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Abstract

Specific phobias are among the most prevalent anxiety disorders in children and adolescents.
Although brief and intensive treatments are evidence-based interventions (Davis, Ollendick, &
Ost, 2019), up to one-third of youth do not show significant change in their symptoms following
these interventions. Hence, consideration of additional factors influencing treatment response is
necessary. Child-factors such as temperament and parent-factors such as parenting behaviors both
contribute to the development of specific phobias and their maintenance over time. Specifically,
we addressed child temperament (negative affectivity) and parenting behaviors (overprotection)
that could uniquely predict clinical outcomes for specific phobias and that might interact to inform
goodness-of-fit in the context of these interventions. We also considered whether child- and/or
parent-gender shaped the effects of temperament or parenting on clinical outcomes. Participants
were 125 treatment-seeking youth (M age = 8.80 years; age range = 6-15 years; 51.5% girls) who
met criteria for specific phobia and their mothers and fathers. Mothers’ reports of children’s
negative affectivity uniquely predicted poorer specific phobia symptom severity and global clinical
adjustment at post-treatment. Interaction effects were supported between parental overprotection
and child negative affectivity for post-treatment fearfulness. The direction of these effects differed
between fathers and mothers, suggesting that goodness-of-fit is important to consider, and that
parent gender may provide additional nuance to considerations of parent-child fit indices.
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Specific phobias are the most common anxiety disorders in children and adolescents
(Merikangas et al. 2010). Moreover, specific phobias serve as risk factors for academic and
social difficulties (Essau et al. 2000; Silverman & Moreno, 2005), as well as the later
development of anxiety, mood, and substance use disorders (Kagan & Snidman, 1999;
Kendall et al. 2004). Currently, one-session treatment—a treatment based on cognitive
behavioral therapy (CBT) and delivered in a single 3-hour session—is empirically supported
as a brief, intensive evidence-based intervention to treat youth with specific phobias (Davis
et al., 2019). Although generally regarded as an effective treatment, a small but significant
minority of youth continue to retain their specific phobia diagnosis following treatment (i.e.,
25% — 33%); see Davis et al., 2019). Thus, additional factors need to be considered to
improve the likelihood of a fuller treatment response. The current study examined two
factors linked with children’s anxiety—parents’ overprotective behaviors (e.g., Bogels &
von Melick, 2004; Lieb et al., 2000) and children’s temperamental negative affectivity (e.g.,
Gulley et al., 2016; Vervoort et al., 2011). Given the prevalence of specific phobias and the
associated impairments for daily functioning and later adjustment, it is timely to consider
factors that might enhance treatment outcomes.

Childhood phobias and anxiety disorders do not have a single etiological pathway—they are
multiply determined by both child- and parent-centered variables (Grills-Taquechel &
Ollendick, 2012; Rapee et al., 2009). Further, the mechanisms which underlie the
transmission of anxiety disorders in youth are not well understood at this time (Ollendick &
Grills, 2016). Specifically, the directionality of transmission of anxiety disorders remains
unclear (see Lawrence et al., 2019). Murray and colleagues (2009) posit that a combination
of genetic vulnerability and parenting behaviors enhance the risk of developing an anxiety
disorder. Existing findings support these views, showing that parental overprotective
behaviors (e.g., Bogels & von Melick, 2004) and children’s temperament predict anxiety
risks later in development (e.g., Schwartz et al., 1999). Thus, one of the aims of this study
was to explore the unique contributions of child- and parent-based factors on changes in
symptom severity and broader functioning following treatment for specific phobias. Below,
we review a form of child temperament that is related to behavioral inhibition (negative
affectivity) and a form of parenting (overprotection) that is important for the development
and maintenance of specific phobias in youth as independent and interactive influences.
Further, we address possible goodness-of-fit indices between these parent- and child-factors
associated with specific phobias.

Child Temperament and Negative Affectivity

Per Rothbart (2007), negative affectivity refers to individual differences in the tendency to
experience negative moods, specifically sadness, worry, and anger and characterizes how
easily these negative moods are activated (i.e., an aspect of reactive temperament). As such,
negative affectivity has been conceptualized as an aspect of fearful temperament along with
behavioral inhibition, an early predictor of anxiety (Degnan & Fox, 2007; Pérez-Edgar &
Fox, 2005). Theories of temperament suggest that early individual differences in negative
affectivity may confer risks for both anxiety and depression in youth (Gulley et al., 2016;
Vervoort et al., 2011). Further, previous findings suggest that temperamental characteristics
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predict children’s response to anxiety interventions (e.g., Capriola et al., 2017; Festen et al.,
2013; Hirshfeld-Becker, et al., 2010). Specifically, there is evidence that negative affectivity
is associated with heightened threat appraisal which can hinder responsiveness to
interventions like CBT (Lengua & Long, 2002). We selected negative affectivity over other
temperamental factors such as surgency or effortful control because of our focus on
difficulties managing negative affect and related stress responses in the presence of the
specific phobia (see Salters-Pedneault et al., 2006).

