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Abstract
Objective—To identify predictors and moderators of outcome in the first Pediatric OCD Treatment
Study (POTS I) among youth (N=112) randomly assigned to sertraline, cognitive behavioral therapy
(CBT), both sertraline and CBT (COMB), or a pill placebo.

Method—Potential baseline predictors and moderators were identified by literature review. The
outcome measure was an adjusted week 12 predicted score for the Children’s Yale Brown Obsessive
Compulsive Scale (CY-BOCS). Main and interactive effects of treatment condition and each
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candidate predictor or moderator variable were examined using GLM on the adjusted predicted week
12 CY-BOCS scores.

Results—Youth with lower OCD severity, less OCD-related functional impairment, greater insight,
fewer comorbid externalizing symptoms, and lower levels of family accommodation showed greater
improvement across treatment conditions than their counterparts after acute POTS treatment. Those
with a family history of OCD had a six-fold decrease in effect size in CBT monotherapy relative to
their counterparts in CBT without a family history of OCD.

Conclusions—Greater attention is needed to build optimized intervention strategies for more
complex youth with OCD. Youth with a family history of OCD are not likely to benefit from CBT
unless offered in combination with an SSRI.
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OCD; moderators; predictors; sertraline; cognitive-behavioral therapy

“What treatment, by whom, is most effective for this individual with that specific problem,
and under which set of circumstance?”1 Through the search for predictors and moderators of
treatment outcome, this question frames the ultimate goal for treatment outcome research.
Thus, the endeavor of randomized controlled trials research is brought full circle as aspects of
the individual seeking treatment and associated contextual factors are incorporated into the
task of understanding treatment outcome. This provides a more clinically-informed and
clinically-relevant knowledge base than one can achieve by simply knowing whether
treatments are efficacious at the group level. This question is particularly relevant for pediatric
Obsessive Compulsive Disorder (OCD) treatment because although there is growing consensus
that the ideal initial treatment for OCD in youth is exposure with response prevention (EX/RP)
based cognitive behavioral treatment (CBT) alone or in combination with a selective serotonin
reuptake inhibitor (SRI)2–4 there is little knowledge about which treatment to recommend to
particular patients.

The need for judicious allocation of treatment resources is made all the more salient because
of the scarcity of CBT for OCD in the community. CBT for OCD is often only available at
clinics that are affiliated with academic medical centers. If the field were able to make
empirically informed triaging decisions, patients’ could receive appropriate treatment more
efficiently.

Predictors and moderators are variables that are present at pre-treatment and are not associated
with treatment assignment. A predictor variable has a main effect on outcome, meaning that
its impact is not specific to a particular treatment condition. Predictors indicate which patients
are likely to benefit from any of the treatments studied. In contrast, the impact of a moderator
variable on treatment outcome is dependent on which treatment condition is considered.
Moderators answer the question of which patients in which treatment conditions are likely to
benefit.5 Identifying predictors and moderators of treatment outcome is difficult because it
requires large sample sizes, larger than those that are typically recruited for efficacy studies.
5 Therefore, the number of studies that have been able to investigate predictors or moderators
of treatment outcome in pediatric OCD is small. A recent review of 21 treatment studies in
pediatric OCD published between 1985 and 2007, found that a total of nine predictors were
examined in more than one study.6 These predictors were gender, age, duration of illness/age
at onset, baseline severity of obsessive compulsive symptoms, type of OC symptoms, comorbid
disorders/symptoms, psychophysiological factors, neuropsychological factors, and family
factors. The authors concluded that neither gender, age, nor duration of illness (age at onset)
was associated with treatment response. Baseline severity of obsessive compulsive symptoms
and family dysfunction were associated with poorer response to CBT, and comorbid tics and
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comorbid oppositional defiant disorder/aggression predicted poorer response to medication-
only treatment.

