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Abstract
Family accommodation is associated with an increase in anxiety and has recently received attention as a target for interven-
tion for youth anxiety. Existing theories posit that the increase in family accommodation increases youth anxiety and can 
attenuate the effect of psychotherapy. However, the directionality between family accommodation and youth anxiety has 
not been investigated. A cross-lagged cross-panel design was used to assess accommodation and anxiety for 10 sessions for 
73 youths with an anxiety disorder, who were receiving cognitive-behavioral therapy. The analysis revealed a bidirectional 
relationship, such that to some extent previous session family accommodation increased youth anxiety symptoms (β = 0.11, 
95% CI [0.06, 0.17]), but to an even greater extent previous session youth-rated anxiety symptoms increased family accom-
modation (β = 0.23, 95% CI [0.08, 0.38]). Family accommodation is an important target for reducing youth anxiety but should 
be addressed simultaneously as interventions directly targeting youth anxiety.
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Introduction

Anxiety disorders are among the most common mental 
health issues of children and adolescents [1]. Without treat-
ment, many youth with anxiety disorders will continue 
to experience these and other psychiatric conditions into 
adulthood [2]. These disorders impair cognitive develop-
ment, school performance, and social functioning of afflicted 
youth [3–5], and present with high rates of co-occurring 
psychiatric conditions, such as depression, addiction and 
heightened risk of suicidal behavior [6, 7]. These disorders 

are also associated with school absenteeism, parental pro-
ductivity loss, and increased healthcare service usage, and 
thus present a substantial societal burden [8].

Recently, the term “family accommodation” has been 
identified as a potentially important target for interventions 
aimed at reducing youth anxiety [9, 10]. Family accommo-
dation is defined as any change that parents make to their 
behavior with the intent of lessening or protecting their 
child from anxiety or fear in the short-term [11, 12]. Current 
theories posit that family accommodation increases anxi-
ety over time through negative reinforcement of avoidance 
behaviors that interfere with the natural extinction of con-
ditioned fear [9]. Family accommodation may be seen as a 
part of a broader set over overprotective parenting behaviors, 
which include intrusive parental involvement and reduced 
autonomy for the child [11]. Such behaviors are believed to 
maintain youth anxiety due to reduced self-efficacy, which 
causes the youth to avoid novel situations that could offer 
opportunities for mastery of their anxiety [13, 14]. Based on 
this theoretical model, treatments that aim to reduce family 
accommodation have been developed and have shown effec-
tiveness in reducing anxiety [12, 15]. Although such treat-
ments are promising, the theorized directional relationship 
between family accommodation and anxiety has not been 
sufficiently investigated.
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Previous research on youth anxiety and family accom-
modation has examined the association between the two 
and found that family accommodation plays a mediating 
role in child functional impairment due to anxiety [16, 17]. 
Further research has established that family accommoda-
tion and youth anxiety are positively correlated, and that 
a reduction in family accommodation is associated with 
a reduction in anxiety symptoms [18–20]. A limitation of 
previous research is that it has not sufficiently determined 
to what extent reduced anxiety symptoms precede reduced 
family accommodation, which is also a plausible explanation 
for the relationship between these two factors [19, 21]. To 
deliver effective interventions to youth with anxiety disor-
ders, it is important to understand the directional relation-
ship between family accommodation and anxiety symptoms. 
If change in anxiety symptoms precedes change in family 
accommodation, resources should be mostly allocated to 
target anxiety and less toward family accommodation (see 
[22]). Conversely, if change in family accommodation pre-
cedes change in anxiety symptoms, emphasis should be 
placed on resources aimed at reducing family accommoda-
tion (see [23]).

The current study assessed the directional relation-
ship between family accommodation and youth anxiety in 
youth undergoing treatment by using a multilevel bivari-
ate autoregressive cross-lagged model [24]. In addition to 
analyzing directional relationships between variables, this 
model accounts for individual differences, which increases 
the generalizability of findings [24, 25]. To understand the 
directional relationship between family accommodation 
and youth anxiety we investigated the directional relation-
ship from the previous session to the current session. We 
hypothesized that increased accommodation would precede 
increased anxiety and that increased anxiety precedes in 
increased family accommodation. We also hypothesized that 
the effect of accommodation on anxiety would be stronger 
than the effect of anxiety on accommodation.

