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Abstract
While parenting behaviors among anxious parents have been implicated in the familial
transmission of anxiety, little is known about whether these parenting behaviors are unique to
specific parental anxiety disorders. The current study examined differences in the use of five
specific parenting behaviors (i.e., warmth/positive affect, criticism, doubts of child competency,
over-control, and granting of autonomy) in anxious parents with (n = 21) and without (n = 45)
social anxiety disorder (SAD) during a five-minute task with their non-anxious child (aged 7-12
years, M = 9.14). Parents with SAD demonstrated less warmth/positive affect and more criticism
and doubts of child competency than did those without SAD. There were no group differences in
over-control or granting of autonomy. Findings help clarify inconsistent results in the literature,
inform models of familial transmission, and suggest intervention targets for parents with SAD.
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Anxiety disorders are among the most common mental health disorders, with a lifetime
prevalence rate of 17% [1]. Further, anxiety runs in families, and children of anxious parents
are over five times more likely than those of non-anxious parents to have an anxiety disorder
[2]. Genetic heritability accounts for only a portion of the etiology of anxiety disorders.
Therefore, it is important to examine the role of environmental factors such as parenting.

Several parenting behaviors have been identified in the literature as being related to
excessive anxiety in children, including high levels of criticism and over-control, and low
levels of warmth and granting of autonomy [3-6]. It has been theorized that anxious,
compared to non-anxious, parents may engage in greater amounts of these “anxiety-
promoting” parenting behaviors. The majority of existing studies investigating this theory
have compared parents with a broad range anxiety disorders in one sample to non-anxious
controls, which restricts our understanding about whether there are differences in parenting
behaviors which are unique to specific anxiety disorders [7-11]. Identifying whether there
are anxiety-promoting parenting behaviors that are unique to specific anxiety disorders is
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important as it can inform etiological models of child anxiety and refine interventions to
target parents with those anxiety disorders. Among the adult anxiety disorders, social
anxiety disorder (SAD) appears most likely to have an impact on parenting behavior.

Social Anxiety Disorder and Parenting
SAD is the second most common anxiety disorder in adults [12] and is associated with a
number of unfavorable outcomes and impairments such as dysfunction in interpersonal
relationships and work roles, and increased suicide attempts [13, 14]. Adults with SAD have
been shown to demonstrate less emotional expression and warmth than those without social
anxiety, even in close interpersonal relationships [15]. They are also more likely to
demonstrate self-criticism and negative interpretation bias than those diagnosed with other
anxiety disorders [16, 17]. These phenomenological characteristics of individuals with SAD
likely have an impact on parenting behaviors. For instance, these parents, compared to those
with other anxiety disorders, may show less warmth with their children, be more likely to
interpret their child’s behavior or performance negatively, and make more attempts to
correct their child’s behavior for fear it will reflect poorly on them. Though limited, some
research has demonstrated that social anxiety impacts parenting. As one example, Murray et
al. [18] observed the reactions of new mothers with SAD (n = 84), generalized anxiety
disorder (GAD; n = 50), and no diagnosis (n = 89) while their infants were held by a
stranger. During this task, mothers with SAD were rated as appearing more anxious than
mothers with GAD, engaging with the stranger less, and were less encouraging of their
infant interacting with the stranger. These findings suggest that SAD, relative to other
anxiety disorders, may have a unique impact on parenting behaviors very early on, which
may in turn impact child outcomes. However, these results are not generalizable to older
children as this study was restricted to infants and mothers, and assessed only a small
number of parenting behaviors.

With few exceptions, the specificity between anxiety-promoting parenting behaviors and
SAD has not been examined, and in studies examining parents with SAD, the child sample
has been restricted to infants [18] (described above) or the studies have relied on
retrospective reports [19]. The current study attempted to address this gap in the literature by
comparing parents with SAD to parents with other anxiety disorders on five parenting
behaviors (i.e., expressions of warmth/positive affect, criticism of child, doubts of child’s
competence, over-control, granting of autonomy) during an interactive performance task
with their non-anxious child. Non-anxious offspring were selected for the current study
because of a growing body of literature indicating that levels of child anxiety, rather than
parental anxiety, influences parenting behaviors (in both anxious and non anxious parents)
[20, 21]. Therefore, the use of a non-anxious offspring sample allows for an examination of
parenting behaviors without the confound of child anxiety. Based on the literature, it was
hypothesized that parents with SAD would exhibit less warmth/positive affect and more
criticism and doubts of their child’s competency during the task than anxious parents
without SAD. No directional hypotheses were made for granting of autonomy or over-
control.

