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Abstract
There is frequently a presumption that Latino parents have a greater preference for involvement in their child’s treatment for
anxiety compared to non-Latino white parents. However, parent involvement may increase burdens associated with treatment
and research suggests that Latino individuals already face significantly greater barriers to obtaining mental health treatment.
In the current study, we compared Latino and non-Latino parents’ preferences for parental involvement and perceptions of
burdens in cognitive behavioral therapy (CBT) for youth anxiety. 117 parents (57 Latino) completed measures to assess
child anxiety, perceptions of treatment involvement, and burdens associated with treatment. There were no significant differences between Latino and non-Latino parents except for a trend toward Latino parents reporting more concerns about
the feasibility of obtaining CBT for their child’s anxiety. Because Latino parents expressed concern about potential treatment barriers, cultural adaptations for treatment should focus on decreasing burdens associated with treatment rather than
increasing parental involvement.
Keywords Latino · Treatment preferences · CBT · Parental involvement · Child anxiety

Introduction
Cognitive behavioral therapy (CBT) has been shown to be
an efficacious treatment for anxiety disorders in children and
adolescents [1–3]. Several studies show CBT outcomes are
similar in Latino and non-Latino youth with anxiety disorders [4, 5] but Latinos are less likely to seek psychological
treatment [6, 7]. The public health impact of untreated anxiety disorders in Latino youth is high as Latino Americans
are a rapidly growing segment of the population, comprising
approximately 18% of the U.S. population [8] and there is
evidence that Latino youth experience greater anxiety and
worry compared with non-Latino youth [9, 10].
Improved understanding of how current evidence-based
treatments match Latino individual’s preferences and
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expectations may help to address this problem. In fact, the
American Psychological Association (APA) has emphasized
the exploration of treatment preferences and treatment perceptions as a key component of an evidence-based approach
to the delivery of mental health services [11]. Despite this
more than decade-old call, research is scarce even though
data show that matching treatment with patients’ treatment
preferences and expectations can enhance engagement,
therapeutic alliance, and improve perceptions of treatment
[12, 13].
Because Latino culture places strong emphasis on
familismo, which stresses the importance of both the nuclear
and extended family unit, many have presumed that Latino
parents have a stronger preference to be directly involved
in their child’s treatment than non-Latino white parents
(e.g., [14]). If true, this preference would be important to
consider when choosing an evidence-based approach for a
child or adolescent with an anxiety disorder, as there are
treatment options that involve the child only, the child and
parent together, and the parent only [2, 15]. However, there
are scant data examining whether this assumption is in fact
correct. This is particularly important because while many
have assumed the emphasis on familismo would necessarily
equate to Latino parents desiring to be involved in treatment,
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some research has suggested that the emphasis on family
might function to simply decrease help-seeking altogether
[16, 17]. There are two studies of which we are aware that
examined Latino parents’ views of parental involvement
in child psychotherapy [18, 19]. Both interviewed parents
about treatment preferences and found Latino parents view
parental involvement in their children’s treatment favorably;
however, these studies did not address whether this expectation is different than that found in other cultural groups.
Determining whether parental involvement in treatment
represents a potential clinically relevant cultural adaptation
for child anxiety treatment is a critical question because
the addition of parents in a child’s treatment could increase
the burdens associated with treatment and research shows
Latinos already report experiencing significant barriers to
obtaining mental health care [20–22]. Although many of
these barriers relate to lack of culturally appropriate services
(e.g., lack of availability of Spanish speaking providers)
there are also many practical obstacles for Latino families
wishing to obtain treatment—including affordability of care
and transportation problems relating to lack of providers in
Latino communities [17]. Tailoring treatments for Latino
families with the additional component of parental involvement would first require data supporting the adaption and
evidence that this preference would outweigh parental concerns about the burdens associated with obtaining mental
health treatment.
With regard to parent perceptions of psychological
treatment for children in general and for child anxiety in
particular, much of what is known is limited to mothers’
perceptions [23–25]. Fathers’ preferences regarding child
psychotherapy are largely unknown, as is the extent to which
Latino fathers’ preferences are similar to those of non-Latino
fathers’ preferences.
In the current study, we therefore compared Latino-American and non-Latino-American1 parents’ preferences for
parental involvement in CBT for child anxiety, hypothesizing that Latino parents would express a greater preference
for involvement in their child’s treatment. We also examined
parents’ perceptions of the burdens associated with seeking
treatment for a child with an anxiety disorder. Based on previous research, we hypothesized that Latino parents would
report more burdens associated with treatment. Additionally,
we extend previous work by examining both mothers’ and
fathers’ perceptions of treatment; given the ongoing lack
of data on fathers, we had no specific hypotheses regarding
parental sex.

