively correlated with the 

severity of childhood anxiety. This finding is particularly interesting in the case of social 

anxiety, due to the role of the caregiver in the psychogenesis of the disorder. The 

prevalence of effective coping strategies is important in the mitigation of stress during 

childhood. Therefore, due to the need for effective parent modeling to acquire these 

strategies, it is hypothesized that higher levels of family accommodation reduce 

opportunities to acquire coping, which then results in more severe social anxiety. The 

proposed study seeks to use multiple regression to evaluate childhood coping skills as a 

mediator variable between family accommodation and the severity of social anxiety. 
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INTRODUCTION 

Family accommodation, which describes ways family members alter their behavior 

to mitigate distress in other family members, is a burgeoning area of research within the 

field of child psychology. Until recently, however, this area has remained largely 

unstudied. Consequently, little is known regarding the effect of family accommodation on 

childhood anxiety—a prevalent psychological disorder among children and adolescents 

with a seemingly comprehensive scope of existing research. Most efforts to study family 

accommodation have focused on the understanding and treatment of pediatric Obsessive 

Compulsive Disorder (OCD; e.g., Lebowitz, Panza, & Bloch, 2016; Lebowitz, Panza, Su, 

& Bloch, 2012; Lebowitz, Scharfstein, & Jones, 2014a; Storch et al., 2007). Only recently 

have researchers begun to examine family accommodation within anxiety disorders (e.g., 

Lebowitz et al., 2013)—a logical progression due to the minimal difference between 

anxiety and pediatric OCD with regards to their relationship with family accommodation 

(Lebowitz et al., 2014a). Unfortunately, due to a gap in the research focusing on family 

accommodation and anxiety disorders, it is difficult to project its weight of importance and 

prevalence within the psychogenesis of anxiety disorders. However, it can be helpful to 

understand the role of family accommodation by examining current findings on the topic 

through the contexts in which it has been studied. For instance, approximately 90% of 

families have been found to accommodate to both pediatric and adult OCD (Pinto, Van 

Noppen, & Calvocoressi, 2013). Given this staggering figure, family accommodation 

appears to play a significant role in the maintenance of OCD and likely other anxiety 

disorders. 

Recent theories of social anxiety posit the importance of family factors within the 

emergence and maintenance of the disorder among child and adolescent populations. For 
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instance, the roles of attachment, parental anxiety, and parenting style have been linked to 

social anxiety which helps to better understand the etiology the disorder (Ollendick & 

Benoit, 2011). While the relationship between family accommodation and anxiety is still 

relatively new, researchers have already begun to establish the links between 

accommodation and family factors. For example, family accommodation has been found 

to mediate the relationship between maternal and child anxiety (Jones, Lebowitz, Marin, 

& Stark, 2015). Due to the importance of family factors within social anxiety, family 

accommodation is a logical area to study within this domain.  

Interestingly, family accommodation somewhat mirrors disengagement coping 

strategies (i.e., strategies that involve avoidance to alleviate distress). One basic difference 

is that children cannot use family accommodation as a skill—instead, it acts as an external 

factor in the child’s environment that works to reduce anxiety. Coping, and its effect on 

distress and anxiety, is a well-established area of research. Findings in this area have helped 

support an understanding in both the etiology and treatment of anxiety disorders. In 

general, effective coping strategies reduce anxiety and negative affective responses to 

potentially difficult stimuli. This cannot be emphasized enough. If children are able to 

develop and maintain strong coping skills, their psychological outcomes are much more 

positive (Connor-Smith & Flachsbart, 2007). Family accommodation, however, can be 

argued to be an ineffective form of coping due to its inability to generalize to various new 

settings. Additionally, when family accommodation takes place, it likely dominates child 

and adolescent coping strategies due to the degree to which they are able to rely on 

accommodation to reduce or avoid distress in early life.  

The proposed study seeks to better understand the role of coping, specifically 

engagement coping (i.e., effective coping strategies that do not involve avoidance 

behaviors), within the context of family accommodation and social anxiety. More 
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specifically, this study seeks to evaluate whether engagement coping mediates the 

relationship between family accommodation and the severity of anxiety in socially anxious 

children and adolescents. Exploring the relationship between these variables will highlight 

the importance of family accommodation in the development and maintenance of social 

anxiety in children. Additionally, this information will provide a significant contribution 

to the newly developing area of research in family accommodation. 
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INTEGRATIVE ANALYSIS & INTERPRETATION 

Social Anxiety 

Anxiety disorders are the most pervasive class of all mental health disorders with a 

12-month prevalence of approximately 18% among the general population (Kessler, Chiu, 

Demler, & Walters, 2005) and even higher rates among individuals from a low 

socioeconomic status (Miech, Caspi, Moffitt, Wright, & Silva, 1999). Social anxiety 

disorder (SAD; formerly, social phobia), a subtype of anxiety, involves marked and 

persistent fear of negative evaluation in social and/or performance situations (Diagnostic 

and Statistical Manual of Mental Disorders, 5th Edition, 2013). People with social anxiety 

fear the scrutiny of others so much that they avoid interpersonal situations or experience 

immense discomfort while in them. Concern in social situations stems from a fear of 

embarrassing oneself or feeling humiliated. Social anxiety disorder is relatively common 

with lifetime prevalence rates ranging from 7% to 12.1% in the United States (Diagnostic 

and Statistical Manual of Mental Disorders, 5th Edition, 2013; Ruscio et al., 2008) and 

onset often begins in childhood and early adolescence (Chavira & Stein, 2005). Social 

anxiety disorder is associated with severe impairment and is regarded as a chronic 

condition that affects people of all ages and genders (Kessler, 2003). When compared to 

males, females more often report symptoms of anxiety (Costello, Egger, & Angold, 2005). 

Despite these differences in self-reporting, actual prevalence rates of anxiety disorders 

have generally not been found to vary significantly between genders even though some 

evidence supports this claim (Costello et al., 2005).  

Some theorists have conceptualized SAD using a cognitive-behavioral model (e.g., 

Rapee & Heimberg, 1997). This model has been one of the most influential models within 

the study of social anxiety and will be explored in detail in a following section. However, 
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to provide a more comprehensive background, an exploration of cognitive behavioral 

therapy (CBT) including its origins and its application to SAD will first be discussed. 

COGNITIVE-BEHAVIORAL & INFORMATION PROCESSING MODELS. 

CBT was derived from the original works of Beck (1970) and Ellis (1962), which 

contend that maladaptive cognitions (i.e., thoughts) contribute to the development and 

maintenance of emotional distress and behavioral problems. Beck’s model posits that these 

maladaptive cognitions include schemas (i.e., general beliefs), which give rise to automatic 

thoughts that engender psychological distress. When applied to social anxiety via two 

prominent models, namely the Cognitive-Behavioral Model (Rapee & Heimberg, 1997) 

and the Information Processing Model (Clark & Wells, 1995), theory dictates that an 

anxious state will be experienced to the extent that negative evaluations are thought and 

believed to be likely and could lead to potentially serious consequences. Related to 

maladaptive cognitions, socially anxious individuals often distort perceptions to affirm 

negative aspects of the self. Therefore, when negative information is received from 

surrounding people (e.g., an audience), it will have much greater weight for socially 

anxious individuals than people who are not anxious. This is due to the salience of the 

socially anxious individual’s negative schema.  

Beyond cognitions, anxiety also consists of somatic (i.e., physiological) responses. 