With the exception of one paper7 from the same sample as the current paper, there have been
no studies examining moderators of treatment outcome in pediatric OCD. Questions about
moderation require study designs with more than one treatment condition,5 which is rare in the
pediatric OCD literature. The Pediatric OCD Treatment Study (POTS) offers a unique
opportunity within the pediatric OCD field to examine possible predictors and moderators of
treatment outcome because it includes 3 active treatment conditions and a placebo condition.
In addition, the methodological rigors of the POTS I design (treatment manuals with fidelity
checks, random assignment, and independent evaluators to assess treatment outcome) make it
ideal to test hypotheses about predictors and moderators of treatment outcome.

To generate a list of potential moderators and predictors, we started with the nine categories
of predictors identified in the review by Ginsburg and colleagues. We then considered
predictors or moderators of treatment outcome found in adult OCD studies. Beyond the
variables already identified in the pediatric OCD literature, this review resulted in one
additional variable, initial insight into OCD symptoms. Foa and colleagues8 found that poor
initial insight into OCD symptoms was associated with worse outcome in CBT. Poor insight
has also been associated with poor response to drug treatment.9, 10

Because similar variables might moderate other interventions across diagnoses in youth, we
included moderators identified in the largest randomized controlled combined treatment trials
for youth that have reported results about predictors and moderators of outcome11–13 Because
no results about predictors or moderators have yet been reported for the Child-Adolescent
Anxiety Multimodal Study,14 we included variables that had been predictors in separate studies
- the largest medication trial for other anxiety disorders15 and a report of predictors of outcome
in CBT.16

The list of candidates generated by this process was then reduced to those for which a POTS
variable with sufficient data was available. Variables within the same conceptual grouping
(e.g., severity of illness markers) and baseline intercorrelations of >0.50 were removed to
reduce potential redundancy. The resulting set of variables was organized into four categories:
demographics, severity of illness markers, comorbid disorders/symptoms, and family factors.
Given the POTS sample size and the desire to balance hypothesis generation with avoiding
spurious results, we limited the total number of variables for further investigation to 15.
Because the POTS sample was 92% white, we were unable to include race/ethnicity as a
variable. Because the role of comorbid tics as a moderator of outcome was previously reported,
12 and a separate paper has already addressed the impact of the cognitive and
neuropsychological variables in this sample,17 neither of these factors were included the current
analyses. Table 1 includes the final 14 constructs that we examined as potential moderators.

Method
Participants

Participants were 112 patients aged 7 to 17 years with a primary diagnosis of OCD and a CY-
BOCS score of 16 or higher before treatment. The sample’s demographic and clinical
characteristics have been previously described in detail,3 but to summarize, roughly equal
numbers of males and females, as well as younger (ages 7–11) and older (ages 12–17) youth
participated. Youth with major depression, bipolar illness, psychosis, any pervasive
developmental disorder, or a principal diagnosis of Tourette disorder, were excluded from the
study. Other exclusions were concurrent psychiatric treatment (medication or therapy) outside
of the study, or evidence of 2 previous failed SRI trials or a failed CBT trial for OCD.
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Procedures
The present work consists of secondary analyses of data obtained from participants who were
randomly assigned to one of the four treatment conditions: CBT + sertraline (COMB; n= 28),
sertraline (SER, n=28), CBT (n=28), pill placebo (PBO, n=28). Care provided in each treatment
condition as well as assessment procedures used have been described elsewhere.4, 18 The
majority of parent-report data were provided by mothers, but for some patients fathers or
another guardian provided the information. The provider of this information remained the same
across time points.

Measures
Child demographic characteristics: Sex, Age, Household Income—Age was
measured in years. Gross family income over the past year was obtained by parent response to
an item on the Conners-March Developmental Questionnaire (CMDQ).19 Income groupings
were collapsed into three categories: <$50,000; $50,000–$100,000; >$100,000.