The importance of child gender

While anxiety disorders are a widespread risk factor during childhood and adolescence,
these risks differ between girls and boys. From middle childhood, girls tend to report more
fear relative to boys (Ollendick, 1983), and girls are more likely than boys to be diagnosed
with anxiety disorders during childhood and adolescence (Muris & Ollendick, 2002).
Differences in temperament are also reported between girls and boys, which may in turn
have implications for the development of anxiety disorders. From toddlerhood onward, girls
are reported to show higher negative affectivity (e.g., Arcus & Kagan, 1995). Notably, this
difference tends to coincide with parents’ greater efforts to socialize emotional displays and
forms of emotion regulation that reflect gender norms (see Brody & Hall, 1993). These
norms allow more affordances for girls to experience and display “vulnerable” emotions
such as fear, relative to boys. Hence, there may be differences in how parents engage in
overprotective behaviors toward girls and boys (e.g., encouraging daughters, but not sons, to
speak about their fears) and these differences could have implications for pre- and post-
treatment assessment of children with specific phobias.

Parental overprotection—Several parent-factors are relevant for children’s anxiety.
Among these, parental hypervigilance, overinvolvement, and overprotection have been
linked to heightened levels of child fear (Grills-Taquechel & Ollendick, 2012). As defined
by Wood and colleagues (2003), overinvolvement and overprotection are marked by
excessive attempts to interfere in a child’s behavior, thoughts, and feelings, and attempts to
encourage dependence on the parent. Excessive parental control increases children’s
dependence on their parents—simultaneously reducing their autonomy and giving children a
decreased sense of control over their environment (Kane et al., 2015). This parenting
approach can be problematic as children’s perceptions of a lack of control can evoke
negative anticipation of real or imagined threats (Wood et al., 2003) and result in
hypervigilance and heightened fear (Ollendick & Grills, 2016). Indeed, a meta-analysis by
McLeod and colleagues (2007) demonstrated that overprotection was positively associated
with childhood fears and anxiety. This finding was supported in longitudinal research by
Lieb and colleagues (2000) who found that overprotection plays a role in the development of
anxiety over time. Further, observational research suggests that parents of anxious youth are
more overinvolved during parent-child interactions relative to parents of non-anxious youth
(van der Bruggen et al., 2008). A review by Moller and colleagues (2016) affirmed these
findings. We expected that, as with children’s negative affectivity, parental overprotection
would provide unique hurdles for children in the context of response to one session
treatment.
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The importance of parent gender

Like child gender, parent gender may be important when considering the impact of
overprotection with specific phobias. Overprotection from mothers has shown more robust
effects for anxiety outcomes during the elementary years, relative to father effects
(Verhoeven et al., 2012). Alternatively, fathers’ overprotection has shown stronger effects
during adolescence (Verhoeven et al., 2012). Recent findings by Lazarus and colleagues
(2016), as well as a meta-analysis by Bdgels and Phares (2008) suggest that fathers play a
key role in the development of anxiety symptoms. We were interested in whether mother-
and father-overprotection showed similar or differing effects on children’s clinical outcomes
following our clinical intervention for specific phobias.

The Need to Address Negative Affectivity and Overprotection with Specific

Phobias

Despite evidence for significant interaction effects between temperament and maternal
overinvolvement on anxiety (Hudson et al., 2019) and links between high negative
affectivity and parental overprotection (Meesters et al., 2007), no study has tested the
relative contributions of temperamental vulnerabilities and parenting factors in relation to
clinical outcomes for youth with specific phobias. Although extant research has examined
the relative contribution of father and mother behaviors on social anxiety specifically
(Bogels, Stevens, & Majdandzié, 2011), these findings have not examined how parental
contributions, as well as child-factors, affect treatment outcome. Both the unique
contributions of these factors and the possible fit between these factors could inform
response to interventions for specific phobias. The idea of goodness-of-fit between child
factors (e.g., temperament) and the surrounding environment (e.g., parenting behaviors), of
course, has a rich history (see Lerner & Lerner, 1994; Thomas et al., 1968) suggesting that
in certain circumstances children could have heightened vulnerability to negative
developmental outcomes given the combination of certain temperamental factors and
parenting behaviors. Previous studies have supported this viewpoint in clinical contexts. For
example, Kiff, Lengua, and Bush (2011a) found that the implications of parenting for 8-
to-12-year-olds’ internalizing problems differed given child temperament factors, with
children lower in effortful control (i.e., efficient regulatory functioning; self-regulation of
emotional reactivity) having the poorest outcomes in combination with negative maternal
behaviors. Yet, work addressing goodness-of-fit in the context of specific phobias is lacking.
Understanding the nuances in treatment response given child- and parent-factors could
prepare clinicians to anticipate child/family needs during intervention and improve the
efficacy of intervention. Hence, we were interested in whether impacts of child-parent fit
between negative affectivity and overprotection differs given parental gender—whether
these effects would differ in magnitude or direction between fathers and mothers.