Methods

Participants

The participants were part of a study assessing the effective-
ness of group-based CBT with family and school involve-
ment in a community clinic. More detailed information 
on the study will be available in [26], and thus the present 
article will only give a brief overview of study methods. 
Participants were recruited from two community clinics 
for child and adolescent mental health between 2017 and 
2019. These clinics serve a population of 76,000 children 
and youth under 18 years, in both rural and urban areas of 
southern Norway. The inclusion criteria for participation 

were meeting DSM-IV [27] for a primary anxiety diagnosis 
(i.e., separation anxiety disorder, social anxiety disorder, 
specific phobia, panic disorder with or without agoraphobia 
or generalized anxiety disorder) as assessed by the Anxi-
ety Diagnostic Interview Schedule child and parent version 
(ADIS-C/P; [28]). Potential participants were excluded if 
they met criteria for a developmental or psychotic disorder, 
if they had ongoing self-harm behavior or suicidal ideation. 
Further exclusion criteria were as follows: concurrent partic-
ipation in psychological treatment, a psychopharmacological 
treatment that had not been stable for 6 months before study 
enrolment and receiving cognitive-behavioral therapy within 
past 12 months. Additionally, participants were required to 
be attending school more than 50% of the time over the 
previous month. The final requirement was due to practi-
cal concerns regarding the involvement of school person-
nel in treatment. Further details on exclusion and inclusion 
criteria are to be found in [26]. In the recruited sample, 17 
youths with a diagnosis of OCD also participated. These 
were excluded from the current study to focus specifically 
on anxiety disorders. The Regional Ethics Committee for 
research with human subjects approved the study (reg. nr. 
2017/1367) and written informed consent was obtained from 
the entire sample before inclusion.

Participants were 73 youths, aged 12–18 (M = 15.4, 
SD = 1.4, 75% female) and at least one accompanying 
parent (43.8% had two accompanying parents at first ses-
sion). The primary diagnoses for the included youth were 
the following: social anxiety disorder (69.9%), agorapho-
bia or panic disorder or both (10.9%), generalized anxiety 
disorder (10.9%), separation anxiety disorder (5.5%), and 
specific phobia (2.7%). Comorbid conditions included the 
following: generalized anxiety disorder (45.2%), specific 
phobia (21.9%), social anxiety disorder (9.5%), agorapho-
bia or panic disorder or both (9.5%), major depressive dis-
order (9.5%), separation anxiety disorder (6.8%), Tourette’s 
syndrome (2.7%) and attention deficit hyperactivity disorder 
(1.3%). All participating youths were ethnic Norwegian and 
attending school.

Treatment

The treatment comprised 12 sessions conducted over 
10 weeks, with the first and the last session only includ-
ing parents and school personnel. Four clinicians conducted 
each session with 5–8 youths and their accompanying par-
ents participating. Data were gathered on the 10 sessions 
where youth were attending and not the two sessions where 
only parents and school personnel participated. The 10 ses-
sions where youths attended lasted between 2.5 [6 sessions] 
and 5 h (4 sessions), with a total of 35 h of treatment. In all 
sessions, parents and youth spent some time together in a 
large group and also some time separated into a youth-group 
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and a parent-group. In the shorter sessions, the focus in the 
youth-only portions of the sessions, focus was on collabo-
ratively planning and conducting exposure practice. In the 
parent-only portions of the sessions, emphasis included 
parents collaboratively reflecting on parent accommoda-
tion and/or punishing behavior and making plans on how to 
change these unproductive behaviors. The longer sessions 
were dedicated to maximizing time spent performing expo-
sure practice and included at least 3 h of therapist/family/
peer-facilitated exposure practice. Exposure practice con-
sisted of gradual exposure to the feared situation or stimuli 
and was adapted to the individual youth. Thus, the treat-
ment included a high degree of parental involvement with a 
focus on reducing family accommodation. Additionally, the 
treatment included involvement of school-personnel, but the 
amount and type of involvement varied based on the needs 
of individual youth.

Therapist and Therapist Training

During the study, twenty clinicians participated with a mean 
of 11.8 years of experience in child and adolescent men-
tal health care (SD = 7.9, range = 2–30). Clinicians were 
employed at the participating clinics and included six clini-
cal psychologists, six social workers, four nurses specialized 
in psychiatry, two child psychiatrists, one pediatrician, and 
one schoolteacher with training in mental health.

Diagnostic Interview

DSM-IV anxiety disorder diagnoses were established using 
the Anxiety Disorders Interview Schedule–Children and 
Parent versions (ADIS-C/P; [29]), administered separately 
to parents and their youth by clinicians trained in its use. 
ADIS-C/P is a semi-structured interview with excellent 
reliability for diagnoses (Cronbach’s α = 0.80–0.92) and 
strong correspondence with anxiety questionnaires [29]. 
The ADIS-C/P was administered by clinicians participating 
in the intervention who were trained in its use by a licensed 
ADIS-C/P rater. From the recruited sample, which included 
participants with OCD, a subset of 20% of the interviews 
was independently rated. The inter-rater reliability between 
clinicians and independent raters was high (Cronbach’s 
α = 0.86) for primary diagnosis.

