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Behavior performed by parents to assist a youth in avoiding
or alleviating anxiety, known as accommodation, is
ubiquitous among pediatric anxiety disorders and strongly
related to poor treatment outcome. According to
cognitive-behavioral theory, the beliefs parents hold regard-
ing accommodation should predict parental accommodat-
ing behavior. Unfortunately, little is known about the beliefs
parents hold regarding accommodation, as there exists no
validated measure of this construct. First, the psychometric

properties were examined for the Parental Accommodation
Scale (PAS), a novel measure of parental accommodating
behavior frequency (PAS-Behavior scale) and parental
beliefs about accommodation (PAS-Belief scale). Second,
the relationship between parental beliefs about accommo-
dation and accommodation frequency was examined.
Results provide preliminary evidence of the internal
consistency and convergent validity of the PAS. Stronger
positive beliefs about accommodation significantly predict-
ed accommodation frequency, even after controlling for
youth anxiety severity. Specifically, beliefs that accommo-
dation prevents youth from losing behavioral and emotional
control significantly predicted accommodation frequency.
Therefore, efforts to decrease accommodation in clinical
settings should involve correcting maladaptive parental
beliefs about accommodation, with a particular emphasis
on beliefs regarding the necessity of accommodation in
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preventing a youth from losing behavioral and emotional
control.

Keywords: assessment; anxiety; parental accommodation

PARENTS OF ANXIOUS YOUTH frequently engage in
accommodation,which is defined as any action taken
by a parent to assist a youth in avoiding or alleviating
pathological anxiety. Although efforts to decrease a
youth’s anxiety can be adaptive, they also have the
capacity to become problematic. The distinction
between adaptive parenting behavior and maladap-
tive accommodation is made when the youth’s
anxiety is disproportional to the actual severity or
likelihood of the feared outcome. For example,
providing hand sanitizer to a youth after using the
restroom is an adaptive behavior that decreases the
likelihood of transmitting bacteria. However, en-
abling a youth to use hand sanitizer 50 times per day
due to the youth’s fear of transmitting bacteriawould
be considered accommodation. The most common
examples of accommodation include engaging in
rituals, complying with demands, providing reassur-
ance, and assisting in avoidance (Storch, Geffken,
Merlo, Jacob, et al., 2007).
High rates of accommodation have been consis-

tently identified within samples of parents whose
youth are diagnosed with obsessive-compulsive
disorder (OCD; Lebowitz, Panza, Su, & Bloch,
2012) as well as anxiety disorders such as generalized
anxiety disorder, separation anxiety disorder, specific
phobias, social phobia, and panic disorder with and
without agoraphobia (Lebowitz et al., 2013). For
example, in a sample of 96 youth diagnosed with
OCD, Flessner, Freeman, and colleagues (2011)
found that 77.1% of parents endorsed engaging in
accommodation on a daily basis on the Family
Accommodation Scale–Parent Report (FAS; Flessner,
Sapyta, et al., 2011). Similarly, Lebowitz, Scharfstein,
and Jones (2014) found that 69%ofmothers of youth
withOCDand 61%ofmothers of youthwith anxiety
disorders endorsed engaging in at least one accom-
modating behavior every day asmeasured by the FAS
and the Family Accommodation Scale–Anxiety
(FAS-A; Lebowitz et al., 2013), respectively.
Cognitive-behavioral models posit that although

accommodation temporarily decreases anxiety in
youth, it paradoxically maintains and exacerbates
the youth’s anxiety in the long term (Storch, Geffken,
Merlo, Jacob, et al., 2007). When a parent engages in
accommodation, the youth is prevented from natu-
rally habituating to feared stimuli, learning that feared
outcomes are exaggerated, and that the associated
distress is tolerable. Accommodation is particularly

important in the context of youth anxiety, as youth
are embedded in the family in a way that differs from
adults (Freeman et al., 2003). For example, youth
often depend on parents for guidance, support, and
assistance in multiple areas of their lives, which
provides abundant opportunities for accommodation
to occur. Unfortunately, when engaging in accommo-
dation a parent paradoxically reduces a youth’s
insight into his or her problem, validates his or her
fear, and prevents the youth from developing a sense
of self-efficacy and adaptive coping skills (Steketee &
Van Noppen, 2003). Due to the effectiveness of
accommodation in engendering a short-term reduc-
tion in anxiety, accommodation becomes negatively
reinforced for the parent, resulting in a feedback loop
between youth anxiety severity and accommodation
use (Wu et al., 2016).
The theorized reciprocal relationship between

accommodation and youth anxiety has been corrob-
orated by a plethora of research demonstrating a
positive correlation between these two variables
(Kagan, Peterman, Carper, & Kendall, 2016;
Lebowitz, Scharfstein, et al., 2014; Strauss, Hale,
& Stobie, 2015). A meta-analysis of 41 studies
conducted by Wu and colleagues (2016) showed the
overall effect size between accommodation and
youth OCD severity to be moderate (r = .42, p b
.001). A similar effect size (r = .45, p = .001) was
found between accommodation and anxiety severity
in a sample of 73 youthwithmixed anxiety disorders
(Lebowitz et al., 2013). Further, Francazio et al.
(2016) found that accommodation was the strongest
predictor of youth OCD severity at both intake and
at a 2-year follow-up after controlling for youth age,
anxiety, and depression. Reduction of accommoda-
tion has even been found to temporally precede
improvement in youth anxiety severity throughout
treatment (Merlo, Lehmkuhl, Geffken, & Storch,
2009; Piacentini et al., 2011).
Considering the relationship between accommo-

dation and youth anxiety severity, it is not surprising
that accommodation reduction is an integral com-
ponent in many cognitive-behavioral therapy (CBT)
programs for youth anxiety (Freeman et al., 2008;
Lebowitz, Omer, Hermes, & Scahill, 2014; Storch,
Geffken, Merlo, Mann, et al., 2007; Whiteside et al.,
2015). One way that CBT aims to decrease
accommodation is through psychoeducation in
which parents are educated about the negative
consequences of accommodation (Freeman et al.,
2003; Merlo et al., 2009). For instance, the
Supportive Parenting for Anxious Childhood Emo-
tions (SPACE) program (Lebowitz, 2013) teaches
parents that accommodation (labeled “protective
behavior”), which results in short-term prevention or
alleviation of the youth’s anxiety, increases youth
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anxiety in the long term. Alternatively, the SPACE
program teaches parents that supportive behavior,
which results in promoting the youth’s ability to
tolerate anxiety, decreases youth anxiety in the long
term.
According to cognitive-behavioral (CB) theory,

