Abstract
Objectives: Those close to people with mental health difficulties (e.g., family members, romantic partners, close friends) are often involved in their care decisions. Research shows a that criticism by close others and/or accommodation of symptoms are associated with symptom severity and treatment response. Recent research has found that those close to someone with an anxiety disorder report a range of concerns about their loved one starting cognitive-behaviour therapy (e.g., that treatment will cause the person to change in undesirable ways). The purpose of this study was to examine the relationship between close others’ criticism and symptom accommodation and their treatment concerns, hypothesizing that these relationships would be significant. 
Design: Close others to those with notable anxiety (N=287) completed self-report measures online. Multiple regression was used to test our hypothesis.  
Methods: Respondents who identified as being close to someone with notable anxiety completed measures of their accommodation of anxiety symptoms, feelings of criticism/hostility toward them, concerns about them starting treatment, perceived impairment due to anxiety, and their own and their loved ones’ treatment history. 
Results: Greater criticism and accommodation significantly predicted greater treatment concerns, with a medium effect size, controlling for degree of impairment due to anxiety and treatment history.
Conclusions: Criticism and accommodation may reflect appraisal of the person with anxiety as weak or fragile, which evokes concerns about treatment success. Implications for clinicians and anxiety treatment are discussed. 
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Criticism and Accommodation are Associated with Treatment Concerns in Close Others to those with Anxiety
Psychological approaches to treating anxiety and related disorders are effective (e.g., Otte, 2011), and yet only a minority of those with anxiety seek treatment (Roness, Mykletun, & Dahl, 2005). Family and friends shape many aspects of one’s day-to-day life, including mental well-being. Social networks influence our understanding of our difficulties and our choices in how to handle them (Pescosolido, 1992). People with mental health difficulties commonly consult family members before health care professionals about mental health care decisions (Henshaw, Sabourin, Warning, 2013; Maria Bermúdez, Kirkpatrick, Hecker, & Torres-Robles, 2010) and are sensitive to their family members’ treatment attitudes and beliefs (Leaf, Livingston Bruce, & Tischler, 1986; Earnshaw, Smith, Copenhaver, 2013). Thus, family members, close friends, and romantic partners (that is, “close others”) can be highly influential in treatment decisions.
	Close others are often supportive of therapy efforts (e.g., Chavira, Stein, Bailey, & Stein, 2003). However, [BLINDED] (in press) found that they also report concerns about their loved one starting treatment, such as concerns that treatment may have a negative impact on their relationship with their loved one and/or on their personality, and that the person with anxiety may not be able to handle treatment and become worse. Family members, friends, and romantic partners who have had negative experiences with therapy themselves or whose culture is less supportive of psychological treatment may influence the person with anxiety to be more treatment-negative (Corrigan, Druss, & Perlick, 2014). In a student sample of those with mental health problems, perceived stigma from close others was associated with self-stigma, self-reliance, and reduced treatment seeking behaviours (Jennings et al., 2015). In younger samples, family beliefs about mental health problems (e.g., as dispositional) and about therapy (e.g., as inconvenient, demanding, irrelevant) are associated with worse treatment outcomes and higher treatment dropout (Morrissey-Kane & Prinz, 1999). Thus, the treatment beliefs of close others can influence the direction and success of one’s wellness efforts. In addition, it is increasingly recommended that close others of both adults (Chambless, 2012) and children (Creswell & Cartwright-Hatton, 2007) are included in treatment for anxiety, and the inclusion of close others often adds additional benefit for the client (Barrett, Dadds, & Rapee, 1996; Creswell & Cartwright-Hatton, 2007; Mehta, 1990; Wood, Piacentini, Southam-Gerow, Chu, & Signman, 2006, but see also Peris, Thamrin, & Rozenman, 2021). Although much of the literature focuses on family-inclusive treatments for children, studies of adults show similar effect sizes (Thompson-Hollands, Edson, Tompson, & Comer, 2014). Given the value in including close others in treatment and their potential impact, it is important to learn more about close others’ treatment attitudes.
Correlates of Close Others’ Treatment Concerns
	We know very little about the correlates of treatment concerns in those close to people with anxiety. Studies exploring this topic have focused on parent beliefs about childhood anxiety. Chavira, Murray, Kelly, and Martin (2003) asked parents to imagine that they had a child with social anxiety and to report on their treatment attitudes. Parents reported more favourable attitudes towards counseling than medication. Parents who reported a history of emotional problems themselves, and whose children had attended therapy in the past, were more positive about counselling. In a survey of parents of children with anxiety disorders, Brown, Deacon, Abramowitz, Dammann, and Whiteside (2007) found again that therapy (cognitive-behavioural therapy specifically) was seen as more acceptable than medication. In contrast to Chavira and colleagues, however, this study showed no effect of child treatment history on parent perceptions of therapy. 