Methods
Participants

Participants were anxious parents with (n = 21) and without (n = 45) a current diagnosis of
SAD and their children with no anxiety diagnosis (Table 1). The majority of the parents
were mothers (89%; n = 59) ranging in age from 31 to 58 years old (M = 41.17; SD = 5.61).
Most of the sample had an annual gross household income of over $80,000 (68%; n = 45),
were married (85%; n = 56) and had completed college (50%, n = 33). Of the parents
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without SAD, the primary diagnoses were GAD (69%; n = 31), panic disorder (PD) with
agoraphobia (AG) (13%; n = 6), PD without AG (7%; n = 3), obsessive-compulsive disorder
(OCD) (7%; n = 3), and specific phobia (SP) (4%; n = 2).

The child participants were evenly split between girls (52%; n = 34) and boys (48%; n = 32),
and were between ages 7 to 12 years old (M = 9.14, SD = 1.80). The sample was primarily
Caucasian (91%; n = 60). Of the remaining children, 3% (n = 2) were Asian, 3% (n = 2)
were African American, and 3% (n = 2) other race or ethnicity.

Procedure
Dyads were recruited from the Baltimore Metropolitan Area through print advertisements in
local newspapers, radio advertisements, mailings to local physicians and psychiatrists, and
flyers that were posted in various community settings. Anxious parents were recruited to
participate in two studies examining the impact of an anxiety prevention program for their
offspring [22] and were eligible to participate in the study if they had a current diagnosis of
an anxiety disorder (other than post-traumatic stress disorder or acute stress disorder) and no
medical or co-morbid psychiatric condition that would contraindicate study participation
(e.g., suicidality, current substance use disorder). Data for the present study were collected
at the baseline assessment before the anxious parents and their children participated in the
prevention studies.

All families who responded to the recruitment efforts completed a preliminary phone screen
to assess their eligibility prior to an in-person evaluation. Families that were deemed eligible
based on this screen were scheduled for an in-person assessment in which all the measures
of the present study were administered. The most common reason for study exclusion was
that the child met diagnostic criteria for an anxiety disorder. Additional reasons included
that the child met criteria for another disorder which required immediate treatment or the
parent did not meet criteria for a primary anxiety disorder. Prior to completing their initial
evaluation, all participants completed a written informed consent and assent. Data collection
for this study was approved by the Johns Hopkins Medicine Institutional Review Board.

Measures
Anxiety Disorders Interview Schedule for DSM-IV: Client Version (ADIS-Client)
[23]—The ADIS-Client is a semi-structured interview that was administered to determine
parents’ diagnostic status. The ADIS-Client has demonstrated good inter-rater reliability
[24]. For the current study, 12% of Client ADIS tapes were examined for inter-rater
reliability. Inter-rater agreement for the primary diagnosis and severity was 88%.

Anxiety Disorders Interview Schedule for DSM-IV, Parent and Child Versions
(ADIS-IV-C/P) [25]—The ADIS-IV-C/P is a semi-structured interview that was used to
determine child diagnostic status. Diagnoses were derived separately from the child and
parent report, which yielded a composite diagnosis that was used in this study. The ADIS-
IV-C/P has good test-retest reliability [26] and good inter-rater reliability [26, 27]. For the
current study, 17% of the Child/Parent ADIS tapes were reviewed for inter-rater reliability
which was 99.7% for the primary diagnosis and severity.

Diagnostic interviews were administered by masters- or doctoral-level independent
evaluators (IEs). Training of IEs included: 1) 20 hours of didactic training with the
diagnostic interviews, 2) administration of the interview in the presence of a senior
interviewer, and 3) obtaining inter-rater reliability (kappa) of .85 for primary diagnoses and
severity ratings on five cases (live or with videotapes) prior to administration of the
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interview with study participants. During the study, weekly meetings with the IE supervisor
were held to discuss all assessments and confirm diagnoses via consensus.

Screen for Child Anxiety Related Disorders, Parent and Child Versions
(SCARED) [28]—The SCARED is a 41-item questionnaire measure of pediatric anxiety in
which parents and children responded to items using a three-point Likert-type scale
describing the degree to which statements are true (0 = not true or hardly ever true, 1 =
somewhat true or sometimes true, 2 = very true or often true). The psychometric properties
of this measure have been found to be favorable [28, 29]. The total scores were used for this
study as control variables. The Cronbach’s alphas for the child and parent reports were .91
and.92 respectively.