Measures

For the outcome measures, we assessed parent reported fam-
ily accommodation and youth reported anxiety symptoms. 
The use of both parents and youth as informants was done 
to avoid confirmation bias [30], which may have occurred 
if only a single informant was used. An example of this bias 
would be if parents decreased accommodation and expected 

this decrease to lower their child's anxiety symptoms. If the 
parents then reported lower anxiety symptoms in their child, 
it would be uncertain whether the parents were simply con-
firming what they believed ought to occur or whether a real 
change had occurred. In previous literature on family factors 
and child anxiety, such biases have been noted [21]. To avoid 
this, we used multiple informants with ratings on accom-
modation reported by parents and ratings of youth anxiety 
symptoms reported by youths.

Family Accommodation Scale—Anxiety

The Family Accommodation Scale—Anxiety (FASA; [31]) 
is the most widely used instrument for assessing family 
accommodation of child anxiety symptoms. FASA com-
prises 13 parent-rated items rated on a 5-point Likert-type 
scale from 0 (“no accommodation or never”) to 4 (“daily”). 
FASA has strong psychometric properties, including con-
vergent and divergent validity, and internal consistency with 
Cronbach’s α of 0.90 [31], and test–retest reliability [32]. 
The FASA total accommodation score was used and inter-
nal consistency in the current study was high (Cronbach’s 
α = 0.92). When both parents had completed the FASA in a 
given session (36.1%) the mean of the two ratings were used. 
Otherwise, mother-rated FASA (46.7%) and father-rated 
FASA (9.5%) were used. The inter-rater agreement between 
parents was high (Cronbach’s α = 0.82), which indicated that 
combining mother- and father-ratings was reasonable.

Spence Anxiety Scale for Children—Short Form

The Spence Anxiety scale for children—short form [33] 
(SCAS-C-S) was used to assess youth anxiety severity. The 
SCAS-C-S is a psychometrically sound short form of the 
well-established SCAS-C. The short form comprises 8 items 
that assess the occurrence of anxiety symptoms in the last 
week rated on a four-point scale (0 = never; 1 = Sometimes; 
2 = Often; 3 = Always). The SCAS-C-S has good reliability 
and internal consistency [33]. We modified the short version 
of the SCAS adding a single question assessing how much 
children have avoided feared situations or objects during the 
previous week, ranging from (0 = Not at all, 1 = Sometimes, 
2 = Often, 3 = Very much). In this study, the SCAS-C-S 
showed good internal consistency (Cronbach’s α = 0.78).

Procedure

At the end of each session, participants filled out the process 
measures FASA and SCAS. These process measures assess 
family accommodation and anxiety symptoms over the pre-
vious week. Since the treatment included sessions conducted 
in the same week (sessions 4 and 5, and 8 and 9), partici-
pants were instructed to base their answers on experiences 
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since the previous session. The decision to fill out process 
measures at the end of the session was done primarily for 
pragmatic reasons, since clinicians and participants showed 
a preference for this. However, it is important to note that 
this may have caused respondents to base answers on experi-
ences from the current session.

Data Analytical Strategy

Descriptive analyses, bivariate correlations, and linear 
regressions were performed using the R software [34]. The 
directional relationship between family accommodations 
was investigated by inspecting the cross-lagged effects in the 
multilevel bivariate autoregressive cross-lagged model [24]. 
A cross-lagged effect refers to the relationship between two 
variables measured once and then again later. By comparing 
the strength of the relationship between each variable at the 
first point in time with the other variable at the second point 
in time, one can conclude directional relationship between 
the two variables [24]. When such analysis indicates that 
one variable precedes the other it can be said to be Granger-
causal [35]. Granger-causality does not imply causality in 
the philosophical sense, but in practical terms it may still be 
highly useful to understand whether change in one variable 
precedes change in another. Cross-lagged effects were inves-
tigated using a Bayesian multivariate cross-lagged model 
implemented in the R package brms [36], with non-informed 
priors. A Bayesian approach was preferred since it allowed 
a flexible model specification and accounted for the uncer-
tainty of all modelled parameters [24]. Covariates that did 
not vary across time were not included to avoid unnecessary 
model complexity. All variables were person-mean centered 
to allow interpretation at the individual level.

The sample size was adequate based on studies sugges-
tions by [37]. Based on simulations, we expected a lower 
limit of 80% power to detect effects, given the following 
assumptions: Intraclass correlation coefficient was less than 
0.2, a magnitude of cross-lagged associations greater than 
0.07, and magnitude in the difference of cross-lagged asso-
ciations greater than 0.05.

