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deleterious outcomes including extreme psychological 
distress and impairment in important areas of function-
ing. According to the Diagnostic and Statistical Manual 
of Mental Disorders (DSM-5), anxiety disorders are char-
acterized by excessive fear and related behavioral distur-
bances [1]. Until recently, obsessive–compulsive disorder 
(OCD) was classified as an anxiety disorder; however, 
it is now categorized as the flagship disorder among the 
newly formed “obsessive–compulsive and related disor-
ders” chapter in the DSM-5. Anxiety disorders and OCD 
alike entail recurrent catastrophic thoughts, the experience 
of fear, avoidance behaviors, and safety-seeking behaviors 
that function to alleviate fear and anxiety. Based upon the 
overlap in symptom presentation and function [2], in the 
current study, “fear-based disorders” (FBDs) refer to anx-
iety disorders and OCD. That is, from the perspective of 
the individual, these problems all involve the experience of 
fear or anxiety as triggered by a particular cue (or cues), 
and the use of anxiety-reduction strategies (e.g., avoidance, 
compulsive rituals) to try to reduce anxiety or control/
remove the fear provoking stimulus. Although such anxi-
ety-reduction strategies might temporarily relieve distress, 
they maintain the problem in the long run by preventing the 
natural extinction of the unnecessary fear and anxiety [3]. 
Individuals with FBDs experience significant functional 
impairment, increased burden, and decreased quality of 
life relative to the general population [4, 5]. Furthermore, 
FBDs exact high personal and economic (direct and indi-
rect) costs (e.g., lost productivity [6]).

Although typically conceptualized and treated from the 
individual’s perspective, FBDs occur in an interpersonal 
context, such as within families. Specifically, as the indi-
vidual attempts to structure his or her environment to mini-
mize distress and exposure to fear cues, s/he often pulls 
other family members (willingly or not) into “helping” with 

Abstract Symptom accommodation—behaviors that 
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Introduction

Anxiety is a fundamentally adaptive reaction to the per-
ception of threat, yet chronic fear and anxiety can lead to 
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avoidance and other anxiety-reduction behaviors and rou-
tines (e.g., providing ongoing reassurance, accompanying 
the individual outside of the home). This anxiety-reduc-
tion behavior on behalf of the family member is termed 
symptom accommodation and may result from the family 
member’s desire to reduce his or her own distress and to 
show care and concern for their loved one with a FBD. Not 
recognizing the cognitive-behavioral function or mainte-
nance of such accommodation, family members often act 
to immediately relieve their loved one’s anxiety, even if 
it means going out of their way and sacrificing the family 
routine. Although accommodation, as with other forms of 
avoidance and safety-seeking behaviors, relieves fear in the 
short term, it perpetuates the cycle of anxiety by prevent-
ing the disconfirmation of exaggerated beliefs and predic-
tions of feared outcomes [7]. This accommodation often 
becomes burdensome to the family member(s) and greatly 
impairs family relationships and functioning. For exam-
ple, research with individuals with OCD shows that symp-
tom severity is associated with greater caregiver burden 
and family distress [8, 9], which affects various domains 
including physical and emotional intimacy and family func-
tioning [10]. Arguments and hostility over the seeming 
illogic of a person’s fears (e.g., contamination, being alone) 
may exacerbate relationship distress, leading to aggravated 
anxiety and poorer treatment outcome [11]. Conversely, 
decreases in symptom accommodation are associated with 
better treatment outcome [12, 13]. Thus, it is essential to 
consider the interpersonal context when conceptualizing 
FBDs and developing and implementing empirically-based 
interventions.

Clinical observations suggest that accommodation is 
ubiquitous in families affected by FBDs, yet to date, the 
empirical research has focused primarily on OCD samples. 
Calvocoressi et al. [14, 15] developed a scale to assess fam-
ily accommodation and accompanying distress in OCD and 
found that 88% of family members reported accommodat-
ing their partner’s or child’s OCD symptoms. An adult 
OCD sample indicated that 100% of partners accommo-
dated their loved ones’ compulsive and avoidance behav-
iors [16], and accommodation was associated not only with 
greater symptom severity and impairment, but also with 
decreased relationship functioning (i.e., satisfaction). Find-
ings from studies with pediatric OCD samples mirror those 
from adult samples: family accommodation is positively 
associated with the child’s functional impairment, and 
increased accommodation is associated with externalizing 
and internalizing behavior problems in children [17].

A study of accommodation in a sample of children 
with different anxiety disorders found that accommoda-
tion among parents was highly prevalent [18]. Over 97% 
of parents endorsed accommodation behaviors, and over 
70% reported resulting distress from accommodating their 

children’s anxiety. The majority reported negative con-
sequences (e.g., child became angry or abusive) of not 
accommodating their child’s anxious behaviors. Further-
more, accommodation is positively associated with parental 
distress [8] and with anxiety and depression in relatives of 
adults with OCD [19].