Severity of Illness Markers: Baseline OCD Symptoms, Functional Impairment,
Insight
Children’s Yale-Brown Obsessive Compulsive Scale (CY-BOCS).20: The CY-BOCS is a
semi-structured clinical interview assessing OCD severity for obsessions and compulsions.
The baseline total and obsession and compulsion subscale scores were used as clinician-rated
indicators of OCD symptom severity at baseline. Adequate convergent and divergent validity
have been reported.21, 22 In this study, inter-rater reliability at baseline was good (r=.81, p=.
001).4

Child OCD Impact Scale (COIS-C, COIS-P).23: The COIS is a child/parent-report of the
impact that OCD symptoms have on children’s psychosocial functioning. The total score from
each version was used as parent- and child-report indices of OCD-related functional
impairment; higher scores indicated more impairment. The COIS has excellent internal
consistency and preliminary evidence suggests the measure has adequate concurrent validity.
23

Fixity of Beliefs Questionnaire (FBQ).24: The FBQ consisted of five interview questions
designed to assess the degree to which individuals recognized that their obsessive fears and
compulsions were unreasonable. For this study, only the item assessing patient’s level of insight
was used (“Do you think your problems or behaviors are reasonable - i.e., make sense?” Rated
from 0=excellent insight, fully rational to 4=lacks insight, delusional; definitely convinced that
concerns and behavior are reasonable, unresponsive to contrary evidence.) Satisfactory inter-
rater reliability has been reported previously (86% agreement; ICC=.54).24

Comorbid Disorders/Symptoms: Internalizing or Externalizing Diagnoses or
Symptoms—Anxiety Disorders Interview Schedule for Children (ADIS-C)25 is a structured
diagnostic interview assessing DSM-IV childhood anxiety disorders and related disorders. The
DSM-III-R version of the ADIS-C was widely used and has good psychometric properties.
26–28 The DSM-IV version also has concurrent validity.29 The diagnosis with the highest
clinical-level Clinician Severity Rating (CSR, defined as 6 out of 10 or higher) was deemed
primary; when there was a tie, co-primary status was assigned. In all cases, OCD was deemed
primary or co-primary. Given that the rates of individual comorbid conditions were low, all of
the mood (i.e., dysthymia; major depression) and anxiety disorders (i.e., separation anxiety
disorder; social phobia, specific phobia, panic disorder with or without agoraphobia,
generalized anxiety disorder, post traumatic stress disorder) were combined into a dichotomous
internalizing disorder comorbidity variable (present/absent). Similarly, ADHD, ODD and CD
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were combined to form an externalizing comorbidity variable that was coded dichotomously
(present/absent).

Multidimensional Anxiety Scale for Children (MASC).30: The MASC is a self-report
measure of anxiety symptoms. The MASC has excellent test-retest reliability, internal
consistency, and validity and broad-based normative data are available.31 The total score was
used.

Conners’ Parent Report Scale-Revised – Long Version(CPRS-R-L).32: The CPRS-R-L is
a parent-report measure of attention-deficit/hyperactivity disorder and related problem
behaviors. It has excellent test-retest reliability, internal consistency and norms from a sample
of over 8000 cases.32 The Global Index score was used.

Family Factors: Parental Psychopathology, Family History of OCD, Family
Functioning
Brief Symptom Inventory (BSI).33: The BSI is a self-report measure of psychological
symptoms for adults. The measure yields global severity scores indicating the total number of
symptoms and distress severity, as well as nine primary symptom subscales. The mean item
score for the Global Symptom Index was used in this study. The BSI has good internal
consistency, test-retest reliability over two weeks, and convergent validity.33

Family History of OCD: During the intake assessment, parents were asked if they or anyone
in their families had ever been diagnosed with OCD. For the present study, a positive family
history of OCD means that either parent and/or a sibling of the identified patient had been
diagnosed with OCD.