1
All parents were residing in the United States so although we use
the terms “Latino” and “non-Latino” in the remainder of the manuscript, these terms refer to the participants’ family origins and not
their current home country.
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Method
Participants and Procedures
Prior to data collection, all study procedures were reviewed
and approved by the IRB. Participants provided consent
before commencing with any study procedures.
One-hundred-twenty-five participants provided data
through Amazon Mechanical Turk, Amazon’s online crowdsourcing recruitment platform; each participant was reimbursed $3.25 for her or his participation. Individuals were
eligible to participate in the study if they were U.S. citizens,
aged 18 years or older, and had a child or adolescent between
the ages of 8 and 18 years old in the home. The study was
completed in Qualtrics with quotas set to obtain a sample
that was 50% Latino. Eligible participants completed the
measures described below as part of a larger research project
examining parental factors in child anxiety. One-hundredseventeen participants were mothers or fathers; the remaining eight participants reported some other type of relationship with the child about whom they completed the survey
(e.g., grandparent or legal guardian). For the present study,
we analyzed data from these 58 (49.6%) mothers and 59
fathers. Each participant was asked to report on a single
child meeting the age requirement in their household; if a
parent had more than one child, they were asked to report
on the child whose birthday was closest to the date of the
survey. Overall, parents reported on 70 boys (59.8%) and 40
girls (40.2%) with a mean age of 10.04 years (SD = 2.39).
There were no significant differences on age or sex of child
between Latino and non-Latino parents.
Demographic information on parents is provided in
Table 1. Analyses revealed no significant differences
between Latino and Non-Latino parents in age, marital
status, education, and income. Twenty-five percent of participants reported they were diagnosed with a psychological disorder at some point in the past and/or that they had
received psychological treatment. Eleven percent reported
that their child had been previously evaluated and/or treated
for a mental health disorder. There were no significant differences between Latino and non-Latino families in parent
or child mental health history.

Measures
In addition to providing information on family demographics, participants completed the following measures as part
of a larger survey.
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Table 1  Demographic characteristics of the participants

the symptom using a response scale from 0 (“Never”) to 3
(“Often”). Ten subscales scores and a total score can be
derived from the measure; only the total score was used in this
study. This score is obtained by summing responses across the
50 items on the measure. The MASC 2 was developed using
statistical weighting of ethnicity and race to match Census
data in the United States and Canada. Research also suggests
that this measure functions well in cultures outside these two
counties [27]. Reliability of the total score in the current sample was α = 0.97.

Latino
Gender N (%)
Female
Male
Age mean (SD)
Race N (%)
American/Indian
Asian
Black or African American
White
Mixed
Other
Ethnicity N (%)
Cuban
Mexican
Puerto Rican
South or Central American
Other
Marital status
Married
Separated
Divorced
Never married
Not reported
Education
Some high school
High school
GED
Some college
College/bachelor’s
Master’s
Technical degree
Income
Less than–$21,000
$21,000–$30,999
$31,000–$40,999
$41,000–$50,999
$51,000–$60,999
$61,000–$70,999
$71,000–$80,999
Over $81,000

Non-Latino Total N (%)

29 (49.2%) 30 (50.8%)
28 (48.3%) 30 (51.7%)
32.0 (6.0) 34.00 (7.2)

59 (50.4%)
58 (49.6%)
33.0 (6.7)

1 (1.8%)
1 (1.8%)
21(36.8%)
24 (42.1%)
10 (17.5%)

4 (6.7%)
7(11.7%)
49 (81.7%)
0
0

5 (4.3%)
8 (6.8%)
70 (59.8%)
24 (20.5%)
10 (8.5%)

45 (78.9)
1 (1.8%)
2 (3.5%)
9 (15.8%)
0

45 (75%)
2 (3.3%)
1 (1.7%)
11 (18.3%)
1

90 (76.9%)
3 (2.6%)
3 (2.6%)
20 (17.1%)
1 (0.9%)

1 (1.8%)
6 (10.5%)
2 (3.5%)
18 (31.6%)
28 (49.1%)
2 (3.5%)
0

2 (3.3%)
10 (16.7%)
1 (1.7%)
13 (21.7%)
30 (50%)
3 (5%)
1 (1.7%)