The model was specified using non-informed priors and 
estimated using Hamiltonian no U-turn estimation with 
10.000 iterations across 3 chains in the brms package [36]. 
The model converged based on Gelman-Rubin statistics, R̂, 
and the effective sample size. The fit of the model was evalu-
ated using the Bayes R2 [38] and assessed with posterior pre-
dictive checks. The interpretation of the model was based on 
95% credibility intervals from the posterior sample. Where 
the 95% credible interval of an estimate spanned zero, the 
effect was considered non-substantial. Comparison of cross-
lagged associations was done by investigating the posterior 
probability that one effect was larger than the other based on 
the Savage-Dickey ratio [39].

Overall, there was 22.6% missing data in the two vari-
ables studied, corresponding to sessions where participants 
were not present. Individuals who had disengaged from 
treatment after 1–2 sessions accounted for 19.7% of the 
missing data. Based on visual inspection and analysis of the 
data, we assumed the data was missing at random. Following 
existing literature [40], we assumed that multiple imputa-
tion using 10 imputed samples for 10,000 iterations would 
lead to unbiased estimates, given that the model for miss-
ing variables was highly efficient (R2 = 0.50). As a control, 
analyses were also performed without imputation. Although 
the magnitude of directional relationships decreased with 
the unimputed data the conclusions reached were identical 
to those reached when analyzing using imputed data. Thus, 
we only present here the analysis based on imputed data.

Results

The distribution and bivariate correlations across time 
between parent-rated family accommodation and youth-rated 
anxiety symptoms are summarized in Table 1. As expected, 
there was autocorrelation from session to session for FASA 
(ρ = 0.24) and SCAS (ρ = 0.17). Somewhat surprisingly, 
there was no significant correlation (p > 0.05) between 
SCAS and FASA within the same session. That is, within 
the same session parent-rated family accommodation and 
youth-rated anxiety are not related.

The multivariate cross-lagged model of family accom-
modation and youth anxiety symptoms is shown in Fig. 1. 
The results of this model are further described in Table 2. 
Figure 1 shows the model where previous sessions FASA 
and SCAS are used to predict the current session’s FASA 

Table 1   Correlations between youth anxiety and family accommoda-
tion across treatment

FASA Family Accommodation Scale – Anxiety, SCAS Spence Child 
Anxiety Scale. SCAS and FASA where not significantly correlated at 
any session (p > .05). Autocorrelation for FASA was (ρ = .24) and for 
SCAS (ρ = .17)

Session no FASA SCAS SCAS × FASA

M SD M SD r

Session 1 13.15 8.54 14.00 4.39 − 0.06
Session 2 11.47 7.57 12.53 4.33 − 0.12
Session 3 11.08 8.03 11.21 3.83 0.01
Session 4 8.69 7.00 10.40 3.86 − 0.08
Session 5 8.03 6.79 9.80 3.98 − 0.01
Session 6 9.55 8.19 9.52 3.98 − 0.09
Session 7 8.53 7.07 9.97 4.09 0.16
Session 8 7.24 5.98 9.08 4.01 0.19
Session 9 6.94 7.20 9.29 3.99 0.31
Session 10 6.58 6.99 9.23 8.57 0.24
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and SCAS. Standardized coefficients for the model are dis-
played in Table 2.

The cross-lagged within-person standardized model 
answers the question: “does family accommodation predict 

next session anxiety more than anxiety predicts next ses-
sion family accommodation?”. This model was a good fit 
for predicting SCAS (R2 = 0.26) and FASA (R2 = 0.30). In 
this study, the standardized effect of family accommodation, 
from the previous session, on anxiety during this session was 
0.11, 95% CI [0.06, 0.17], whereas the standardized effect 
of anxiety, from the previous session, on accommodation 
during this session was 0.23, 95% CI [0.08, 0.38]. The dif-
ference between the two cross-lagged effects was substantial 
(posterior probability of difference = 0.91), suggesting that 
from session to session, youth anxiety increases accommo-
dation more than accommodation increases youth anxiety. 
The cross-lagged effects were consistent across individuals, 
with the model showing small amounts of between-person 
differences in effects (ICC = 0.10). Thus, for a subset of 
individuals, there was an opposite influence of cross-lagged 
effects, such that for 3% of the sample a higher amount of 
accommodation led to fewer anxiety symptoms, and for 7% 
of the sample higher anxiety led to less accommodation.