Brief Symptom Inventory (BSI) [30]—The BSI is a 55-item self-report questionnaire
which provides an efficient dimensional measure of adult psychopathology. Respondents are
asked to rate how much a symptom has bothered them during the past week using a five-
point Likert-type scale (0 = not at all to 4 = extremely). The BSI yields T-scores in nine
dimensions of distress, including the anxiety dimension, which was used to evaluate parent
anxiety severity in this study. Convergent and construct validity with other measures of
psychopathology have been demonstrated for this scale [31]. Research on the BSI has
demonstrated acceptable internal consistency [32]. For the current study, the BSI
demonstrated excellent internal consistency (Cronbach’s α = .97).

Observational Tasks and Coding System [33]—Anxious parents were videotaped
during one of two five-minute performance tasks with their non-anxious child, a speech task
(n = 37) or an Etch-A-Sketch task (n = 39). In the speech task, the parent and child were told
to “prepare a speech about yourself.” Five minutes were allotted for the preparation time and
parent and child were videotaped in a room alone. For the Etch-A-Sketch task, the parent
and child were given an Etch-A-Sketch board and instructed to use the board to copy a
series of three designs that increased in complexity. The parent and child worked
cooperatively to complete the task as one controlled the left knob (draws only horizontal
lines) and one controlled the right knob (draws only vertical lines). Participants were given a
maximum of five minutes to complete each design. Only the interaction of completing the
third (most complex) design was coded for this study. These five-minute interactions were
coded by independent observers (IOs) using a standardized coding manual that has been
used in previous studies [9]. IOs were undergraduate and graduate level research assistants,
and master’s and doctoral level study staff who completed an average of 15 hours of
supervised training on the coding task and were required to obtain 80% agreement across all
ratings on five sample tapes of the parent-child interactions prior to coding study tapes.
Additionally, inter-rater reliability has been demonstrated with these tasks and coding
manual in previous studies [9, 10]. IOs, who were blind to parental diagnosis and this
study’s hypotheses, rated the frequency and severity of parenting behaviors using a five-
point Likert-type scale (0 = behavior not present, 1 = very rarely present/up to 25% of time,
2 = behavior present a little/26-50% of time and/or of mild severity, 3 = behavior present
some/51-75% of the time and/or of moderate severity, 4 = behavior present most of time/
76% or more of time and/or of marked severity). Five parenting behaviors were examined
for the present study: 1) warmth/positive affect (e.g., parent expresses positive emotions
towards the child including words/gestures of endearment, praise, smiles), 2) criticism of the
child (e.g., parent criticizes, insults, or makes negative comments about the child and his/her
performance), 3) doubts of child’s competence (e.g., parent questions or expresses
uncertainty about child’s ability to complete the task), 4) granting of autonomy (e.g., parent
supports, encourages, and accepts the opinions/problem solving strategies of the child,
allows child to make decisions), and 5) over-control (e.g., parent provides intrusive,
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unsolicited help, is over-involved in the task). Fifty-percent of tapes with representative
proportions of SAD and non-SAD participants from this sample were used to determine
inter-rater reliability. Two raters independently completed the ratings and compared scores.
All raters were within one point of each other on all minute-by-minute ratings of parental
behaviors. When discrepancies were noted within one point (7%), the tape was reviewed and
the two raters discussed and decided upon the most valid rating for the observed behavior
during that minute. These final ratings were used in the following analyses.

Data Analytic Plan
Demographic differences between anxious parents with and without SAD were compared
using t-tests for continuous variables and chi-squared tests for categorical variables (Table
1). One-way analyses of covariance (ANCOVAs), controlling for parent and child reports of
child anxiety and parental marital status, were used to compare the means of the five
parenting behaviors.

Results
Descriptive Statistics

There were no significant group differences between parents with and without SAD based
upon parent gender, parent age, parent education level, child gender, child race, child age,
family income, severity of child anxiety symptoms, severity of parental anxiety, or type of
task. However, parents with SAD were less likely to be married than parents without SAD
(see Table 1). Thus, parental marital status was controlled for in all analyses.

Parenting Comparisons
There were significant differences between anxious parents with and without SAD on
warmth/positive affect, F(1,61) = 5.70, p = 0.020, partial = .09, criticism of their child,
F(1,61) = 8.35, p = 0.005, partial = .12, and doubts their child’s competency F(1,61) = 9.73,
p = 0.003, partial = .14. Specifically anxious parents with SAD demonstrated significantly
less warmth/positive affect (M = 0.90, SD = 0.77) than anxious parents without SAD (M =
1.49, SD = 0.84). Conversely, anxious parents with SAD demonstrated significantly more
criticism of their child (M = 0.24, SD = 0.44) and doubts of child competency (M = 0.33,
SD = 0.58), than anxious parents without SAD (M = 0.00, SD = 0.00; M = 0.04, SD = 0.21,
respectively).