The Current Study

The current study addresses two primary questions regarding child- and parent- factors as
they related to the treatment of specific phobias in youth. In a secondary analysis of data
collected as part of a larger randomized control trial, we addressed these questions, focusing
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on post-treatment clinical outcomes for children. The conceptual model for our project is
presented in Figure 1.

. Research Question 1: Would main effects be supported given parent-
(overprotection) and child-factors (negative affectivity) for children’s clinical
outcomes?

- H1a: Parental overprotection would be associated with poorer pre-
treatment and post-treatment child outcomes.

- H1b: Child negative affectivity would be associated with poorer pre-
treatment and post-treatment child outcomes.

- Exploratory: Motivated by existing findings (see Méller et al., 2016),
we considered whether a) reports of negative affectivity from children
and/or overprotection toward children differed according tparent or
child gender, and b) whether regression main effects predicting post-
treatment clinical outcomes would differ between those involving
mother- and father-effects. We did not have a priori hypotheses about
gender differences.

. Research Question 2: Would interaction effects be supported between parental
overprotection and child negative affectivity for child clinical outcomes?

- H2a: Families with children reporting more overprotection from
mothers and mothers reporting more negativity affectivity among
children would have poorer child outcomes at pre- and post-treatment.

- H2b: Families with children reporting more overprotection from fathers
and fathers reporting more negative affectivity among children would
have poorer child outcomes at pre- and post-treatment.

- Exploratory: We considered whether interaction effects may be limited
tinvolving either fathers or mothers and/or whether the direction of
these effects may differ between parents. However, we did not have a
priori hypotheses about differences given parent-gender.

Method

Participants

Participants were 125 treatment-seeking youth (51.1% girls; age range = 6-15 years, M age
= 8.80 years, SD = 1.76) and their parents. Mothers were available tprovide data in 116
instances (92.8%) at pre-treatment and fathers were available in 90 instances (72.0%). Data
from at least one parent was available for each child. Most children were White (78.2%)
followed by children whwere Black (9.9%), Latinx (0.8%), Asian (0.8%), and multiracial
(2.5%). On average, families were upper middle class (M household income = $107,757, SD
= 81,209). Children’s primary specific phobia diagnoses comprised of animal (i.e., dogs;
37.6%), environmental (i.e., thunderstorms; 16.8%), situations (i.e., the dark; 32.8%), and
other phobias (i.e., costumed characters; 12.8%). Children and their parents participated in a
randomized clinical control trial (RCT), which examined the effectiveness of the standard
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child-focused one session treatment and an augmented one session treatment (Ollendick et
al., 2015) for children and adolescents with specific phobias. Families were referred by child
psychiatric and school health services or contacted the research project in response
tadvertisements in the community. Children whfulfilled the diagnostic criteria for a specific
phobia, based on the DSM-IV (APA, 1994), were included in the study. For all youth,
specific phobia was the primary diagnosis based on the reasons for referral (see APA, 2013).
In addition, all participants were required tdiscontinue other forms of treatment and be stable
on medications for the duration of the RCT. Children were excluded if they had a diagnosis
of autism spectrum disorder, schizophrenia, or demonstrated homicidal or suicidal behavior.

The study was approved by the institutional review board for human subject research at
Virginia Tech. Individuals interested in participating contacted study investigators by phone
or email. Before scheduling the participant, the study coordinator conducted a brief screener
tdetermine study eligibility. Parents and children provided informed written consent and
assent respectively at pre-treatment. During the pre-treatment assessment, parents and
children were administered a semi-structured diagnostic interview (see below) by separate
clinicians. Parents and children alscompleted questionnaires, not all of which were analyzed
in the present study. After the pre-treatment assessment, eligibility and diagnoses were
determined during a consensus meeting with parent and child clinicians as well as the
project’s clinical supervisor (a licensed clinical psychologist). Following treatment,
participants completed an assessment 1-week following treatment. At the post-treatment
assessment, the diagnostic modules endorsed at pre-treatment as well as questionnaires were
re-administered.