While socially anxious individuals often experience internal somatic responses similar to 

other anxiety disorders (e.g., pounding heart, butterflies in stomach), there are visible 

somatic symptoms that can have greater perceived social consequence; blushing, 

stammering, and sweating (Amies, Gelder, & Shaw, 1983; Solyom, Ledwidge, & Solyom, 

1986). Similar to the misattribution present in cognitions, socially anxious individuals are 

thought to overemphasize the presence of these visible somatic symptoms because of their 
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potential for negative evaluation. For instance, there is often a perception that people will 

know how insecure they feel if they are seen blushing. This can then exacerbate the anxiety 

(Rapee & Heimberg, 1997). In essence, the pairing of cognitive, behavioral, and 

physiological responses to social situations in socially anxious individuals results in faulty 

information processing. This renders these individuals to only process and experience 

potentially negative stimuli that is often reinforced by their preparation for such situations. 

For example, if an individual goes to great lengths to meticulously plan out a conversation 

and then does not experience as much anxiety, he or she will learn that planning was 

necessary. 

Other models have also theorized about the pathogenesis of social anxiety via risk 

and vulnerability factors. They describe four areas of contribution; genetic and 

temperament factors, cognitive aspects, parent-child interactions, and unhealthy 

environments, which all occur in the context of societal and cultural influences (for a 

review, see Brook & Schmidt, 2008). Parenting  and family environment are two important 

areas that are most commonly cited in the research and that have strong empirical support 

in their relationship to social anxiety. Specifically, results show a connection between 

parental over-control as well as parental psychopathology with childhood social anxiety 

(Brook & Schmidt, 2008). Adverse life events (i.e., sexual abuse, negative peer 

relationships), different cultural values, socioeconomic status, and traditional gender roles 

and gender differences in parent-child interactions also contribute to the etiology of the 

disorder (Brook & Schmidt, 2008). However, research has often failed to move beyond the 

examination of parental factors as a contributor to child social anxiety, so caution must be 

used when considering the influence of these additional factors. 
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PARENT-CHILD INTERACTION MODEL OF SOCIAL ANXIETY 

Ollendick and Benoit (2011) proposed the Parent-Interaction Model of Social 

Anxiety in youth that is more focused than other theories on the role of family and 

attachment factors in social anxiety. Namely, their theory draws from literature on 

behavioral inhibition, attachment, parental anxiety, parental practices, and aspects already 

present in the information processing models of anxiety (e.g., parent and child information 

processing). The components of this theory are described below. 

Behavioral inhibition is the temperamental reticence, distress, fear, avoidance or 

quiet restraint in early childhood to engage with unfamiliar situations (Kagan, Reznick, & 

Snidman, 1987). A genetic component of behavioral inhibition has been established as well 

as its moderate heritability (Dilalla, Kagan, & Reznick, 1994). Depending on the 

developmental age of the child, behavioral inhibition manifests in different ways. For 

example, adolescents experience behavioral inhibition through social anxiety, social 

withdrawal, and aggression, whereas school-aged children may exhibit quiet isolation with 

new peer acquaintances and difficulty withdrawing from parents when presented with new 

social situations. Behavioral inhibition is generally stable as children age with 

approximately 50% of children continuing to exhibit characteristics of it into adolescence 

(Fox, Henderson, Marshall, Nichols, & Ghera, 2005; Hirshfeld et al., 1992).  

Parental anxiety is another factor that Ollendick and Benoit (2011) claim is a core 

component of the psychogenesis of social anxiety. Specifically, it is but one of a number 

of factors theorized to maintain behavioral inhibition over time. In brief, parental anxiety 

is the occurrence of pathological levels of anxiety in a parent expressed as either high trait 

anxiety or an anxiety disorder. Elevated parental anxiety has been linked to the onset and 

course of anxiety disorders in children, especially SAD (Manassis & Hood, 1998; 

Ollendick & Horsch, 2007). In the parent-child interaction model, it is thought that parental 
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anxiety and child behavioral inhibition are correlated (Rosenbaum et al., 2000), which is 

likely due to their shared genetic component. 

Attachment has also been theorized in the parent-child interaction model to play a 

central role in the onset and maintenance of child and adolescent social anxiety.  Both 

behavioral inhibition and parent anxiety appear to be related to attachment between parent 

and child. Insecure-ambivalent attachment (Ainsworth, 1979), a relational and behavioral 

pattern between parent and child where the child has difficulty soothing his/herself or being 

soothed after a brief separation, is a risk factor for the development of anxiety disorders in 

general, and SAD in particular (Manassis & Bradley, 1994; Warren, Huston, Egeland, & 

Sroufe, 1997). Furthermore, insecure attachment has been associated with behavioral 

inhibition (Warren et al., 1997). Based on attachment theory, children who have insecure 

attachments interpret their caregivers as unreliable figures who are untrustworthy and who 

do not communicate well. As such, they do not provide a safe, secure environment. 

Consequently, as children develop, they establish a maladaptive approach to interpersonal 

and relational experiences. This approach can often lead to poor social interactions paired 

with negative social feedback. This feedback then causes children to internalize and 

strengthen their beliefs that the world is hostile and unsafe. This is similar to the 

information processing and cognitive-behavioral models of social anxiety discussed above 

in that children will learn to attend to negative stimuli even in the presence of alternate 

evidence. 

The final components of Ollendick and Benoit’s (2011) parent-child interaction 

model of social anxiety are parent and child information processing biases and parenting 

practices. Parent and child information processing biases are similar to that of the 

cognitive-behavioral theory outlined above in which parents and children interpret 

ambiguous information in a threatening way (for a review, see Muris [2010]). Parenting 
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practices include parenting styles, attitudes, behaviors, and beliefs in which parents engage 

to influence the environment of children. Overly controlling, protective, and critical 

parenting practices have been linked to the onset of symptoms of social anxiety. For 

example, a longitudinal study evaluating the effects of inhibition and parenting practices 

on social reticence in children ages 2 to 4 indicated significant relationships among these 

variables. While a main effect of inhibition on social anxiety was found, researchers also 

discovered that the presence of maternal intrusive, controlling, and/or derisive comments 

to their children moderated the relationship (Rubin, Burgess, & Hastings, 2002). 

Conversely, warm and responsive parenting practices are associated with increased 

adaptive behavior in childhood social interactions and decreased inhibition (Hane, Cheah, 

Rubin, & Fox, 2008). Interestingly, warmth and responsive parenting practices have also 

been linked with increased behavioral inhibition by reinforcing avoidance behaviors 

(Degnan, Henderson, Fox, & Rubin, 2008). It is likely that some parents using supportive 

strategies exhibit an overprotectiveness that communicates that environments are unsafe 

and that children an unable to cope without the support of their parents.  

COMORBIDITY 

Problematically, social anxiety can be highly comorbid with other mental health 

issues (Schneier, Johnson, Hornig, Liebowitz, & Weissman, 1992). This has been a 

problem for researchers, specifically when studying other comorbid anxiety disorders. 

Inconsistent reporting of the prevalence of more than one anxiety disorder in research 

studies is a limitation in much of the extant literature. However, despite this limitation, it 

does appear that there is a high prevalence of other comorbid anxiety disorders when a 

diagnosis for one anxiety disorder has been made (Costello et al., 2005).  
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In addition to the comorbid nature of various anxiety disorders, depression is also 

highly comorbid with anxiety. It has been demonstrated that children are 8.2 times more 

likely to experience depression when already diagnosed with an anxiety disorder (Angold, 

Costello, & Erkanli, 1999). Cummings, Caporino, and Kendall (2014) reviewed various 

pathways of development for anxiety and depression during childhood and adolescence—

the time in life with the most common onset of disordered anxiety—and found that many 

of these pathways are linked. The pathways discussed involve the order in which 

individuals acquire characteristics of each disorder. Social anxiety was often found to beget 

depression. Commonly, individuals suffering from social anxiety go untreated and cope by 

avoiding social situations and interactions. This avoidance leaves these individuals 

isolated, which then leads to depression. Inversely, it is also possible for individuals with 

depression to develop social anxiety due to their inability to interact with others (i.e., due 

to low motivation, low energy, anhedonia, etc.). These individuals believe that others may 

not want to be around them and, as a result, become socially anxious. While additional 

research needs to be completed to confirm the pathways for the development of social 

anxiety, this initial research illuminates the intimate relationship between social anxiety 

and depression.  