Although the literature to date has established an asso-
ciation between accommodation and increased severity and 
caregiver burden in OCD, little research has examined pre-
dictors of accommodation behavior across FBDs. Under-
standing predictors of accommodation is important as it 
could help clinicians to anticipate and address this mala-
daptive phenomenon. Given the conceptual overlaps across 
the FBDs as discussed above [2, 20], there is good reason 
to assume that accommodation and its predictors are trans-
diagnostic processes. Accordingly, with the aim of extend-
ing the literature on accommodation as a transdiagnostic 
maintenance process, the present study sought to elucidate 
conceptually relevant psychological factors within co-resid-
ing relatives (caregiver-variables) that predict accommoda-
tion of a loved one’s FBD symptoms.

The available literature on interpersonal processes and 
on FBDs suggests a number of factors that might predict 
symptom accommodation. Relatives (i.e., partners and 
parents) may accommodate symptoms of FBDs to avoid 
or reduce their own distress about their loved one’s strug-
gle with FBDs. Indeed, findings from studies of parental 
accommodation among families of children with FBDs 
suggest that parental anxiety is predictive of accommoda-
tion behaviors [18]. Amir et  al. [19] found that levels of 
anxiety and depression in relatives was related to behaviors 
associated with accommodation (e.g., critical comments to 
patients, degree of modification of routine activities). Rela-
tives with elevated trait anxiety and depressive symptoms 
(collectively referred to as “general psychological distress”) 
may engage in accommodation to quell their own distress 
related to a loved one’s suffering. Accordingly, one’s level 
of trait anxiety might predict the extent to which they 
accommodate a loved one’s FBS symptoms.

Anxiety sensitivity (AS) [21] refers to the fear of anxi-
ety-related bodily sensations based on the belief that such 
sensations are dangerous (e.g., “when my heart beats rap-
idly, I fear I am having a heart attack”). Research suggests 
that AS is elevated across the FBDs [22] and plays a role 
in the development and maintenance of these problems 
(e.g., panic attacks [23]). Previous studies have examined 
the relationship of relatives’ and patients’ AS. For exam-
ple, paternal anxiety sensitivity was positively related to 
anxiety disorders in offspring, [24], and parent AS pre-
dicted child AS [25]. Drake and Kearney [26] posited 
that parents provide feedback that enhances child anxiety 
and avoidance [27] or inadvertently model anxiety-based 
reactions for their children. More recently, Francis [28] 
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revealed that parent reports of their child’s anxiety symp-
toms were significantly related to parental AS and child’s 
self reported AS, suggesting that AS is related to par-
ent’s perceptions of their child’s anxiety. These findings 
lead to the hypothesis that a close relative’s AS predicts 
greater accommodation of a loved one’s FBD symptoms.

A relative’s response to symptoms of FBDs may also 
depend on the degree to which s/he controls his or her 
own emotions. As such, another possible predictor of 
caretaker accommodation behavior is emotion regulation 
(ER), which refers to the effective management of one’s 
own emotional responses (i.e., lack of emotional aware-
ness, nonacceptance of emotional responses, impulse 
control difficulties). Research suggests that relatives’ 
own beliefs about the importance of controlling emo-
tions affect the ways in which they interact with other 
family members [29]. Difficulties in ER could impact a 
relative’s ability to inhibit accommodation behaviors as 
they may experience difficulties controlling impulsive 
emotions. Although ER has not been examined in rela-
tion to accommodation, findings from studies relating to 
psychopathology, parenting, and the family context lead 
to the hypothesis that ER would be related to maladaptive 
behaviors, such as accommodation.

Experiential avoidance (EA) refers to an individual’s 
attempts to suppress unwanted internal experiences (i.e., 
emotions, thoughts) and deliberate efforts to escape from 
such experiences [30]. EA is strongly correlated with meas-
ures of general psychopathology [31] and anxiety [32]. EA 
may serve as a short-term self-protective strategy to pre-
vent unwanted distress and manage emotional expression. 
Although not previously examined in the context of fam-
ily accommodation, EA may relate to the caregiver’s expe-
rience of burden and distress evoked by a relative’s FBD 
symptoms, and thus predict greater accommodation.