	A large body of research has found that family member criticism is associated with greater severity of anxiety symptoms and improvements in criticism are associated with symptom improvement (Amir, Freshman, & Foa, 2000; Chambless, Bryan, Aiken, Steketee, Hooley, 2001; Kagan, Frank, & Kendall, 2017; Malivoire, Rowa, Milosevic, & McCabe, under review); Renshaw, Chambless, & Steketee, 2003; Settipani & Kendall, 2017; Shimshoni, Shrinivasa, Cherian, & Lebowitz, 2019; van Noppen & Steketee, 2008). Family members may be hostile towards or critical of their loved one because they believe it will help change their behaviour (Chambless, Bryan, Aiken, Steketee, & Hooley, 1999) or because they are frustrated with the anxiety and the restricted functioning that it causes. In fact, criticism is associated with higher levels of stress (Steketee, Lam, Chambless, Rodebaugh, & McCullouch, 2007) and internalizing symptoms (Chambless et al., 2001; Low & Stocker, 2005; Renshaw, Steketee, and Chambless, 2005). Family members who are high in hostility tend to believe that their loved can/should be better able to control and overcome their symptoms (Renshaw, Chambless, & Thorgusen, 2017; Van Noppen & Steketee, 2009) and that they bear responsibility for their symptoms (Renshaw, Chambless, & Steketee, 2006). That is, close others who are critical are more likely to believe that anxiety is under the control of the person who experiences it, rather than being an illness (Barrowclough & Hooley, 2003). This could potentially foster a negative attitude about the loved one seeking treatment.
  Most people close to someone with an anxiety or related disorder also accommodate their symptoms, through participation in symptoms (e.g., helping them avoid something they fear) and/or modification of routines and responsibilities (Lebowitz, Scharfstein, & Jones, 2015; Lebowitz et al., 2013; van Noppen & Steketee, 2009). Although many studies focus on parental accommodation in pediatric anxiety (e.g., Storch et al., 2007), accommodation of adults with anxiety is also well-documented (Boeding et al., 2013; Calvocoressi et al., 1995; Cherian et al., 2014; Joogoolsingh, Wu, Lewin, & Storch, 2013; Torres et al., 2012). Close others may engage in accommodation to reduce their loved one’s distress (Storch et al., 2007) or reduce their own anxiety (Kerns, Pincus, McLaughlin, & Comer, 2015), or due to beliefs that anxiety is harmful (Feinberg et al., 2018; Settipani & Kendall, 2015), or beliefs that their loved one will not be able to manage the anxiety. Given the beliefs associated with accommodation, close others who accommodate may believe that exposure-based intervention will prove too distressing for the person with anxiety. This is consistent with Selles et al. (2017) who found that parent accommodation of their children’s’ symptoms was associated with their treatment worries (Selles et al., 2017). This hypothesis is also consistent with [BLINDED] (in press) finding that those close to adults with anxiety often express concern about treatment being too difficult for their loved ones. At the same time, though, high levels of accommodation may be associated with family member stress, burden, and burn out (Amir, Freshman and Foa, 2000; Calvocoressi et al., 1995; Lee et al., 2015), in addition to family disruption and interference (Cooper, 1996), and therefore may result in encouragement of treatment seeking.
Study Aims and Hypotheses
Given that criticism and accommodation may be indicative of underlying beliefs about the person with anxiety and their ability to handle distress, there is reason to hypothesize that these factors may be related to close others’ attitudes about a loved one seeking anxiety treatment. To date, no research has directly examined this hypothesis in close others of adults with anxiety. The goal of the current study was to examine the extent to which close others’ criticism and accommodation is associated with their treatment concerns, while controlling for respondents’ (that is, close others’) therapy history and the therapy history of the person with anxiety. To this end, a community sample of people who self-reported having a loved one with problematic and/or excessive anxiety completed self-report measures of criticism/hostility, accommodation, and treatment concerns, as well as reporting on their own therapy history and that of their loved ones. 
Criticism by family members, friends, and romantic partners may be associated with the belief that their loved can and should be able to control their symptoms, and the subsequent view that treatment is unnecessary. Thus, we hypothesized that higher criticism would predict greater treatment concerns. Symptom accommodation may arise from the belief that the person with anxiety is fragile. On the other hand, accommodation can be exhausting and time-consuming, and treatment may thus be viewed as a welcome transfer of burden, permission not to accommodate, and hope of greater freedom. Thus, we predicted that accommodation would be associated with treatment concerns, but were agnostic about the direction of this relationship. We expected that these factors would predict treatment concerns even when controlling for therapy history (that is, whether the close other and/or the person with anxiety had had previous treatment). These findings will be of value to clinicians designing family education campaigns, working with clients where family concerns about treatment are prominent, or considering treatment that involves family members.