Early Adolescent Temperament Questionnaire-Revised (EATQ-R; Ellis &
Rothbart, 2001; Putnam et al., 2001)—The EATQ-R is a parent-report scale assessing
temperamental factors. Parents completed items on a five-point Likert scale for how
indicative certain behaviors were for children (1 = A/most never true; 5 = Almost always
true). In the current study, the 18-item negative affectivity superscale (i.e., higher frustration,
depressive mood, aggression) was used taddress negative affectivity. Both mother
(McDonald’s w = .88) and father (McDonald’s w = .89) reports at pre-treatment were
obtained.! The EATQ-R has been found tbe a reliable index of temperament (Ellis &
Rothbart, 2001) and has been used with school-age samples of children from age six onward
(e.g., De Pauw & Mervielde, 2011).

Parental Bonding Instrument (PBI; Parker, Tupling, & Brown, 1979)—Children
completed the PBI, which is a 25-item measure assessing perceptions of maternal and
paternal parenting. Past studies have used this scale tmeasure perceptions of parental rearing
behaviors (e.g., Grec& Morris, 2002). We used the overprotection/over-controlling subscale

IMcDonald’s omega, rather than Cronbach’s alpha, was used tdetermine internal consistencies in the current study. This coincides
with a broader shift in the field away from alphas, which depend on a larger set of assumptions that are typically not met with many
measures (i.e., unidimensionality, sensitity of items), and biased estimated when assumptions are violated. Omega estimates
incorporate fewer assumptions and show attenuated biases relative talphas (see Dunn, Baguley, & Brunsden, 2014).
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(13 items). Items were completed on a 4-point Likert scale (0 = Very unlike me, 3 = Very
like me). Data from the PBI were obtained at pre-treatment. Internal consistencies were
acceptable for reports of mothers’ overprotective behaviors (McDonald’s w = .66) and
fathers’ overprotective behaviors (McDonald’s w = .71).

Fear Survey Schedule for Children—Revised (FSSC-R; Ollendick, 1983)—The
FSSC-R is an 80-item self-report questionnaire which is an index of the child’s overall
fearfulness and assesses the frequency, intensity, and content of youth’s fears. Items were
completed on a three-point Likert scale for how fearful children were of stimuli (1 = None, 3
= A /o), and total scores range between 80 and 240. The FSSC-R total score was examined
in the current study. Responses from pre- and post-treatment assessment sessions were
analyzed. Internal consistencies were strong at each assessment (McDonald’s ws = .97-.98).

Anxiety Disorders Interview Schedule for DSM-IV, Child and Parent Versions
(ADIS- C/P; Silverman & Albano, 1996)—The ADIS-C/P versions are semi-structured
interviews designed for the diagnosis of most psychiatric disorders seen in childhood and
adolescence. During the interview, the clinician assesses symptoms and obtains frequency,
intensity, and interference ratings (0-8 scale). These symptoms and ratings are used by the
clinician tidentify diagnostic criteria as well as clinician’s severity rating (CSR). A CSR of 4
or above (0-8) indicates a diagnosable psychiatric condition (all children had a CSR of at
least 4 at pre-treatment). At pre-treatment, parents and youth were interviewed separately by
trained graduate-level clinicians. Clinicians independently assigned a CSR for each endorsed
disorder. At post-treatment, only the ADIS-C/P modules endorsed at pre-treatment were re-
administered. Consensus CSRs and diagnoses were obtained during weekly meetings with
the project director (licensed clinical psychologist). For the present study, the consensus
ADIS-C/P CSR for the primary specific phobia diagnosis was analyzed as an index of
specific phobia symptom severity. ICCs for the CSRs ranged from .48 t.96, reflecting fair
tstrong reliability.

Children’s Global Assessment Scale (CGAS; Shaffer et al., 1983)—The CGAS is
a clinician-reported measure of the youth’s overall level of functioning (Shaffer et al., 1983).
Clinicians used all available information, including ADIS-C/P, tassign the CGAS rating.
Scores ranged from 0-100 with higher scores indicating better global functioning. For the
present study, the CGAS was administered at both assessment time points. Parent-clinician
scores ranged from 45 t80 at pre-treatment and from 50 t90 at post-treatment. Child-
clinician scores ranged from 45 t85 at pre-treatment and from 55 t90 at post—treatment.2
Consensus ratings were determined through meetings with the study primary investigator
and used for analytic purposes.