Another possible predictor is expressed emotion (EE), 
a construct that relates to how much hostility (i.e., dislike 
and rejection of the patient), emotional over-involvement 
(i.e., overprotective attitude), and criticism (e.g., critical 
remarks) one family member exhibits when describing 
another family member with psychopathology. Families 
of patients with FBDs show high levels of criticism, over-
involvement, and hostility [33, 34]. Specifically, compo-
nents of over-involvement, which include intrusion (unso-
licited advice), excessive self-sacrifice, and exaggerated 
personal emotional response, are of interest in relation to 
symptom accommodation. Relatives may self-sacrifice (i.e., 
alter the family routine and put their loved ones’ needs first) 
to demonstrate care and concern. Results from a recent 
longitudinal study found that families of patients who did 
not remit over the course of a year reported higher levels of 
accommodation and EE at baseline compared to those who 
remitted [35]. This finding supports the hypothesis that 

high EE (i.e., over-involvement) would be associated with 
greater accommodation of FBD symptoms.

Empathy refers to the capacity for taking another per-
son’s perspective and sharing a congruent emotional reac-
tion [36]. Relatives with higher levels of trait empathy may 
have a strong emotional reaction to their partner or child’s 
anxious experiences. Higher levels of empathy may also 
contribute to “helping-behaviors” due to increased lev-
els of concern. Ironically, empathy might lead relatives 
to accommodate to demonstrate care or concern. Indeed, 
Caporino et al. [37] found evidence that parents who were 
highly empathic, and less likely to consider the future con-
sequences of accommodation, accommodated more than 
parents who scored low on measures of empathy.

Although a few studies have examined the relationship 
between a family member’s clinical characteristics (e.g., 
anxiety, depression) and his or her accommodation of a 
loved one’s FBD symptoms, no studies have examined the 
previously discussed constructs in combination as predic-
tors of accommodation across the various FBDs. Moreover, 
almost all previous research has focused on accommoda-
tion behaviors by either parents or spouses, and no work 
has directly examined whether the patterns of predictors of 
accommodation differ between types of relatives. Accord-
ingly, the present study was designed to build on the exist-
ing literature by exploring a more comprehensive group of 
conceptually relevant constructs as predictors of accommo-
dation among various relatives (i.e., parents and partners) 
of individuals with various FBDs. We hypothesized that 
accommodation levels would not differ significantly across 
the FBDs and across different relationships (i.e., parents vs. 
partners). We also hypothesized that the aforementioned 
constructs would significantly predict accommodation 
behavior; yet we did not have specific hypotheses regarding 
which constructs might emerge as uniquely predictive.

Materials and Methods

Participants

To be eligible for the study, participants had to be living 
with a relative with a diagnosed FBD for at least 1  year. 
Although 67 individuals responded to our recruitment 
efforts, eleven were excluded given that their relative’s 
FBD was not diagnosed by a mental health professional, 
and three were not living with their relative full-time. 
Accordingly, our final sample included 53 relatives. 
Twenty-six participants were parents (23 mothers; 43.4%), 
and 27 were partners [all married, and 15 (28.3%) were 
wives] of the FBD sufferer. Participant age ranged from 23 
to 73 (M = 45.54, SD = 11.45), the majority (79.2%; n = 42) 
was married, and on average, participants had resided with 
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their relative for 12.99 years (SD = 10.21). The sample was 
predominately female (n = 38; 71.7%) and White (n = 48; 
90.6%). Participants were well educated; over 42% had a 
masters or graduate-level degree (i.e., Ph.D., M.D., J.D.). 
The majority (54.7%) of participants reported a combined 
family income less than $99,000.

Fifteen (28.3%) participants self-reported a clinical 
diagnosis (i.e., depression), and 36 (67.9%) had received 
treatment for or education about FBDs. Education included 
a broad range of activities, ranging from reading a self-
help book to receiving a formal education in the context of 
a social work degree. Treatment ranged from attending a 
child/partner’s therapy session to receiving a formal series 
of cognitive-behaviorally based sessions.

Given the transdiagnostic nature of accommodation and 
its effects, we examined its predictors across FBDs. We 
did not, however, interview participants’ relatives to con-
firm their diagnoses. Rather, we relied on the participants’ 
report of such diagnoses through a series of questions (see 
“Procedure”). Participants documented that their rela-
tives had the following diagnoses: 26 (49.1%) had GAD, 9 
(17%) had OCD, 3 (5.7%) had social anxiety disorder, and 
15 (28.3%) had multiple FBD diagnoses (i.e., separation 
anxiety disorder and a specific phobia). 11 (20.8%) rela-
tives also had a comorbid non-FBD diagnosis (i.e., ADHD, 
depression). The majority of relatives (n = 51; 96.2%) had 
received (past or current) at least one type of treatment for 
their FBD during their lifetime.

