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Abstract

Objective: Research on family accommodation is burgeoning, implicating it in the development, 

maintenance, and treatment of childhood anxiety. Additional data are needed to guide theory 

development and clinical application in this area. The factors underlying family accommodation 

measures have never been confirmed, nor have any test-retest data been reported. The study’s 

objectives were to provide confirmatory data of the factorial structure and the first test-retest 

reliability data on the most widely used measure of family accommodation of child anxiety, the 

Family Accommodation Scale – Anxiety (FASA), and the child-rated FASA-CR.

Method: Participants were 331 children (51% female; mean age = 10.44 yrs, SD = 2.95; 84.6% 

White) and their parent, presenting consecutively to an anxiety disorders program. Exploratory 

factor analysis (EFA) was conducted first on a random sampling of 105 child-parent dyads; factors 

were confirmed with confirmatory factor analysis (CFA) in the remaining independent sample of 

226 dyads. Test-retest reliability (mean retest-interval = 10 days) was examined for FASA and 

FASA-CR. Convergent validity was examined in relation to child anxiety symptoms, and parenting 

stress. Divergent validity was examined in relation to child depression symptoms.

Results: EFA and CFA supported a two-factor model of family accommodation, representing 

Participation in child-anxiety-driven behaviors, and child-anxiety-related Modification of family 

routines and schedules. Test-retest reliability was satisfactory for parents and adolescents; less so 

for children aged 6 to 12 years.

Conclusions: Family accommodation is a key construct in childhood anxiety, with two 

underlying factors that can be validly and reliably assessed using FASA and FASA-CR.
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Six years have elapsed since the first systematic study of family accommodation of 

childhood anxiety disorders (Lebowitz et al., 2013). In that time, interest in the phenomenon 

of parents changing their behaviors to avoid or alleviate child anxiety-related distress, has 

burgeoned (for recent reviews see: Kagan, Frank, & Kendall, 2017; Lebowitz, Panza, & 

Bloch, 2016; Norman, Silverman, & Lebowitz, 2015; Storch et al., 2015) and novel and 
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highly promising interventions have been developed targeting accommodation in child 

anxiety treatment (Lebowitz, Marin, Martino, Shimshoni, & Silverman, 2019).

Over 90% of mothers accommodate anxious children, and more accommodation is 

associated with more severe anxiety and poorer treatment outcomes (Benito et al., 2015; 

Kerns, Pincus, McLaughlin, & Comer, 2017; Lebowitz, 2017; Lebowitz, Scharfstein, & 

Jones, 2015; Lebowitz et al., 2013; Norman et al., 2015; Reuman & Abramowitz, 2017; 

Settipani & Kendall, 2017; Storch et al., 2015; Thompson-Hollands, Kerns, Pincus, & 

Comer, 2014). Improvement following child anxiety treatment is also associated with 

reduced accommodation (Kagan, Peterman, Carper, & Kendall, 2016).

Theory development of family accommodation requires incrementing knowledge about the 

construct, its internal validity, and its underlying factors. We thus report exploratory and 

confirmatory factor analyses (EFA/CFA) on the Family Accommodation Scale – Anxiety 

(FASA), and its accompanying child-rated version (FASA-CR) (Lebowitz et al., 2015; 

Lebowitz et al., 2013), the first, most widely used measures. EFA identifies theoretically 

meaningful dimensions within a construct; CFA tests whether hypothesized models provide 

optimal data fit. Together, the EFA and CFA data we report provide critical information on 

the measures’ internal validity and factorial structure. Previous data support the measures’ 

internal consistency (Cronbach alphas ranging from .82 - .90 for FASA; .85 for FASA-CR), 

convergence with child anxiety measures (e.g., r = .45, p < .001), and divergence with child 

depression measures (e.g., r = .17, p = .56) (Kagan et al., 2016; La Buissonniere-Ariza et al., 

2018; Lebowitz et al., 2015; Lebowitz et al., 2013; Norman et al., 2015; Schleider, 

Lebowitz, & Silverman, 2017).

Two family accommodation measures for childhood anxiety have been developed since the 

FASA and FASA-CR. The Family Accommodation Checklist and Interference Scale 

(FACLIS) (Thompson-Hollands et al., 2014) which added an interference index, and the 

Pediatric Accommodation Scale (PAS) (Benito et al., 2015) which was designed as a 

clinician-administered instrument. Both have satisfactory internal consistency and 

convergent and divergent validity. Data on their factorial structure and retest reliability have 

not yet been reported.

