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Studies have supported the effectiveness of the From Timid to a Tiger (FTTT) and Supportive Parenting for Anxious Childhood Emotions (SPACE) program in reducing childhood anxiety. This study is the first to compare the effectiveness of the two programs in the treatment of childhood anxiety disorder and reducing family accommodations levels. Parents of children aged 6 to 9 (n = 49, 49% boys) were randomly allocated to either FTTT (n 26) or SPACE (n = 23) groups, and each attended ten online sessions following the manuals of the interventions. Throughout the study, 9 participants dropped out, resulting in a total of 49 participants, and we performed statistical analyses based on data from these 49 participants. The assessment took place pre- and post-treatment and at a ten-week follow-up on parent-rated child anxiety and family accommodation measures. Analyses of variance (repeated measures) and gain scores were conducted to examine the data. The results indicated that both treatments approaches produced significant reductions in outcome measures, and the post-treatment gains of both treatments were maintained at a ten-week follow-up, though when considering the mean differences and effect sizes across the assessment scores and between groups, overall, the FTTT was significantly more effective in reducing child anxiety scores and family accommodation levels. Our results demonstrated that FTTT significantly outperformed the SPACE program in reducing childhood anxiety problems and family accommodation levels.
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Introduction

According to the Diagnostic and Statistical Manual of Mental Disorders (DSM-5, American Psychiatric Association, 2013), anxiety disorders (ADs) include disorders that share features of excessive fear and anxiety and related behavioral disturbances. The term anxiety refers to the anticipation of future threats and is associated with muscle tension and vigilance in preparation for future danger and cautious or avoidant behaviors. Under the category of anxiety disorders, DSM-5 included seven disorders, including generalized anxiety disorder, social anxiety disorder, specific phobia, panic disorder, agoraphobia, separation anxiety disorder, and selective mutism. Also, obsessive–compulsive disorder (OCD), that was previously in the “Anxiety Disorders” section of DSM-IV-TR was added to a new chapter in DSM-5 — “Obsessive–Compulsive and Related Disorders.” ADs are the most common mental disorders affecting children and adolescents, affecting 10 to 20 percent of these age groups (American Psychiatric Association, 2013). ADs have an earlier onset than other internalizing disorders among youths, and they negatively impact children’s development and functioning and place a heavy burden on parents, family members, and society (Compton et al., 2004; Kessler et al., 2005). Further, longitudinal studies have also shown that anxiety disorders in childhood could be predictors of other psychopathologies in adulthood, especially anxiety and depressive disorders and substance dependence (Pine et al., 1998). Thus, early identification and treatment of ADs are of utmost importance (e.g., Chiu et al., 2016; Ebrahimi et al., 2021).

Cognitive-behavioral therapy (CBT) is recognized as an approved treatment for childhood anxiety disorders (e.g., Nauta et al., 2003; Hudson, 2005). Notwithstanding, there are difficulties in using this treatment for some children (Monga et al., 2015). For example, CBT includes training skills to identify and challenge dysfunctional thoughts, self-regulate anxiety, and active exposure to previously avoided situations. Therefore, a prerequisite for a successful CBT intervention is the development of a therapeutic atmosphere in which the therapist and the child actively work together. However, such an atmosphere is usually not achievable in therapeutic sessions with children. In addition, many children avoid attending treatment sessions, some cannot expose anxiety-provoking situations as a part of interventions, and others do not have insight into their suffering (Lebowitz et al., 2014). In these situations, family-focused therapies could be considered an alternative treatment to in-person treatment of children. Studies show that parents play an important role in the development and maintenance of children’s anxiety problems (e.g., Nauta et al., 2003; Derisley et al., 2005; Bögels and Brechman-Toussaint, 2006). A study showed that children of parents with anxiety disorders were seven times more likely to suffer from anxiety disorders than children of parents with no mental disorders (Turner et al., 1987). According to the cognitive behavioral theory of childhood anxiety problems, some parental behavioral patterns convey anxiety-provoking cognitions and beliefs to children (e.g., a bias toward interventions; Kendall and Suveg, 2006). Creswell et al. (2010) provided a cognitive-behavioral framework that clearly demonstrates the role of parent-related factors in transmitting anxious cognitions to children. In this context, the parents’ own anxious cognitions influence their behavior which is observable as a pattern of fear reaction (e.g., parents scream when they see a spider). Similarly, parents share frightening information directly with their children (e.g., telling the child that the spider is dangerous). Parents’ anxious cognitions also affect their expectation of the child’s ability to cope with anxiety problems, leading to parents’ over-care and over-controlling behaviors, such as encouraging the child to avoid frightening situations. This way, children learn anxious cognitions resulting in the development and persistence of anxiety problems. In addition, some children avoid anxiety-provoking subjects because of the family accommodation — behaviors shown by family members that accommodate (or “give in to”) the child’s anxiety symptoms, such as providing reassurance, avoiding specific people, places or activities, or adjusting family routines (Lebowitz et al., 2013, 2014). Family accommodation is associated with increased anxiety symptoms, decrease in child’s functioning levels, and decrease in treatment effectiveness (Lebowitz et al., 2013).