beliefs directly influence behavior (Abramowitz,
Deacon, & Whiteside, 2011). Therefore, positive
beliefs about accommodation should be related to
greater accommodation frequency, but unfortunate-
ly this relationship has not yet been studied. The
predicted relationship between beliefs about accom-
modation and accommodation frequency also sug-
gests that within CBT, which is based on CB theory,
therapists should address beliefs about accommoda-
tion in order to decrease accommodation frequency
so the youth is better able to acquire disconfirming
information regarding the feared outcome. Although
CBT treatments sometimes target accommodation
(e.g., the SPACE program), they do not address
beliefs theorized to support accommodation in any
clear, detailed, or systematic manner. Of course, in
order to address positive beliefs, therapists must
first identify what the positive beliefs are that parents
hold about accommodation. Although Wolk and
colleagues (2016) found that parents do, in fact, have
beliefs about their role in protecting youth from
anxiety, there exists no validated measure to assess
specific parental beliefs regarding accommodation.
Having a measure that assesses specific parental
beliefs regarding accommodation is important; such
a measure would facilitate deeper understanding of
the development and maintenance of youth anxiety.
Further, such a measure would enable clinicians to
identify and correct specific maladaptive parental
beliefs about accommodation during youth anxiety
treatment. For example, if a parent endorses
believing that accommodation is effective in lowering
distress, a clinician could discuss with the parent that
while accommodation may lead to a short-term
reduction in distress, it paradoxically maintains
distress in the long term and should therefore be
eliminated.
The present study was conducted for two reasons.

The first goal was to examine the psychometric
properties of a novel measure, the Parental Accom-
modation Scale (PAS). The PAS was designed to
concisely measure two constructs: accommodation
frequency (PAS-Behavior scale) and parental beliefs
about accommodation (PAS-Belief scale). The sec-
ond goal of the present study was to examine the
relationship between common parental beliefs about
accommodation and accommodation frequency.We
hypothesized that both PAS scales would demon-
strate sound item-level psychometric properties and
good convergent validity, as indicated by significant,

positive correlations with an established measure of
accommodation frequency—the FAS—and with
measures of youth anxiety symptom severity—the
Children’s Yale–Brown Obsessive-Compulsive
Scale–Parent Report (CY-BOCS-PR; Scahill et al.,
1997; Storch et al., 2006), and the Pediatric Anxiety
Rating Scale (PARS; Research Units on Pediatric
Psychopharmacology Anxiety Study Group, 2002).
Additionally, we hypothesized that correlation be-
tween parental beliefs about accommodation and
accommodation frequency would be positive and
significant, and that this relationship would remain
significant even when controlling for youth anxiety
severity.

Method
participants
Participants included 313 parents (87.6% women,
91.3% Caucasian) of treatment-seeking youth
diagnosed with an anxiety disorder. Data regarding
parent age were not collected. Parents were
recruited from the following three sites: Mayo
Clinic–Rochester (n = 233), the Kansas City Center
for Anxiety Treatment (KCCAT; n = 41), and
Rogers Memorial Hospital (n = 39). The majority
of parents had a graduate or professional degree
(39.0%) or a bachelor’s degree (34.9%). The youth
were 7–17 years old (M = 12.4, SD = 2.8) and
included more girls (59.1%) than boys (40.9%). All
youth met criteria for one or more DSM-IV-TR
(American Psychiatric Association, 2000) anxiety
disorder diagnoses. Approximately one half
(51.1%) of the youth were diagnosed with a
comorbid anxiety disorder and 19.2% were diag-
nosed with a comorbid depressive disorder. Demo-
graphic information for individual sites and the
total sample is displayed in Table 1.

measures
Parental Accommodation Scale (PAS)
The PAS was designed to be as concise as possible in
order tomaximize its clinical utility. An initial pool of
19 items was generated based on an informal
literature review, clinical experience, and discussions
with clinicians and researchers in the field of pediatric
anxiety. Following the creation of the initial 19 items,
it was decided prior to psychometric evaluation that
all items assessing temporally specific beliefs regard-
ing accommodation (e.g., “Responding to my child’s
anxiety, distress, obsessions, or compulsions as
described above . . . reduces my child’s distress in
the short term”) should be removed. The decision to
remove such items was made, as many desirable
outcomes of accommodation (e.g., reducing the
child’s anxiety, reducing distress) are, indeed, effec-
tive in the short term. Removing items in this way
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resulted in a final 12-item measure (see Appendix A)
assessing the frequency of accommodation (PAS-
Behavior scale; five items) and beliefs regarding
the benefits of accommodation (PAS-Belief scale;
seven items). Although validated, transdiagnostic
measures of accommodation exist, such as the
FAS-A (Lebowitz et al., 2013) and the Family
Accommodation Checklist and Interference Scale
(FACLIS; Thompson-Hollands, Kerns, Pincus, &
Comer, 2014), it was considered important for
the PAS to include a behavior-based section so
that respondents have a context for which to base
their belief-based responses on. The product is a
clinically useful measure that simultaneously assesses
two distinct, yet important constructs: parental
accommodation frequency and parental beliefs
about accommodation.
The PAS-Behavior scale asks parents to indicate

the frequency with which they engage in various
forms of accommodation in response to the child’s
anxiety, distress, obsessions, or compulsions. Items
on the PAS-Behavior scale are rated on the
following 4-point scale: 0 (never/almost never), 1
(sometimes), 2 (often), and 3 (always/almost
always). The PAS-Behavior scale score is based on
the mean of the five items on the scale, with higher
scores indicating more frequent accommodation.
The PAS-Belief scale asks respondents to indicate
the degree to which they agree with various positive

beliefs regarding the behaviors they endorsed on the
PAS-Behavior scale. Items on the PAS-Belief scale
are rated on the following 4-point scale: 0 (strongly
disagree), 1 (somewhat disagree), 2 (somewhat
agree), and 3 (strongly agree). The PAS-Belief
scale score is based on the mean of the seven
items on the scale, with higher scores indicating
stronger positive beliefs about accommodation. All
participants (N = 313) in the sample completed the
PAS.