Procedure

The UNC Institutional Review Board approved all study 
measures and procedures. Participants were recruited 
through flyers posted in the local community and listserv 
announcements within disorder-specific newsletters and 
websites. Interested individuals (n = 67) were screened via 
telephone to assess eligibility criteria. After providing ver-
bal consent to participate, participants answered a series 
of questions designed to determine (as best as possible) 
whether their relative met criteria for an FBD diagnosis 
(i.e., “When was your relative diagnosed with a FBD?” and 
“What type of medical professional diagnosed your relative 
with an FBD?”). Next, participants provided information 
about any treatment/medication their relative received for 
their FBD. They also answered questions regarding their 
own treatment history for psychological disorders and indi-
cated the extent of formal education (e.g., took a class, read 
a book, formal therapy) they had received about FBDs. 
Lastly, participants completed the Family Accommodation 
Scale-Anxiety [38] to assess accommodation behaviors. 
Upon finishing the phone interview, participants completed 
an online battery of measures (described below) using a 
secure link via the Qualtrics survey platform. On average, 

participants spent 30.59  min (SD = 18.16) completing the 
measures. Upon completing the survey, participants were 
debriefed.

Measures

The Family Accommodation Scale-Anxiety (FAS-A) [38] is 
a 9-item interview measure designed to assess the degree 
to which family members accommodate a patient’s FBD 
symptoms. Items (e.g., “Have you modified your leisure 
activities because of your [relative’s] anxiety?”) are rated 
on a five-point Likert Scale from 0 (never) to 4 (daily). The 
FAS-A showed good internal consistency (α = .86) in the 
current sample.

The 21-item Depression Anxiety Stress Scales (DASS-
21) [39] is a self-report measure designed to assess severity 
of depression, anxiety, and stress over the past week. Par-
ticipants rate seven items (e.g., “I felt that life was mean-
ingless”) of each subscale on a four-point Likert scale 
ranging from 0 (never) to 3 (most of the time). The DASS-
Depression subscale was used to measure depressive symp-
toms in the current sample and exhibited good internal con-
sistency (α = .91).

The State-Trait Anxiety Inventory (STAI) [40] is a 
40-item inventory that measures state and trait anxiety. It 
is often used as a measure of caregiver distress. Sample 
items measuring state and trait anxiety include “I feel at 
ease” and “I am a steady person,” respectively. Respond-
ents answer items on a four-point Likert scale from 1 (not 
at all) to 4 (very much so). Higher scores indicate higher 
levels of anxiety. The STAI-Trait and STAI-State subscales 
exhibited excellent internal consistency (α = .93 and .95, 
respectively) in the current sample.

The Anxiety Sensitivity Index-3 (ASI-3) [41] is an 
18-item version of the original ASI [42] that measures 
beliefs about the feared consequences of symptoms asso-
ciated with anxious arousal (e.g., “It scares me when I 
become short of breath”). Respondents indicate their agree-
ment with each item from 0 (very little) to 4 (very much), 
with total scores ranging from 0 to 72. The ASI-3 con-
tains three empirically established subscales relating to 
fears of social concerns, fears of physical symptoms, and 
fears of cognitive dyscontrol. The measure exhibits excel-
lent psychometric properties (reliability and validity). In 
the current sample, internal consistency estimates for the 
total and subscale scores ranged from acceptable to good 
(α’s = .73 − .85).

The Difficulties in Emotion Regulation Scale (DERS) 
[43] is a 36-item measure designed to assess multiple 
aspects (i.e., lack of emotional clarity) of emotional dys-
regulation. Sample items include, “When I’m upset, I 
acknowledge my emotions” and “When I’m upset, I lose 
control over my behaviors.” Items are rated on a five-point 
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Likert scale ranging from 1 (almost never) to 5 (almost 
always). The measure exhibits high internal consistency, 
good test–retest reliability, and adequate construct and pre-
dictive validity, and the current sample was no exception 
(α = .94).

The Acceptance and Action Questionnaire (AAQ-II) 
[44] is a seven-item measure of experiential avoidance 
and psychological inflexibility. Items on the AAQ assess 
unwillingness to experience certain private events (e.g., 
“I’m afraid of my feelings”), the desire to control the form/
frequency of private events, and the inability to take action 
in the face of negative private events. Participants respond 
to items using a 7-point Likert scale ranging from 1 (never 
true) to 7 (always). The psychometric properties (i.e., 
sound factor structure and good reliability) of this scale 
have been well-established in clinical and non-clinical sam-
ples. Internal consistency for the current sample was good 
(α = .91).

The Family Attitude Scale (FAS) [45] is a 30-item self-
report instrument designed to measure EE. Sample items 
include “I wish he were not here” and “I lose my temper 
with him.” Items are rated on a 5-point Likert scale from 0 
(never) to 4 (every day). It is a reliable and valid measure 
of relationship stress and expressed anger that can be com-
pleted by any informant. Internal consistency for the cur-
rent sample was excellent (α = .97).