To address these issues, family-focused cognitive behavioral therapies were developed as a treatment modality for childhood anxiety disorders in which both the family and the child participate in the sessions. Several studies indicated that family-centered CBT was significantly more effective than child-centered in-person CBT (Spence et al., 2000; Wood, 2006). Accordingly, several treatment programs were developed for treating childhood anxiety disorders in which only parents participate. These programs demonstrated advantages over in-person child treatment and the interventions in which parents and children participate jointly. The “From Timid to a Tiger” (FTTT) is one such treatment program, which was developed for parents of children with anxiety disorders aged 4 to 9 years old (Cartwright-Hatton, 2010). The program was designed based on the principles of CBT and behavioral parenting. FTTT is performed with parents within 10 group sessions. The program showed promising results in the treatment of children with a range of primary anxiety disorders, including separation anxiety, social anxiety, generalized anxiety, panic, agoraphobia, specific phobias, and obsessive–compulsive disorder (Cartwright-Hatton, 2010; Merry, 2011).

The Supportive Parenting for Anxious Childhood Emotions Program (SPACE) is another manualized parent-based treatment intervention that has been supported as a treatment modality for childhood anxiety disorders (e.g., Lebowitz et al., 2014, 2020; Lebowitz and Shimshoni, 2018; Lebowitz and Majdick, 2020). SPACE is developed to be used with parents of children/adolescents aged 6 to 14 years old and is exclusively parent-based, allowing for treatment delivery without the need for child collaboration. Rather than teaching parents specific sets of skills, the SPACE program aims to target the fundamental dynamics underlying the interaction between parents and anxious children (Lebowitz et al., 2014).

All in all, while these two treatment programs yielded promising results in dealing with childhood anxiety disorders, to our knowledge, no study has compared the effectiveness of the two programs in the treatment of childhood anxiety disorder. Also, prior studies on the efficacy of the two interventions were conducted in Western culture. Given the cultural differences between the Western and Eastern (e.g., Iran) cultures (e.g., Ebrahimi et al., 2021, 2022), especially in terms of parenting behavior (e.g., Darvishi et al., 2022) and connectedness between children and their families (e.g., Dwairy and Achoui, 2010), it is possible that the treatment yield different results across the two cultures, so it is essential first to study if the SPACE and FTTT programs are effective in Iranian culture. Therefore, the current study was conducted to fill these gaps in the literature. More specifically, we conducted the FTTT and SPACE programs with parents of children with a primary diagnosis of anxiety disorders and compared the two programs in terms of their effectiveness on child anxiety disorders and family accommodation levels. Of note, since this study was conducted during the COVID-19 pandemic, we decided to conduct psychotherapy sessions online to avoid the risk of infection for both the therapist and parents.