Family Assessment Measure III- General Scale (FAM-III). 34, 35: The General Scale,
completed by parents, includes 50 statements about general family relationships and
interactions. The scale includes seven clinical subscales and two response-style subscales
(Social Desirability and Defensiveness). T-scores were computed for each of the seven clinical
subscales and averaged to generate an Overall Rating T-score.35

Family Accommodation Scale-Parent Report (FAS-PR): The FAS-PR is a 13-item parent-
report instrument derived from the original FAS,36 which is a clinician-rated instrument that
assesses OCD-accommodating behaviors and associated distress and impairment. The FAS-
PR is identical in scoring and content to the original FAS. Each item is rated on a 5-point Likert-
type scale ranging from 0 to 4. A parent-report version of the FAS has been used extensively
by other researchers.37–39 Because some studies have used a 9-item total and others have used
a 13-item total, we used the item mean, computed from all 13 items, as an index of
accommodation. The FAS has demonstrated good psychometric properties in previous use
with adults40 and children.38

Statistical Method
The primary outcome for the predictor/moderator analyses is an adjusted week 12 predicted
score on the CY-BOCS derived from a longitudinal random coefficients regression model.5,
41–44 The adjusted week 12 predicted score is an estimated score generated through random-
coefficients regression that is adjusted for the fixed (treatment, time, treatment x time) and
random (patient, patient x time) effects. Based on superior model fit, we used a square root
transformation rather than the natural log of days from baseline, which was employed in the
initial outcome paper.3 This model yielded results that were consistent with the primary
findings of the original study (i.e., COMB > CBT, SER > PBO). We used analysis of variance
or χ2 to test for pre-randomization differences in the treatment arms on any of the proposed
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predictors. No group differences on any of these variables were found. Variables from summed
total scores were scaled by the item-mean if they had an acceptable level of missing data (<
20 % items missing). For the purposes of this paper, we used the general linear model (GLM)
approach to examine the main and interaction effects of treatment and candidate predictors on
the adjusted week 12 predicted scores. A candidate variable was considered a moderator if it
demonstrated a significant (candidate X treatment) interaction on outcome. Candidate variables
that demonstrated a significant main effect on outcome without a significant (candidate X
treatment) interaction was considered a predictor. Predictors were further analyzed by creating
subgroups based either on meaningful cut scores (e.g., clinical cutoff for T-scores) or by
generating subgroups that contained approximately balanced numbers of participants per
subgroup (e.g., median splits). The GLM procedure was repeated, omitting the interaction term,
with the week 12 scores as the dependent variable and the predictor as the grouping variable.
Moderators were further analyzed using the same method of creating subgroups; these
subgroups were used in subsequent analyses using GLM to examine the effects of treatment
on the adjusted predicted week 12 CY-BOCS scores within each subgroup of the moderator.
If there was a significant treatment effect within a subgroup, Tukey posthoc tests were used to
examine pairwise differences among the treatment conditions. Patients were omitted from
analyses for specific measures if they had more than 20% missing data on that particular
measure. No pattern was detected in the missing data, and as such, they are considered missing
at random. Given the sample size and associated power, our analyses are exploratory rather
than conclusive and therefore alpha was set at 0.05.

Although these analyses were largely exploratory, based on previous research there were
several specific hypotheses. We expected baseline severity of OCD symptoms and family
dysfunction to be associated with poorer treatment response, perhaps especially in CBT. We
also expected that comorbid externalizing symptoms would be associated with poorer treatment
response.

Results
Patient Disposition and Characteristics

As was previously reported,4 112 patients were randomized to one of four treatment groups.
Ninety-seven of the 112 patients (87%) completed the full 12 weeks of treatment. The sample
was representative of youth with OCD seen in general clinical practice. On average, patient’s
OCD severity was in the moderate to moderately severe range prior to treatment. The mean
(SD) age was 11.7 (2.7) years (range 7–17 years). Males and females were equally represented.
Eighty percent of the sample had at least 1 comorbid psychiatric disorder. Forty-five of the
patients (40%) had a parent and/or a sibling with OCD (n=43 parent; n=8 sibling; n=6 parent
plus sibling).