Methods
Procedure
The sample of close others of adults with anxiety was recruited from an outpatient anxiety clinic, a university student population, a pool of community members willing to participate in anxiety research, posters in the community, and Amazon Mechanical Turk (“MTurk”). Participants were eligible if they were over 18 years of age, able to read and understand English, and self-reported having a loved one with significant symptoms of an anxiety or related disorder for at least 6 months. This same sample was used in a previous study in which we established the psychometrics and validity of the Treatment Concerns Questionnaire – Close Others (TCQ-C; [BLINDED], in press).
In appreciation of their time, students (n=71) received course credit, MTurk participants (n=225) received a small monetary compensation, and all others (n=61) were entered into a draw to win a gift card. After consenting to participate, participants reviewed a brief description of CBT and completed questions about demographics as well as the study questionnaires. Participants reported on questions about their loved one’s anxiety (e.g., duration, previous diagnoses) and their perception of its severity (“As far as you know, how much does your loved one’s anxiety get in the way of their daily life/daily activities?”, with response options “it doesn’t, to a small degree, to a moderate degree, and to a great degree). They also indicated whether the person with anxiety had ever attended therapy for their anxiety (yes/no/unsure) and whether they themselves had ever attended therapy (yes/no). Finally, participants completed measures about their own anxiety and their treatment expectations, which were used to establish the psychometrics of the TCQ-C and are presented elsewhere ([BLINDED], in press). 
Data were collected online via Qualtrics. Nine attention checks were interspersed throughout the survey: four directed queries (e.g., “Please select option 3”), one logical statement (“Alice looked for her friend Jade in the crowd. Since she always wears a red hat, Alice spotted her quickly. Who always wears a red hat?”), one memory recall question (“Think back to information you just reviewed on CBT. What does the “B” in CBT focus on?”), and three honesty checks (e.g., “Please indicate how much care you took while completing this survey”) (Abbey & Meloy, 2017). 
Participants
Demographic information about the participants and their loved ones with anxiety is presented in Table 1. Participants self-identified as being close to an adult with anxiety, including a partner/spouse (n=79, 27.5%), parent (n=67, 23.3%), sibling (n=61, 21.3%) or adult child (n=45, 15.7%) of the person with anxiety. The remaining respondents were a grandparent, aunt/uncle, cousin, grandchild, close friend, or niece of the person with anxiety (all ns < 9). On average, respondents knew the person with anxiety for 21.2 years (SD=12.9) and most (n= 257, 89.5%) had lived with them at some point in their lives. Many (n=164, 57.1%) were living with their loved one at the time of participation. Respondents were in frequent direct (i.e., face-to-face; μ= 30.5 hours/week, SD=33.0, range=0-120) and indirect (i.e., text, call, etc.; μ= 8.9 hours/week, SD=16.0, range=0-112) contact with the person with anxiety.
The majority of respondents were living in North America (n=276, 96.2%) at the time of participation, with only 11 living elsewhere (Barbados, China, Egypt, India). The majority of their loved ones with anxiety were also living in North America (n=275, 95.8%), with 12 living elsewhere (China, Egypt, France, Germany, India, South Korea). The average duration of the loved one’s anxiety difficulties was 15.8 years (SD=14.7) and was impairing to a small (n=112, 39%), moderate (n=110, 38.3%), or great (n=42, 14.6%) degree. Most loved ones (n=180, 62%) had received a diagnosis for their anxiety and just over half (n=158, 55.1%) had attended therapy for their anxiety at some point.
[Table 1 here]
Measures
Treatment Concerns Questionnaire – Close Others (TCQ-C; [BLINDED], in press). Treatment concerns were measured using the TCQ-C, a 17-item scale with four subscales: adverse reactions (AR), personal/family consequences (PC), lack of commitment (LC), and ineffectiveness (IE), each with strong internal consistency. This measure was based on a qualitative survey of the concerns of close others of those seeking treatment for anxiety, as per Rowa et al. (2014). For each item (e.g., “treatment will be overwhelming for my loved one”), respondents rate how much they agree with the statement on a 7-point scale from “strongly disagree” to “strongly agree”; higher scores represent higher ambivalence (more worries) about treatment. The measure shows good convergent and discriminant validity. In the current study, the total scale score (Cronbach’s alpha, α= .91) was used to represent degree of treatment ambivalence. 