Family Accommodation Scale–Parent Report (FAS)
The 12-item FAS (Flessner, Sapyta, et al., 2011) is a
parent-rated measure, adapted from the original
clinician-rated measure (Calvocoressi et al., 1995),
which assesses the frequency with which family
members of anxious individuals have engaged in
various accommodating behaviors over the previous
month. Twelve items are rated on a 5-point Likert
scale ranging from 0 (never) to 4 (daily). Total scores
range from 0 to 48, with higher scores indicating
more frequent accommodation. Flessner, Sapyta,
and colleagues (2011) conducted an exploratory
factor analysis on the FAS, which yielded two
separate yet related factors: avoidance of triggers
(FAS-AT; six items) and involvement in compulsions
(FAS-IC; six items). For this reason, the FAS total
score, FAS-AT score, and FAS-IC score were all used
as variables in the present study’s analyses. A study

Table 1
Sample Demographics

Mayo
(n = 233)

KCCAT
(n = 41)

Rogers
(n = 39)

Total
(N = 313)

Parent characteristics
Women 87.1% 83.8% 94.6% 87.6%
Caucasian 89.7% 97.5% 94.4% 91.3%
PAS-Behavior scale 1.1 (SD = 0.7) 1.1 (SD = 0.6) 1.4 (SD = 0.7) 1.2 (SD = 0.7)
PAS-Belief scale 1.5 (SD = 0.6) 1.5 (SD = 0.5) 1.6 (SD = 0.5) 1.6 (SD = 0.6)
Distress and Functioning subscale 1.5 (SD = 0.7) 1.5 (SD = 0.6) 1.5 (SD = 0.7) 1.5 (SD = 0.7)
Loss of Control subscale 1.6 (SD = 0.9) 1.5 (SD = 0.8) 2.0 (SD = 0.7) 1.6 (SD = 0.9)
Relationship subscale 1.6 (SD = 0.9) 1.5 (SD = 0.7) 1.3 (SD = 0.8) 1.6 (SD = 0.9)

FAS - 18.6 (SD = 10.8) 23.9 (SD = 10.8) -
FAS-AT - 7.8 (SD = 5.7) 11.3 (SD = 5.8) -
FAS-IC - 10.8 (SD = 6.6) 12.6 (SD = 6.2) -
CY-BOCS-PR - 22.5 (SD = 8.1) 22.9 (SD = 7.3) -
PARS 16.8 (SD = 3.6) - - -
Youth characteristics

Age 12.3 (SD = 2.9) 12.6 (SD = 3.0) 13.3 (SD = 0.8) 12.4 (SD = 2.8)
Girls 58.4% 61.0% 61.5% 59.1%
OCD diagnosis 26.6% 48.8% 82.1% 36.4%
Comorbid anxiety disorder 54.5% 34.1% 48.7% 51.1%
Comorbid depressive disorder 17.2% 19.5% 30.8% 19.2%

Note. Mayo = Mayo Clinic–Rochester; KCCAT = Kansas City Center for Anxiety Treatment; Rogers = Rogers Memorial Hospital; PAS =
Parental Accommodation Scale; SD = standard deviation; FAS = Family Accommodation Scale; FAS-AT = Family Accommodation Scale–
Avoidance of Triggers; FAS-IC = Family Accommodation Scale–Involvement in Compulsions; CY-BOCS-PR = Children’s Yale–Brown
Obsessive-Compulsive Scale–Parent Report; PARS = Pediatric Anxiety Rating Scale.
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of the psychometric quality of the FAS found the
total FAS and its two subscales to possess good
internal consistency and convergent and discrimi-
nant validity (Flessner, Sapyta, et al., 2011). The
FAS was administered to 59 parents at two of the
three data collection sites (RogersMemorial Hospital
and KCCAT). Within this subsample, internal
consistency for the FAS total score (α = .89),
FAS-AT subscale (α = .83), and FAS-IC subscale
(α = .84) were all good.

Children’s Yale–Brown Obsessive-Compulsive
Scale–Parent Report (CY-BOCS-PR)
The CY-BOCS-PR (Scahill et al., 1997; Storch et al.,
2006) is a parent-rated measure of pediatric OCD
symptom severity over the previous week. In the
current study, the CY-BOCS-PR was utilized as a
control variable in regression analyses within a
subset of the sample diagnosed with OCD. Five
items assessing severity of obsessions and five items
assessing severity of compulsions are rated on a
5-point Likert scale ranging from0 (no symptoms) to
4 (extreme symptoms). Scores on these 10 items are
summed to yield a total score that ranges from 0 to
40, with higher scores indicating greater OCD
severity. The CY-BOCS-PR has demonstrated good
internal consistency and strong convergent validity
with the child- and clinician-rated versions of the
CY-BOCS, measures of child depressive, tic, and
internalizing behavior symptoms, and other mea-
sures ofOCD symptom severity (Storch et al., 2006).
The CY-BOCS-PR was given to 54 participants at
two of the three sites (RogersMemorial Hospital and
KCCAT). Within this subsample, the CY-BOCS-PR
had good internal consistency (α = .87).

Pediatric Anxiety Rating Scale (PARS)
The PARS (Research Units on Pediatric
Psychopharmacology Anxiety Study Group, 2002) is
a clinician-administered measure of pediatric anx-
iety symptom severity over the previous
week, consisting of a 50-item checklist of anxiety
symptoms (present/not present) followed by seven
global severity items rated on a 6-point scale: 0
(none) and 1–5 (minimal to extreme). For the
current study, five of the seven severity items were
summed to yield a total score ranging from 0 to 25,
with higher total scores indicating more severe
anxiety, which is the scoring method recommended
for clinical settings (Research Units on Pediatric
Psychopharmacology Anxiety Study Group, 2002).
The PARS exhibits high interrater reliability, ade-
quate test–retest reliability, fair internal consistency
(Research Units on Pediatric Psychopharmacology
Anxiety Study Group, 2002), and is able to
discriminate between youth with and without
anxiety disorders (Ginsburg, Keeton, Drazdowski,

&Riddle, 2011). The PARSwas administered to 164
participants atMayoClinic–Rochester andhad good
internal consistency (α = .84).

procedure
Clinicians at each data collection site invited eligible
parents of treatment-seeking youth to participate in
the study. All participants (N = 313) completed the
PAS—however, other study measures were complet-
ed in accordancewith each site’s routine protocol. As
a result of the differences in protocols, there are
discrepancies in the number of participants who
received study measures other than the PAS.
Therefore, subsets of the entire sample completed
the FAS (n = 59), the CY-BOCS-PR (n = 54), and the
PARS (n = 164). Similarly, diagnostic procedures
varied based on each data collection site’s routine
assessment policy. Across sites, diagnoses were made
by qualified professionals according to DSM-IV-TR
(American Psychiatric Association, 2000) criteria.
Data collection sites utilized one or more of the
following assessmentmethods for making diagnostic
decisions: the Anxiety Disorders Interview Schedule
for Children (ADIS; Albano& Silverman, 1996), the
Mini International Neuropsychiatric Interview for
Children and Adolescents (MINI-KID; Sheehan
et al., 2010), and a comprehensive psychosocial
and psychiatric evaluation with an expert psychia-
trist. One parent for each youth was provided with
informed consent and a packet of study measures. If
both parents were present at the time of data
collection, data were collected from the parent who
spent more time with the youth, likely having more
exposure to the youth’s anxiety. Approval for this
study was obtained by the institutional review
boards at each study site.