Discussion

We investigated the directional relationship between family 
accommodation and youth anxiety during active treatment 
using multivariate multilevel cross-lagged autoregressive 
models. Results indicate a bidirectional relationship between 
family accommodation and youth anxiety, with anxiety hav-
ing a stronger influence over family accommodation than 
the reverse from session to session. This means that to some 

Fig. 1   Previous session (T-1) to current session (T-0) relationship 
between variables. Anxiety is measured by Spence Child Anxi-
ety Scale. Accommodation is measured by Family Accommodation 
Scale-Anxiety. Coefficients are standardized to describe within-

person change. The cross-lagged effect of accommodation on anxi-
ety was substantially greater than the reverse cross-lagged effect. 
*Denotes coefficients where the posterior 95% credibility interval did 
not overlap 0

Table 2   Regression coefficients for the cross-lagged model

FASA Family Accommodation Scale—Anxiety, SCAS Spence Child 
Anxiety Scale, CI Credibility interval, LL lower limit, UL upper limit. 
The model describes the cross-lagged model with variables from pre-
vious session. All measurements were person-mean centered
a Denotes the cross-lagged effect of FASA on SCAS
b Denotes the cross-lagged effect of SCAS on FASA

β 95% CI

LL UL

Fixed effects
 Slopes
  FASA → SCASa 0.11 0.06 0.17
  SCAS → FASAb 0.23 0.08 0.38

 Autoregression
  SCAS 0.33 0.23 0.42
  FASA 0.32 0.23 0.41

Between person variance
 Slopes
  FASA → SCAS 0.05 0.00 0.13
  SCAS → FASA 0.32 0.12 0.50

 Autoregression
  SCAS 0.13 0.01 0.25
  FASA 0.12 0.01 0.22
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extent, less family accommodation in the previous session 
predicted fewer anxiety symptoms in the current session, but 
to a greater extent, fewer anxiety symptoms in the previous 
session predicted less family accommodation in the current 
session. These findings were consistent across individu-
als, with small amounts of between-person variance. These 
findings imply that interventions aimed at reducing anxiety 
symptoms should address both family accommodation and 
youth anxiety for maximum effectiveness. While reducing 
both family accommodation and youth anxiety should result 
in a positive feedback loop, focusing on just one of these 
could impede therapeutic progress.

In order to assess the ability to generalize from the pre-
sent study, it is of importance to address certain characteris-
tics of the sample related to age and diagnostic profile. The 
present sample contains youth that are considerably older 
(M = 15.4, SD = 1.4) compared to other studies of family 
accommodation and youth anxiety [17, 20, 31]. Differences 
in age may limit the generalizability of findings. However, 
previous research has not clarified how age affects the rela-
tionship between family accommodation and youth anxiety. 
Some studies suggest that higher age increases the amount 
of accommodation [17] others that it decreases [20], whereas 
others have found no relation [31]. Thus, further research is 
needed to explore whether the present findings are similar 
in younger children.

Another important aspect of the current sample that 
might affect the ability to generalize from findings is that the 
majority of participants had social phobia as their primary 
diagnosis (69.9%). This particular aspect of the sample may 
potentially limit the generalizability of findings. However, 
existing research suggests that the presence of social phobia 
does not have a significant effect on family accommodation 
compared to the effect of accommodation on other diagno-
ses [20, 31]. Conversely, the presence of separation anxiety 
disorder has been suggested to significantly increase levels 
of family accommodation [11, 31]. Thus, the present results 
may not generalize to separation anxiety disorder, which 
affects family accommodation differently from other anxi-
ety disorders.

It is also important to address aspects of the treatment 
delivered that may have affected results. The treatment was 
delivered in small groups, with a high degree of parental 
involvement and consisted of 35 h of treatment with individ-
ual sessions lasting up to 5 h. This format is different from 
CBT for anxiety in youth offered in many settings. CBT for 
youth anxiety is typically delivered individually or in larger 
groups compared to the present study, and lasts on average 
18 h with shorter sessions compared to the present study 
[22]. The length of treatment and type of involvement would 
be suspected to reduce parental anxiety and distress, which 
may be associated with lower levels of accommodation [41, 
42]. Parental anxiety has also been found to be associated 

with youth anxiety [21], and may thus be an important 
confounding factor explaining the directional relationship 
between family accommodation and youth anxiety. However, 
other studies have not found an association between paren-
tal distress and family accommodation [12, 43]. Thus, it is 
uncertain to what degree the findings in the present study are 
confounded by changes in parent mental health.