Primary outcomes
The interpretation of the results regarding predictors or moderators of treatment is informed
by an understanding of the primary treatment outcome results. Using the continuous measure
of outcome (CY-BOCS score at week 12), combined treatment was superior to CBT (p =.008),
to sertraline (p=.006), and to placebo (p <.001). CBT alone and sertraline alone did not differ
from each other (p =.80), and both were superior to placebo (CBT, p =.003; sertraline p =.007).

Predictors—Results of the omnibus tests are summarized in Table 2. From the 14 candidate
constructs, 15 separate variables were tested. Five variables were identified as predictors of
outcome and one variable was identified as a moderator. For variables identified as predictors
of outcome (column 4 of Table 2), results of subgroup analyses are presented in Table 3. For
variables with more than 2 levels, Tukey posthoc tests were used to determine significance for
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the pairwise comparisons. The strategy for handling missing data yielded different sample sizes
for each of the analyses in Table 3.

Youth with higher baseline OCD symptom severity continued to have the higher severity scores
by week 12 than did those with lower baseline symptom severity. Specifically, those with
higher baseline CY-BOCS scores (CY-BOCS ≥ 24) did worse in all treatment conditions than
those with lower baseline CY-BOCS scores. Similarly, participants with higher levels of OCD-
related functional impairment as rated by their parent (COIS-P) did worse across all treatment
conditions than did those with lower levels of OCD-related functional impairment. Patients
with higher levels of comorbid externalizing symptoms (CPRSL Global Index T ≥ 65) did
worse across treatment conditions than did those with lower levels of comorbid externalizing
symptoms. Patients with higher levels of family accommodation did worse across all treatment
conditions than did those with lower levels of family accommodation. Although a main effect
of insight was found, posthoc testing failed to find pairwise group differences among the levels
of the insight variable.

Moderators—Table 2 showed that one variable, family history of OCD, moderated the effect
of treatment condition. Follow up testing demonstrated that among those without a family
history, COMB was superior to PBO and SER, and CBT was superior to PBO (See Table 4).
Among those with a family history of OCD, there were no significant differences in outcome
across the treatment conditions when each condition was examined separately.

Effect sizes associated with active treatments as compared to placebo at different levels of the
moderator are presented in Table 5. In all instances effect sizes were smaller for those with a
family history of OCD, but for CBT monotherapy this reduction in effect size was marked –
the effect size for those with a family history was 6 and a half times smaller than for those
without a family history. To examine whether differences in family accommodation could
underlie this reduction in effect size, a t-test was performed using the FAS as the dependent
variable. Patients with and without a family history of OCD did not differ in the amount of
family accommodation reported (t(94) =0.56, p=.58).

Discussion
This is the first study to investigate possible predictors and moderators of outcome among the
three most commonly employed treatment approaches for pediatric OCD: CBT alone, an SSRI
(sertraline) alone, and their combination. Youth entering treatment with lower OCD severity,
less OCD-related functional impairment, greater insight, fewer comorbid externalizing
symptoms, and lower level of family accommodation showed greater improvement regardless
of treatment assignment. Family history of OCD in a first-degree relative functioned as a
moderator of treatment outcome.