SOCIAL ANXIETY & FUTURE OUTCOMES 

When compared to non-anxious children, anxious children experience more 

impaired outcomes. In a study of 27 socially anxious children with matched non-anxious 

peers, children with social anxiety demonstrated lower expected performance, higher 

instances of negative self-talk on socially evaluative tasks, more social skills deficits, and 

judged themselves to be significantly less socially competent (Spence, Donovan, & 

Brechman-Toussaint, 1999). Additional researchers (e.g., Greca & Lopez, 1998; Rubin, 
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LeMare, & Lollis, 1990; Vernberg, Abwender, Ewell, & Beery, 1992) have found 

associations between social anxiety and impaired social relationships. For instance, 

socially anxious adolescents report poorer social functioning including less support from 

classmates and less social acceptance (Greca & Lopez, 1998). Furthermore, the more 

socially anxious adolescent girls are, the higher likelihood they report fewer friendships as 

well as less support, intimacy, and companionship among their close friends (Greca & 

Lopez, 1998).  

Not surprisingly, poorer relationships in life predict more depressive 

symptomology and loneliness. In a longitudinal study the presence of an anxiety disorder 

dramatically increased the rate of experiencing a depressive disorder (and vice-versa)—

especially the presence of social anxiety disorder in youth (Pine, Cohen, Gurley, Brook, & 

Ma, 1998). Essentially, as participants in this sample aged, primary diagnoses of social 

anxiety decreased in the presence of primary diagnoses of major depressive disorder. 

Considering that positive social interactions are somewhat limited in socially anxious 

adolescents, it could be that they become increasingly lonely and have limited access to 

positive social supports as they progress through life. Specifically, socially anxious 

individuals cope by withdrawing or avoiding social contact, which hinders the 

development of friendships—a powerful protective factor for depressive disorders (Rubin 

et al., 1990).  

SOCIAL ANXIETY SUMMARY 

Social anxiety is a prevalent disorder that can have staggering outcomes later in 

life. This is at least partially due to the high comorbidity with other psychological 

impairments—namely, depression.  Several theories outline the psychogenesis of the 

disorder, but perhaps none better than Ollendick and Benoit’s (2011) Parent-Child 
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Interaction Model of Social Anxiety. The authors discuss the importance of behavioral 

inhibition, attachment, parental anxiety, parental practices, and information processing 

models of anxiety (e.g., Clark & Wells, 1995). Adding family factors within the model 

does well to communicate the complexity of social anxiety. Not only do children become 

socially anxious due to their tendency to give attention to negative social cues, but their 

beliefs and coping skills regarding these cues are likely driven by familial interactions and 

behaviors. Given this, the role of family accommodation seems an essential facet to 

consider in socially anxious individuals.  

Family Accommodation 

Family accommodation describes ways in which family members (usually parents) 

alter their behavior and interactional style to avoid and/or reduce distress in other family 

members (usually children) caused by emotional disorders. Accommodation is a relatively 

new area of research and is most prevalent when studied in children with Obsessive 

Compulsive Disorder (OCD), and more recently, various anxiety disorders (e.g., (Lebowitz 

et al., 2013; Lebowitz, Scharfstein, & Jones, 2014b; Storch et al., 2007). Examples of 

family accommodation in OCD include excessive reassurance and/or removing knives 

from an environment to decrease distress in a family member with aggressive compulsions, 

spending excessive amounts of time listening to a family member confess due to a 

compulsion to tell on oneself, or engaging in excessive hand washing with a relative who 

is concerned about contamination. In social anxiety, family accommodation can manifest 

by parents allowing their child to not attend scheduled summer camps due to a concern that 

other children will make fun of them. Family accommodation behavior is inadvertently 

reinforcing to struggling family members due to the validation that their fear is a real 

threat/problem. Research has advanced quickly in this area, and it is now considered an 
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established and relatively important area in the field of OCD and anxiety treatments (for a 

review, see Lebowitz, Panza, & Bloch, 2016; Lebowitz, Panza, Su, & Bloch, 2012).  

In pediatric OCD, researchers have established the connection between increased 

family accommodation and OCD symptoms (Albert et al., 2010; Caporino et al., 2011; 

Flessner et al., 2011; Storch et al., 2007), increase impairment related to OCD (Caporino 

et al., 2011; Storch et al., 2007), and poorer treatment outcomes (Garcia et al., 2010). 

Recently, researchers have found that approximately 90% of families accommodate in both 

children and adults with OCD to some extent, as measured in the validation of a gold-

standard measure of family accommodation in OCD (Pinto et al., 2013). Due to its 

prevalence, researchers are now more frequently measuring family accommodation as a 

component of OCD—especially in treatment studies. For example, family accommodation 

is reduced after treatment of OCD with cognitive behavioral therapy (Lebowitz et al., 

2016). Furthermore, in a clinical trial comparing OCD treatments, all treatment modalities 

demonstrated decreased family accommodation (Gorenstein, Gorenstein, de Oliveira, 

Asbahr, & Shavitt, 2015). These findings support a strong link between OCD severity and 

symptomology and family accommodation.  

In a study comparing pediatric OCD, anxiety disorders, and non-anxious children, 

few differences were found between the OCD and anxiety group in relation to their rating 

on family accommodation measures (Lebowitz et al., 2014a). This evidence strongly 

suggests similarity between the role of family accommodation across both disorders. As 

stated above, only recently has family accommodation been applied to the area of anxiety 

disorders. The first study evaluating family accommodation and anxiety was conducted by 

Lebowitz and colleagues (2013). In that study, the authors developed and evaluated the 

Family Accommodation Scale Anxiety (FASA)—a modified version of the already 

validated Family Accommodations Scale (FAS) designed for measuring family 
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accommodation in individuals with OCD. After validating the measure, the authors 

reported that accommodation was highly prevalent across all anxiety disorders and 

especially for children who met criteria for Separation Anxiety Disorder. Additionally, 

similar to findings between accommodation and OCD, Lebowitz et al. (2013) reported that 

higher levels of family accommodation were significantly correlated with more severe 

anxiety symptoms. These findings have since been replicated (e.g., Jones, Lebowitz, 

Marin, & Stark, 2015; Storch et al., 2015). For example, in Jones et al. (2015), the authors 

asked 85 mothers to self-report their levels of anxiety, family accommodation, and the 

severity of their child’s anxiety via the State-Trait Anxiety Inventory (STAI), FASA, and 

Screen for Child Anxiety Related Disorders (SCARED), respectively. Results indicated 

that family accommodation mediates the relationship between maternal anxiety and child 

anxiety. Other research indicates that as a child’s anxiety increases in severity, the family 

is more likely to accommodate in order to mitigate the child’s distress (Storch et al., 2015). 

Until very recently, one limitation in the literature on family accommodation and 

anxiety has been the exclusive use of parent reports and not considering the child’s self-

report of these constructs. Research involving child reports of anxiety and family 

accommodation (via the child version of the FASA, the FASA-CR) has indicated that while 

parent-child agreement was good for overall measures of family accommodation and 

moderate for its subdomains, mothers reported significantly higher levels of 

accommodation compared to their children (Lebowitz et al., 2014b). Additionally, 

maternal anxiety moderated the relationship between mother and child ratings of family 

accommodation, such that higher instances of maternal anxiety were associated with a 

stronger positive correlation (Lebowitz et al., 2014b). In the same study, children also 

reported that family accommodation helps reduce feelings of anxiety and they do not 

believe that parents should accommodate less. This could be due to the fact that children 
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are highly reliant on family accommodation to reduce anxiety because they are less capable 

of coping without that behavior. For example, it is easier for a child to rely on parents not 

taking them to a summer camp if they express anxiety rather than develop the coping skills 

needed to adequately function in that setting while anxious about social judgment. 