Materials and methods


Participants

A randomized pre-test, post-test, and follow-up (RPPF) design with two intervention groups was used in this study. The G-power program was used to calculate the minimum sample size needed for the study, with an alpha of 0.05, a power of 90%, and an expected medium effect size (r = 0.6). It was determined that a minimum of 46 participants was required to find statistically significant differences, though, considering the possibility of dropouts, we included a total of 58 individuals (29 per group). We used online advertising on social media and poster advertisements to recruit participants. 130 individuals volunteered to participate in the study. First, an independent clinical psychologist conducted the K-SADS diagnostic interview to include children with a primary diagnosis of anxiety disorders (Table 1). Consequently, parents of 58 children (aged 6–9, 49% boys) with a primary diagnosis of anxiety disorders were recruited based on the interview and inclusion/exclusion criteria. We intentionally considered this age group to be in line with the age range required by both treatment modalities. They were then randomly assigned to each intervention group based on the simple randomization method using the rand function of Excel software. Three participants from the FTTT and six participants from the SPACE group dropped out, resulting in a total of 49 participants in the FTTT (n = 26) and the SPACE groups (n = 23; A graphic depiction of the recruitment process is presented in Figure 1). Inclusion criteria consisted of (a) having a 6–9 years old child with a primary diagnosis of anxiety disorders and (b) having an education higher than a high school diploma. Exclusion criteria included (a) absence in more than two consecutive intervention sessions during the process; (b) any change in the dosage or type of medication that a child with anxiety disorders received during the interventions and follow-up period; (c) diagnosis of psychotic disorders, severe bipolar disorder, substance use disorders, and severe neurological disorders for mothers, which was assessed via a psychiatric interview.



TABLE 1 The psychiatric diagnoses of children in the intervention groups based on diagnostic criteria of DSM 4-TR.
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FIGURE 1
 Process chart from recruitment to follow-up measurement.




Procedure

This study was first reviewed and approved by the Research Deputy of Iran University of Medical Sciences (Code Number = IR.IUMS.REC.1400.659). Both parents and their children provided signed informed consent after they were explained about the aims and procedure of the study and the confidentiality of the data. Next, they were asked to complete the prequestionnaires. Then, each group was divided into three groups (two groups with 10 participants and one group with 9 participants). Groups participated in online one-hour weekly sessions of FTTT or SPACE programs through a secured online program (Skyroom software) lead by the first author. Both interventions lasted for ten consecutive weeks, and both groups were asked to complete the post-questionnaires at the end of week tenth. Finally, the participants were asked to complete the questionnaires after a 10-week interval.



Intervention


From timid to tiger program (FTTT program)

The From Timid to Tiger Program (FTTT; Cartwright-Hatton, 2010) is a 10-weeks CBT-based intervention for parents of children with anxiety disorders. The two primary objectives of the treatment are first to help parents supply a calm, predictable environment in which children’s behavioral difficulties are managed, and their brave, confident behavior is encouraged. Second, the group aimed to provide parents with various strategies (graded exposure, problem-solving, and behavioral experiments) to manage childhood anxiety and their own anxieties. In particular, the program focused on using fear hierarchies to help parents devise behavioral experiments to promote exposure. The content of the sessions, with a brief description, is provided in Table 2.



TABLE 2 Content of the FTTT program sessions.
[image: Table2]



Supportive parenting for anxious childhood emotions (SPACE program)

The SPACE Program (Lebowitz and Omer, 2013) is a manualized parent-only intervention delivered during 10 to 12 weekly sessions. The treatment focuses on modifying parent behavior to help parents assume a less protective and accommodating stance toward the child and replace it with a supportive one that fosters the child’s ability to cope and self-regulate. The program attempts to lower family accommodation in eight supportive ways: (1) setting the stage, (2) charting accommodation, (3) choosing a target problem, (4) formulating a plan, (5) reducing accommodation–continued, (6) additional targets, parents take the lead, (7) additional targets–continued, (8) summary and termination. The session modules provide useful means for overcoming problems that might hinder this process: (1) teaching and modeling self-regulation, (2) coping with disruptive behavior, (3) coping with threats to self, (4) accessing support, and (5) improving collaboration between parents. The content of the sessions, with a brief description, is provided in Table 3.