	Family Attitude Scale (FAS; Kavanagh et al., 1997). The FAS is a 30-item scale measuring self-reported criticism of a family member. For this study, scale items were modified to replace “him” with the gender-neutral “them” throughout (e.g., “I find myself saying nasty or sarcastic things to them”). Each item is scored on a 0 (“never”) to 4 (“every day”) scale, with higher scores representing higher levels of criticism. The FAS shows high internal consistency, inter-rater agreement, and convergent validity, with significant correlations between FAS scores and observed criticism and hostility on the Camberwell Family Interview (Vaughn and Leff, 1976, as cited by Kavanagh et al., 1997 and Fujita et al, 2002). More recently, FAS scores have been shown to be predictive of treatment relapse in those with psychosis (Kavanagh et al., 2008). In the current sample, the internal consistency of this scale was excellent (α=.95).
Family Accommodation Scale – Anxiety (FASA; Lebowitz et al., 2013). This scale includes 9 items, five of which make up the Participation subscale (e.g., reassurance, assistance, avoidance) and 4 of which make up the Modification subscale (e.g., modifying routines, removing responsibilities); additionally, it includes four items that assess distress and impairment, but which are not included in the total score. The FASA shows high internal consistency as well as convergent and divergent validity in clinical settings. The original FASA was administered only to parents and thus items use the word “child” throughout; for the purpose of this study, “child” was changed to “family member”, with permission from the original author (E. Lebowitz, personal correspondence, May 22, 2020). Participants were instructed to report on their loved one with anxiety. For the purpose of this measure, we refer to them as their “family member” but note they could be a close other who was not a family member. In this study, the total accommodation score (α=.90) was used, with higher scores representing more accommodation.
Data Preparation and Analytic Plan
We first examined the data quality. We detected 4 participants that were indicated to be bots (based on Qualtrics’ reCAPTCHA) or duplicates (based on Qualtrics’ RelevantID score), and their data was deleted. A total of 18 respondents failed more than one attention check and their data was deleted. Two participants reported on themselves rather than a loved one with anxiety and their data was removed from analyses. Eighteen participants were removed due to having unreasonably low duration to complete the survey (outliers with less than 500s total). Finally, 28 participants were removed from analyses because they completed less than half of the survey. This left a final sample of 287 participants.
To determine whether there were quantitative differences on main variables of interest across samples, a multivariate ANOVA on treatment ambivalence, accommodation, and criticism was conducted, which indicated there were no significant differences based on the source of the sample (F(3, 271)=1.013, p=.416, Wilk's Λ=.978, partial η2=.011). Thus, data from all recruitment sources were combined. There were also no group differences on the proportion of types of relationship represented (Kruskall-Wallis test, H(2)=3.170, p=.205) nor amount of direct or indirect contact (MANOVA, F(6, 562)=.033, p=.145, Wilk's Λ=.967, partial η2=.017). However, a significant group difference did arise for anxiety impairment, Kruskall-Wallis test, H(2)=12.392, p=.002, with the MTurk group skewing less impaired; thus, we opted to control for anxiety impairment in addition to treatment history in our main regression. 
Prior to analyses, data were screened for outliers by examining Z-scores and box plots; values that were 3 or more standard deviations from the mean and that were discontinuous from the distribution (n=2) were replaced with the respondent’s subscale mean value, provided that the respondent had completed 80% or more of the items on that subscale. Missing items (nFAS=9, nFASA=5, nTAQ-CO=8) were also replaced with the respondent’s subscale mean value, provided that the respondent had completed 80% or more of the items on that subscale. Skew and kurtosis were within acceptable limits (Kline, 1998; see Table 2).
To address our main research questions about the relationship between criticism, accommodation, and close others’ treatment concerns, we conducted a hierarchical multiple regression. To control for treatment history and anxiety impairment, we entered these variables on the first step, with criticism and accommodation on the second step. We also included the interaction term on the third step; although greater accommodation might be associated with greater criticism (that is, the more people accommodate the more critical they become), it is also possible that greater criticism may be associated with less accommodation (that is, people who are highly critical may refuse to accommodate). 