FAMILY ACCOMMODATION SUMMARY 

To date, the literature on family accommodation mostly focuses on its relationship 

and interaction with OCD. This is somewhat surprising due to the similarity between OCD 

and anxiety. Furthermore, due to the role of the family within family accommodation, it 

appears particularly relevant in the area of social anxiety. As specified earlier in the Parent-

Child Interaction Model of Social Anxiety, parents have a critical role in the etiology of 

the disorder. Parenting styles, parental anxiety, and parent-child attachment greatly 

contribute to the development and maintenance of the disorder. For this reason, it seems a 

logical step to evaluate family accommodation specifically within social anxiety. 

Coping 

Coping, originally defined as “cognitive and behavioral efforts made to master, 

tolerate, or reduce external and internal demands and conflicts among them” (Folkman & 

Lazarus, 1980, p. 223) has been studied extensively within empirical and theoretical 

literature. The most prominent original works occurred in the 1970s and 1980s. As a 

construct, coping has progressed since that time with differences in definition based on 

several prominent researchers in the area. Overall, it seems as though the most widely 

accepted and inclusive definition considers coping as a way in which individuals identify, 

appraise, and respond to stressors in order to alleviate or reduce psychological distress and 

negative affect caused by them (Skinner, Edge, Altman, & Sherwood, 2003). 
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Understandably, it has been theorized that strong, adaptive coping skills may influence the 

development of positive mental health outcomes. 

Problematically, attempts to measure coping have been less than ideal. One 

problem that exists is the broad conceptual nature of the construct of coping. This results 

in a vast number of coping measures, each with its own unique set of strengths and 

weaknesses. To understand why this is the case and how it is seemingly unavoidable, one 

needs to more intimately understand some of the theoretical components driving 

measurement.  

Initially, two categories of coping were theorized; problem-focused coping and 

emotion-focused coping (Folkman & Lazarus, 1980). Problem-focused coping includes 

problem-solving efforts and behavioral strategies used for altering or managing the source 

of a problem or stressor. For example, socially anxious individuals may plan to hang 

around a close friend when in a new social situation. Emotion-focused coping deals with 

strategies that alter or manage emotional distress. For example, a socially anxious 

individual may try to forget about an experience when he/she embarrassed his/herself while 

meeting a new person or he/she may try to look on the bright-side by identifying positive 

things about the encounter. As mentioned, this category of coping was focused on 

mitigating the emotional impact of negative feelings. 

Emerging from this work was the differentiation between focus of coping (i.e., 

problem- and emotion-focused) and method of coping (Billings & Moos, 1981). In Billings 

and Moos’ (1981) seminal paper attempting to better operationalize coping, the authors 

describe various methods of coping. Specifically, this formulation divides active attempts 

to resolve stressful experience into active-cognitive, active-behavioral, and avoidance. 

Active-cognitive coping can be thought of as ways to alter or manage appraisal of a 

stressful experience. For example, socially anxious individuals may try to focus on past 
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successes when publicly speaking when they are about to give another public speech. 

Active-behavioral coping is an attempt to mitigate an individual’s response when presented 

with a stressful event. For example, before a socially anxious individual is about to give a 

stress-provoking speech, they may chat with members of the audience in a friendly way. 

Avoidance coping, according to Billings and Moos (1981), entails “attempts to avoid 

actively confronting the problem (for example, ‘prepare for the worst,’ ‘kept my feelings 

to myself’) or to indirectly reduce emotional tension by such behavior as eating or 

smoking” (p. 141). These “methods of coping,” have been synonymously called 

approach/active (cognitive and behavioral) vs. avoidance/passive (Billings & Moos, 1981).  

Problematically, while these seminal works do well in conceptualizing broad areas 

of coping, other areas of coping remain unaccounted for. Specifically, in the development 

of the Coping Orientation to Problems Experienced (COPE; Carver, Scheier, & Weintraub, 

1989), the authors outlined thirteen scales of coping to better indicate some of these 

nuances. Many of the scales are derived directly from the seminal works summarized 

above, but others are not. Those scales not derived from previous research were included 

to address areas that appeared to have some empirical evidence, but were not present in the 

theoretical literature at that time.  

Since then, the COPE has undergone numerous re-examinations to better 

understand its underlying factor structure. Examining these works is useful for 

understanding the progression of the coping literature. Developing a better understanding 

of this work is imperative due to the widespread use of the COPE throughout the last 

several decades (Kato, 2015). Examinations of the COPE have resulted in a revised, brief 

version (Carver, 1997), and at least two detailed psychometric reevaluations of the factor 

structure of the measure. Interestingly, when the COPE’s factor structure was evaluated in 

2000, it was found to be comprised of just three factors; rational, emotion-focused, and 
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avoidance coping—compared to the original thirteen factors found in its first psychometric 

evaluation (Lyne & Roger, 2000). This three-factor structure was determined in a study 

examining the COPE responses of 539 participants (nearly 90% female and all participants 

mostly between the ages of 31 and 40 years old). The clear three-factor structure was 

similar to other coping measures such as the Multidimensional Coping Inventory (MCI; 

Endler & Parker, 1990) and Coping Styles Questionnaire (CSQ; Roger, Jarvis, & Najarian, 

1993). Interestingly, it was not psychometrically possible to force the items into the original 

thirteen-factor structure even when attempts were made (Lyne & Roger, 2000). Despite 

this work, the most recent reevaluation of the COPE has, again, led to different results. 

More specifically, in a study of 217 individuals being treated for depression and anxiety 

with higher gender heterogeneity than previous studies (approximately 64% female) and a 

mean age of 44.04 years, the COPE was found to have poor fit for both lower and higher 

order factors based on Lyne and Rogers’ (2000) findings (Pang, Strodl, & Oei, 2012). 

Instead, exploratory factor analysis identified six primary factors that explained 

approximately 60% of the variance in coping; active planning, social support, denial, 

acceptance, disengagement, and restraint (Pang et al., 2012).  

Theories of coping have continued evolving over time, with the most recent theories 

categorizing coping into multi-tiered factor structures that typically encompasses most, if 

not all, of the various definitions and categories of coping summarized above. One major 

distinction in coping, that prevails in multiple models, is the distinction between 

engagement and disengagement (e.g., Connor-Smith, Compas, Wadsworth, Thomsen, & 

Saltzman, 2000; Tobin, Holroyd, Reynolds, & Wigal, 1989). While these terms generally 

reflect distinctions already made within past literature (i.e., active and passive, approach 

and avoidance), they typically emerge as higher order factors to conceptualize coping. This 
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added level of structure helps to further understand the construct of coping and how many 

of the past theories can be unified.  

While more recent coping measures appear to drop the distinction between 

problem- and emotion-focused coping in their models, the Coping Strategies Inventory 

(CSI), developed by Tobin et al. (1989), does well to incorporate both historic models into 

the construction of the measure (i.e., Folkman & Lazarus, 1980).  Therefore, the CSI 

examines both problem- and emotion-focused coping as well as the more recent higher 

order understanding of engagement and disengagement within coping (e.g., Compas, 

Connor-Smith, Saltzman, Thomsen, & Wadsworth, 2001; Connor-Smith et al., 2000). In 

brief, the CSI breaks down coping into tertiary subscales (Engagement and 

Disengagement), secondary subscales (Problem-focused Engagement, Emotion-focused 

Engagement, Problem-focused Disengagement, and Emotion-focused Disengagement), 

and primary subscales (Problem Solving, Cognitive Restructuring, Social Support, Express 

Emotions, Problem Avoidance, Wishful Thinking, Self-criticism, and Social Withdrawal). 