3 (2.6%)
16 (13.7%)
3 (2.6%)
31 (26.5%)
58 (49.5%)
5 (4.3%)
1 (0.9%)

3 (5.3%)
10 (17.5%)
14 (24.6%)
10 (17.5%)
7 (12.3%)
1 (1.8%)
4 (7%)
8 (14.1%)

3 (5%)
5 (8.3)
12 (20%)
3 (5%)
10 (16.7%)
8 (13.3%)
8 (13.3%)
11 (18.3%)

6 (5.1%)
15 (12.8%)
26 (22.2%)
13(11.1%)
17 (14.5%)
9 (7.7%)
12 (10.3%)
19 (16.2%)

3 (5.3%)
38 (66.7%)
9 (15.8%)
6 (10.5%)
1 (1.8%)

Multidimensional Anxiety Scale for Children, 2nd edition
(MASC 2; [26])

Behavior Therapy Preference Scale [28]
The Behavior Therapy Preference Scale is a 14-item rating
scale that assesses parent perceptions of potential barriers
associated with treatment and contains three subscales: treatment acceptability (6 items), feasibility (3 items), and expectation of adverse effects (5 items). Developed by Fiks et al.
(2012) to assess parental perceptions of ADHD treatment in
primary care settings, we adapted the scale (with author permission) to improve its applicability to CBT for youth anxiety disorders. More specifically, parents were given a brief
description of CBT for child anxiety and were asked to report
on how they would view CBT if their child required treatment
for a problem with “anxiety or being nervous or upset a lot of
the time”. We also added an item to assess parents’ desire to
be involved in treatment (i.e., “I would want to be involved in
the therapy”). The response scale ranges from 0 = “Not at all”
to 4 = “Completely”, with adverse effects and barriers items
reversed scored; as such, higher scores reflect higher levels
of acceptability, feasibility, and lower expectations of adverse
effects. Put another way, higher scores are indicative of more
positive feelings about treatment. Scale scores were calculated
by computing the mean score for all items on the scale, thereby
keeping the metric used for individual items. Internal consistency estimates obtained in the current study were consistent
with those of past research using the original scale version
[28], α = 0.87, α = 0.87, and α = 0.79, for acceptability, adverse
effects, and feasibility subscales, respectively. Although we are
not aware of any research examining the cross-cultural validity
of this measure, the internal consistency estimates obtained for
Latino and non-Latino parents suggest that the measure functioned similarly for both samples. For Latino parents, internal
consistency estimates were α = 0.86, α = 0.89, and α = 0.81,
for the acceptability, adverse effects, and feasibility subscales,
respectively and α = 0.88, α = 0.84, and α = 0.74 for non-Latino
parents.

Youth anxiety was measured using the parent version of the
MASC 2. The MASC 2 is a 50-item parent report of child anxiety designed to assess anxiety in youth from 8 to 19 years old.
Each item presents the parent with a symptom of anxiety and
asks the parent to indicate how often his/her child experiences
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Table 2  Perceptions of cognitive behavior therapy for child anxiety by ethnicity and for the total sample
Latino mean (SD) Non-Latino mean (SD) Total mean (SD) Effect sizea (95% CI)
Acceptability
Cognitive-behavioral therapy would be a reasonable way
to help my child
I would feel comfortable working with a counselor/psychologist to help my child
I would trust in a counselor/psychologist to help my child
I would be able to receive cognitive-behavioral therapy for
my child at a place where I feel comfortable
Cognitive-behavioral therapy would help improve my
child’s behavior
People who are important to me would support me in
treating my child with cognitive-behavioral therapy
Feasibility
I would be concerned about the time it would take to meet
with a counselor or psychologist to learn cognitivebehavioral therapy
I would be concerned about the time it would take to
work with my child using what we learned in cognitivebehavioral therapy
I would be concerned about the resources (insurance,
income, or saving) I would need to cover the cost of
treating my child with cognitive-behavioral therapy
Adverse effects
I would be afraid that my child would be considered a
problem child if he or she were to receive cognitivebehavioral therapy
I would feel my child would be treated differently by
others if he or she were to receive cognitive-behavioral
therapy
I would be worried about the reaction(s) my child might
have to cognitive-behavioral therapy
I would be afraid that my child might react negatively
to the things we would learn in cognitive-behavioral
therapy
I would feel cognitive-behavior therapy may change some
things I like about my child’s personality
Desire for Parental Involvement (I would want to be
involved in the therapy)
a

2.47 (0.77)
2.33 (1.02)