An earlier EFA of FASA found a two-factor correlated model accounted for 62.2% of 

variance, corresponding to Participation in child anxiety-driven behaviors, and Modification 

of family routines (Lebowitz et al., 2013) Similar two-factor structures have been reported in 

EFAs of family accommodation in obsessive-compulsive disorder (Albert et al., 2010; 

Flessner et al., 2011; Gomes et al., 2015; Mahapatra, Gupta, Patnaik, Pattanaik, & 

Khandelwal, 2017) and tic disorders (Storch et al., 2017). Patterns of associations with the 

Participation and Modification factors have varied across variables and informants however, 

underscoring the gap left by the absence of confirmatory factor analyses (Flessner et al., 

2011; Mahapatra et al., 2017; Norman et al., 2015; Peris, Benazon, Langley, Roblek, & 

Piacentini, 2008). Another research gap is the absence of any family accommodation test-

retest reliability data. This gap is particularly problematic to advance emergent longitudinal 

research, and to understand treatment-change over time (Kagan et al., 2016).
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Our goals were therefore to examine the factorial structure and test-retest reliability of FASA 

and FASA-CR in a clinic-referred sample of anxious children. We hypothesized the two-

factor structure identified in the earlier EFA would optimally fit the data. Consistent with 

previous research (Lebowitz, Storch, MacLeod, & Leckman, 2014; Lebowitz et al., 2013) 

we hypothesized that in the current and independent sample total and subscale scores would 

significantly and positively correlate with child anxiety (convergent) and not with child 

depressive symptoms (divergent), although one study has reported significant associations 

between FASA scores and a measure of child depression (La Buissonniere-Ariza et al., 

2018). We further extend past research by examining convergence of FASA/FASA-CR with 

maternal parenting stress. Parenting stress was selected from the available data because 

parents report that providing accommodation causes them distress (Lebowitz et al., 2015; 

Lebowitz et al., 2013). Lastly, we hypothesized that the FASA and FASA-CR would 

demonstrate satisfactory test-retest reliability.

Method

Participants

Participants were 331 children (51% girls) ages 6 to 17 years (M = 10.44 years; SD = 2.95) 

and their parent (98% mothers) referred to an anxiety disorders specialty research clinic. 

Two hundred eighty children (84.6%) were White, 13 (3.9%) were African-American, 7 

(2.1%) were Asian, 25 (7.6%) were multiracial, and 6 (1.8%) did not report child race. 

Thirty-one children (9.4%) were Hispanic/Latino. One hundred ninety-five parents (58.9%) 

reported annual household incomes of at least $100,000; 83 (25.1%) reported incomes 

between $41,000 and $90,999; 23 (6.9%) reported incomes less than $41,000; and 30 (9.1%) 

families did not report income. Two hundred seventy-seven (83.7%) parents were married or 

in a domestic partnership; 18 (5.4%) were single or never married; 30 (9.1%) were divorced; 

3 (0.9%) were widowed; and 3 (0.9%) did not report marital status.

Children were included if they met DSM-5 criteria for a primary anxiety disorder diagnosis. 

Exclusionary criteria included severe non-anxiety psychopathology (e.g., schizophrenia, 

active suicidal ideation) or developmental disabilities (e.g., autism spectrum disorder, 

intellectual disability). The most common primary anxiety disorder diagnoses were 

generalized anxiety disorder (34.1%), social phobia (30.2%), separation anxiety disorder 

(19.6%), and specific phobia (10.0%). Eighty-two percent of the sample had comorbid 

diagnoses, including 11% who met criteria for depression.