The Interpersonal Reactivity Index (IRI) [36] is a meas-
ure of dispositional empathy that contains four subscales. 
The current study focused on two seven-item scales: the 
perspective taking (PT) scale, which reflects the cogni-
tive component of empathy and measures one’s tendency 
to adopt the psychological viewpoint of others (“I some-
times try to understand my friends better by imagining how 
things look from their perspective”) and the empathic con-
cern (EC) scale, which reflects the affective component of 
empathy and assesses the tendency to experience feelings 
of compassion for others (“I often have tender, concerned 
feelings for people less fortunate than me”). Participants 
respond to items using a 5-point Likert scale ranging from 
1 (does not describe me very well) to 5 (describes me very 
well). The IRI showed good internal consistency (α = .80) 
in the current sample.

Data Analytic Strategy

Data analyses in SPSS proceeded as follows: First, mean 
scores on all measures were examined, independent-sam-
ples t-tests were conducted to examine possible differences 
between relatives (i.e., parent vs. partner), and one-way 
ANOVAs were conducted to examine possible differences 
across FBD diagnoses. Additionally, an independent sam-
ples equivalence test was conducted using the Weber–Pop-
ova Independent Samples Equivalence Procedure [46] to 

demonstrate equivalence (rather than lack of an effect; i.e., 
statistical support for the null hypothesis) in levels of 
accommodation between relatives. Second, zero-order cor-
relations among the identified predictors of accommodation 
were performed to inspect for possible multicollinearity 
(i.e., r’s > .80). Zero-order correlations were also com-
puted between the FAS-A and the hypothesized predictors 
of accommodation. Third, a multiple linear regression was 
performed to examine the extent to which the aforemen-
tioned constructs predicted accommodation across FBDs. 
All variables were entered simultaneously into the regres-
sion model, as there was no theoretical basis to support the 
use of hierarchical regression. Regression diagnostics (i.e., 
variance inflation factor and tolerance) were examined to 
ensure that multicollinearity was within acceptable levels.

Results

Descriptive Statistics

Table  1 displays the means, standard deviations, ranges, 
skewness, and kurtosis for all study variables. Given that 
the DASS-Depression (DASS-D) scores were positively 
skewed and leptokurtic, DASS-D scores were log-trans-
formed, and the log-transformed scores were used in sub-
sequent analyses. As can be seen in Table  1, participants 
endorsed mild levels of depression (DASS-D) and trait anx-
iety (STAI-Trait). Mean scores and standard deviations on 
the FAS-A were comparable to the standardization sample 
[38]. Mean scores on the ASI-3, AAQ-II, and DERS were 

Table 1  Means and standard deviations on study measures

FAS-A Family Accommodation Scale-Anxiety, STAI State Trait Anxi-
ety Inventory, DASS-21 Depression Anxiety Stress Scales-21, ASI-
3 Anxiety Sensitivity Index-3, FAS Family Attitude Scale, AAQ-II 
Acceptance and Action Questionnaire-II, DERS Difficulties with 
Emotion Regulation Scale, IRI Interpersonal Reactivity Index (PT 
Perspective Taking, EC Empathic Concern)

Measure M SD Range Skew Kurtosis

FAS-A 17.94 8.39 4–36 .21 −.72
 FAS-A modification 10.94 4.59 2–20 .06 −.50
 FAS-A participation 6.90 4.38 1–16 .41 −.79

STAI-Trait (average) 1.70 0.58 1–3 .71 −.60
DASS-21-Depression 5.40 6.08 0–42 2.68 8.39
ASI-3 11.56 8.01 0–44 1.36 3.72
FAS 39.18 20.72 1–94 .70 .14
AAQ-II 16.94 7.57 7–47 1.51 3.66
DERS 71.55 20.43 41–121 .92 .03
IRI 65.50 11.78 28–90 −.22 .86
 IRI-PT 19.88 3.83 11–28 −.07 −.44
 IRI-EC 22.34 4.05 11–28 −.95 .80
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comparable to community norms [43, 44, 47]. Levels of 
expressed emotion (FAS) in the current sample were com-
parable to community norms and lower than average levels 
reported by relatives of individuals with psychotic disor-
ders or conduct disorders [48].