A graphical representation of this factor structure can be viewed in Figure 1 in Appendix 

B.  

COPING WITHIN CHILDHOOD AND ADOLESCENCE 

Many of the models of coping have been applied to child and adolescent 

populations. Further exploring the importance of coping during these developmental ages 

aids in the understanding of how some children acquire and maintain various psychological 

difficulties. For instance, coping has been linked with resilience, an essential component 

in the course of psychological well-being (Leipold & Greve, 2009). While the literature on 

resilience typically differentiates it from coping (e.g., Fletcher & Sarkar, 2013), the 

relationship between the two remains essential and difficult to disentangle. For instance, it 
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is difficult for individuals to be resilient without effective coping strategies (Major, 

Spencer, Schmader, Wolfe, & Crocker, 1998).  

Children learn coping skills through various ways, but perhaps none more 

important than the influence of parents. In a comprehensive review of the extant literature 

in the area, Power (2004) generated multiple pathways in which parents influence the 

development of child coping. Namely, Power (2004) discusses the role of parents in the 

development of a child’s appraisal of stressful situations and then the subsequent coping 

behaviors that follow. In the case of appraisal, parents support effective skill through 

modeling, coaching, and other contextual cues such as praise or criticism (Power, 2004). 

For example, effective parental modeling for a child’s appraisal of various potentially 

anxiety provoking social situations could include helping the child to attend to relevant 

stimuli, seeking out appropriate information, and encouraging adaptive perspective taking. 

Furthermore, in the case of social anxiety, parents could also model effective behavior and 

emotionality when interacting in new social situations of their own (e.g., when meeting 

new parents at a back-to-school night). The way a child appraises a situation will determine 

whether or not he/she will employ coping strategies. These coping strategies are then 

influenced by parental involvement. Specifically, parents convey coping strategies through 

modeling, responding to emotions, assisting children when in need, utilizing rewards or 

punishments, or by doing things for the child (i.e., distraction or accommodation) (Power, 

2004). 

Reinforcement, in addition to modeling and transferring information, is another key 

component of how children learn to cope. Reinforcement has been studied since its origin 

in behaviorism. Parental responses to children’s emotions, as well as their adaptations to 

these emotions, can be considered reinforcers. For example, in a study comparing anxious 

and non-anxious children between the ages of 7 and 13, maternal anxiety and intrusive 
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parenting (i.e., overprotectiveness) were found to significantly affect the severity and 

maintenance of a child’s anxiety (Hudson, Comer, & Kendall, 2008). Essentially, when 

anxious children exhibit responses of distress, their parents are more likely to respond by 

assisting the child—a behavior not present in instances of other positive emotional 

experiences. In this example, parents are reinforcing a child’s emotional reaction (anxiety) 

as well as their need for parental involvement to decrease their negative arousal. This 

process likely inhibits a child’s ability to practice and form other adaptive coping strategies 

that may generalize in settings when parents are not present—such as when interacting 

with peers in school. 

COPING OUTCOMES 

Effective coping strategies are important in promoting psychological well-being. 

Without strong coping skills, children are at risk for various negative life outcomes. For 

instance, children with poor responses to stress and coping strategies are at far greater risk 

for developing and maintaining symptoms of depression (Compas, Connor-Smith, & Jaser, 

2004). This seems to be related to child and adolescent temperament—the individual 

differences in emotional and behavioral style that appear early in life. Interestingly, poor 

coping in childhood and adolescence appears to predict personality difficulties later in life, 

whereas adaptive ways of coping are linked with more positive qualities. Specifically, 

characteristics such as optimism, conscientiousness, extraversion, and openness are linked 

with engagement coping, whereas neuroticism is linked with disengagement coping 

(Connor-Smith & Flachsbart, 2007). For a further review on this topic, see Carver and 

Connor-Smith (2009).  



 22 

COPING SUMMARY 

Coping has been studied in great depth over the last several decades. Theories of 

coping typically categorize the construct into some form of engagement vs. disengagement 

as well as into problem- vs. emotion-focused. Parents play a central role in the development 

of childhood coping skills, which is rather important considering the empirically 

established links between various coping strategies/categories of coping and mental health 

outcomes. As discussed in the Parent-Child Interaction Model of Social Anxiety, family 

factors are important in the development of the disorder. Given that child coping appears 

to be influenced by these familial factors as well, it is likely that family behaviors (i.e., 

family accommodation) have an important role in the presentation of social anxiety in 

children and adolescents. As stated previously, family accommodation appears similar to 

disengagement coping, which is less helpful in producing healthy psychological outcomes 

in children. Examining the relationship between family accommodation, coping, and social 

anxiety will help to provide further insight on the topic 
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PROPOSED STUDY 

The proposed study seeks to understand the connection between family 

accommodation and severity of social anxiety in children and adolescents. Beyond OCD, 

family accommodation is a relatively new field of research in anxiety disorders. While past 

research indicates a strong relationship between family accommodation and the severity of 

most DSM-5 anxiety disorders (e.g., Jones et al., 2015; Lebowitz et al., 2013; Storch et al., 

2015), no research has focused specifically on social anxiety. The Parent-Child Interaction 

Model of Social Anxiety hypothesizes a link between parental factors (e.g., parenting style, 

parental anxiety, attachment) and the emergence and maintenance of social anxiety 

(Ollendick & Benoit, 2011). Due to the relationship between such factors and family 

accommodation, it is highly likely that family accommodation has a significant relationship 

with the development and maintenance of social anxiety. While that connection has been 

found (although in different terms than family accommodation), it is reasonable to assume 

that family accommodation is not the sole mechanism affecting the severity of social 

anxiety. More specifically, it is likely that the relationship between family accommodation 

and severity of anxiety is mediated by another factor. Literature regarding coping strategies 

suggests that social anxiety severity is negatively correlated with effective coping (e.g., 

Connor-Smith & Flachsbart, 2007). In other words, children with fewer coping skills have 

higher levels of anxiety (e.g., Cowen & Work, 1988). In family accommodation, parents 

enable avoidance behaviors in children by accommodating—a behavioral experience that 

likely inhibits the learning of other effective coping strategies. The proposed study 

hypothesizes that child and adolescent coping strategies mediate the relationship between 

family accommodation and severity of social anxiety. Understanding this relationship will 
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help not only inform the treatment of social anxiety disorder, but it will also add important 

knowledge to the relatively new and growing literature on family accommodation. 

Research Questions & Hypotheses 

RESEARCH QUESTION 1 

Controlling for gender and socioeconomic status (SES), is family accommodation 

a significant predictor of severity of social anxiety? 

Hypothesis 1 

Family accommodation will significantly predict severity of a child’s social 

anxiety. Specifically, higher levels of family accommodation will be associated with higher 

levels of social anxiety. 

Rationale 

Previous research demonstrates links between family accommodation and anxiety 

in the same direction—increased family accommodation leads to higher instances of 

anxiety and greater impairment (Jones et al., 2015; Lebowitz et al., 2013; Storch et al., 

2015). There have not been any studies to date that have specifically investigated this 

relationship within social anxiety and there is no evidence to support that social anxiety 

would deviate from other types of anxiety studied. To further support this claim, the Parent-

Child Interaction Model of Social Anxiety (Ollendick & Benoit, 2011) would suggest that 

much of the etiology of a child’s social anxiety is due to parental factors influencing 

symptomology. Specifically, parental anxiety and attachment may lead parents to 

accommodate their children’s anxiety more often due to the need to mitigate their own 

anxiety responses.  
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RESEARCH QUESTION 2 

Controlling for gender and SES, is family accommodation a significant predictor 

of engagement coping skills? 