2.31 (0.94)
2.02 (1.32)

2.39 (0.86)
2.17 (1.19)

2.39 (1.01)

2.25 (1.30)

2.32 (1.16)

2.51 (0.87)
2.25 (1.12)

2.43 (1.14)
2.45 (1.06)

2.47 (1.01)
2.35 (1.09)

2.47 (1.09)

2.20 (1.21)

2.33 (1.15)

2.89 (1.03)

2.55 (1.23)

2.72 (1.14)

1.93 (1.07)
2.04 (1.22)

2.55 (1.00)
2.82 (1.11)

2.26 (1.07)
2.44 (1.23)

2.11 (1.33)

2.57 (1.27)

2.34 (1.31)

1.63 (1.21)

2.22 (1.33)

1.93 (1.30)

2.04 (1.00)
2.21 (1.28)

2.52 (1.00)
2.77 (1.32)

2.30 (1.03)
2.50 (1.32)

2.07 (1.37)

2.52 (1.36)

2.30 (1.38)

1.88 (1.14)

2.33 (1.22)

2.11 (1.20)

2.09 (1.23)

2.48 (1.27)

2.29 (1.26)

2.00 (1.17)

2.47 (1.32)

2.24 (1.26)

2.85 (1.11)

2.73 (1.30)

2.79 (1.22)

0.18 (0.18, − 0.55)

0.60 (0.97,0.22)

0.48 (0.84,0.11)

0.11 (0.25, − 0.48)

Bias corrected Hedges g

Results
Statistical analyses were conducted in SPSS 24 and Mplus
Version 7.4 [29]. Missing data were accommodated using
full information maximum likelihood methodology (Enders
2010). Parents’ perceptions of treatment acceptability, feasibility, adverse effects, and parental desire for involvement in
treatment did not differ with sex of the parent or sex of the
child, nor were parental perceptions related to whether the
parent reported that they or their child had ever been diagnosed with a psychological disorder. Parent ratings of child
anxiety on the MASC 2 were significantly correlated with
parents’ perceptions of adverse effects [r (117) = − 0.54,
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p < 0.001], feasibility [r (117) = − 0.37, p < 0.001], and
acceptability ratings [r (117) = 0.22, p = 0.021]. Moreover, consistent with previous research, Latino parents
reported their child experienced significantly more anxiety
(M = 56.35, SD = 30.96) than non-Latino parents (M = 35.27,
SD = 20.42), t(115) = 3.92 p < 0.001, Therefore, child anxiety was used as a covariate in further analyses of parent
perceptions of adverse effects, feasibility, and acceptability.
Parents’ desire for involvement in their child’s treatment was
not correlated with child anxiety[r (117) = 0.11, p = 0.29].
Item means and standard deviations for each of the Modified Behavior Therapy Preference Scale are presented in
Table 2. A parallel of an independent samples t test available
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in Mplus showed that there was not a significant difference
between Latino and non-Latino parents in their desire to be
involved should their child require treatment for an anxiety
disorder (mean difference = − 0.12, critical ratio = − 0.52,
p = 0.60; g = 0.11); both Latino and non-Latino parents
reported being interested in being involved in their child’s
treatment (see Table 2 for descriptive statistics).
The equivalent of a multiple regression analysis was
conducted in Mplus predicting parents’ perceptions of
treatment acceptability, adverse events, and feasibility from
child ethnicity controlling for child anxiety. Based on these
analyses, both Latino and non-Latino parents reported
moderately high levels of acceptability for CBT for child
anxiety but analyses of acceptability ratings controlling
for child anxiety suggest no significant differences on this
dimension, (mean difference = − 0.03; critical ratio = − 0.15,
p = 0.88, g = 0.18). Similarly, the two groups did not differ
in their perceptions of the potential adverse effects when
child anxiety was controlled (mean difference = 0.12; critical
ratio = 0.65, p = 0.52. g = 0.48); however, there was a trend
toward Latino parents viewing treatment as less feasible and
the size of the effect was between medium and large according to Cohen’s classification (mean difference = 0.38, critical
ratio = 1.90, p = 0.06, d = 0.60). As expected, Latino parents
reported more concerns about the feasibility of obtaining
CBT for their child’s anxiety should the need arise.
Two-way ANOVAs (parent sex × parent ethnicity) were
also conducted to explore whether ethnic differences varied
across mothers and fathers. Sex of the parent did not function to moderate ethnic differences.