Measures

Anxiety Disorders Interview Schedule– Child and Parent Version – IV (ADIS-
C/P-IV).—The ADIS-C/P (Albano & Silverman, 1996; Silverman & Albano, 1996) is a 

semi-structured diagnostic interview schedule that has yielded good to excellent reliability 

estimates for child anxiety diagnoses (Silverman & Nelles, 1988), and excellent test-retest 

reliability (Silverman, Saavedra, & Pina, 2001). The ADIS-C/P was administered by 

doctoral level clinicians and graduate students trained using direct observation and 

supervised administration. Diagnoses were finalized during case presentations by expert 

group consensus.
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Family Accommodation Scale - Anxiety (FASA; Lebowitz et al., 2013).—FASA 

consists of 13 items. The first 9 items assess the frequency of accommodations and are 

summed for the total accommodation score. Four additional items assess parental distress 

associated with accommodation (1 item), and children’s short-term responses to not being 

accommodated (3 items). Items are rated on a 5-point scale of 0 to 4 (‘Never’ to ‘Daily’). 
Total 9-item family accommodation scores range from 0 to 36, with higher scores indicating 

more accommodation. Internal consistency for the 9-item total accommodation score in the 

current sample was α=.87.

Family Accommodation Scale for Anxiety – Child Report (FASA-CR; Lebowitz 
et al., 2015).—FASA-CR consists of 16 items. The first 13 items parallel the FASA and as 

with FASA, the first 9 items are summed for the total score which ranges from 0 to 36. 

Three supplemental items query children’s beliefs about the accommodation. Internal 

consistency for the 9-item total score in the current sample was α=.79.

Multidimensional Anxiety Scale for Children-2nd Edition (MASC-2; March, 
2013)—The MASC2 consists of 50 items that assess children’s anxiety symptoms from 

children’s and parent’s perspective. Each item is rated from 0 to 3 (‘Never’ to ‘Often’) and 

scores range from 0 to 150, with higher scores indicating more anxiety. Internal consistency, 

reliability and validity have been established (March, 2013). Internal consistency in the 

current sample was α=.94 and α=.89 for child and parent report, respectively.

Parenting Stress Index-Short Form (PSI-SF; Abidin, 1995).—The PSI consists of 

36 items that assess parenting stress, completed by the parent. Items are scored on a 5-point 

scale and are summed for a total score ranging from 36 to 180, with higher scores indicating 

less parenting stress. Internal consistency, reliability and validity have been established (e.g., 

Haskett, Aher, Ward, & Allaire, 2006). Internal consistency in the current sample was 

α=.91.

Children’s Depression Inventory (CDI; Kovacs, 1992).—The CDI is a 27-item 

questionnaire that assesses children’s depressive symptoms, completed by the child. Items 

are scored from 0 to 2 and summed for a total score. Internal consistency, test-retest 

reliability and validity have been established (Carey, Faulstich, Gresham, Ruggiero, & 

Enyart, 1987; Smucker, Craighead, Craighead, & Green, 1986). Internal consistency in the 

current sample was α=.89.

Procedure

The study was approved by the university’s institutional review board. Parents and children 

provided written informed consent/assent to all study procedures including re-assessment of 

accommodation to examine test-retest reliability. Subsequently, the ADIS-C/P-IV and 

questionnaires were administered, as part of a broader assessment battery during a single 

visit. Trained research assistants helped younger children and those with reading difficulties 

in completing questionnaires. Test-retest procedures were introduced as other study data 

collection efforts were underway, thus the test-retest sample is smaller than the total sample. 

There were no significant differences on any demographic or study variables between child-
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parent dyads who completed the test-retest procedures and those who did not. Trained 

research assistants collected test-retest reliability data by telephone using a 7 to 14-day retest 

interval, a typical interval consistent with recommendations for evaluating stability of 

outcome measures (e.g., Deyo, Diehr, & Patrick, 1991).

Data Analysis

EFA and CFA.—A random sample of 105 child-parent dyads was drawn from the total 

sample, leaving an independent sample of 226 dyads for CFA. There were no significant 

differences on demographic or study variables between the EFA and CFA samples (see Table 

1). The best-fitting solution was determined by examining scree plot, Eigen values, and 

factor loadings. CFAs were run using Mplus Version 7.44 (Muthén & Muthén, 1998–2012). 

Fit indices were examined to evaluate model fit [e.g., chi square test of model fit, Root Mean 

Square Error Approximation (RMSEA) and p close, Comparative Fit Index (CFI), and 

Standardized Root Mean Square Residual (SRMR); Hu & Bentler 1995(Kline, 2011)]. Good 

fit was indicated by the following values: non-significant chi-square; RMSEA < .08 with p 

close > .05; CFI > .95; and SRMR < .05. Although chi-square tests of model fit are reported, 

greater emphasis is placed on other fit indices given chi-square’s sensitivity to reject the null 

hypothesis in samples > 100. (Hu & Bentler, 1995).