Results
site differences
No statistically significant differences were found
between sites on any demographic or study
variables, with two exceptions. Scores on the
FAS-AT subscale from Rogers Memorial Hospital
were significantly higher, M = 11.27, SD = 5.76,
than scores from KCCAT, M = 7.82, SD = 5.65;
t(57) = –2.24, p = .03, d = .60. Further, a one-way
ANOVA of the PAS-Belief Loss of Control subscale
revealed a significant site difference, F(2, 310) =
5.21, p = .006, η = .03. Tukey HSD post hoc tests
revealed significantly higher scores on this measure
from Rogers Memorial Hospital, M = 2.04, SD =
0.72, than KCCAT, M = 1.52, SD = 0.83; t(78) =
2.96, p = .004, d = .67, andMayo Clinic–Rochester,
M = 1.59, SD = 0.86; t(270) = 3.10, p = .002, d =
.57. Although site differences were found for two
variables, the patterns of relationships between
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variables were markedly similar across sites.
Therefore, data from all three sites were combined
for the following analyses in order to increase the
generalizability of the findings.

psychometric properties and
descriptive statistics of the
pas scales
The corrected item-total correlations (M = .63) and
interitem correlations (M = .50) for each of the
PAS-Behavior scale items were above the recom-
mended minimum of .30 (Nunnally & Bernstein,
1994). The skew (.40) and kurtosis (–.53) of the
PAS-Behavior scale were acceptable. The internal
consistency (α) of the PAS-Behavior scale was good
(.83). The overall mean for the PAS-Behavior scale
was 1.17 (SD = 0.70), indicating that parents
performed accommodating behaviors between
sometimes and often. Scores on the PAS-Behavior
scale did not significantly differ between fathers and
mothers, t(304) = .73, p = .47, d = .01, or between
parents of boys and girls, t(311) = 1.28, p = .20, d =
0.15. PAS-Behavior scale scores were not signifi-
cantly associated with youth age (r = .02, p = .76).
The corrected item–total correlations (M = .50)

and interitem correlations (M = .34) for each of the
PAS-Belief scale items were above .30. The skew
(–.51) and kurtosis (.22) of the PAS-Belief scale
were acceptable. The internal consistency (α) of the
PAS-Belief scale was adequate (.78). The overall
mean for the PAS-Belief scale was 1.55 (SD = .59),
falling between somewhat disagree and somewhat
agree. Fathers andmothers did not have significantly
different scores on the PAS-Belief scale t(304) = .65,

p = .52, d = .12. Similarly, parents of boys and girls
did not differ significantly in their scores on the
PAS-Belief scale t(311) = .56, p = .57, d = 0.06.
Youth age was not significantly correlated with the
PAS-Belief scale (r = –.05, p = .39). Descriptive
statistics for individual PAS-Behavior scale and
PAS-Belief scale items are displayed in Table 2.

factor structure of the pas
To explore whether any underlying factors exist
within each subscale, the factor structure of the
PAS-Behavior scale and the PAS-Belief scale was
assessed. As the PAS scales were designed to be
concise in order to maximize clinical utility, it was
expected that any emerging factors would neces-
sarily have a relatively small number of items. As
the authors did not have an a priori hypothesis
about the latent structure of the constructs assessed,
a principal components analysis (PCA) was used for
purposes of data reduction (Floyd & Widaman,
1995). An oblique (oblimin) rotation was used
because factors emerging from this analysis were
assumed to be correlated.
Eigenvalues for the PAS-Behavior scale were as

follows: 3.00, .61, .51, .46, and .42. Based on factor
interpretability, common rules for factor retention
(Kaiser, 1960; Longman, Cota, Holden, & Fekken,
1989), and examination of the scree plot, a
single-factor solution was chosen that accounted
for 60.01% of the variance in PAS-Behavior scale
scores. All items had salient (≥ .40) loadings on the
single factor (M = .77, range = .74–.80). The single
factor accounted for a large portion of the variance
in each item as demonstrated by the magnitude of

Table 2
Parental Accommodation Scale (PAS): Means (M), Standard Deviations (SD), Factor Loadings, and Communalities

PAS-Behavior scale items M SD Factor 1 h2

1. I help my child avoid things or perform behaviors so that he or she feels better immediately. 1.07 .84 .75 .57
2. I allow my child to avoid things or situations that upset him or her, but don’t upset most kids
his or her age.

1.10 .83 .78 .60

3. I put up with unwanted conditions in my home environment so that my child is less upset. 1.11 1.01 .80 .64
4. I am careful not to say or do things that might upset or worry my child. 1.44 .94 .74 .54
5. I do things for my child when he or she is scared or upset, that he or she should be able to
do on his or her own.

1.15 .90 .80 .65

PAS-Belief scale items M SD Factor 1 Factor 2 Factor 3 h2

6. …improve my ability to function normally 1.44 .88 .87 .29 .29 .76
7. …improve my child’s ability to function normally 1.61 .87 .79 .18 .34 .63
8. …lower my distress 1.40 .88 .79 .35 .25 .64
9. …prevent my child from losing control of his or her emotions 1.73 .90 .34 .93 .20 .87
10. …prevent my child from losing control of his or her behavior 1.54 .93 .29 .93 .23 .87
11. …show my child that I love him or her 1.73 .93 .33 .25 .94 .88
12. …mean that I am being a good parent 1.40 .92 .34 .18 .94 .88
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communalities. Therefore, the PAS-Behavior scale
is best interpreted using a single total mean score.
Table 2 displays communalities and factor loadings
for each PAS item.
The PAS-Belief scale’s eigenvalues were as follows:

3.03, 1.35, 1.16, .60, .39, .26, and .23. Based on
factor interpretability, common rules for factor
retention (Kaiser, 1960; Longman et al., 1989), and
examination of the scree plot, a three-factor solution
was chosen that accounted for 79.01%of PAS-Belief
scale variance. Items on the first (M = .82, range =
.79–.87), second (M = .93, range .93–.93), and third
(M = .94, range .94–.94) factors all had highly salient
loadings. The magnitude of the communalities
suggests that the three-factor solution accounted
for a large portion of the variance in each PAS-Belief
scale item. Factor 1 on the PAS-Belief scale (three
items), labeled “Distress and Functioning,”measures
the belief that accommodation decreases distress and
increases functioning of the parent and child. Factor
2 (two items), labeled “Loss of Control,” assesses the
belief that accommodation prevents the youth from
losingbehavioral and emotional control. Last, Factor
3 (two items), labeled “Relationship,” measures the
belief that accommodation demonstrates being a
good and loving parent. Items that loaded on each
factor were averaged separately to yield three
subscales. Means and standard deviations for the
three PAS-Belief subscales within the overall sample
(n = 313) are displayed in Table 3.
The corrected item–total correlations and inter-

item correlations for items on all three PAS-Belief
subscales were above .30. Skewness (range –0.53 to
–0.33) and kurtosis (range –0.67 to –.30) for the
PAS-Belief subscales were acceptable. The internal
consistencies (α) of the Distress and Functioning
subscale (.75), Loss of Control subscale (.85), and
Relationship subscale (.87) were adequate. Fathers

and mothers did not have significantly different
scores on the PAS subscales (all ps ≥ .26, all ds ≤
.22). Similarly, parents of boys and girls did not
differ significantly in their scores on the PAS-Belief
subscales (all ps ≥ .56, all ds ≤ 0.07). Youth age
was not significantly correlated with the PAS-Belief
subscales (rs ≤ | .09 |, ps ≥ .13).

convergent validity of the
pas-behavior scale
Table 3 presents means, standard deviations, and
correlations among all study measures. As
hypothesized, the PAS-Behavior scale was strongly
correlated with another measure of parental
accommodation—the FAS and its two subscales: the
FAS-AT subscale and the FAS-IC subscale (range rs =
.57–.75, all ps b .001). Also as hypothesized, the
PAS-Behavior scale was significantly correlated with
measures of anx ie ty symptom sever i ty
(CY-BOCS-PR, PARS). Finally, as hypothesized, the
PAS-Behavior scale and PAS-Belief scale were signif-
icantly correlated with each other (r = .31, p b .001).

convergent validity of the pas-belief
scale
Hypotheses regarding correlations with the
PAS-Belief scale were partially supported. As
expected, the PAS-Belief scale was significantly
correlatedwithparental accommodation asmeasured
by the FAS (r = .32, p = .01). The PAS-Belief scale was
also significantly correlated with the FAS-IC subscale
(r= .36,p= .01), but not the FAS-AT subscale (r = .21,
p = .10). Hypotheses regarding the relationship
between the PAS-Belief scale and measures of anxiety
symptom severity were not supported, as a nonsig-
nificant correlationwas found between the PAS-Belief
scale and the CY-BOCS-PR (r = .25, p = .07) and the
PARS (r = –.06, p = .48).

Table 3
Descriptive Statistics and Zero-Order Correlations Between Study Variables

Measure M SD 1 2 3 4 5 6 7 8

1. PAS-Behavior scale 1.17 .70 - - - - - - - -
2. PAS-Belief scale 1.55 .59 .31*** - - - - - - -
3. PAS-Belief Distress and Functioning subscale 1.47 .72 .18** .81*** - - - - - -
4. PAS-Belief Loss of Control subscale 1.63 .85 .43*** .69*** .34*** - - - - -
5. PAS-Belief Relationship subscale 1.57 .87 .08 .71*** .36*** .24*** - - - -
6. FAS 21.92 11.04 .73*** .32* .16 .62*** -.16 - - -
7. FAS-AT subscale 9.98 5.92 .75*** .21 .10 .48*** -.18 .89*** - -
8. FAS-IC subscale 11.94 6.37 .57*** .36** .17 .62*** -.11 .91*** .61*** -
9. CY-BOCS-PR 22.76 7.46 .54*** .25 .15 .50*** -.18 .60*** .49*** .60***
10. PARS 16.77 3.64 .37*** -.06 -.11 .12 -.12 - - -

Note. M = mean; SD = standard deviation; PAS = Parental Accommodation Scale; FAS = Family Accommodation Scale; FAS-AT = Family
Accommodation Scale–Avoidance of Triggers; FAS-IC = Family Accommodation Scale–Involvement in Compulsions; CY-BOCS-PR =
Children’s Yale–Brown Obsessive-Compulsive Scale–Parent Report; PARS = Pediatric Anxiety Rating Scale.
*p b .05, **p b .01, ***p b .001.
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Exploratory correlations were calculated be-
tween the PAS-Belief subscales and measures of
accommodation frequency and anxiety symptom
severity (see Table 3). Neither the PAS-Belief
Distress and Functioning subscale nor the PAS-
Belief Relationship subscale were significantly
related to accommodation frequency or anxiety
symptom severity. The PAS-Belief Loss of Control
subscale was not related to anxiety symptom
severity as measured by the PARS (r = .12, p = .12),
but was significantly related to anxiety symptom
severity as measured by the CY-BOCS-PR and
to accommodation frequency (range rs = .48–.62,
all ps b .001).

general beliefs about
accommodation in the prediction
of parental accommodation
A series of multiple regressions were conducted to
test the hypothesis that parental positive beliefs
about accommodation (as measured by the total
mean PAS-Belief scale score) would be significantly
related to accommodation frequency, even when
controlling for youth anxiety symptom severity. In
order to increase the internal validity of the results
and to control for symptom severity of a specific
disorder, these analyses were first conducted within
a subset of the sample whose youth were diagnosed
with OCD and who had completed all relevant
study measures. Dependent variables included the
measures of parental accommodation including the
PAS-Behavior scale (n = 45), FAS (n = 43), FAS-AT
(n = 43), and FAS-IC (n = 43). In each of these four
regressions, predictors were simultaneously entered
and included the PAS-Belief scale and the
CY-BOCS-PR. For the regressions predicting the
PAS-Behavior scale, FAS, and FAS-IC, beliefs about
accommodation accounted for a significant amount
of the variance in accommodating behavior, after
controlling for OCD symptom severity, all ps b .05,
sr2 range .07–.15. For the regression predicting the
FAS-AT, beliefs about accommodation did not
account for a significant amount of variance in
accommodating behavior, p = .12, sr2 = .04.
Although the CY-BOCS-PR and FAS were not

administered at one of the data collection sites
(Mayo Clinic–Rochester), an alternative measure of
youth anxiety symptom severity, the PARS, was
administered there. A similar multiple regression
predicting the PAS-Behavior scale was performed in
a subsample of participants who had completed the
PARS (n = 164). In this regression, the total mean
PAS-Belief scale score was, again, found to account
for a significant amount of the variance in accom-
modating behavior, even after controlling for anxiety
symptom severity, p b .001, sr2 = .10.