Participants were randomized treceive either Augmented-One Session Treatment or
Standard One Session Treatment. For the Standard One Session Treatment, the child alone

2CGAS scores from 41-50 indicate moderate impairment in functioning in most domains and severe impairment in at least one
domain, such as communication. CGAS scores from 81-90 indicate adequate functioning in all areas (see Wagner et al., 2007).
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received treatment with minimal parental involvement. Within the 3-hour session, the child
was gradually exposed tthe feared stimulus, and the assigned clinician assisted the child in
challenging anxious cognitions associated with the feared stimulus and its feared
consequences. In the augmented condition, twclinicians were assigned teach family: one
clinician worked with the child while the other with the parent. Like the Standard One
Session Treatment, the child clinician assisted the child with graduated exposures tthe
phobic stimuli and challenged anxious cognitions associated with the feared stimuli and
their consequences. The parent observed the treatment session with a second clinician. The
second clinician coached the parent on how tconduct exposures in the home setting and how
treduce reinforcement of avoidance behaviors. Nsignificant differences were observed
between the twtreatment conditions. Consequently, data were combined across the
twtreatment conditions for purposes of this study. For more details about the treatment
implementation or data from main outcome paper, please refer t(Ollendick et al., 2015).

Analytical Plan

Preliminary analyses included a set of five tests: independent samples #tests addressed pre-
treatment gender differences between girls and boys; independent samples £tests addressed
differences between pre-treatment and post-treatment outcomes given treatment assignment;
paired samples ttests addressed within-family differences in a) children’s reports of
overprotection between parents and b) parents’ reports of the target child’s negative
affectivity; paired samples #tests addressed within-family change in clinical outcomes
between pre- and post-treatment; and bivariate correlations addressed associations among
study variables.

Hypothesis tests included a set of regression analyses using path analysis. For each model,
the main effects and two-way interactions of parental overprotection and child negative
affectivity were examined on children’s post-treatment clinical outcomes.

Preliminary Analyses

Descriptive statistics are presented in Table 1. Skewness was < 1.00 and kurtosis was < 1.52
for all continuous study variables. We assumed that threats tassumptions of univariate
normality were minimal given these descriptive statistics.

Independent-samples t-tests—Table 2 presents descriptive statistics of each study
outcome by child gender and presents independent-samples #tests given child gender.
Differences in child-factors, parent-factors, and clinical outcomes were compared by child
gender. There were differences in mother overprotection only, with sons reporting higher
overprotection than daughters ({118) = 2.28, d= .42, p=.025).

Paired t-tests—Children reported that mothers’ overprotection was higher than fathers’
(/117) =2.78, d= .26, p=.006). Parents did not report different levels of negative
affectivity for their children (487) = 1.00, d= .11, p=.320). For each clinical outcome,
there was a significant improvement from pre-to-post-treatment (o = |.62 — 1.19|, ps <.001).
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Bivariate correlations—Caorrelations are presented in Table 1. Younger children reported
higher overprotection from fathers and higher reports of pre-treatment fear. Children’s
reports of maternal and paternal overprotection were positively correlated, and reports of
overprotection were associated with pre-treatment (fathers only) and post-treatment (both
parents) fear. Mothers’ and fathers’ reports of the negative affectivity were positively
correlated. Parents’ reports of negative affectivity were associated with phobia symptom
severity (post-treatment) and global adjustment (pre- and post-treatment). Correlations were
in the expected directions.

Hypothesis Tests

STATA 15 (StataCorp, 2017) was used ttest a series of saturated path models with main
effects of child age, child gender, child anxiety disorder and/or ADHD comorbidity, parental
overprotection, child negative affectivity, baseline clinician severity rating, treatment
assignment, and two-way interactions between parental overprotection and child negative
affectivity on post-treatment child clinical outcomes. Outcomes included specific phobia
clinician severity rating (CSR), child-reported fear (FSSC-R), and clinician-reported clinical
global assessment (CGAS). Both mother- and father-related effects were entered
simultaneously. One outcome was considered at a time. Overprotection and negative
affectivity were standardized and centered before forming interaction terms. Taccount for
missing data (see Table 1), each model was estimated using full-information maximum
likelihood. The Hawkins test—testing whether data was in violation of missing completely
at random—uwas not significant, p=.294. Table 3 presents all regression effects.

Post-treatment phobia severity—Mother reports of child negative affectivity and
children’s pre-treatment CSR were positively associated with post-treatment CSR. When
mothers reported more initial negative affectivity, children tended thave more severe post-
treatment phobia symptoms when accounting for pre-treatment severity scores.