Convergent validity was assessed by examining associations between FASA/FASA-CR 

scores and child anxiety and parenting stress. Divergent validity was assessed by examining 

whether FASA/FASA-CR scores were significantly more strongly correlated with child 

anxiety scores than with child depression scores. We examined whether associations with 

test-retest reliability was examined through associations between FASA (n=118) and FASA-

CR (n = 88) total scores at time 1 and time 2, with an average test-retest interval of 9.81 (SD 
= 3.08) days for FASA and 10.42 (SD = 3.19) days for FASA-CR.

Results

Preliminary Analyses

Non-model and model-based outlier analyses were undertaken; no outliers were found. 

Analyses used a maximum likelihood estimator with robust standard errors to account for 

normality violations. Missing data were minimal (< 5%) and accommodated using full 

information maximum likelihood (Enders, 2010). Missing data bias was assessed by 

computing a dummy variable reflecting the presence or absence of missing data for each 

variable. This dummy variable was correlated with all study variables in the model. No 

meaningful bias was observed. FASA and FASA-CR scores did not differ significantly 

between males and females.

EFA Analyses

Three solutions, using principal axis factor with Promax rotation, were evaluated. Results 

suggested a two-factor solution for FASA and FASA-CR. The two factors explained 61.04% 

of total variance in FASA and 51.37% of total variance in FASA-CR.
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CFA Analyses

We tested two models: 1) a correlated two-factor model where items 1–5 loaded on 

Participation and items 6–9 loaded on Modification, based on past EFA findings (Lebowitz 

et al., 2013); and 2) a correlated two-factor model where items 1–4 loaded on Participation 

and items 5–9 loaded on Modification, based on the present study’s EFA findings.

FASA.—Indices of model fit indicated poor fit for Model 1 (chi square = 84.99, p < .001; 

RMSEA = .10, p-close < .001; CFI = .91; SRMR = .05). Indices of model fit indicated good 

fit for Model 2 (chi square = 58.50, p < .001; RMSEA = .07, p-close > .05; CFI = .95; 

SRMR = .04). All standardized factor loadings ranged from .57 to .81 (see Table 3).

FASA-CR.—Indices of model fit indicated relatively poor fit for Model 1 (chi square = 

51.49, p < .01; RMSEA = .07, p-close > .05; CFI = .92; SRMR = .06). Indices of model fit 

indicated good fit for Model 2 (chi square = 35.83, p > .05; RMSEA = .04 p-close = .66; CFI 

= .97; SRMR = .05). We also tested the three-factor solution in Table 2, but the solution did 

not converge even after increasing the number of iterations. In Model 2, all standardized 

factor loadings ranged from 0.49 to 0.70 range (see Table 3).

Given the significant inverse correlation between child age and FASA/FASA-CR scores (see 

Table 4), multiple indicators/multiple causes (MIMIC) models (Jöreskog & Goldberger, 

1975) were conducted to examine whether the FASA factor indicators varied by child age. 

Child age was included as a continuous variable in both models. Inclusion of child age did 

not adversely affect model fit for either FASA or FASA/CR. For the FASA, results showed a 

significant direct effect of child age on Participation (path coefficient = −;.06, S. E. = .02, p 
< .01) and Modification (path coefficient = −;.05, S. E. = .02, p < .05). That is, for every one 

unit increase in child age, scores on Participation and Modification decreased by .06 and .05 

units, respectively. For the FASA-CR, results showed a significant direct effect of child age 

on Participation (path coefficient = −;.04, S. E. = .02, p < .05), but not Modification (path 

coefficient = −;.01, S. E. = .02, p = .74), showing that the indicators of family 

accommodation are not invariant across child age groups.

Convergent and Divergent Validity

The two-factor structure of the FASA and FASA-CR was confirmed by CFA analyses, with 

only one adjustment made to the composition of the corresponding subscales, as noted. 

Guided by these results, the Participation and Modification subscale scores were recomputed 

to examine convergent and divergent validity. Table 4 presents bivariate correlations between 

study variables.