TABLE 3 Content of the SPACE program sessions.
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Measures


Kiddie schedule for affective disorders and schizophrenia (K-SADS-PL)

The K-SADS-PL (Kaufman et al., 1997) is a semistructured diagnostic interview designed to collect information from the child/adolescent aged 6–18 and their parents. It assesses the axis I diagnoses based on the criteria of the Diagnostic and Statistical Manual of Mental Disorders, DSM-IV. It comprises three components: an introductory interview (demographic, health, and other background information), a screen interview (82 symptoms related to 20 diagnostic areas), and five diagnostic supplements: (1) affective disorders (major depression, dysthymia, mania, hypomania); (2) psychotic disorders; (3) anxiety disorders (social phobia, agoraphobia, specific phobia, obsessive–compulsive disorder, separation anxiety disorder, generalized anxiety disorder, panic disorder, posttraumatic stress disorder); (4) disruptive behavioral disorders (attention deficit hyperactivity disorder/ADHD, conduct disorder, oppositional defiant disorder); and (5) substance abuse, tic disorders, eating disorders, and elimination disorders (enuresis, encopresis). After interviewing the parent and child, a summary rating is made by the clinician based on all sources of information available and the use of the interviewer’s clinical judgment. Shahrivar et al. (2009) showed that the Persian K-SADS-PL enjoys acceptable psychometric properties.



Spence children’s anxiety scale parent-report

The Parent report version of the Spence Children’s Anxiety Scale (Spence, 1998) is a 38-item measure of childhood anxiety disorders based on DSM-IV-TR criteria for children aged 6–18 years. Items assess specific anxiety symptoms relating to six sub-scales: phobia, separation anxiety, panic attack/agoraphobia, obsessive–compulsive disorder, generalized anxiety disorder, and physical injury fears. Parents are asked to indicate the frequency with which each symptom occurs on a four-point scale ranging from 0 (Never) to 3 (Always). A total SCAS score is obtained by summing scores of the 38 anxiety symptom items. Persian version of the SCAS yielded acceptable psychometric properties (Mousavi et al., 2007).



Family accommodation scale—anxiety

FASA is a parent-report scale that assesses family accommodation within the recent month (Lebowitz et al., 2013). It includes nine questions rated on a 5-point Likert scale ranging from 0 (never) to 4 (daily). This scale evaluates the frequency of family members’ accommodation in the child’s symptoms (assessed by five items) and the change in family routines and activities (assessed by four items) in the parent. The sum of items yields a total FASA score. Persian version of the FASA yielded acceptable psychometric properties (Zamani et al., 2019).




Data analyses

We used SPSS 20 software for data entry and statistical analyses. The normality of the distribution for outcome measures was tested using the Kolmogorov–Smirnov test, and the results supported the normality of the data (p > 0.05). We first analyzed the pre-test differences in demographic and outcome variables between the two groups via the independent t-tests for continuous variables and chi-squared tests for categorical variables. Results indicated that the groups did not differ significantly in terms of age, gender, child anxiety, and family accommodation scores (Tables 4–6). We analyzed the outcome measures by means of repeated measures ANOVAs, with the two treatment groups as between-subject factors and the three assessments (pre-test, post-test, and follow-up) as within-subject factors. The assumption of the sphericity of repeated-measures ANOVA was violated in both analyses (p < 0.05), and the epsilon (ε) value was <0.75, so we relied on the Huynh-Feldt correction when reporting the results (Girden, 1992). The following rules of thumb are used to interpret values for Partial eta squared: η2 = 0.01 indicates a small effect; η2 = 0.06 indicates a medium effect; η2 = 0.14 indicates a large effect. Additionally, to examine whether the decreases in the outcome variables scores from pre-test to post-test, pretest to follow up, and post-test to follow up were significantly higher for any of the groups we performed gain score analysis. This involves subtracting the pre-test scores from the post-test scores and follow up scores from the post-test and pre-test scores within each group. This creates just one independent variable with only two groups and tests whether the means of the gain scores for the two groups are equal or not. Independent-samples t-test is used for this analyses along with calculating Cohen’s d coefficients interpreted as ≤0.30 = small; 0.30–0.50 = medium; and ≥ 0.50 = strong effect sizes to examine the magnitude of gain scores differences (Cohen, 2013). It was decided beforehand that a p level of less than 0.05 would be accepted as indicating statistically significant results.