All participants endorsed engaging in accommodation 
behaviors to some degree over the past month. Results from 
a one-way ANOVA with FAS-A as the dependent variable 
and relationship to the relative as the independent variable 
revealed that there was no significant difference between 
partners (M = 15.85; SD = 8.49) and parents (M = 20.12; 
SD = 7.87) of individuals with FBDs in how frequently they 
accommodate, F(1,51) = 3.59, ns, MSE = 67.09, η2 = 0.07. 
Further, results from the Weber–Popova Independent Sam-
ples Equivalence Procedure demonstrated equivalence in 
levels of accommodation between the two groups of rela-
tives (partners vs. parents), t(51) = 1.89, Δ = .30, peq = .53 
(two-tailed). Results from a one-way ANOVA with FAS-A 
as the dependent variable and relative’s FBD diagnosis 
as the independent variable revealed no significant differ-
ence in levels of accommodation based on FBD diagnosis, 
F(3,49) = 1.03, ns, MSE = 70.31, η2 = 0.06 (and the homo-
scedasticity assumption was met). Using a nonsignificant 
ANOVA result (p = .39) as an indicator of group equiva-
lence [49] indicated that accommodation was equivalent 
across the FBDs.

Correlational Analyses

Table  2 displays two-tailed, zero-order bivariate (Pear-
son) correlations among all study measures. To control for 
multiple correlations with the FAS-A, the dependent vari-
able, a Bonferroni corrected critical α = .007 (.05/7) was 
used. Correlations ranged in magnitude from −.01 to .83. 
Scores on the FAS-A were most strongly associated with 
those on the DASS-D, FAS, and IRI-EC scales. Given their 

strong association with other study measures, the AAQ-II 
and STAI-Trait posed a threat to multicollinearity and were 
removed from subsequent analyses given that they provide 
redundant information. Levels of accommodation (meas-
ured by the FAS-A) were neither associated with relative 
age, nor time living together (all p’s > .10).

Regression Analyses

A simultaneous linear regression analysis was conducted 
with the aforementioned predictors (except for the AAQ-II 
and STAI-Trait scores) and FAS-A as the dependent vari-
able. Indices of multicollinearity were acceptable for all 
predictors (all tolerance values ≥.57 and all VIF ≤ 1.76), 
suggesting a lack of redundancy in model predictors. 
Simultaneous linear regression statistics for the model are 
presented in Table 3. The overall regression model was sig-
nificant and accounted for approximately 24% of variance 
in FAS-A scores, F(5,44) = 2.76, p = .03, f2 = 0.31. No sin-
gle measure emerged as a significant unique predictor.

Discussion

Accommodation is a conceptually relevant maintenance 
factor and treatment-interfering behavior performed by 
loved ones of those with FBDs [38]. Little is known about 
the extent to which relative’s characteristics (e.g., empathy) 
predict the frequency, intensity, and duration of accom-
modation behaviors. The present study sought to elucidate 
predictors of accommodation among individuals with rel-
atives diagnosed with a FBD. This was the first study of 
accommodation to conceptualize this phenomenon as a 
transdiagnostic interpersonal maintenance process and to 
include a sample of both parents and partners—two groups 

Table 2  Zero-order 
correlations among study 
measures

FAS-A Family Accommodation Scale-Anxiety, STAI State Trait Anxiety Inventory, DASS-21 Depression 
Anxiety Stress Scales-21, ASI-3 Anxiety Sensitivity Index-3, FAS Family Attitude Scale, AAQ-II Accept-
ance and Action Questionnaire-II, DERS Difficulties with Emotion Regulation Scale, IRI Interpersonal 
Reactivity Index (EC Empathic Concern)
*p ≤ .007 (Bonferroni corrected)

1 2 3 4 5 6 7 8

1 FAS-A –
2 STAI-Trait .33 –
3 DASS-Depression .41* .73* –
4 ASI-3 .21 .36 .18 –
5 FAS .38* .47* .52* .23 –
6 AAQ-II .32 .83* .65* .50* .47* –
7 DERS .30 .78* .57* .41* .47* .83* –
8 IRI .28 .39* .37 −.01 .17 .38* .33 –
9 IRI-EC .38 .25 .31 −.01 .23 .17 .19 .72*
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of individuals that play unique yet prominent roles in their 
loved ones’ FBD.

In support of our first hypothesis that family accommo-
dation would occur at comparable levels across all FBDs 
and relatives, there were no differences in the degree of 
symptom accommodation across relatives of those with 
different FBDs. Although clinical observations suggest 
that some aspects of the form or topography (i.e., the pres-
entation) of accommodation differs between parents and 
partners—a parent might accommodate based on the belief 
that “I must ensure that my child is always safe and happy,” 
while a partner might accommodate in order to demon-
strate compassion and commitment for their loved one—
study findings suggest no differences in the frequency with 
which these different types of relatives engage in accom-
modation behavior.