FASA.—FASA total scores were significantly and positively correlated with parent rated 

but not child rated MASC-2 total scores. FASA Participation and Modification subscales 

also were significantly and positively correlated with parent rated but not child rated 

MASC-2 total scores. FASA total scores were significantly and negatively correlated with 

the PSI-SF. FASA score was not significantly correlated with child CDI scores.
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FASA-CR.—FASA-CR total scores were significantly and positively correlated with child 

rated and parent rated MASC-2 total scores. Participation and Modification also were 

significantly and positively correlated with child rated and parent rated MASC-2. FASA-CR 

total score was not significantly correlated with the PSI-SF. FASA-CR scores were modestly 

correlated with child rated CDI scores, but the correlation between FASA-CR and CDI was 

significantly smaller than the correlations between FASA-CR and either child-rated or 

parent-rated MASC-2 (Fisher’s z=2.05, p<.05; Fisher’s z=2.3, p<.05, respectively), 

supporting the divergent validity of FASA-CR.

Test-Retest Reliability

The significant correlations between Time 1 and Time 2 for the FASA total score (r = .79, p 

< .001) and subscales (Participation: r = .69, p<.001; Modification r = .76, p<.001) indicated 

FASA has good test-retest reliability. For the FASA-CR correlations between Time 1 and 

Time 2 were significant but lower (Total: r = .52, p < .001; Participation: r = .40, p<.001; 

Modification: r = .53, p<.001). We therefore re-examined FASA-CR retest reliability to 

determine whether estimates were different for children (aged 6 to 12 years) and adolescents 

(> 12 years). FASA-CR total score test-retest reliability in children (n = 65) was r = .46, p 

< .001 (Participation: r = .33, p<.01; Modification: r = .54, p<.001). FASA-CR total score 

test-retest reliability in adolescents (n = 22) was r = .66, p < .001 (Participation: r = .65, 

p<.001; Modification: r = .49, p<.001).

Discussion

This is the largest study of family accommodation of childhood anxiety to date and provides 

important evidence for the psychometric properties of the measures most widely used to 

assess it. CFA indicated FASA and FASA-CR comprise two distinct but correlated factors: 

Modification and Participation, supporting previous research using EFA. In contrast to 

previous research, item 5 (avoiding doing things, going places or being with people because 
of child anxiety) loaded on the Modification rather than Participation factor for both FASA 

and FASA-CR (Lebowitz et al., 2013). This is not surprising however as Lebowitz et al. 

noted that item 5 loaded on both factors, and the item addresses modified routines (e.g., 

avoiding going places). Otherwise, the current results are consistent with the previously 

described factorial structure with an independent sample, supporting past work using these 

factors and affirming their continued clinical and research use.

Also notable is the similar pattern of results that emerged for both the FASA and FASA-CR. 

Research has recently begun to examine child perspectives on family accommodation 

(Lebowitz et al., 2015; Schleider et al., 2017). Understanding children’s ability to identify 

parental accommodation is likely important for interventions that aim to reduce family 

accommodation as part of the treatment strategy. Likewise, parental reports of their own 

family accommodation may be subject to inaccuracies and/or bias. For example, parents 

may not perceive the role of anxiety in shaping some of their children’s responses, leading to 

underestimation of family accommodation. Conversely, parents may change their behavior 

to preempt child distress even when the child does not request or require the 

accommodation, leading parents to overestimate family accommodation levels. Integrating 
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multi-informant perspectives can advance the study of these questions, and the parallel 

factorial structures of the FASA and FASA-CR can facilitate such integration.

Results of convergent and divergent validity testing for FASA and FASA-CR are 

encouraging. Both mothers’ and children’s accommodation ratings, correlated significantly 

with ratings of child anxiety symptoms. Specifically, FASA-CR scores correlated with child 

anxiety ratings from both children and parents, and FASA scores correlated with parent-

rated child anxiety, but not child-rated child anxiety. These findings further underscore the 

importance of integrating multi-informant assessment, but additional research is required to 

determine whether this pattern simply reflects the overall modest associations generally 

found between child and parent ratings of child anxiety, or a more meaningful difference in 

how parents and children rate accommodation.