Within the abovementioned caveats to the ability to gen-
eralize from findings the results of the cross-lagged model 
indicate that from session to session there is a bidirectional 
relationship between family accommodation and anxiety, 
with anxiety being more influential. This means that to an 
extent reduction in family accommodation preceded reduc-
tion in youth anxiety, but to a greater extent reduction in 
youth anxiety preceded reduction in family accommoda-
tion. This finding agrees with previous research that sug-
gests that CBT delivered to youth may also indirectly affect 
parents [21, 44]. Such findings are important for the ongo-
ing development of parent-only interventions focusing on 
family accommodation [15, 23]. On one hand, our findings 
support such parent-only intervention by showing that fam-
ily accommodation can be targeted as an intervention for 
youth anxiety. On the other hand, our findings indicate that 
parent-only approaches are suboptimal since our findings 
indicate that the most beneficial approach is to target both 
family accommodation and youth anxiety. Furthermore, our 
findings showed that direct reduction of youth anxiety was 
more influential than family accommodation, suggesting that 
family involvement should be seen as an addition to, and not 
a substitute for, CBT for youth anxiety.

Certain limitations to the current study should be noted. 
First, the FASA represented a combination of father and 
mother reports and cannot differentiate between father- and 
mother-rated family accommodation. Although the inter-
rater agreement between parents was high (Cronbach’s 
α = 0.82), it is possible that a larger sample with reports 
from both fathers and mothers would find a difference in 
effect between the two. Second, the directional relationship 
was assessed only from session to session, and it may be 
the case that the effects change at larger intervals. Third, 
the sample consisted of ethnic Norwegian youth undergo-
ing treatment for anxiety, and findings may not generalize to 
other settings. Notwithstanding these limitations, our study 
provides a needed empirical investigation of the theoretical 
directional relationship between family accommodation and 
youth anxiety at the individual level. The findings constitute 
important and novel evidence for the relationship between 
family accommodation and youth anxiety and underscore 
the importance of targeting both factors when intervening 
to reduce youth anxiety. Future research should extend these 
findings to longer periods, as the importance of address-
ing family accommodation may be more visible over longer 
periods. In addition, future research utilizing randomization 
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should be performed to investigate the causal relationships 
between family accommodation and youth anxiety during 
treatment.

Summary

Family accommodation has recently received increasing 
attention as a promising target for interventions against 
youth anxiety. The premise for such interventions is that 
increased levels of family accommodation precede increases 
in youth anxiety and therefore changes in family accommo-
dation can attenuate the effect of psychotherapy. However, 
this assumption has not been tested, at it may be equally 
reasonable to assume that changes in youth anxiety precede 
changes in family accommodation. A cross-lagged cross-
panel design was used to assess accommodation and anxiety 
for 10 sessions for 73 youths with an anxiety disorder, who 
were receiving cognitive-behavioral therapy. The findings 
from the present study suggest that there is a bidirectional 
relationship between family accommodation and youth anxi-
ety, for youth undergoing treatment for anxiety disorders. 
The findings indicate that both family accommodation and 
youth anxiety should be addressed in interventions targeting 
youth anxiety. The findings on the directional relationship 
between family accommodation and youth anxiety indicate 
that the direct reduction of youth anxiety should be prior-
itized over the reduction of family accommodation.

Author Contribution  TBB: Conceptualization, Methodology, Formal 
analysis, Investigation, Writing—original draft. JAH: Writing—Review 
& Editing, Supervision. ÅTH: Writing—Review & Editing, Supervi-
sion, Conceptualization, Resources, Supervision, Project administra-
tion, Funding acquisition.

Funding  Open access funding provided by University of Bergen (incl 
Haukeland University Hospital). This work was supported by Sørlandet 
kompetansefond and Sørlandet sykehus, none of which had any role in 
the design, execution, or publication of the study.

Declarations 

Conflict of interest  We have no conflicts of interest to disclose.

Open Access  This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article's Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article's Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 

need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http://​creat​iveco​mmons.​org/​licen​ses/​by/4.​0/.

References

	 1.	 Merikangas KR, He J-P, Burstein M, Swanson SA, Avenevoli 
S, Cui L et al (2010) Lifetime prevalence of mental disorders in 
U.S. adolescents: results from the National Comorbidity Survey 
Replication-Adolescent Supplement (NCS-A). J Am Acad Child 
Adolesc Psychiatry 49(10):980–989

	 2.	 Woodward LJ, Fergusson DM (2001) Life course outcomes of 
young people with anxiety disorders in adolescence. J Am Acad 
Child Adolesc Psychiatry 40(9):1086–1093

	 3.	 Creswell C, Cartwright-Hatton S (2007) Family treatment of child 
anxiety: outcomes, limitations and future directions. Clin Child 
Fam Psychol Rev 10(3):232–252

	 4.	 Essau CA, Conradt J, Petermann F (2000) Frequency, comorbid-
ity, and psychosocial impairment of anxiety disorders in German 
adolescents. J Anxiety Disord 14(3):263–279

	 5.	 Settipani CA, Kendall PC (2013) Social functioning in youth with 
anxiety disorders: association with anxiety severity and outcomes 
from cognitive-behavioral therapy. Child Psychiatry Hum Dev 
44(1):1–18