exploratory analyses: types of
beliefs about accommodation in
the prediction of parental
accommodation
Next, a series of hierarchical multiple regressions
were conducted to explore the contribution of
different types of parental beliefs about accommoda-
tion (Distress and Functioning, Loss of Control,
Relationship) to accommodation frequency. Again,
these analyses were conducted within a subset of the
sample whose youth were diagnosed with OCD and
who completed all the relevant study measures.
Dependent variables included the measures of paren-
tal accommodation including the PAS-Behavior scale,
FAS, FAS-AT, and FAS-IC. Predictor variables were
entered in two blocks, the first containing the
CY-BOCS-PR, the second simultaneously containing
the three PAS-Belief subscales. By analyzing the data
in this manner, the unique contribution of each
PAS-Belief subscale to FAS and PAS-Behavior scale
scores could be determined after controlling for
CY-BOCS-PR score. Due to the strong association
between OCD severity and parental accommodation
(see Table 3), these analyses provided a stringent test
of incremental validity of beliefs about parental
accommodation.
Results of these analyses are displayed in Table 4.

In all four hierarchical multiple regressions, OCD
severity predicted a significant amount of the
variance in accommodating behavior in Step 1 (R2

range = .30–.39; all ps b .001). In the three models
predicting the PAS-Behavior scale, FAS, and FAS-IC,
the second step accounted for a significant amount of
additional variance in parental accommodating
behavior (∆R2 range .18–.23; all ps b .004). In
these three regressions, the only two variables that
significantly predicted accommodating behavior in
the second step were CY-BOCS-PR scores (sr2 range
.08–.10, all ps b .02) and PAS-Belief Loss of Control
subscale scores (sr2 range .15–.18, all ps b .01). The
final models for these three regressions predicted
between 55.70 and 57.10% of the variance in
accommodating behavior. In the regression predict-
ing the FAS-AT, the second step did not account for a
significant amount of additional variance in parental
accommodating behavior (∆R2 = .10, p = .13).
However, within the second step, CY-BOCS-PR
scores (sr2 = .09, p = .02) and PAS-Belief Loss of
Control subscale scores (sr2 = .08,p= .03) once again
emerged as the only variables that predicted a
significant amount of variance in accommodating
behavior. The final model for this regression
predicted 39.4% of the variance in the FAS-AT
subscale score.
A similar hierarchical multiple regression was

conducted using the data from parents at the Mayo
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Clinic–Rochester who had completed the PARS (n =
164). This regression predicted PAS-Behavior scale
scores by using PARS scores (first block) and the three
PAS-Belief subscales (second block) as predictor
variables. Within the first step of the regression,
PARS scores predicted 14.0% of the variance in
PAS-Behavior scale scores, F(1, 162) = 26.31, p b
.001. In the second step, the PAS-Belief Loss of
Control subscale (semipartial r= .22,p= .002) and the
PARS (semipartial r = .35, p b .001) emerged as the
only significant predictors. The second step explained
an additional 11.7% of the variance in PAS-Behavior
scale scores, resulting in a total of 25.6% of the
variance in PAS-Behavior scale scores being explained
by the final model.
Results of these hierarchical multiple regressions

support the hypothesis that the relationship between

parental beliefs about accommodation and accom-
modating behavior is significant even when control-
ling for youth anxiety symptom severity. Further,
these results indicate that specific beliefs about the
ability of accommodation to prevent anxious youth
from losing behavioral and emotional control are
particularly important in predicting parental accom-
modating behaviors.

Discussion
The purposes of this study were (a) to examine the
psychometric properties of the PASand (b) to examine
the relationship between parental beliefs about
accommodation and accommodation frequency.
Parents of anxious youth completed measures of
accommodation frequency, beliefs about accommo-
dation, and youth anxiety severity. The PAS-Behavior

Table 4
Types of Beliefs About Accommodation in Predicting Accommodation Frequency

Measure ∆R2 B SE B β t

Predicting PAS-Behavior scale (n = 45)
Step 1 .39***
CY-BOCS-PR .07 .01 .62 5.22***

Step 2 .18**
CY-BOCS-PR .04 .01 .37 2.94**
PAS- Belief Distress and Functioning .05 .12 .05 0.44
PAS- Belief Loss of Control .42 .11 .48 3.96***
PAS- Belief Relationship -.03 .10 -.03 -0.25

Predicting FAS (n = 43)
Step 1 .37***
CY-BOCS-PR 1.02 .21 .61 4.91***

Step 2 .19**
CY-BOCS-PR .64 .22 .38 2.94**
PAS- Belief Distress and Functioning 2.06 1.93 .12 1.07
PAS- Belief Loss of Control 6.23 1.73 .45 3.60**
PAS- Belief Relationship .18 1.64 .01 0.11

Predicting FAS-AT (n = 43)
Step 1 .30***
CY-BOCS-PR .48 .12 .55 4.17***

Step 2 .10±
CY-BOCS-PR .32 .13 .36 2.41*
PAS- Belief Distress and Functioning .85 1.18 .09 0.72
PAS- Belief Loss of Control 2.36 1.06 .33 2.23*
PAS- Belief Relationship -.43 1.00 -.06 -0.43

Predicting FAS-IC (n = 43)
Step 1 .32***
CY-BOCS-PR .54 .12 .57 4.43***

Step 2 .23**
CY-BOCS-PR .32 .12 .33 2.58*
PAS- Belief Distress and Functioning 1.22 1.10 .12 1.11
PAS- Belief Loss of Control 3.87 .99 .49 3.92***
PAS- Belief Relationship .61 .93 .07 0.65