Post-treatment general fear—Child gender and pre-treatment scores on the FSSC-R
were associated with post-treatment endorsements on the FSSC-R. Girls endorsed higher
fear than boys at post-treatment. Higher pre-treatment FSSC-R scores predicted higher post-
treatment endorsements on this measure. Interaction effects involving mothers and fathers
were supported for children’s post-treatment endorsements of fear. However, the direction of
these interactions were different between fathers and mothers. For father effects, father
overprotection predicted relatively higher endorsements of fear among children whwere
viewed as having more difficulty with negative affectivity. However, father overprotection
predicted relatively lower endorsements of fear among children whwere viewed as having
less difficulty with negative affectivity. These effects are depicted in the top of Figure 2. For
mothers, mother overprotection predicted relatively higher endorsements of fear among
children whwere viewed as having less difficulty with negative affectivity. Alternatively,
mother overprotection predicted relatively lower endorsements of fear among children
whwere viewed as having more difficulty with negative reactivity. These effects are depicted
in the bottom of Figure 2.
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Post-treatment global clinical adjustment—Mother reports of negative affectivity
were negatively associated with post-treatment CGAS, whereas pre-treatment CGAS was
positively associated with post-treatment CGAS. As with specific phobia severity, mothers’
reports of negative affectivity uniquely informed poorer post-treatment adjustment for
children, accounting for pre-treatment adjustment scores.

Discussion

The current study addressed the ways both child- and parent-factors informed clinical
measures at pre- and post-treatment for families seeking treatment for children’s specific
phobias. We had twmajor research questions. First, dchild- (negative affectivity) and parent-
factors (overprotection) uniquely inform clinical outcomes? Second, are there signs of fit
(interactions) between temperament and parenting on clinical outcomes?

With our first hypothesis, we expected child- and parent-factors thave unique effects on
children’s clinical outcomes. There was partial support for this hypothesis. Children’s
negative affectivity—as reported by mothers—was directly and uniquely associated with
post-treatment specific phobia symptom severity and global clinical adjustment. These
findings partly complement recent work by Hudson and colleagues (2019), whfound
evidence for temperamental behavioral inhibition (which is related tnegative affectivity) and
maternal overprotection independently predicting later anxiety symptoms. In our study, these
effects underscore a distinction in mother and father effects. Mothers’ reports, but not
fathers, were uniquely informative of children’s clinical outcomes. That is, while mother and
father reports of children’s negative affectivity were strongly correlated (r=.57), mothers
reports better informed clinician reports. While clinicians depended on interviews from both
parent(s) and child, sample mothers were more likely tbe available for assessment interviews
than fathers which may have contributed ttheir perspectives better aligning with clinician
reports. Further, mothers may have better articulated concerns of their children’s
internalizing problems than fathers—both specific tinterference related tspecific phobia
symptoms and more generally in the ways such symptoms disrupt daily (global) functioning.
This trend informs a set of our exploratory questions regarding the possible roles of parent
and child gender in children’s clinical outcomes. Reports about children’s negative
emotionality did not differ between parents and were not dependent on child gender;
however, interviews from mothers were uniquely beneficial in predicting post-treatment
outcomes.

With our second hypothesis, we expected two-way interaction effects between child- and
parent-factors—between temperamental negative affectivity and parenting overprotection—
on children’s clinical outcomes. We found evidence for combined effects of parental
overprotection and negative affectivity in regard tchildren’s general fear levels at post-
treatment.

With fathers, children higher in negative affectivity showed more variability in fear given
levels of fathers” overprotection and children reported the most fear when fathers showed
more overprotection (see Figure 2). It is possible that the interplay between children and

fathers with these characteristics resulted in children demonstrating more difficulties
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managing negative emotions, like fear and anxiety, and fathers intervening in ways that were
perceived as overbearing or overcontrolling. This could deprive children of opportunities
trefine skills in resolving negative feelings and navigating threatening situations (see
McLeod et al., 2007). In the context of specific phobias, children may not receive the
encouragement and/or autonomy tapproach or manage proximity with feared stimuli from
their fathers. This reasoning matches work by Kiff and colleagues (2011a) which found
evidence for differential responding ta similar treatment; more specifically, children had
poorest outcomes with internalizing problems when they had lower effortful control and
when mothers used negative forms of parenting. The current project expands this focus by
addressing children’s severity with specific phobias alongside their broader fear levels.
Further, this project extends this earlier work with an explicit focus on fathers, whare
important tconsider in the context of child anxieties (e.g., Bogels & Phares, 2008; Lazarus et
al., 2016), but remain understudied.