Hypothesis 2 

Family accommodation will significantly predict engagement coping skills. 

Specifically, higher instances of family accommodation will be associated with lower 

instances of engagement coping.  

Rationale 

Family accommodation appears to be more consistent with disengagement 

coping—children can rely on their parents to mitigate anxious responses by removing them 

from or allowing them to avoid potentially challenging social situations. Due to the 

avoidance of anxiety-provoking situations, engagement coping skills are less likely to be 

practiced as a child develops as it is easier for children to rely on parents’ accommodations 

(Lebowitz et al., 2014b). Empirical evidence has demonstrated that less effective coping 

strategies, such as avoidance, are more commonly associated with internalizing difficulties, 

such as anxiety and depression (Findlay, Coplan, & Bowker, 2009). Furthermore, 

considering Ollendick and Benoit’s (2011) model of social anxiety, parenting styles will 

likely be found to influence the severity of symptoms among the socially-anxious 

participants in the current study. For example, avoidance behaviors are reinforced by warm 

and responsive mothers, likely due to their desire to overcompensate in an overprotective 

way (Degnan et al., 2008). Since the sample is inherently comprised of socially anxious 

individuals, such findings will generalize to this proposed study. 
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RESEARCH QUESTION 3 

Controlling for gender, SES, and family accommodation, are engagement coping 

skills a significant predictor of the severity of a child’s social anxiety? 

Hypothesis 3 

Engagement coping skills will significantly predict the severity of a child’s social 

anxiety. Specifically, higher instances of engagement coping will be associated with less 

severe anxiety symptomology. This effect will persist despite the presence of family 

accommodation in the analysis, indicating a mediational relationship between the three 

variables. 

Rationale 

Based on much of the content in the review above, there seems to be a clear 

connection between family accommodation, coping, and social anxiety. Family 

accommodation can be viewed in the context of maladaptive coping; specifically, 

avoidance. When family accommodation is higher, it is likely that less engagement coping 

is used—disengagement coping is likely used in its place for many situations associated 

with anxiety. For this reason, children’s social anxiety is likely more severe due to their 

inability to utilize adaptive coping (e.g., engagement coping) as readily. In essence, family 

accommodation decreases children’s practice and learning of engagement coping in such 

a way that they feel more socially anxious. 

RESEARCH QUESTION 4 

Controlling for gender and SES, are engagement coping skills a partial mediator 

between family accommodation and the severity of a child’s social anxiety? 
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Hypothesis 4 

Engagement coping skills will partially mediate the relationship between family 

accommodation and severity of social anxiety.  

Rationale 

Assuming that the other three research questions are consistent with the proposed 

hypotheses, a mediation will be present (see Figure 3 in Appendix B). Considering that 

family accommodation is somewhat similar with some forms of disengagement style 

coping (e.g., ones related to avoidance), a partial mediation will be present. Family 

accommodation and severity of social anxiety will be partially mediated, and not fully 

mediated, because family accommodation can be adaptive in some circumstances to 

mitigate the severity of anxiety—albeit in less adaptive ways for independent functioning. 

A lack of engagement coping strategies will strongly explain the mechanism with which 

family accommodation influences severity of social anxiety, due to the ability of the child 

to depend on family accommodation as a partial coping strategy for managing anxiety. This 

does not mean a child is unable to utilize engagement coping, but rather they possess a 

learned and reinforced predilection of disengagement strategies (Degnan et al., 2008). 

Method 

PARTICIPANTS 

The population of interest is socially anxious children and adolescents between the 

ages of 8 and 14. Participants will be part of a larger treatment study conducted through 

the Texas Child Study Center (TCSC) at the University of Texas at Austin. Based on an 

apriori power analysis conducted with G*Power, in order to yield medium effect sizes 

(0.15) with a power of 0.8 and an error of 0.05, 92 participants are needed (see Figure 2 in 

Appendix B). To be eligible to participate in the study, participants must have a primary 
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diagnosis of Social Anxiety Disorder as determined via the Kiddie Schedule for Affective 

Disorders and Schizophrenia for School-Age Children-Present and Lifetime Version (K-

SADS-PL). Participants who also meet criteria for other comorbid anxiety disorders (e.g., 

Separation Anxiety Disorder, Generalized Anxiety Disorder, Specific Phobia) will be 

allowed to participate as long as Social Anxiety Disorder is the primary diagnosis. 

Participants will be excluded from the study if they meet criteria for the following disorders 

on the K-SADS-PL or if they have been historically diagnosed with them: 

neurodevelopmental disorders (e.g., Intellectual Disability, Specific Learning Disorder, 

Attention-Deficit/Hyperactivity Disorder, Autism Spectrum Disorder), schizophrenia 

spectrum and other psychotic disorders (e.g., Schizophrenia, Brief Psychotic Disorder), 

bipolar and related disorders (e.g., Bipolar I & II Disorders, Cyclothymia), depressive 

disorders (e.g., Major Depressive Disorder, Persistent Depressive Disorder, Disruptive 

Mood Dysregulation Disorder), obsessive-compulsive and related disorders, trauma- and 

stressor-related disorders, feeding and eating disorders (e.g., Anorexia Nervosa, Bulimia 

Nervosa), and substance use disorders. Children will be excluded from the study if they are 

on medication specifically to treat their anxiety. Finally, all participants must be able to 

read, speak, and write in English. 

MEASURES 

Demographic Information 

Demographic information will be obtained via the standard intake form used within 

the larger study treatment study at TCSC. The proposed study is interested in extracting 

the following information from the form: child’s age, gender (male, female, or other [please 

specify]), and the family’s gross income. To view the measure, see Appendix C. 
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Anxiety 

Screen for Child Anxiety Related Disorders (SCARED) 

The SCARED (Birmaher et al., 1997, 1999) is a 41-item measure used to screen 

childhood anxiety disorders. It provides five factors including somatic, generalized, 

separation, school, and social anxiety as well as an overall score. In the parent rating form 

(SCARED-PR), parents are asked to rate their child’s anxiety on a three-point scale (0 = 

Never True, 1 = Sometimes True, 2 = Often True). In the child version (SCARED-CR), 

children are asked to complete the same items, but about themselves. The SCARED 

demonstrates strong psychometric properties; good internal consistency (alpha = 0.74 to 

0.93), test-retest reliability (intra-class correlation coefficients [ICC] = 0.7 to 0.9), 

discriminative validity between other psychiatric disorders (e.g., Major Depressive 

Disorder) as well as other anxiety disorders, and low to moderate parent-child agreement 

(r = 0.2 to 0.47)  (Birmaher et al., 1999). To view the measure, see Appendix C. 

Kiddie Schedule for Affective Disorders and Schizophrenia for School-Age Children-

Present and Lifetime Version (K-SADS-PL) 

The K-SADS-PL (Kaufman et al., 1997) is a semi-structured interview designed to 

assess a wide spectrum of past and current episodes of psychopathology in children and 

adolescents. Specifically, the K-SADS-PL assesses affective disorders, psychotic 

disorders, anxiety disorders, behavioral disorders, and substance abuse and other disorders. 

The K-SADS-PL is the gold standard in research for assessing psychopathology in children 

and adolescents. It demonstrates strong psychometric properties including excellent to 

good test-retest reliability (kappa = 0.5 to 0.7), strong concurrent validity (especially for 

anxiety), and excellent inter-rater reliability (Kaufman et al., 1997).  
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Social Phobia and Anxiety Inventory (SPAI) 

The SPAI has two versions, a self-report (SPAI-C) and a parent-report (SPAI-C-

P). The SPAI-C (Beidel, Turner, & Morris, 1995) is a self-report measures for children and 

adolescents between that ages of 8 and 14. It consists of 26 items assessing somatic 

symptoms, cognitions, and behaviors across socially fear-producing situations. Questions 

are answered on a 3-point Likert-type scale (0 = Never to 2 = Most of the Time or Always). 