	 6.	 O’Neil KA, Puleo CM, Benjamin CL, Podell JL, Kendall PC 
(2012) Suicidal ideation in anxiety-disordered youth. Suicide Life 
Threat Behav 42(3):305–317

	 7.	 Dadds MR, Barrett PM (2001) Practitioner review: psychological 
management of anxiety disorders in childhood. J Child Psychol & 
Psychiat 42(8):999–1011

	 8.	 Bodden DHM, Dirksen CD, Bögels SM (2008) Societal burden 
of clinically anxious youth referred for treatment: a cost-of-illness 
study. J Abnorm Child Psychol 36(4):487–497

	 9.	 Kendall PC, Norris LA, Rabner JC, Crane ME, Rifkin LS (2020) 
Intolerance of uncertainty and parental accommodation: promis-
ing targets for personalized intervention for youth anxiety. Curr 
Psychiatry Rep 22(9):49

	10.	 Norris LA, Kendall PC (2021) Moderators of outcome for youth 
anxiety treatments: current findings and future directions. J Clin 
Child Adolesc Psychol 50:450–463

	11.	 Kagan ER, Frank HE, Kendall PC (2017) Accommodation in 
youth with OCD and anxiety. Clin Psychol Sci Pract 24(1):78–98

	12.	 Zavrou S, Rudy B, Johnco C, Storch EA, Lewin AB (2019) Pre-
liminary study of family accommodation in 4–7 year-olds with 
anxiety: frequency, clinical correlates, and treatment response. J 
Ment Health 28(4):365–371

	13.	 Wood JJ, Piacentini JC, Southam-Gerow M, Chu BC, Sigman 
M (2006) Family cognitive behavioral therapy for child anxiety 
disorders. J Am Acad Child Adolesc Psychiatry 45(3):314–321

	14.	 Wood JJ, McLeod BD, Sigman M, Hwang W-C, Chu BC (2003) 
Parenting and childhood anxiety: theory, empirical findings, and 
future directions. J Child Psychol & Psychiat 44(1):134–151

	15.	 Lebowitz ER, Marin C, Martino A, Shimshoni Y, Silverman WK 
(2020) Parent-based treatment as efficacious as cognitive-behav-
ioral therapy for childhood anxiety: a randomized noninferiority 
study of supportive parenting for anxious childhood emotions. J 
Am Acad Child Adolesc Psychiatry 59(3):362–372

	16.	 de Barros PMF, Polga N, Szejko N, Miguel EC, Leckman JF, 
Silverman WK et al (2020) Family accommodation mediates the 
impact of childhood anxiety on functional impairment. J Anxiety 
Disord 76:102318

	17.	 La Buissonnière-Ariza V, Schneider SC, Højgaard D, Kay BC, 
Riemann BC, Eken SC et al (2018) Family accommodation of 
anxiety symptoms in youth undergoing intensive multimodal 

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


	 Child Psychiatry & Human Development

1 3

treatment for anxiety disorders and obsessive-compulsive disor-
der: Nature, clinical correlates, and treatment response. Compr 
Psychiatry 80:1–13

	18.	 Jones JD, Lebowitz ER, Marin CE, Stark KD (2015) Fam-
ily accommodation mediates the association between anxiety 
symptoms in mothers and children. J Child Adolesc Ment Health 
27(1):41–51

	19.	 Kagan ER, Peterman JS, Carper MM, Kendall PC (2016) Accom-
modation and treatment of anxious youth. Depress Anxiety 
33(9):840–847

	20.	 Schleider JL, Lebowitz ER, Silverman WK (2018) Anxiety sensi-
tivity moderates the relation between family accommodation and 
anxiety symptom severity in clinically anxious children. Child 
Psychiatry Hum Dev 49(2):187–196

	21.	 Settipani CA, O’Neil KA, Podell JL, Beidas RS, Kendall PC 
(2013) Youth anxiety and parent factors over time: directionality 
of change among youth treated for anxiety. J Clin Child Adolesc 
Psychol 42(1):9–21

	22.	 Whiteside SPH, Sim LA, Morrow AS, Farah WH, Hilliker DR, 
Murad MH et al (2020) A meta-analysis to guide the enhancement 
of CBT for childhood anxiety: exposure over anxiety manage-
ment. Clin Child Fam Psychol Rev 23(1):102–121

	23.	 Lebowitz ER, Omer H, Hermes H, Scahill L (2014) Parent train-
ing for childhood anxiety disorders: the SPACE program. Cogn 
Behav Pract 21(4):456–469

	24.	 Schuurman NK, Ferrer E, de Boer-Sonnenschein M, Hamaker EL 
(2016) How to compare cross-lagged associations in a multilevel 
autoregressive model. Psychol Methods 21(2):206–221

	25.	 Hamaker EL, Wichers M (2017) No time like the present. Curr 
Dir Psychol Sci 26(1):10–15

	26.	 Bertelsen TB, Wergeland GJ, Nordgreen T, Himle J, Håland ÅT 
(2021) Group Exposure Therapy with family and school involve-
ment for youth anxiety: an effectiveness benchmarking study. osf.
io/t2vqy

	27.	 Diagnostic and statistical manual of mental disorders : DSM-IV. 
Fourth edition. Washington, DC : American Psychiatric Associa-
tion, [1994] ©1994; 1994.