TABLE 4 The comparison of demographic data between intervention groups.
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TABLE 5 Descriptive statistics of anxiety and family accommodation scores in pre-test, post-test, and follow-up assessments.
[image: Table5]



TABLE 6 Comparison of the groups based on age and baseline variables.
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Results

A repeated measures ANOVA was conducted to compare the effectiveness of FTTT and SPACE interventions on child anxiety scores. As shown in Table 7, the results demonstrated a significant main effect of time, F(1.30, 61) = 124.70, p < 0.001, η2 = 0.73, indicating that there are significant differences between the assessment steps in child anxiety scores. In addition, there was a significant time × treatment interaction, F(1.30, 61) = 22.58, p < 0.001, η2 = 0.32. This means that the changes in the dependent variable (i.e., child anxiety scores) across the assessment steps were statistically different between the groups. Post hoc paired samples t-tests comparisons were performed for the main effect of time and time × treatment interaction corrected with Bonferroni adjustment across the three assessment scores and separately for each group. As shown in Table 8, our results indicated significant differences between pre-test and post-test (p < 0.001; d = 1.85), pre-test and follow up (p < 0.001; d = 1.93), and post-test and follow up (p = 0.002; d = 0.66) scores for the FTTT group, while significant differences were found between pre-test and post-test (p < 0.001; d = 1.44), pre-test and follow up (p < 0.001; d = 1.67), but not post-test and follow up (p = 0.13) scores for the SPACE group (Figure 2).



TABLE 7 The results of repeated measures ANOVAs.
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TABLE 8 Paired samples t-tests to make post hoc comparisons between three assessment scores across groups.
[image: Table8]
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FIGURE 2
 Repeated-measures ANOVA revealing significant changes from baseline to follow-up in child anxiety scores.


The results also showed a non-significant between subject effect of treatment, F (1, 47) = 0.12, p = 0.73, indicating that decreases in anxiety scores across the two groups were not significantly different. However, since the between-subject analysis compares a total mean score across groups, it is not a direct measure of the mean differences across groups in each assessment score. Therefore, we performed the analyses of gain scores to examine whether the decreases in the anxiety scores from pre-test to post-test, pre-test to follow-up, and post-test to follow-up were greater for any of the groups. As shown in Table 9, the decrease in anxiety scores was significantly greater for participants in the FTTT group from pre-test to post-test (p < 0.001; d = 1.36) and pre-test to follow-up (p < 0.001; d = 1.45) but not from the post-test to follow-up (p = 0.08).



TABLE 9 Gain score analysis via independent samples t-tests.
[image: Table9]

We conducted another repeated measures ANOVA to compare the effectiveness of FTTT and SPACE interventions on family accommodation scores. The results demonstrated a significant main effect of time, F(1.47, 69.22) = 81.24, p < 0.001, η2 = 0.63, indicating significant differences between the assessment steps in family accommodation scores. In addition, there was a significant time × treatment, F(1.47, 69.22) = 7.75, p = 0.003, η2 = 0.14. This means that the changes in the family accommodation score across the assessment steps are statistically different between the groups. Post hoc paired samples t-tests comparisons were performed for the main effect of time and time × treatment interaction corrected with Bonferroni adjustment across the three assessment scores and the two groups. As illustrated in Table 8, results indicated significant differences between pre-test and post-test (p < 0.001; d = 1.42), pre-test and follow-up (p < 0.001; d = 1.50), and post-test and follow-up (p < 0.002; d = 0.94) scores for the FTTT group, while significant differences were found between pre-test and post-test (p < 0.001; d = 1.04), pre-test and follow-up (p < 0.001; d = 1.75), though not post-test and follow-up (p = 0.18) scores for the SPACE group (Figure 3).

[image: Figure 3]

FIGURE 3
 Repeated-measures ANOVA revealing significant changes from baseline to follow-up in family accommodation scores.


Additionally, the results were indicative of a non-significant between subject effect of treatment, F(1, 47) = 1.71, p = 0.20 on family accommodation, suggesting that decreases in family accommodation scores were not significantly different across the two groups. However, considering the above-explained limitation of the between-subject analysis, we performed gain scores analyses to test if decreases in the family accommodation scores from pretest to post-test, pretest to follow-up, and post-test to follow-up were greater for any of the groups. As shown in Table 9, the decrease in family accommodation scores was significantly greater for participants in the FTTT group from pre-test to post-test (p < 0.001; d = 0.83) and pre-test to follow-up (p < 0.001; d = 0.77) but not from the post-test to follow-up (p = 0.56).