Results
We hypothesized that criticism and accommodation would be significantly associated with close others’ treatment concerns after controlling for treatment history in the respondent and the person with anxiety. We expected that higher criticism would be associated with greater treatment ambivalence in close others, but were agnostic about the direction of the relationship for accommodation.
Preliminary analyses revealed that criticism and accommodation both showed small to moderate positive correlations with total treatment concerns, with subscale correlations ranging from non-significant (e.g., between accommodation and Personal/Family Consequences, Ineffectiveness subscales) to moderate (e.g., between criticism and Lack of Commitment subscale) (see Table 2). 
[Table 2 here]
In our model (see Table 3), neither therapy experience of the person with anxiety nor the respondent were significant predictors of treatment attitudes. Perceived impairment due to anxiety was a significant predictor. In addition, controlling for the above-mentioned variables, there was a significant main effect for the relational predictors. Consistent with our hypothesis, greater criticism predicted greater treatment concerns. Additionally, greater accommodation was also associated with greater treatment concern. This step showed a medium effect size (ƒ2=0.115). The interaction term was not significant.
[Table 3 here]

Discussion
The purpose of this study was to explore the relationship between self-reported criticism and accommodation and treatment concerns in close others of those with notable anxiety. As hypothesized, greater criticism predicted greater treatment concern. This is consistent with the idea that those who are critical of their loved one may also believe that their anxiety is within their control (as in Renshaw, Chambless, & Thorgusen, 2017), or that the person is “weak not sick” and should just do things such as “have a few drinks to forget [their] troubles” (Yap et al., 2011, p. 475). The treatment concern subscale that was most related to criticism was “Lack of Commitment” (rLC-AMB=.416; next strongest correlation being rIE-AMB=.234; z=3.385, p<.01), supporting the notion that close others who are critical of their loved one are also critical of their commitment to their wellness efforts. 
We also found that greater accommodation was associated with greater treatment concern. This is consistent with the idea that accommodation stems from overprotection and intrusion (e.g., McLeod, Wood, & Weisz, 2007), and reflects the belief that those with anxiety are fragile and in need of protection. It is also consistent with Selles and colleagues’ (2017) finding that accommodation is positively related to parent treatment concerns. Close others who see their loved ones as fragile may be more likely to worry about their ability to succeed in treatment, especially considering that effective treatment often involves facing one’s fears. Consistent with this, the “Adverse Reactions” and “Lack of Commitment” scales showed the strongest correlations with accommodation. It is also plausible that treatment attitudes influence how close others interact with their loved one. For example, someone who believes that treatment is not a good option for their loved one may criticize or accommodate as alternative ways to support their loved one or change their behaviour. Future work may assess this hypothesis. It may also be of interest to determine whether these relationships are influenced by the amount and nature of contact between close others and the person with anxiety. 
Neither respondent therapy history nor client therapy history were significantly associated with treatment concerns in this sample. This is consistent with Brown and colleagues (2007) findings with respect to child treatment history, but not with Chavira and colleagues (2003) who found that both parent history of emotional problems and child history of counselling were related to treatment beliefs. However, Chavira and colleagues asked parents about their treatment perceptions should they hypothetically have a child with anxiety. When close others are considering a real loved one with anxiety, they may have more information on which to base their treatment beliefs (e.g., knowledge of the individual and their disorder); however, when the scenario is hypothetical, treatment history (both parent and child) may be weighted more heavily when considering treatment options. Future research may find value in assessing respondents’ perceptions of past therapy.