No significant differences were found between anxious parents with and without SAD on
granting of autonomy F(1,61) = .05, ns, or over-control F(1,61) = 0.25, ns. Anxious parents
with SAD exhibited similar levels of granting of autonomy (M = 2.00, SD = 1.00) and over-
control (M = 1.00, SD = 1.27), as did anxious parents without SAD (M = 1.89, SD = 1.25;
M = 1.22, SD = 1.24, respectively).

Discussion
Theoretical models [3, 34] have hypothesized that compared to non-anxious parents, anxious
parents engage in greater amounts of anxiety-promoting parenting behaviors. However,
empirical data testing this theory have been inconsistent. One reason for these mixed results
may be the practice of including anxious parents with a broad range of anxiety disorders in
study samples. This study attempted to clarify this issue by examining the parenting
behaviors of anxious parents with and without SAD. Consistent with our hypotheses, parents
with SAD exhibited significantly more criticism and doubting of their children and less
warmth/positive affect than other parents with non-SAD anxiety disorders with medium to
large effect sizes [35], after controlling for the severity of their children’s anxiety symptoms.
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No group differences were found on the most commonly reported anxiety-promoting
parental behaviors: granting of autonomy and over-control. Specific findings are discussed
below.

Warmth/Positive Affect
During the brief interactive task, parents with SAD demonstrated significantly less warmth
and positive affect directed at their child (e.g., smiling less, fewer loving gestures) than did
parents with other anxiety disorders. This is consistent with findings from other studies
showing that adults with SAD are less emotionally expressive and tend to be inhibited
interpersonally [15]. Baker and Edelmann [36] found that adults with SAD exhibited fewer
pro-social, non-verbal behaviors during interpersonal interactions, such as eye-contact and
gestures, than both non-socially anxious and control adults. While the literature is mixed,
there is evidence that low levels of parental warmth and positive affect are linked with risk
for the development of social anxiety in children [9]. According to attachment theory, warm,
responsive caregivers are essential for secure attachment [39]. Thus, children who
experience a restricted amount of parental warmth may not develop a secure attachment, and
therefore may view the world as unpredictable and threatening, and experience more
anxiety. It may also be that the combination of low warmth and other anxiety-promoting
parental behaviors, such as criticism, co-occur in parents with SAD to increase the risk of
developing disorders in youth. Taken together, these findings suggest that lower warmth and
positive affect may present a risk factor for the development of psychopathology that is
unique to children of parents with SAD.

Criticism and Doubts of Child’s Competence
Findings revealed that parents with SAD were more likely to express criticism or make
negative or doubting comments regarding their child’s performance (e.g., “You messed it up
again!” “I don’t think you’re doing it right.”) relative to anxious parents without SAD. This
is consistent with existing research demonstrating that adults with SAD are more likely to
exhibit self-criticism than those with other anxiety disorders [17]. Our results suggest that
this tendency toward self-criticism and fear of negative evaluation may carry over into
parenting behaviors, as parents may regard their child’s behavior and performance as a
reflection of themselves. Additionally, a tendency toward negative interpretation of
ambiguous stimuli [16] may cause socially anxious parents to notice and comment more on
mistakes than to notice positive efforts of their children. By definition, individuals with SAD
fear negative evaluation and tend toward perfectionism; thus they may have high
expectations for their child’s performance in an effort to avoid anticipated social
humiliation. High levels of parental criticism and doubting have been linked to risk of
anxiety disorders in children and specifically, social anxiety [10, 40, 41] thus, highlighting
an important target for intervention.