Support for the divergent validity of the scales comes from the significantly stronger 

correlations between family accommodation and child anxiety ratings, than between family 

accommodation and child depression. FASA scores did not correlate significantly with child 

CDI scores. FASA-CR scores were modestly correlated with child CDI scores, but the 

correlation with child anxiety was significantly stronger. FASA scores, but not FASA-CR, 

also correlated significantly with maternal parenting stress, providing the first evidence for 

convergence between FASA and a relevant parent variable. The finding that only parent-

rated accommodation correlated significantly with parenting stress may be attributable to 

shared informant variance. It may also be that those accommodations that contribute most to 

parenting stress are also most salient to parents, and potentially different from those most 

salient to the child.

These are also the first test-retest reliability data for an accommodation measure. As is 

common, reliability was lower for younger children than for adolescents and parents 

(Cicchetti, 1999; Silverman & Eisen, 1992). FASA-CR provides useful information but 

including parent report may be particularly important when assessing young children 

longitudinally. The overall satisfactory reliability is important as research on treatment-

related changes emerges (Kagan et al., 2016).

The study has several limitations. The sample was relatively homogenous in race and 

ethnicity, and socio-economic status was comparatively high, potentially limiting the 

generalizability of results. Studies using more diverse samples are needed. Parent 

participants were almost all mothers, as in most past accommodation and child anxiety 

research (McLeod, Wood, & Weisz, 2007; Wood, McLeod, Sigman, Hwang, & Chu, 2003). 

Finally, although collecting retest by telephone might impact results, studies show good 

comparability between retest data collected in person and by phone (e.g., Pinto-Meza et al., 

2005).

These limitations notwithstanding, the study provides important new information. Moving 

from exploratory analysis, and small sample sizes, to confirmatory analyses on sizeable 

samples is an important milestone in the study of family accommodation.
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Table 1.

EFA and CFA Sample Characteristics

EFA sample
(n = 105)

CFA sample
(n = 226) χ2 t p

Child age [M (SD)] 10.30 (2.90) 10.50 (2.98) 0.56 .58

Child sex (female, %) 53.3 49.1 0.51 .48

Child race (%)

White
Black
Asian
Multiracial

83.8
6.7
1.9
4.8

86.1
2.7
2.2
9.0

4.58 .26

Non Hispanic/Latino (%) 94.1 88.7 2.37 .12

Marital Status (%)

 Married
Single
Divorced
Widowed

84.8
4.5
9.4
1.3

82.9
7.6
8.6
0

2.79 .43

Household Income (%)

 <$41,000
$41,000 – $99,999
>$100,000

10.4
26.1
63.6

6.4
28.3
65.4

6.54 .48

Primary Diagnoses (%)

 GAD
SOP
SAD
SP

32.4
31.4
19.0
9.5

35.0
29.6
19.9
10.2

5.85 .44

Comorbidity (%) 80.0 83.2 0.50 .48

Accommodation*, Anxiety, Depression, and Stress ratings [M (SD)]

 FASA 16.15 (7.98) 16.65 (8.43) 0.51 .61

 FASA Participation 9.79 (4.04) 10.06 (4.25) 0.53 .60

 FASA Modification 6.39 (4.98) 6.70 (5.04) 0.53 .60

 FASA Distress 1.66 (0.93) 1.45 (0.95) −1.88 .06

 FASA Consequences 5.28 (3.17) 5.11 (3.17) −0.44 .66

 FASA-CR 12.57 (6.64) 13.80 (6.94) 1.53 .13

 FASA-CR Participation 7.97 (3.75) 8.38 (3.65) 0.93 .35

 FASA-CR Modification 4.60 (3.91) 5.50 (4.39) 1.79 .08

 FASA-CR Distress 1.16 (1.18) 1.24 (1.20) 0.52 .61

 FASA-CR Consequences 12.31 (3.99) 12.48 (4.35) 0.35 .72

 MASC 2– P 68.21 (20.12) 68.52 (19.82) 0.13 .90

 MASC 2– C 71.79 (24.84) 72.63 (25.28) 0.28 .78

 CDI 15.94 (8.68) 17.34 (8.21) 1.37 .17

 PSI 132.35 (19.38) 133.92 (21.31) 0.47 .64

Note. GAD = generalized anxiety disorder; SOP = social phobia; SAD = separation anxiety disorder; SP = specific phobia;

*
= Participation and Modification subscale scores were recalculated based on CFA findings; FASA = Family Accommodation Scale – Anxiety; CR 

= Child Report; MASC-P = Multidimensional Anxiety Scale for Children – Parent; MASC – C = Multidimensional Anxiety Scale for Children – 
Child; CDI = Children’s Depression Inventory; PSI = Parenting Stress Index.
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Table 2.