Given the difference between recruitment sources on perceived impairment due to anxiety, we also opted to enter impairment into the regression analysis. We found that perceived impairment showed a significant relationship with treatment concerns of close others. This is consistent with some findings from the pediatric anxiety literature (Selles et al., 2018), although others show a null effect (Brown et al., 2007). As impairment from anxiety increases, close others may worry that it will get in the way of attending or committing to treatment, or that treatment will not be potent enough to be effective.
Limitations
This study was cross-sectional and cannot speak to causation. A further limitation of our study was the use of self-report measures. Although almost two-thirds of participants reported that their loved one had received a diagnosis of an anxiety disorder, we did not assess those with anxiety, so it is possible that their report of their loved ones’ diagnostic status/degree of anxiety are incorrect or dated. In addition, self-report data is subject to bias and actual levels of criticism and accommodation were not measured. Finally, our sample was moderate in size and comprised a subset of the sample on which we validated the TCQ-C. Our data may thus reflect sample-specific characteristics and replication in another sample is required. Given that the nature of interpersonal relationships (Cheung, van de Vijver, & Leong, 2011) and treatment attitudes (Kushner & Sher, 1989, 1991) are likely to be culturally influenced, replication in a more culturally diverse sample would be of great value.
Implications
Despite these limitations, these preliminary findings offer a compelling basis for continued study of the orientation of close others towards their loved ones seeking treatment. Although researchers discuss the importance of addressing criticism and accommodation in family members of people with obsessive-compulsive disorder (Renshaw, Steketee, & Chambless, 2005) and anxiety disorders (Chambless, 2012), close others who criticize and/or accommodate may have greater ambivalence about participating in this treatment, and may overtly or subtly discourage their loved one from seeking treatment. Furthermore, treatments for anxiety and related disorders tend to be exposure-based, which means the client will likely conduct critically important aspects of treatment in the heart of their social environment. In future work it would be useful to examine the extent to which close others’ fear about their loved one starting treatment is associated with treatment seeking, refusal, drop out, and success for the person with anxiety. 
In sum, our findings suggest that there is an important relationship between close others’ criticism and accommodation and their concerns about their loved ones starting CBT. Given that close others have the potential to impact clients’ own treatment ambivalence, clinicians may find merit in asking ambivalent clients about the impact of their social network on their beliefs about treatment. This could provide an additional avenue for understanding and validating treatment concerns and moving toward a resolution. This research provides additional support for the practice of addressing critical and accommodating behaviours in close others. If close others are being considered for treatment involvement, it may be important to devote extra time to their treatment concerns, offering validation and psychoeducation to correct any misunderstandings about anxiety development and treatment. Ultimately, people with anxiety will end their relationship with their therapist and return to the context of their social network. Thus, working collaboratively with the client and their important others could result in longer-lasting improvements through reducing unhelpful reactions to anxiety and improving compassion and communication. 
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	Table 1. Demographic information