Discussion

While previous studies have supported the effectiveness of FTTT (Cartwright-Hatton, 2010; Merry, 2011) and SPACE (Lebowitz et al., 2014, 2020; Lebowitz and Shimshoni, 2018; Lebowitz and Majdick, 2020) programs in reducing child anxiety and family accommodation levels scores, to our knowledge, this is the first study to compare the effectiveness of the two programs in the treatment of childhood anxiety disorders and decreasing family accommodation levels. Our findings showed that both interventions substantially decreased children’s anxiety scores and family accommodation levels with substantial effect sizes. Also, the post-treatment gains of both treatments were maintained at a 10-week follow-up. The results indicated that brief treatments in this context could be highly beneficial as the participants in the present study received together only ten sessions. However, when considering the mean differences and effect sizes across the assessment scores and between groups, the results indicated that, overall, the FTTT was significantly more effective in reducing child anxiety scores and family accommodation levels. Prior studies have indicated that sometimes parents act as models of anxious behavior for their children. Parents of children with anxiety disorders are often anxious and avoid anxiety-provoking situations in the presence of their children, and this is especially true for parents who are diagnosed with anxiety disorders themselves. These behavioral patterns of parents lead to the persistence of anxiety in children. In this regard, the FTTT program helps parents learn how to control themselves in anxiety-provoking situations and prevent the emergence of emotions such as fear and anxiety, while the SPACE program does not include this aspect of child–parent relations, and this might explain the higher effectiveness of the FTTT program in reducing child anxiety scores compared to the SPACE program (Mian, 2014; Byrne et al., 2022). In the same vein, the SPACE program decreases child anxiety levels by lowering family accommodation as the main factor in developing and sustaining child anxiety, while the FTTT program is a more comprehensive intervention that attempts to improve the parent–child relationship by implementing techniques such as positive reinforcement, punishment, and management of anxious behavior; consequently, the FTTT results in higher satisfaction in parents and children and motivates individuals to continue the treatment (Mundy, 2013). Likewise, some FTTT program techniques indirectly decrease parents’ over-controlling and over-supportive behaviors, both of which are significantly associated with higher child anxiety levels. However, the SPACE program is effective only on over-supportive parental behaviors (McLeod et al., 2007; Jongerden et al., 2015).

Our results were also indicative of the higher effectiveness of the FTTT program on family accommodation than the SPACE program. To explain this finding, it could be stated that since the FTTT program reduced children’s anxiety levels significantly higher than the SPACE program, this decline might have resulted in a more significant decrease in family accommodation with children’s anxiety because the levels of children’s anxiety decreased. In contrast, in the SPACE program, parents would still have been involved in higher family accommodation levels since children’s anxiety levels decreased significantly lower than their counterparts in the FTTT group. In other words, the extent of children’s anxiety is directly associated with the levels of family accommodation.

The results from this study should be interpreted in the context of a few limitations. First, in this study, the participants included only the mothers of children. It is possible that including both parents in the intervention programs increases the effectiveness of the interventions and the alliance to the interventions. Second, all sessions were held online, so mothers who neither owned a smartphone nor had Internet access could not participate in the study. Third, because of the COVID-19 pandemic, the interventions were delivered online to avoid the risk of infection for both the therapist and parents. Therefore, we suggest future studies replicate the results through in-person sessions. Fourth, we pursued a per-protocol design, not an intention-to-treat one; the later study design type is utilized to nullify the effects of crossover and dropout, which may break the random assignment to the treatment groups in a study. Fifth, all outcomes were entirely based on parent-report data; we suggest future studies recruit data from multiple sources of information (e.g., child-report and/or independent rate outcome data). Finally, given the cultural differences between the Western and Eastern (e.g., Iran) cultures (e.g., Ebrahimi et al., 2021, 2022), especially in parenting behavior (e.g., Darvishi et al., 2022), parents in this study might have implemented the parenting techniques differently from their non-Iranian parents, so this issue could be examined in future studies.



Conclusion and clinical implications

Our results indicated that both FTTT and SPACE programs were effective in reducing child anxiety symptoms and the levels of family accommodation, while the FTTT was significantly more effective than the SPACE program. Also, our study was the first to show the effectiveness of these treatment modalities during the COVID-19 pandemic, wherein therapists prefer online therapies over in-person interventions because of the safety of both parties. Online interventions can reduce treatment costs so more patients can benefit from them.
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