The second hypothesis, that our conceptually derived 
group of constructs would predict family accommoda-
tion, was partially supported. The overall model predicting 
symptom accommodation was statistically significant and 
accounted for almost a quarter of the variability in accom-
modation frequency. Although no single construct emerged 
as a statistically significant unique predictor of accom-
modation, both empathy and expressed emotion showed 
trends toward significance and thus deserve further study. 
It is possible that certain subcomponents of expressed emo-
tion (i.e., over involvement) are more strongly related to 
accommodation than are other subcomponents (i.e., hos-
tility). Symptom accommodation is typically viewed as 
an overt behavior; therefore, a behavioral subcomponent 
of expressed emotion (i.e., over involvement) may better 
explain accommodation than an attitudinal subcomponent 
of expressed emotion (i.e., hostility). Given that it was not 
possible to separate the components of expressed emotion 
using the current measure, endorsement of hostility may 
have suppressed any potential effects of over involvement. 
With regards to empathy, and given that a portion of the 
sample endorsed having been educated about FBDs, rela-
tives with higher levels of empathy may have a stronger 
or more sensitive emotional reaction to their loved one’s 
FBD symptoms that might contribute toward the urge to 

accommodate. Additionally, empathy levels may not have a 
direct effect on accommodation; rather, they may be medi-
ated by a relative’s ability to consider future consequences 
of accommodation [37].

On average, participants endorsed low levels of depres-
sive symptoms, and there was little variability in depres-
sion severity. As such, it is not surprising that depression 
did not emerge as a significant predictor of accommoda-
tion in the current sample. Our findings regarding depres-
sion did not replicate the findings of Amir et al. [19] which 
suggested that depression among family members was 
related to feelings of rejection toward the relative, per-
ceived consequences of not accommodating, and perceived 
distress of not accommodating. Feelings of rejection were 
not measured in the study; however, expressed emotion 
encompasses hostility towards the relative, which was not 
significantly related to self-reported scores of depression in 
the current sample. We also did not measure distress or per-
ceived consequences that result from not accommodating, 
and are therefore unable to conclude whether depression 
is related to accommodation in dyads where the perceived 
consequences of accommodation (and potential accompa-
nying distress) are greater.

In the current sample, and in line with previous research 
[50], decreased emotion regulation was associated with 
relatives’ increased endorsement of psychopathology (i.e., 
anxiety) and psychological inflexibility. Yet, emotion regu-
lation was not associated with symptom accommodation. 
However, lack of emotional clarity (“I have difficulty mak-
ing sense out of my feelings”), a subcomponent of emotion 
regulation, was indeed associated with symptom accom-
modation. Overall, emotion regulation did not emerge as 
a unique predictor of symptom accommodation, but future 
research should examine the effect of various subcompo-
nents of emotion regulation may play a role in symptom 
accommodation.

On average, relatives endorsed mild levels of anxiety 
sensitivity, and anxiety sensitivity did not uniquely pre-
dict symptom accommodation. This finding was neither in 
line with the study hypotheses, nor with previous research 
suggesting a familial pattern of anxiety sensitivity [24]. 

Table 3  Simultaneous 
Linear Regression Predicting 
Accommodation (FAS-A)

FAS Family Attitude Scale, IRI-EC Interpersonal Reactivity Index-Empathic Concern Subscale, DASS-21 
Depression Anxiety Stress Scales-21, DERS Difficulties in Emotion Regulation Scale, ASI-3 Anxiety Sen-
sitivity Index-3, spr2 squared semipartial correlation

B SEB β t p spr2

FAS .09 .06 .22 1.44 .16 .04
IRI-EC .50 .28 .25 1.76 .09 .05
DASS-21 - Depres-

sion
.82 1.29 .10 .64 .53 <.01

DERS .03 .07 .08 .48 .63 <.01
ASI-3 .07 .16 .06 .42 .68 <.01
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Interestingly, follow-up exploratory analyses with data 
from only the parents of FBD individuals revealed that 
anxiety sensitivity was significantly correlated with fam-
ily accommodation (this association was not present among 
partners, and the difference in average levels of anxiety 
sensitivity between parents and partners was not statisti-
cally significant). Although a post-hoc finding, this result 
suggests that anxiety sensitivity may play a unique role in 
parents’ accommodation and deserves further study.

A number of limitations of the present study (beyond its 
cross-sectional design) deserve mention. First, all data were 
collected via self-report methods, and such method invari-
ance might artificially inflate associations among variables. 
Second, data were collected online, outside of a controlled 
laboratory environment. Although, the battery of ques-
tionnaires included attention checks (i.e., “Please select 
Frequently True for this question”) that all participants 
passed, it is possible that external distractions were present 
throughout survey completion. Third, the study lacked rela-
tives’ report of their own FBD symptoms. As such, there 
was no opportunity to corroborate diagnoses, and there was 
no gauge of symptom severity and functional impairment 
(which has been shown to vary systematically with levels 
of accommodation [51]). Future studies may consider the 
explicit confirmation of diagnostic status using structured 
clinical interviews; however, this method only generalizes 
to cases in which a relative is cooperative. Indeed, accom-
modation can be a challenge to measure in isolation. Fam-
ily members who have been living together for many years 
may no longer recognize their behaviors as explicit accom-
modation. Rather, such behaviors (i.e., avoiding parks 
where dogs may be present) may be recognized as habit 
and not as a modification to the family routine.