Alternatively, with mothers, children lower in negative affectivity showed more variability in
fear given levels of maternal overprotection with children reporting the least fear when
mothers showed less overprotection (see Figure 2). Children higher in negative affectivity
had relatively high fear irrespective of overprotective parenting practices, but there was clear
evidence for fit with less use of maternal overprotection and children having lesser
temperamental difficulty with negative affectivity. That is, mothers may be overwhelming
children whrequire relatively less assistance in managing distress including during
anticipation or exposure tfeared stimuli. Mothers could be well-intentioned and even using
approaches that in lower levels promote children’s emotional adjustment (i.e., responsive
parenting); yet, as with families seeking treatment for children’s externalizing problems, an
over-abundance of “positive” parenting approaches when children have relatively fewer
regulatory problems could introduce other stresses between parent and child (e.g., Dunsmore
et al., 2016).

These findings reinforce twpoints. First, there is evidence for fit between child temperament
and parenting behaviors in considering clinical outcomes for children with specific phobias.
Second, parent—but not necessarily child—gender may be more salient in considering
aspects of fit and provided nuances that were not apparent when considering main effects
involving fathers and mothers. Even with these findings, the role of parent-gender as a
moderator of clinical intervention response remains preliminary and needs further inquiry.

Overall, our findings are novel relative tpast studies given that previous literature on both
temperament and familial influences has largely neglected how these variables affect
treatment outcome measures with children this age as well as in the context of specific
phobias. Further, this project considered multiple agents of influence in children and in
parents, extending focus between topics of research that tends the siloed. This work
reinforces and extends existing research on the implications of child temperament (Salters-
Pedneault et al., 2006) and parental behaviors (Creswell et al., 2008; Liber et al., 2008) of
clinical outcomes in anxiety disorders through a multi-informant and multi-method
approach.
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Implications for Clinical Intervention

We believe an understanding of the relationships between child temperament and parental
behaviors offers important implications for the treatment of specific phobias in children. We
further maintain that even the best-supported clinical interventions could show limitations if
failing taddress particular challenges in children’s regulation or accounting for the behaviors
parents will continue tshow both within and beyond treatment sessions. Hence, we argue that
by systematically addressing goodness-of-fit between child-centered and parent-centered
variables, clinicians and researchers will have better insights intrefining promising
interventions and anticipating adjustments that might likely promote treatment response and
lasting treatment benefits for children.

This direction is underscored by work addressing goodness-of-fit in community settings. For
example, in studying mother and day care provider reports of children in the Netherlands
(ages 6-30 months), De Schipper and colleagues (2004) found support for interactions
between reported child ‘temperamental difficultness’ (i.e., difficulty managing distress) and
children’s caregiver arrangements (i.e., ratiof child-caregiver availability, stability of
childcare services) for well-being and internalizing symptoms. Children had highest well-
being when they had more trusted caregivers and lower temperamental difficultness. Further,
children had more internalizing problems when they had less stable childcare arrangements
and higher temperamental difficultness. By collecting pre-treatment indicators addressing
possible fit, researchers and clinicians can gain insights intpotential trajectories of clinical
change given fit (e.g., Prinzie et al., 2003) and change in factors relevant for fit (e.g.,
parenting behaviors; Booker, Capriola-Hall, Dunsmore, Greene, & Ollendick, 2018). By
incorporating a focus on family-level goodness-of-fit, research may continue tprovide rich
insights that extend across specific intervention outcomes (i.e., specific phobia symptom
severity) tmore general outcomes relevant tchildren’s daily functioning (i.e., broader
fearfulness, global clinical adjustment).

Limitations and Future Directions

Our study included limitations which should be addressed in future studies. First, there was
a lack of sample diversity with respect trace and socioeconomic status. Most of the sample
was of European descent and predominantly from middle-to-upper-income families. Another
limitation is that this study was limited tour brief, intensive treatment and, as a result, may
not generalize tother responses tmore standard 12-to-16 session CBT interventions (Grills-
Taquechel & Ollendick, 2012). Shorter interventions have promising scalability and the
potential tbe directed toward more children sooner (see Milat, King, & Bauman, 2013);
however, treatments with more scheduled sessions can provide opportunities treinforce
earlier sessions and identify lingering difficulties for children and families for improved
long-term success. Similarly, we considered only one follow-up period. We were purposeful
in focusing on initial post-treatment given the preliminary nature of our research questions
in this clinical context. However, this work will need tbe replicated and extended
tconsiderations of long-term trajectories of child functioning. Further, we found a relatively
modest internal consistency for children’s reports of their mother’s overprotection on the
Parent Bonding Inventory. It is possible that children in this sample had difficulty with
managing similar values between positively scored and reversed-scored items or that these
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items may not reflect a unitary construct. Further, there were concerns of power given the
complexity of our models given the sample size. We felt it was important taccount for
relevant covariates in attempting tmake claims regarding the importance of child- and
parent-factors and used estimation approaches that address missing data. However, larger
sample sizes and thorough replication are still needed for this work. In our study, we were
unable texplicitly address bidirectionality and transactional effects. The treatments in this
project were not aimed at changing parenting behaviors directly, and the shorter follow-up
period made it unlikely for meaningful changes in child temperament tbe considered.
However, future research should address whether caregiver influences on development may
be enhanced by considering the role of child factors like temperament in shaping and
conditioning parenting practices (see Kiff et al., 2011b) in the clinical context. Given the
sample size, we were not able tconsider nuances given the content of children’s fears—
whether their treated phobia involved animals or situations for example. This additional
layer of nuance is worth investigation in future studies, considering the ways certain fears
may be shaped by parental or child factors differently. Future studies should include
observational measures of parenting behaviors and child temperament.