	28.	 Silverman WK, Albano AM (1996) Anxiety disorder interview 
schedule for DSM-IV. Child version. Oxford University Press Inc, 
New York

	29.	 Silverman WK, Saavedra LM, Pina AA (2001) Test-retest reliabil-
ity of anxiety symptoms and diagnoses with the Anxiety Disorders 
Interview Schedule for DSM-IV: child and parent versions. J Am 
Acad Child Adolesc Psychiatry 40(8):937–944

	30.	 Nickerson RS (1998) Confirmation bias: a ubiquitous phenom-
enon in many guises. Rev Gen Psychol 2(2):175–220

	31.	 Lebowitz ER, Woolston J, Bar-Haim Y, Calvocoressi L, Dauser 
C, Warnick E et al (2013) Family accommodation in pediatric 
anxiety disorders. Depress Anxiety 30(1):47–54

	32.	 Lebowitz ER, Marin CE, Silverman WK (2020) Measuring fam-
ily accommodation of childhood anxiety: confirmatory factor 
analysis, validity, and reliability of the parent and child Family 
Accommodation Scale—Anxiety. J Clin Child Adolesc Psychol 
49(6):752–760

	33.	 Reardon T, Spence SH, Hesse J, Shakir A, Creswell C (2018) 
Identifying children with anxiety disorders using brief versions 
of the Spence Children’s Anxiety Scale for children, parents, and 
teachers. Psychol Assess 30(10):1342–1355

	34.	 R Core Team (2020) R: A language and environment for statisti-
cal computing. R Foundation for Statistical Computing, Vienna, 
Austria

	35.	 Granger CWJ, Newbold P (1986) Forecasting economic time 
series, 2nd edn. Academic Press, New York

	36.	 Bürkner P-C (2017) brms: an R package for Bayesian multilevel 
models using stan. J Stat Softw 80(1):1–28

	37.	 Schuurman NK (2016) Multilevel autoregressive modeling in 
psychology: snags and solutions. Undergraduate thesis, Utrecht 
University.

	38.	 Gelman A, Goodrich B, Gabry J, Vehtari A (2019) R-squared for 
Bayesian regression models. Am Stat 73:307–309

	39.	 Wagenmakers E-J, Lodewyckx T, Kuriyal H, Grasman R (2010) 
Bayesian hypothesis testing for psychologists: a tutorial on the 
Savage-Dickey method. Cogn Psychol 60(3):158–189

	40.	 Madley-Dowd P, Hughes R, Tilling K, Heron J (2019) The pro-
portion of missing data should not be used to guide decisions on 
multiple imputation. J Clin Epidemiol 110:63–73

	41.	 Thompson-Hollands J, Kerns CE, Pincus DB, Comer JS (2014) 
Parental accommodation of child anxiety and related symptoms: 
range, impact, and correlates. J Anxiety Disord 28(8):765–773

	42.	 Kerns CE, Pincus DB, McLaughlin KA, Comer JS (2017) Mater-
nal emotion regulation during child distress, child anxiety accom-
modation, and links between maternal and child anxiety. J Anxiety 
Disord 50:52–59

	43.	 O’Connor EE, Holly LE, Chevalier LL, Pincus DB, Langer DA 
(2020) Parent and child emotion and distress responses associated 
with parental accommodation of child anxiety symptoms. J Clin 
Psychol 76(7):1390–1407

	44.	 Silverman WK, Kurtines WM, Jaccard J, Pina AA (2009) Direc-
tionality of change in youth anxiety treatment involving parents: 
an initial examination. J Consult Clin Psychol 77(3):474–485

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


	Bidirectional Relationship Between Family Accommodation and Youth Anxiety During Cognitive-Behavioral Treatment
	Abstract
	Introduction
	Methods
	Participants
	Treatment
	Therapist and Therapist Training
	Diagnostic Interview
	Measures
	Family Accommodation Scale—Anxiety
	Spence Anxiety Scale for Children—Short Form

	Procedure
	Data Analytical Strategy

	Results
	Discussion
	Summary
	References