This study focused on psychological predictors of 
accommodation. Yet, various logistical factors likely also 
play a role. For some families, accommodation may be a 
more convenient, timely solution rather than allowing a 
child to complete extensive rituals and or engaging in argu-
ments over the senselessness of rituals. A lack of knowl-
edge about FBDs and their treatment may also lead family 
members to accommodate. Family members may believe 
that they are helping their relative by relieving short-term 
distress, yet they are unaware that their actions are func-
tionally identical to rituals. Future studies should account 
for these variables (i.e., hours worked per week, number 
of children in the household). Lastly, characteristics of the 
sample may limit the generalizability. For example, the 
fact that the sample was generally well-educated might 
have affected the results, as individuals may have had easy 
access to professionals and to information about FBDs. 
Additionally, the sample may have been subject to a self-
selection bias in which individuals who were most dis-
tressed by or involved with their loved one’s FBD may have 

been more inclined to respond to advertisements about the 
study and dedicate time for participation than individuals 
who are not bothered by or involved in their loved one’s 
FBD. This self-selection bias may result in a sample that 
reported higher distress levels than the general population 
of individuals living with a relative with a FBD. Further, 
the analyses included a full regression model (sans vari-
ables exhibiting substantial multicollinearity). A follow-up 
study, with a cautious approach to the inclusion of variables 
in a regression model (e.g., a sequential hierarchical model 
or a trimmed model), may be warranted to examine other 
relationships (i.e., suppression effects) more extensively.

Although all self-report measures were well-established 
instruments that exhibited adequate psychometric proper-
ties, the nuanced measurement of symptom accommoda-
tion may be enhanced by the development of an in-vivo 
assessment tool. Akin to the FMSS to measure expressed 
emotion during conversation, observational behavioral 
coding systems used to assess relationship functioning 
[52] or emotional over-involvement [53], and behavioral 
approach tasks (BATs) used to assess avoidance in relation 
to contamination concerns, a hybrid laboratory paradigm 
to examine accommodation may enhance understanding of 
this construct by providing an actual sample of the behav-
ior. Such methods allow for the direct observation of the 
construct in question, as well as the simultaneous meas-
ure of relevant physical correlates (i.e., heart rate, acous-
tic properties) during an act of accommodation and related 
constructs (i.e., distress, burden) pre- and post-accommo-
dation. For example, an in-vivo measure might prompt a 
parent or partner to describe a recent instance of accom-
modation while coding the content of their description, the 
tone of their speech, their heart rate, and their self-reported 
levels of expressed emotion toward their relative. Alterna-
tively, an in-vivo measure might entail presenting an anx-
ious individual with a novel idiographic or standardized 
stimulus and observing how the parent or partner behavio-
rally responds to the situation.

To the extent that the current study findings have impli-
cations for clinical practice, the results can be used to 
develop tailored family interventions for relatives living 
with a loved one with a FBD. Removing accommodation 
from a parent or partner’s repertoire may help relatives to 
enhance their self efficacy, regain responsibility, and recog-
nize that feared consequences likely don’t materialize. Fur-
thermore, high levels of expressed emotion among relatives 
can extend or exacerbate the course of psychiatric illness 
(e.g., depression and schizophrenia [54, 55]), and higher 
levels of empathy could contribute to maladaptive, albeit 
well-intentioned, behaviors. Interventions for accommoda-
tion should incorporate treatment modules to specifically 
address empathy and expressed emotion. For example, 
treatment could include psychoeducation about the role of 
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expressed emotion in their relative’s FBD symptomatol-
ogy, communication skills training to replace hostile com-
ments with kinder phrases, and practice providing adequate 
positive reinforcement (rather than criticism) to a relative’s 
exposure behaviors. Preliminary studies suggest that train-
ings designed to decrease levels of expressed emotion in 
parents [56] and caregivers [57] can improve outcomes for 
the family member with a psychiatric diagnosis.

Summary

In the first study to examine psychological predictors of 
symptom accommodation across relationships and diagno-
ses, relatives (i.e., parents and parents) of individuals with 
various fear-based disorders (e.g., OCD) completed a series 
of clinical interviews and self-report measures. There were 
no significant differences in frequency of accommodation 
across relatives (i.e., parents, partners). Further, accom-
modation occurred to similar degrees across different fear-
based disorders. With regard to psychological predictors, 
empathic concern and expressed emotion emerged as mar-
ginally significant predictors of symptom accommodation.
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