EFA: Factor Loadings and Explained Variance

Single-Factor Two-Factor Three-Factor

Item Factor 1 Factor 1 Factor 2 Factor 1 Factor 2 Factor 3

FASA 1. Providing reassurance .30 .56 .55

2. Providing items .41 .73 .74

3. Participating in behaviors .44 .77 .76

4. Assisting avoidance .35 .44 .43 .36

5. Avoiding things or places .49 .70 .82

6. Modifying routine .54 .68 .54

7. Doing things instead of child .35 .40 .38

8. Modifying work schedule .59 .82 .98

9. Modifying leisure activities .66 .92 .70

% explained variance 47.93 13.11 47.93 13.11 47.93 0.75

FASA-CR 1. Providing reassurance .21 .54 .50

2. Providing items .34 .72 .68

3. Participating in behaviors .28 .60 .61

4. Assisting avoidance .32 .44 .40

5. Avoiding things or places .43 .72 .34 .52

6. Modifying routine .39 .49 .85

7. Doing things instead of child .34 .43 .82

8. Modifying work schedule .26 .46 .47

9. Modifying leisure activities .39 .83 .56 .32

% explained variance 38.12 13.25 38.12 13.25 38.12 11.41

Note. FASA = Family Accommodation Scale Anxiety; CR = Child Report. Principal axis factoring with Promax rotation.
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Table 3.

CFA Standardized Factor Loadings

FASA FASA-CR

Participation Modification Participation Modification

Item

10. Providing reassurance .62 .50

11. Providing items .81 .66

12. Participating in behaviors .77 .68

13. Assisting avoidance .73 .49

14. Avoiding things or places .71 .64

15. Modifying routine .81 .60

16. Doing things instead of child .57 .70

17. Modifying work schedule .65 .57

18. Modifying leisure activities .75 .66

Factor Correlation .79 .62

Note. FASA = Family Accommodation Scale; CR = Child Report.
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Table 4.

Pearson’s Bivariate Correlations Among Study Variables

Variable 1 2 3 4 5 6 7 8 9 10 11 12 13 14

1. Child Age

2. FASA −.18**

3. FASA 
Participation

−.24
***

.89***

4. FASA 
Modification

−.10 .92*** .64***

5. FASA 
Distress

−.12* .46*** .40*** .42***

6. FASA 
Consequences

−.24
***

.53*** .51*** .45*** .41***

7. FASA-CR −.09 .30*** .30*** .25*** .15** .13*

8. FASA-CR 
Participation

−.13* .20*** .30*** .13* .11* .06 .84**

9. FASA-CR 
Modification

−.04 .33*** .28*** .31** .13* .17** .88*** .48
***

10. FASA-CR 
Distress

−.05 .08 .07 .07 .10 .17** .16** .04 .22
***

.

11. FASA-CR 
Consequences

−.13* .15** .15** .13* .18** .25** .28*** .25
***

.23
***

.22
***

12. MASC 2 – 
P

−.01 .41*** .38*** .36** .19** .23*** .26** .21
***

.24
***

.05 .16**

13. MASC 2 – 
C

.16** .10 .09 .07 .10 .11* .25** .21
***

.24
***

.19** .31
***

.18**

14. CDI −.23
***

.05 .03 .06 −.02 −.00 .14* .05 .20
***

.24** .12* .14* .50
***

15. PSI .06 −.39
***

−.29
***

−.41
***

−.26
***

−.44
***

−.05 .06 −.14 −.14
*

−.17
*

−.32
***

−.16
*

−.1
8**

Note. Participation and Modification subscale scores were recalculated based on CFA findings; FASA = Family Accommodation Scale – Anxiety; 
CR = Child Report; MASC 2-P = Multidimensional Anxiety Scale for Children – Parent; MASC 2– C = Multidimensional Anxiety Scale for 
Children – Child; CDI = Children’s Depression Inventory; PSI = Parenting Stress Index.
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