Discussion
Past research has found that Latino adults frequently encounter barriers when seeking mental health services (e.g., [30]).
Our findings suggest these same concerns come into play
when parents consider treatment for child anxiety. Latino
parents reported greater concerns, at the level of a trend,
about the feasibility (e.g., financial costs and time commitment) required for CBT for child anxiety compared with
non-Latino parents. This finding is especially important considering Latino and non-Latino parents did not differ in their
desire for involvement in the treatment. The recognition of
the cultural value of familismo within the Latino culture has
often led to the assumption that Latino parents would place
a greater emphasis on their involvement in their child’s treatment compared with non-Latino parents. Consistent with
past research [18, 19], Latino parents responded positively
to the idea of parental involvement in their child’s treatment
for anxiety; however, their response was not significantly
different than that of non-Latino parents. This finding, coupled with the ethnic differences found in feasibility concerns,
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suggests that is premature to add parent sessions or parents’
regular attendance in child sessions to treatments for child
anxiety that appear to be equally effective without this additional burden.
Results suggest that Latino parents did not view the
acceptability of CBT differently than non-Latino parents.
Items on this scale ask parents to rate their expectations
that CBT could help their child with problems with anxiety
and whether they view this as a reasonable treatment option
for treating child anxiety. Mean scores for both Latino and
non-Latino parents on the scale suggest all parents viewed
CBT for child anxiety somewhat favorably. Consistent with
parental views on acceptability of treatment, there were no
group differences in concerns about potential adverse effects
of treatment, although it should be noted that the effect size
approached the moderate range. There are inconsistent data
about attitudes toward psychotherapy among Latino groups.
Some studies have found that Latinos have negative perceptions about mental health treatment (e.g., [31, 32]) whereas
other studies have found that Latinos’ attitudes about mental health services are not different from non-Latino Whites
[33]. Our results add to the evidence suggesting that Latinos
may be more similar to non-Latino White adults than previously thought.
Given that research on treatments for child anxiety have
included primarily Caucasian youth, there has been much
discussion about the need for cultural adaptations when
using these treatments with Latino youth. Our findings, suggesting cultural differences as well as similarities, can aid
in an evidence-based approach to designing these adaptations. Although it has been assumed that the Latino culture’s
emphasis on family would suggest treatments with a high
level of parental participation, our results suggest that the
most effective cultural adaptations of evidence-based treatments for many Latino families in the United States would
be ones that decrease, not increase, the time commitments
and costs of treatment. Brief treatments, recently shown to
be comparable to standard CBT for youth with anxiety disorders [34], may be a particularly appropriate treatment choice
for Latino youth when concerns regarding the burdens of
treatment are present. Öst and Ollendick [34] found brief,
intensive, and concentrated CBTs for child anxiety, while
superior to both waitlist and placebo control conditions, did
not differ from standard CBT for youth with a range of anxiety disorders, both at posttreatment and 1-year follow-up.
An interesting caveat was that the effect of these treatments
was moderated by parental involvement, with less parental
involvement associated with higher effect sizes, suggesting
that these treatments may be able to address both the time
and financial feasibility concerns of Latino families.
A notable strength of this investigation is the inclusion
of fathers in the sample. Our results suggest that mothers
and fathers viewed CBT for child anxiety similarly. The
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absence of fathers from research has long been recognized
[24] but has been slow to change. As gender roles change
and fathers take more of a role in treatment decision-making it will become increasingly important to gain a better
understanding of fathers’ perspectives on treatment options;
online crowdsourcing methods such as the use of Amazon’s
Mechanical Turk can be particularly effective ways to get
fathers involved in research [25].