Over-control and Granting of Autonomy
Parents with SAD showed similar levels of over-control and granting of autonomy as
anxious parents without SAD. These findings, paired with the evidence for over-control and
granting of autonomy in studies examining anxious parents with other disorders [12, 42],
suggest that these parenting behaviors may be common to all anxious parents. A core feature
of many anxiety disorders (e.g., GAD, OCD, PD) is a perceived of lack of control [43]. Thus
anxious parents, in an effort to reduce their own anxiety, may exert excessive control, or
“over-control,” in their parenting behaviors. Conversely, granting of autonomy is a
parenting behavior in which parents respect their children’s decisions; allowing them to
have some control in a given situation. For anxious parents, allowing their children to make
decisions and have control may be difficult and increase their own anxiety which in turn
may lead to greater over-control, creating a negative feedback loop.
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Limitations of the Present Study
The present study has several limitations. First, the small sample size likely restricted
statistical power to detect differences. Next, the child age range in this study was limited to
ages 7 to 12 years old, and did not examine the parenting behaviors of parents of either
young children (e.g., infants, preschoolers) or adolescents. Therefore, the findings may only
be representative of parenting behaviors of parents with children in this limited age range.
The majority of the participants were Caucasian mothers with mid-high income, limiting the
generalizability to anxious fathers, non-Caucasians, and families of other socio-economic
statuses. Replication studies with a larger, more diverse samples and follow-up data are
needed in order to investigate whether these findings are consistent across time,
developmental levels, and in other populations (e.g., fathers, low income parents).
Additionally, comparison with a non-anxious control group would be useful in clarifying
within- and between-group differences in parenting behaviors. As described above, SAD is
characterized by intense fear of humiliation or embarrassment; these parents may be
particularly prone to observer-expectancy effect. Therefore, their behavior during these tasks
may not have been representative of their usual parenting behavior. Finally, although IOs
were used to identify parenting behavior which reduces bias based on parent or child reports,
it is unknown whether the behaviors identified during the five minute task reflect “real life”
interactions between anxious parents and their children. Future studies should include
multiple informants and assess behaviors in naturalistic settings to replicate these findings.

Conclusion
Findings from this study suggest that parents with SAD may exhibit a unique pattern of
behaviors when interacting with their children that includes high levels of criticism and low
levels of warmth. This parenting style is akin to “affectionless control” as first described by
Parker [44]. In retrospective analyses, exposure to this parenting style has been linked to an
increased risk of the development of anxiety [19, 45]. These findings, which are specifically
focused on the behaviors of parents with SAD, may help to explain inconsistent findings in
the literature on parenting that have included parents with a broad range of anxiety
disorders. Further investigation is necessary to determine how the parenting styles of
socially anxious parents influence children’s risk of developing anxiety or other disorders
over time. Findings from this and future studies could be used to inform assessment and
interventions for families with parents who have SAD by targeting these specific parenting
behaviors.

Summary
Existing studies have established a link between the parenting behaviors of anxious parents
and childhood anxiety [7-11]. However, findings have been mixed. One potential reason is
that previous studies have included parents with a broad range of anxiety disorders. To
clarify whether anxiety-promoting parental behaviors are uniquely related to a specific
anxiety disorder, the current study compared the parenting behaviors of anxious parents with
and without a diagnosis of SAD during a brief interactive task with their child. Findings
revealed that parents with SAD displayed more criticism and doubts of their child’s
competency, and less warmth/positive affect relative to parents without SAD. This
investigation supports the hypothesis that anxiety-promoting parenting behaviors may vary
depending on parental diagnosis, and highlights an important area for prevention and
intervention. Further investigation into the relationship between parental anxiety, parenting
behaviors, and the development of childhood anxiety over time is warranted.
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Table 1

Demographic Characteristics of Participants and Anxious Group Comparisons

SAD (n = 21) No SAD (n = 45) Differences

Parent Gender [% (n) Female] 95.2 (20) 86.7 (39) χ2 (1, N = 66) = 1.11

Parent Mean Age 40.62 (5.90) 41.42 (5.51) t(64) = 0.54

Parent Education Level [% (n) College] 47.6 (10) 46.7(21) χ2 (4, N = 66) = 3.31

Race [% (n) Caucasian] 81.0 (17) 95.6 (43) χ2 (2, N = 66) = 5.23

Child gender [% (n) Female] 61.9 (13) 46.7 (21) χ2 (1, N = 66) = 1.33

Child Mean Age 9.38 (1.86) 9.03 (1.79) t(64) = 0.73

Family Income [% (n) Over $80,000] 66.7 (14) 68.9 (31) χ2 (7, N = 66) = 8.84

Mean Parent SCARED Total 14.14 (11.29) 18.37 (11.75) t(64) = 1.38

Mean Child SCARED Total 20.43 (14.86) 22.07 (11.23) t(64) = 0.50

Parent BSI Anxiety T-score 62.9 (6.21) 60.11 (9.23) t(64) = 1.26

Type of task [% (n) Etch-a-sketch] 57.1 (12) 48.9 (22) χ2 (1, N = 66) = 0.39

Marital Status [% (n) Married] 66.7 (14) 93.3 (42) χ2 (1, N = 66) = 7.92*

Note. SAD = Social Anxiety Disorder, SCARED = Screen for Child Anxiety Related Emotional Disorders, BSI = Brief Symptom Inventory.
Results presented in percents, number of respondents for categorical variables or standard deviation for continuous variables indicated in
parentheses.

*
p = .005
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