Note. SE = standard error; PAS = Parental Accommodation Scale; CY-BOCS-PR = Children’s Yale–Brown Obsessive-Compulsive Scale–
Parent Report; FAS = Family Accommodation Scale; FAS-AT = Family Accommodation Scale–Avoidance of Triggers; FAS-IC = Family
Accommodation Scale–Involvement in Compulsions.
*p b .05; **p b .01; ***p b .001.
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and PAS-Belief scales demonstrated adequate psycho-
metric characteristics and convergent validity with
measures of accommodation frequency and youth
anxiety symptom severity. A principal components
analysis revealed three domains of parental beliefs
about accommodation related to distress and func-
tioning, behavioral and emotional control, and being
a good and loving parent. Results generally supported
hypotheses, as greater endorsement of positive beliefs
about accommodation was significantly correlated
with accommodation frequency, even after control-
ling for youth anxiety severity. Interestingly, explor-
atory analyses showed that accommodation
frequency was significantly predicted by parental
beliefs that accommodation prevents the youth from
losing behavioral and emotional control. These
findings support the validity and clinical utility of
the PAS and highlight the importance of parental
beliefs about accommodation in the maintenance and
treatment of youth anxiety.
The present results provide preliminary support for

the PAS-Behavior scale as a valid and psychometri-
cally sound measure of accommodation frequency
within transdiagnostic youth anxiety.Results replicate
previous research that shows a positive correlation
between accommodation frequency and youth anxi-
ety severity (Lebowitz, Scharfstein, et al., 2014;
Strauss et al., 2015; Wu et al., 2016). The demon-
strated relationship between the PAS-Behavior scale
and youth anxiety severity supports the convergent
validity of the PAS-Behavior scale and corroborates
the relationship between accommodation and youth
anxiety severity. The psychometric quality of the
PAS-Behavior scale is also supported by the regression
analyses, which showed a similar pattern of results
when the PAS-Behavior scale was the outcome
variable as to when the FAS and its subscales were
used as outcome variables. Similarly, preliminary
support was found for the validity and psychometric
quality of the PAS-Belief scale in measuring parental
beliefs about accommodation for youth with trans-
diagnostic anxiety problems. Existence of this novel
measure may facilitate deeper understanding of the
relationship between parental beliefs about accom-
modation, accommodation frequency, and youth
anxiety. Further, whereas existing measures of
accommodation are limited to assessing the frequency
with which accommodation occurs (Lebowitz et al.,
2013; Thompson-Hollands et al., 2014), the PAS
allows clinicians to assess accommodation frequency
while also identifying and modifying specific parental
beliefs about accommodation in order to decrease the
frequency of accommodation, thereby likely improv-
ing treatment outcome for anxious youth.
It was hypothesized that parental beliefs about

accommodation would be positively and significant-

ly related to accommodation frequency and youth
anxiety severity. These hypotheses were partially
supported. As expected, parental beliefs about
accommodation were positively and significantly
related to accommodation frequency as measured by
the PAS-Behavior scale and the FAS. Although the
total mean PAS-Belief scale score demonstrated a
significant positive relationship with parental in-
volvement in the youth’s compulsions (FAS-IC), no
significant relationship was found with parental
assistance of the youth in the avoidance of anxiety
triggers (FAS-AT). To the surprise of the authors, a
nonsignificant relationship was found between the
total mean PAS-Belief scale score and youth anxiety
severity as measured by the CY-BOCS-PR and the
PARS. Exploratory analyses clearly revealed that the
reason parental beliefs about accommodation were
not significantly correlated with all measures of
accommodation frequency and youth anxiety symp-
tom severity was due to the greater relevance of
certain types of parental beliefs over others. Indeed,
parental beliefs about the necessity of accommoda-
tion in preventing the youth from losing emotional
and behavioral control were significantly correlated
with accommodation frequency and youth anxiety
severity as measured by the CY-BOCS-PR. Alterna-
tively, parental beliefs related to the necessity of
accommodation in increasing functioning, decreas-
ing distress, and being a good parent did not emerge
as significant correlates with accommodation fre-
quency or youth anxiety severity as measured by the
CY-BOCS-PR or the PARS. Therefore, it seems that
the belief that accommodation prevents the child
from losing emotional and behavioral control is
especially relevant in predicting youth anxiety.
The finding that parental beliefs about accommo-

dation predict accommodation frequency even after
controlling for youth anxiety severity has important
theoretical and clinical implications. It corroborates
cognitive-behavioral models that posit that beliefs
(i.e., parental beliefs about accommodation) are
directly related to behavior (i.e., parental accommo-
dation frequency; Abramowitz et al., 2011). Further,
it demonstrates that accommodation frequency is not
simply contingent upon the anxiety severity of the
youth, which relates to the amount of opportunities
accommodation could occur, but that parental
positive beliefs about accommodation are also an
important predictor of accommodation frequency. It
follows, then, that an important part of decreasing
accommodation frequency is to correct the positive
beliefs parents have regarding the utility of
accommodation. Therefore, in implementing CBT
for anxious youth, clinicians should incorporate an
educational component for the parent(s) in order to
identify and modify any maladaptive positive beliefs
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regarding the utility of accommodation, hopefully
thereby decreasing accommodation frequency and
improving treatment outcome for the youth.
An unexpected finding in this study was that there

exists a variety of domains of parental beliefs
regarding accommodation and that these domains
relate differently to accommodation behavior. In
particular, results showed that the strongest predictor
of accommodation frequency was the belief that
accommodation prevents youth from losing behav-
ioral and emotional control. Therefore, clinicians of
anxious youth should make a concerted effort to
correct this maladaptive belief so that the parent
understands that although accommodation may
prevent a youth from losing behavioral or emotional
control in the short term, accommodation may
prevent the youth from developing adaptive coping
strategies to maintain behavioral and emotional
control (Steketee & Van Noppen, 2003) and from
learning that anxiety is safe and tolerable, which
contributes to the long-term maintenance of the
youth’s anxiety (Storch, Geffken,Merlo, Jacob, et al.,
2007).
A significant strength of this study was its

contribution of a novel, brief, and psychometrically
sound measure of parental beliefs about accommo-
dation. In addition, it introduces a brief yet valid
measure of accommodation frequency to be used in
conjunction with the measure of parental beliefs
about accommodation. Further, this study utilized
a clinical sample of parents of treatment-seeking
anxious youth and found the same pattern of results
within an OCD-only sample as it did in the sample
including mixed anxiety disorders.
Results of this study should be interpreted with