Conclusions

This study is the first tdetermine how the interplay of child temperament and perceived
parenting practices affect treatment outcomes for youth with specific phobias. Our study
benefited from the use of multiple reporters (children, mothers, fathers, and clinicians)
tprovide multiple perspectives on child outcomes and parenting factors and addressed these
issues in a carefully diagnosed sample. In considering pre-treatment reports of child negative
affectivity, we found main effects for children’s post-treatment specific phobia symptom
severity and global clinical adjustment. We alsfound support for interactions between child-
and parent-factors. The directions of these interactions differed between fathers and mothers.
Children with more temperamental problems benefited from fathers’ lower overprotection
and children with fewer temperamental problems were hindered by mothers’ greater
overprotection. Findings point tthe importance of family fit for children’s specific phobia
interventions.
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Figure 1.

Conceptual Model of Tested Regression Effects.
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Interaction of Parent Effects with Overprotection and Child Negative Affectivity on Post-
Treatment Fear.

Note. Father-related effects are presented at the Top of the Figure. Mother-related effects are
presented at the Bottom of the Figure. “Lower” reports represent families at =1 SD below
the mean, and “higher” reports represent families at +1 SD above the mean.
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Regression Effects on Child Post-Treatment Clinical Measures

Table 3

Specific Phobia CSR Coeff.
Child Age -01
Child Gender (Boys = 1; Girls = 2) .07
General Anxiety Comorbidity .04
ADHD Comorbidity -.02
Negative Affectivity (Father-Report) 13
Father Overprotection (Child-Report) -.03
Interaction Term with Father Effects -.02
Negative Affectivity (Mother-Report) .23
Mother Overprotection (Child-Report) .05
Interaction Term with Mother Effects -.06
Augmented Treatment Assignment -.08
Pre-Treatment CSR .34
General Fear (FSSCR) Coeff.
Child Age .01
Child Gender (Boys = 1; Girls =2) 17
General Anxiety Comorbidity .03
ADHD Comorbidity .02
Negative Affectivity (Father-Report) -.09
Father Overprotection (Child-Report) 13
Interaction Term with Father Effects .23
Negative Affectivity (Mother-Report) A1
Mother Overprotection (Child-Report) 13
Interaction Term with Mother Effects -.18
Augmented Treatment Assignment -.05
Pre-Treatment FSSCR .65
Clinical Global Assessment (CGAS) Coeff.
Child Age .08
Child Gender (Boys = 1; Girls = 2) .10
General Anxiety Comorbidity .06
ADHD Comorbidity .05
Negative Affectivity (Father-Report) -.04
Father Overprotection (Child-Report) .10
Interaction Term with Father Effects .03
Negative Affectivity (Mother-Report) -.22
Mother Overprotection (Child-Report)  -.09
Interaction Term with Mother Effects 14
Augmented Treatment Assignment .03
Pre-Treatment CGAS AT

SE.
.09
.09
.10
.10
A1
A1

.08

-.16
.76
A1

-.25

1.10

-.24

-.30

2.29
.46

-.62

-.97

4.17

.08
2.52
A7
21
-.86
1.21
2.33
1.13
1.32
-2.64
-.70
10.68

1.10
1.19
71
49
-.48
.95
.36
-.23
-.85
1.47
.36
5.65

875
448
.680
.805
271
.809
767
.022
.649
537
.332
.000

935
.012
.636
.833
.392
.227
.020
.259
.186
.008
484
.000

272
235
481
.623
.630
.340
717
.020
.396
143
721
.000
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Note. Full-information maximum likelihood estimation was used (7= 125). Robust standard errors and standardized coefficients are presented.

Effects at the a = .05 level are in bold.
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