Limitations and Future Directions
The assumption in the literature that Latino parents would
evidence a differential preference for parent involvement in
child treatment has been based on the recognition of the
emphasis on family (familismo) in Latino culture. Given
that we did not assess familismo in our sample, we are able
to say that we did not find differences in parental preferences but we cannot rule out that this is due to low levels of
familismo in our sample, nor can we draw conclusions about
whether parental preferences are related to familismo in the
assumed direction, or at all. This is an important topic for
future investigation, particularly as there is some evidence
that our sample is a relatively highly acculturated one [35].
This could have resulted in a restricted range in terms of
adherence to familismo and other related cultural values;
however, research suggests that although there is a relationship between acculturation level and familismo, the magnitude of this relationship is small [35].
Related to acculturation and representativeness of our
sample more generally, it is notable that our sample was
relatively well educated; more than half of the Latino and
non-Latino parents had at least a college degree. Inasmuch
as ethnicity is associated with socioeconomic status (SES),
if differences thought to be related to culture are better
accounted for by SES, this would not be reflected in our
data. Clearly, more research is needed to disentangle SES
from ethnicity. Additionally, our sample completed measures in English, and 98% of Latino parents reported they
were born in the United States. Thus, it is possible that our
findings may not generalize to a less acculturated sample.
Nonetheless, results may be relevant to much of the Latino
population in the United Sates, given that the majority of
Latino-Americans and Latino-American adults were born in
the United Sates and as of 2017, 70% of Latino-Americans
over the age of 5 years were proficient in English [36, 37].
Moreover, it should not be assumed that the current pattern
of results would not apply to a less acculturated Latinos as
our findings in regard to concerns about the feasibility of
obtaining mental health treatment replicate those of several
other investigations, including those from a nationally representative sample of Latino-Americans [30] and a study
of Latino immigrants’ perceptions of barriers to healthcare
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services [38]. Moreover, our caution about adding parental
involvement to child anxiety treatments may be particularly
relevant when parents evidence low levels of acculturation.
When CBT involving parents was compared to a more peerfocused treatment in a sample of Latino youth with an anxiety disorder, acculturation was found to moderate treatment
outcome [39]. Youth whose parents were less acculturated
had poorer outcomes with the parent-involved treatment
compared to the peer treatment. Although this study does
not speak directly to parent preference for treatment involvement, our failure to find a significant difference in parental
preference for involvement, coupled with this finding and
those related to treatment feasibility concerns in Latino populations, lends support to our conclusion that at the current
time, cultural adaptations to anxiety treatments for Latino
youth should focus on increasing treatment feasibility rather
than increasing parental involvement in treatment.
Our statistical plan tested for group differences; despite a
lack of significant difference between Latino and non-Latino
parents, we did not conduct equivalency analyses. We chose
not to do so as there are no available meaningful or commonly accepted standards for defining equivalence in parent
perceptions of treatment, calling into question the validity of
such analyses [40]. However, the lack of significant differences between Latino and Latino parents do not definitively
indicate equivalence and, as such, our findings should be
considered preliminary.
Lastly, many have questioned the quality of data and
generalizability of studies conducted through online platforms such as MTurk; however, empirical studies suggest
that information gathered in these studies can provide data
at least equal to that gathered through traditional means
and that MTurk samples tend to be more diverse than traditional samples used in psychology studies [41, 42]. One
important way in which MTurk samples have been found
to differ from general community samples, however, is in
that they report higher levels of psychopathology—particularly anxiety and depression [43]. Given that parent anxiety and depression has been related to child anxiety [44],
utilizing MTurk in this study allowed us to access a sample for which treatment preferences for anxiety disorders
may be particularly relevant without narrowing our sample
to one that is help-seeking—a sample very likely to have
more positive attitudes toward treatment than those who
do not seek treatment. On the other hand, conducting the
study online meant we could exercise less tight control when
evaluating the eligibility of participants; this could have led
to interdependence of our data if more than one parent from
a family chose to participate. However, given our sample
size in comparison with the number of MTurk users, we
believe that if this did occur, it would have occurred with a
very small number of participants. Moreover, as we asked
parents to report on themselves, as opposed to their child,
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the level of interdependence of data would be somewhat
mitigated, although not completely. Taken together though,
we suspect that any violations of the assumptions inherent
in our analytic plan likely did not significantly affect the
study findings.
Despite these limitations, our data do suggest that it may
be incorrect, or at least an oversimplification, to assume
that Latino parents seeking treatment for their child’s anxiety would prefer more involvement in treatment than nonLatino White parents; rather, a growing body of evidence
suggests that the burdens associated with obtaining treatment is a key issue to attend to in cultural adaptions to evidence-based treatments for Latinos.

Summary
The current study compared Latino and non-Latino parents’
perceptions of CBT for youth anxiety disorders, examining
mothers’ and fathers’ desire for involvement in treatment
and perceptions of the burdens associated with treatment.
Results indicate that Latino and non-Latino parents did
not differ in terms of the expectation that they would be
involved in their child’s treatment for anxiety, perceptions
of the acceptability of CBT for child anxiety, or its potential for adverse effects. However, Latino parents did report
more concerns regarding the feasibility of treatment (at the
trend level). Sex of the parent did not moderate these effects.
Finding suggest that evidence-based cultural adaptations of
CBT for child anxiety should focus on increasing treatment
feasibility, with possible options including a focus on brief
treatments that decrease both the time and costs of treatment.
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