consideration of its limitations. First, while results are
consistent with the theory that beliefs about accom-
modation directly relate to accommodation frequen-
cy, a causal relationship between these two variables
cannot be established due to the study’s cross-
sectional nature. Second, the sample primarily com-
prisedCaucasianmothers, thereby potentially limiting
the generalizability of the findings. Third, this study
did not assess important parent-related variables
shown to relate to youth anxiety such as parental
anxiety (Burstein, Ginsburg, & Tein, 2010), experi-
ential avoidance (Cheron, Ehrenreich, & Pincus,
2009), overcontrol (Borelli, Margolin, & Rasmussen,
2014), and emotion regulation (Kerns, Pincus,
McLaughlin, & Comer, 2017). Assessing such
variables would have facilitated a deeper understand-
ing of the complex relationship among parental
psychopathology, parental beliefs about accommoda-
tion, and accommodation frequency. For example,
regression analyses may have been strengthened by
controlling for parental anxiety, as this construct may

account for a significant amount of variance in
parental accommodation frequency. Fourth, two site
differences were identified. As the patterns of rela-
tionships between these variables were similar across
sites, data were combined for analyses. However, it is
important to acknowledge that site differences may
have compromised the robustness of the analyses
performed. Fifth, several procedures frequently per-
formed when constructing and validating measures
were not implemented in the current study. For
example, items were generated without conducting a
formal literature review and no pilot test was
conducted. The reading level of the PAS was not
assessed and important psychometric indicators such
as divergent validity and test–retest reliability of the
PAS were also not assessed, leaving an important gap
in the psychometric assessment of the PAS for future
research to address. Sixth, with the exception of the
PAS, which every participant completed, each site’s
routine protocol determined which measures partic-
ipants received and what data was recorded. This
method of data collection resulted in (a) somemissing
information such as which diagnostic tool(s) were
used with each participant and (b) a large discrepancy
in the number of participants who completed each
measure,whichmayhave introducedbiaswith respect
to the concurrent validity analyses, negatively impact-
ing the interpretability of these findings. Therefore,
appropriate caution should be used when interpreting
these data. In order to avoid such discrepancies,
similar research in the future should implement a
single-study protocol that is consistent across data
collection sites prior to beginning data collection.
A final limitation of the current study is that due to

the brevity of the PAS, it is possible that it fails to
capture the full range of parental accommodating
behaviors and beliefs about accommodation that
exist. However, the conciseness of the PAS can also
be considered a strength, as there is clinical utility in a
measure that assesses two important constructs in a
short amount of time. Relatedly, the PCA yielded two
factors on which only two factors loaded. While
retaining factors with fewer than three items has
been recommended against (Tabachnick, Fidell, &
Osterlind, 2001), some believe it is possible to retain a
factor with two items, provided that items on the
factor are highly correlated with each other (r N .70)
and relatively uncorrelated with other items
(Worthington & Whittaker, 2006). The two items
on the PAS-Belief Loss of Control subscale fit this
guideline by correlating highly with each other (r =
.75) but not with the other PAS-Belief scale items (all
rs ≤ .31). Similarly, the two items on the PAS-Belief
Relationship subscale demonstrated a high correlation
with each other (r = .76) but not with the other
PAS-Belief scale items (all rs ≤ .31). Further, factor
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loadings on each of the three factors were very high
(range .79–.94) and the internal consistency for each
factor was adequate (all αs ≥ .75). However, future
research should endeavor to generate additional
indicators in order to increase the reliability of the
PAS-Belief subscales (Worthington & Whittaker,
2006).
In summary, the present study introduces several

novel findings to the literature. First, the PAS appears to
be a psychometrically sound and valid measure of
parental beliefs about, and frequency of, accommoda-
tion. Second, the relationship between parental beliefs
about accommodation and accommodation frequency
is significant, even when controlling for youth anxiety
severity. Third, accommodation is significantly and
specifically related to beliefs that accommodation
prevents youth from losing behavioral and emotional
control. In terms of clinical implications, the present
findings support the importance of parental beliefs
about accommodation in the maintenance and treat-
ment of youth anxiety. Therefore, efforts to decrease
accommodation should focus onaddressing the specific
positive beliefs parents hold regarding accommodation.
In particular, an emphasis should be given to correcting
maladaptive parental beliefs regarding the necessity of
accommodation in preventing youth from losing
behavioral or emotional control. Results of this study
also contribute to the understanding of why parents

engage in accommodation and offer some possible
reasons why accommodation is associated with worse
youth anxiety treatment outcome, such as the preven-
tion of the youth learning that anxiety is safe and
tolerable.
Future research should aim to identify why parents

are motivated to prevent youth from losing behavioral
or emotional control. For example, parentsmay believe
that anxious youth are fragile and cannot withstand
distress. Alternatively, parents may wish to avoid the
social embarrassment of having a youth lose behavioral
or emotional control in public. Future research should
also aim to further establish the psychometric quality of
the PAS by evaluating additional psychometric indica-
tors such as divergent validity and test–retest reliability
inmore ethnically and gender-diverse samples whereby
all participants receive every study measure. For
research aimed at improving treatment outcome for
anxious youth, the PAS may be useful in identifying
strategies for modifying specific maladaptive parental
beliefs about accommodation. The PASmay also assist
in future research seeking to understand the relation-
ships between parental beliefs about accommodation,
parental psychopathology, youth psychopathology,
and parental accommodation frequency.
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Appendix A. Parental Accommodation Scale (PAS)
Instructions: Please rate howoften you respond to your child’s anxiety, distress, obsessions, or compulsions in

the following ways. For each item, circle one number.

Never/
almost never

Sometimes Often Always/almost
always

1. I help my child avoid things or perform behaviors so that he or she feels
better immediately.

0 1 2 3

2. I allow my child to avoid things or situations that upset him or her, but
don’t upset most kids his or her age.

0 1 2 3

3. I put up with unwanted conditions in my home environment so that my
child is less upset.

0 1 2 3

4. I am careful not to say or do things that might upset or worry my child. 0 1 2 3
5. I do things for my child when he or she is scared or upset, that he
or she should be able to do on his or her own.

0 1 2 3

Instructions: Please answer the following questions about the behaviors you described above. For each item,
circle one number.

Responding to my child’s anxiety, distress, obsessions, or compulsions as
described above…

Strongly
disagree

Somewhat
disagree

Somewhat
agree

Strongly
agree

6. …improves my ability to function normally 0 1 2 3
7. …improves my child’s ability to function normally 0 1 2 3
8. …lowers my distress 0 1 2 3
9. …prevents my child from losing control of his or her emotions 0 1 2 3
10. …prevents my child from losing control of his or her behavior 0 1 2 3
11. …shows my child that I love him or her 0 1 2 3
12. …means that I am being a good parent 0 1 2 3
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