The measure demonstrates strong internal consistency (Cronbach Alpha = 0.95) and 

adequate test-retest reliability (Beidel et al., 1995). It discriminates social phobia from 

other anxiety disorders, disruptive disorders, and psychiatric disorders (Beidel, 1996; 

Beidel, Turner, Hamlin, & Morris, 2000). The SPAI-C-P is virtually identical to the SPAI-

C. Only the stem is changed in each question; “My child feels scared . . .” changed from “I 

feel scared . . .” Similar to the SPAI-C, the SPAI-C-P demonstrates good internal 

consistency, concurrent validity, and is significantly correlated with child self-reported 

social anxiety (Higa, Fernandez, Nakamura, Chorpita, & Daleiden, 2006). For a list of 

items as shown in Higa et al. (2006), see Appendix C.  

Family Accommodation 

Family Accommodation Scale—Anxiety (FASA) 

The FASA (Lebowitz et al., 2013) was originally adapted from the Family 

Accommodation Scale (FAS; (Calvocoressi et al., 1999; Storch et al., 2007). It is a 13-item 

parent-report questionnaire used to assess family accommodation in families with anxious 

children. FASA consists of two different 5-point scales; frequency of behaviors and level 

of distress. For frequency of behaviors, parents are asked to select one option on a Likert 

scale (0 = No, 4 = Daily). For level of distress, parents are asked to select one option on a 

Likert scale (0 = No, 4 = Extreme). The original FAS demonstrated strong psychometric 



 31 

properties with excellent inter-rater reliability (0.75 to 0.95), good internal consistency 

(alpha = 0.82) (Calvocoressi et al., 1999). In a preliminary study that reported the 

psychometric properties of the FASA, it showed high internal consistency, alpha levels of 

0.9 and 0.91 for specialty and general clinics, respectively, strong convergent validity with 

other anxiety measures, and divergent validity with a non-significant correlation with 

measures of depression (Lebowitz et al., 2013). To view the measure, see Appendix C. 

Coping Skills 

Coping Strategies Inventory (CSI) 

The CSI (Tobin et al., 1989) is a 72-item index of coping strategies comprising a 

three-tier factor structure. Tertiary factors include engagement and disengagement. 

Secondary factors include problem-focused engagement, emotion-focused engagement, 

problem-focused disengagement, and emotion-focused disengagement. Primary factors 

include problem solving, cognitive restructuring, express emotions, social support, 

problem avoidance, wishful thinking, self-criticism, and social withdrawal. For a figure 

illustrating this structure, please refer to Figure 1 in Appendix B. Different from other 

measures of coping (e.g., COPE), the CSI assesses coping in specific situations. 

Participants can be asked to describe a stressful event that occurred during the last month 

and then to indicate the extent to which they used the specific coping strategies assessed in 

the measure. Alternatively, and as will be the case in this proposed study, the CSI can also 

be used by assessors giving participants a stressful situation to respond to—for example, 

relating to social anxiety. Participants respond by indicating on a 5-point Likert-type scale 

the degree to which they performed the particular coping strategy in the previously 

described situation (None, A Little, Some, Much, and Very Much). Initial alpha 

coefficients for the primary scales range from 0.71 to 0.94, and two-week test-retest 
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reliability coefficients range from 0.67 to 0.83 (Tobin et al., 1989). Reliability for the 

tertiary scales were 0.9 for engagement and 0.89 for disengagement (Tobin et al., 1989). 

In terms of criterion and construct validity, CSI has been demonstrated to discriminate 

between neurotic and normal samples (Tobin, Holroyd, & Reynolds, 1982). This measure 

will be used with slightly altered stems to specify “My child . . .” instead of “I . . .” To view 

the measure, see Appendix C. 

PROCEDURE 

The proposed investigation will be conducted as a part of a larger treatment study 

evaluating the additive benefit of parental participation in an empirically validated and 

manualized cognitive-behavioral therapy protocol (Coping Cat; Kendall, Hedtke, & Child 

and Adolescent Anxiety Disorders Clinic [Temple University], 2006). Participants will be 

recruited from community referrals to the anxiety disorders treatment program. When 

parents contact the investigators, they will complete the SCARED-PR over the phone to 

assess for current symptoms of anxiety. If children present with elevated levels (as 

indicated by the cut-off scores on the SCARED), the family will be invited to complete the 

K-SADS-PL. In keeping with the protocol of the K-SADS-PL, both children and parents 

will be interviewed separately and then the trained assessor will combine the information 

into summary ratings. Only children who meet the criteria for Social Anxiety Disorder as 

their primary diagnosis will become participants.  

Once families are in the study, they will be asked to complete the parent versions 

of the SPAI-C, FASA, and CSI. For the CSI, a real-life example from each child’s K-

SADS-PL will be used to describe a social anxiety provoking situation. Individual parents 

completing the CSI will use their situation specific prompt tailored to their child to 

complete the measure. 
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ANALYSIS & EXPECTED RESULTS 

For reference, a list of all the variables in this study can be found in Table 1 in 

Appendix A. Data will be evaluated with IBM SPSS Statistics. As previously stated, a 

power analysis was conducted using G*Power to discern the total sample size needed for 

the study. Five predictor variables are planned; gender, socioeconomic status, social 

anxiety, engagement coping skills, and family accommodation. Additional information 

regarding the sample size can be found in the Participants section. In brief, 92 participants 

will complete the measures.  

Prior to running the main analyses, steps will be taken to ensure the quality of data. 

The assumptions for using multiple regression will be tested. This will include testing of 

normality of the residuals, checking for linearity between outcome and exploratory 

variables, testing for homoscedasticity of the residuals, and any instances of 

multicollinearity. Preliminary analyses will also include assessment regarding the 

psychometric properties of all scales used. Factor structures for the SPAI-C-P, CSI, and 

FASA will be examined using confirmatory factor analyses. This is to ensure that the 

measures are functionally consistent with previous literature. Reliability analyses will also 

be conducted to examine Cronbach’s alpha coefficients of each measure; SPAI-C-P, CSI, 

and FASA. Based on past literature, it is expected that all scales will score in the acceptable 

or higher ranges.  

The following research questions were designed to evaluate whether coping 

strategies mediate the relationship between family accommodation and the severity of a 

child’s social anxiety. As such, four research questions were developed to address the 

various conditions necessary to confirm the presence of a mediation as recommended by 

Baron & Kenny (1986). 
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Research question 1 

Controlling for gender and socioeconomic status (SES), is family accommodation 

a significant predictor of the severity of a child’s social anxiety? 

Analysis plan and expected results 

A multiple regression will be completed using the total score on the FASA as the 

independent variable and total score on the SPAI-C-P as the dependent variable. To control 

for gender and socioeconomic status, both variables will be entered into the regression. 

Male (or “gender”) will be dummy coded with 1 = male and 0 = female. After doing this, 

standardized slope coefficients will be derived. It is predicted that the p-value will be 

significant between the FASA and SPAI-C-P, thus satisfying the first condition of 

mediation. 

Research question 2 

Controlling for gender and SES, is family accommodation a significant predictor 

of engagement coping skills? 

Analysis plan and expected results 

Another multiple regression analysis will be completed, but this time using the total 

score on the FASA as the independent variable and the total score of the engagement scale 

on the CSI as the dependent variable. As in the previous research question, to control for 

gender and social economic status, each will be input into the regression. After doing this, 

standardized slope coefficients will be derived. It is predicted that the p-value will be 

significant between the FASA and CSI, thus satisfying the second condition of mediation.  