	
	Respondent
(Close Other)
	Person with Anxiety

	Age (years)
        Mean
        Standard Deviation
	
35.8
13.2
	
36.9
17.7

	Gender, n (%)
        Male
        Female
        Gender non-binary, gender non-conforming
        Declined to answer
	
94 (32.8%)
188 (65.5%)
3 (1.0%)
1 (0.3%)
	
114 (39.7%)
164 (57.1%)
7 (2.4%)
2 (0.7%)

	Ethnicity, n (%)
        White
        East Asian
        South Asian
        Black/African American
        Other
	
200 (69.7%)
21 (7.3%)
18 (6.3%)
14 (4.9%)
34 (11.8%)
	
195 (67.9%)
16 (5.6%)
20 (7.0%)
15 (5.2%)
41 (14.3%)

	Highest level of education, n (%)
High school or less
Some or completed university/college degree
Some or completed graduate degree
Other or declined to answer
	
39 (13.6%)
203 (70.7%)
41 (14.3%)
4 (1.4%)
	
89 (31.0%)
144 (50.2%)
45 (15.7%)
9 (3.1%)

	Note: this sample and table is the same as that in [BLINDED] (in press). It was reproduced with permission from the authors. 


9

2
CORRELATES OF CLOSE OTHERS’ TREATMENT CONCERNS

	Table 2. Descriptive statistics and correlations

	
	Descriptive Statistics
	
	Correlations

	
	N
	Mean (SD)
	Skew
	Kurtosis
	TCT
	TCAR
	TCPC
	TCLC
	TCIE
	CRIT
	ACC

	Treatment Concerns, total score (TCT) 
	281
	58.69 (19.27)
	-.03
	-.40
	-
	
	
	
	
	
	

	Adverse reactions (TCAR)
	281
	22.13 (8.42)
	-.02
	-.66
	.90**
	-
	
	
	
	
	

	Personal/family consequences (TCPC)
	281
	9.21 (4.79)
	1.04
	.72
	.66**
	.53**
	-
	
	
	
	

	Lack of commitment (TCLC)
	281
	16.36 (6.60)
	-.25
	-.96
	.78**
	.56**
	.27**
	-
	
	
	

	Ineffectiveness (TCIE)
	281
	10.98 (4.54)
	.10
	-.88
	.76**
	.57**
	.35**
	.54**
	-
	
	

	Criticism (CRIT)
	279
	34.85 (21.43)
	.56
	-.40
	.33**
	.17**
	.22**
	.42**
	.23**
	-
	

	Accommodation (ACC)
	276
	12.02 (7.75)
	.88
	.55
	.20**
	.21**
	.07
	.21**
	.08
	.21**
	-

	Note: TC= treatment concerns. **p<.01




	Table 3. Regression on treatment ambivalence

	Step
	Predictors
	R2
	R2 change
	F change
	ß

	1


2

3
	RESP_TH
ANX_TH
ANX_IMP
CRIT
ACC
CRITxACC
	.034


.134

.134
	.034


.100

<.001
	3.228*


15.510**

.004
	.007
.052
.194*
.281**
.126*
-.010

	Note: RESP_TH=respondent therapy history; ANX_TH=therapy history of person with anxiety; ANX_IMP=perceived impairment due to anxiety; ACC= accommodation; CRIT= criticism
* p < .05, ** p < .01.