Research question 3 

Controlling for gender, SES, and family accommodation, are engagement coping 

skills a significant predictor of the severity of a child’s social anxiety? 
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Analysis plan and expected results 

Another multiple regression analysis will be completed with the total score on the 

SPAI-C-P as the dependent variable and the total score on the FASA and total score on the 

engagement scale on the CSI as independent variables. To control for gender and 

socioeconomic status, similar to previous questions, those variables will also be added into 

the regression and dummy coded as needed. The slope coefficient for the CSI will be 

evaluated for significance. It is predicted that the p-value will be significant, thus satisfying 

the third condition of mediation.  

Research question 4 

Controlling for gender and SES, are engagement coping skills a partial mediator 

between family accommodation and the severity of a child’s social anxiety? 

Analysis plan and expected results 

The same analysis from the previous condition/research question will analyzed, but 

this time the slope coefficient for the FASA will be examined. It predicted that the slope 

coefficient will be significant, indicating the presence of a mediation. Not all variance will 

be accounted for with the addition of engagement coping skills, so a partial mediation is 

expected (as compared to a total mediation). 
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DISCUSSION 

Summary 

The proposed study seeks to add to the extant literature by providing added insight 

regarding the relationship between family accommodation and the severity of social 

anxiety. Specifically, it is hypothesized that engagement coping skills mediate the 

relationship between family accommodation and social anxiety. Participants who are part 

of a larger treatment study for anxiety disorders will be included within the proposed study 

if, after completing a comprehensive semi-structured clinical interview, they have primary 

diagnoses of Social Anxiety Disorder and no other diagnoses of psychological disorders 

other than comorbid anxiety disorders. Data will be collected with various self-report 

measures and analyzed using multiple regression.  

Limitations 

There are a number of limitations within the proposed study. First, due to the nature 

of the larger study in which this proposed study is a part, the sample will not be randomized 

and cannot guarantee a representative sample of the population. Therefore, caution will 

need to be exercised regarding the generalizability of the findings. Second, while effort 

was made to select the best measures for the purposes of this study, it is important to 

acknowledge the possibility that not all facets of family accommodation and coping may 

be assessed by the scope of the chosen instruments. As such, there is an inherent limitation 

to using only one instrument per construct and convergent validity will not be able to be 

assessed, which may limit the meaning of the findings. Third, only self-report measures 

will be used for the analysis, which may limit the reliability of specific measures when 

approximating the “true” value of participant’s characteristics. Fourth, measures are being 

used from only one rater, which may limit the scope of the study as being mostly from 
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parent reports. However, at least in the case of family accommodation, while child and 

parent report differ in the magnitude of the construct, they still display a significant positive 

correlation with one another (Lebowitz et al., 2014b). This finding suggests that ratings, 

although differing in magnitude, still seem to measure a similar indication of the given 

trait—children commonly under-report. Considering this, while a clear limitation of the 

proposed study is the use of one-rater per measure, it is unlikely (at least in the case of 

family accommodation) that it would have a meaningful effect within the analysis. Finally, 

since a modified version of the CSI was used, it is possible that the measure will be 

unreliable and invalid. This seems highly unlikely due to the minor changes made in the 

measure. Additionally, when similar procedures have been used for other measures, factors 

structure, reliability, and validity have not differed significantly (e.g., Higa et al., 2006).  

Implications & Future Research 

Findings from this study will help to further the understanding of the role of family 

accommodation within children who struggle with social anxiety. Should the predicted 

findings emerge, it will help guide clinicians treating social anxiety in child and adolescent 

populations. Rather than focus strictly on eliminating family accommodation—a task that 

can be very difficult for some parents—treatment can focus more on improving and 

mastering engagement coping strategies in families who engage in problematic levels of 

accommodation. Furthermore, given the relatively recent status of family accommodation 

research in anxiety disorders, the proposed study will help to further the field’s knowledge 

of the construct. Results will define the link between coping, an area of psychology with a 

rich background in empirical study and application, to the course and treatment of anxiety. 

Additionally, linking coping to family accommodation will help guide future research in 

the mechanisms of action behind anxiety. 
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While this study will help, it will add but one small piece of data to the field. More 

work must be done. Future research should first focus on replicating the proposed study in 

such a way that eliminates the limitations discussed above. While self-report measures are 

useful and quick in nature, they limit perspective. Behavioral, qualitative ratings from 

clinicians could be implemented as ways to measure family accommodation, social 

anxiety, and coping. Additionally, the use of additional measures should be used to study 

the same constructs. For instance, using various coping measures will help to eliminate 

doubt in the validity of the current measure used—especially since the measurement of 

coping appears to still need work within the field. Finally, after replication, it will be 

important for future researchers to test the implications of this study in treatment. If 

engagement coping does mediate the relationship between family accommodation and 

social anxiety, researchers and clinicians must determine if this serves as an effective 

treatment target among for children with social anxiety. Developing a comprehensive 

understanding of the theories and ideas proposed within this study will lead to progress in 

the field of psychology and research and will have lasting implications for helping children 

and adolescents who suffer from social anxiety. 
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Appendices 

APPENDIX A – TABLES 

Table 1. Variables 

Variable Measure Type 

Severity of Social Anxiety SPAI-C-P Ordinal 

Family Accommodation FASA Ordinal 

Engagement Coping CSI Ordinal 

Socioeconomic Status Demographic Form – 

Gross Family Income 

Interval 

Gender Demographic Form – 

Gender 

Nominal 

Note: SPAI-C-P = Social Phobia 
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APPENDIX B – FIGURES 

 

Figure 1. Factor Structure of the Coping Strategies Inventory (CSI) 
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[1] -- Sunday, August 28, 2016 -- 16:37:45 

F tests - Linear multiple regression: Fixed model, R² deviation from zero 

Analysis: A priori: Compute required sample size  

Input: Effect size f² = 0.15 

 α err prob = 0.05 

 Power (1-β err prob) = 0.8 

 Number of predictors = 5 

Output: Noncentrality parameter λ = 13.8000000 

 Critical F = 2.3205293 

 Numerator df = 5 

 Denominator df = 86 

 Total sample size = 92 

 Actual power = 0.8041921 

Figure 2. Power Analysis 
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Figure 3. Mediation diagram 
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APPENDIX C – MEASURES 
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SPAI-C-P Items 
Scared when joining in a social situation with a large group of boys and girls (more than six) (1) 

Scared when he or she becomes the center of attention (and other people look at her or him) (2) 

Scared when has to do something while others watch him or her (read aloud, etc.) (3) 

Scared when speaking or reading in front of a group of people (4) 

Scared when answering questions in class or at meetings (e.g., scouts) even when he or she knows the answer (5) 

Goes home early when at parties, dances, school, where there will be more than two people (6) 

Scared to ask questions in class (8) 

Scared when in the school cafeteria (9) 

Scared and doesn’t know what to do if somebody starts arguing with him or her (10) 

Scared and doesn’t know what to do if somebody asks him or her to do something that he or she doesn’t want to (11) 

Scared and doesn’t know what to do when in an embarrassing situation (12) 

Scared to say what he or she thinks if somebody says something that is wrong or bad (13) 

Scared when starts to talk (14) 

Scared talking for longer than a few minutes (15) 

Scared when speaking (giving a book report, reading aloud) in front of others (16) 

Scared when he or she is in a school play, choir, music, or dance recital in front of others (17) 

Scared when ignored or made fun of (18) 

Avoids social situations (parties, playing with others) (19) 

Leaves social situations (parties, school, playing with others) (20) 

Thinks about what might go wrong before going someplace with others (21) 

Has scary thoughts when with others (24) 

Experiences physical symptoms before going someplace (a party, school, soccer game, etc.) (25) 

Experiences physical symptoms at someplace (a party, school, soccer game, etc.) (26) 
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NOTE: CSI will be modified to read “My child . . .” instead of “I . . .” in addition to other necessary pronoun changes. 
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