All measures related to OCD severity were predictors of outcome. When conceptualized in
terms of OCD-related functional impairment, our result replicates the findings of Piacentini
and colleagues45 who reported that school-based functional impairment was a predictor of
outcome in a CBT open trial. Although it differs from many previous controlled medication
trials with children46–49 and CBT trials with medicated and unmediated adults,50 in the present
study, baseline OCD symptom severity predicted worse outcome across all treatment
conditions in our study. In two adult trials that also found this relationship,51, 52 they were able
to demonstrate that people continued to benefit from exposure sessions during a follow-up
phase. Therefore, our findings suggest that patients with more severe OCD may need additional
sessions relative to their peers with more mild or moderate symptoms, either via a longer course
of treatment than the 12 weeks (14 sessions) of therapy under investigation in this study, or
via more sessions delivered within the 12-week period (e.g., twice-weekly).
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Patients with higher levels of externalizing symptoms fared worse across all treatment
conditions relative to their peers with lower levels of externalizing symptoms. Previous studies
have reported similar findings.53,54 The lack of significant findings for diagnosis-level data is
attributed to a lack of statistical power. A relatively small number of POTS patients met the
threshold for an externalizing disorder (n=25 total, of which n=17 ADHD, n=7 ODD, and n=1
CD). Therefore, it is also not surprising that the two methods of examining the impact of
externalizing problems in the present study (diagnosis versus symptoms) produced different
results. When the Conners Global Index score was broken down into more narrow-band
externalizing subscales, all subscales produced results consistent with the “omnibus” finding
for the broad-band measure. These results suggest that the presence of elevated levels of
externalizing symptoms interferes with the efficacy of the treatments in targeting OCD
symptoms. This interpretation may indicate that children with comorbid externalizing issues
require additional treatment components that address these issues. Future research should not
only examine the efficacy of these additional treatment components but also in what sequence
these additional components should be presented for youth with comorbid externalizing issues
and OCD.

The negative findings for all of the demographics variables indicate that the effects of treatment
are consistent and that these treatments can be used with a broad array of youth with OCD. We
were unable to examine race and ethnicity as a predictor or moderator due to the low rate (8%)
of non-Caucasian subjects enrolled. Therefore, caution is needed in generalizing the findings
to diverse racial and ethnic groups, which is an important area for future research.

The absence of findings for the demographic variables is consistent with the majority of studies
in pediatric OCD, and is reflected in Ginsburg and colleagues conclusion that gender and age
are not associated with treatment response.6 However, it is different from results of moderator
analyses of the MTA and TADS studies, both of which found socioeconomic status variables
to be related to outcome. In the MTA study, those with more educated parents did better in
combined treatment than in medication management alone.55 In the TADS study, youth from
high-income families, which also tended to be more highly educated, fared relatively better in
CBT-containing conditions.13 These results point to the need to examine parental education
level as a potential moderator of treatment outcome in future studies of pediatric OCD.

Findings regarding family factors were perhaps the most intriguing to emerge from these
analyses. Two of the four family factors variables were associated with outcome. Family
history of OCD moderated outcome. The six-fold difference in effect size for monotherapy
CBT for those with and without a family history is particularly striking. A family history of
OCD could attenuate CBT due to the fact that treatment involving EX/RP may require more
family support than medication compliance. For example, parents and other families are often
asked to assist the child at home with CBT tasks such as symptom monitoring and EX/RP
homework. For parents who have OCD or have immediate family members with OCD, these
activities are likely more difficult than simply monitoring medication compliance. It appears
that COMB was more robust to these issues in that there was a less marked difference in effect
size (2.5-fold). The clinical implications of these findings are that perhaps those with a family
history of OCD should be offered CBT only in combination with medication. Replication of
these results would be necessary before such a recommendation should be codified.

Although there was no evidence of a relationship between broad-based family dysfunction or
parental psychopathology and treatment outcome, a more specific measure of family
functioning was associated with outcome. Higher levels of family accommodation were
associated with poorer treatment outcome across treatment conditions. Complementary
findings have been reported elsewhere in that decreases in family accommodation predicted
improvement in family-based CBT that targeted accommodation.56 The CBT delivered in this
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study allowed other family members to participate in sessions as needed, but it was not
conceptualized as a family-based treatment. These results suggest that when levels of
accommodation are high, more family work and explicit focus on reducing accommodation
may be warranted. It is possible that there is a link between accommodation and family history.
Although the present study was underpowered to identify moderation controlling for
covariates, it is possible that there is a functional influence between family history of OCD and
accommodation of OCD.

These results must be understood in the context of several limitations. First, although one of
the largest randomized samples pediatric OCD, the study was not powered adequately to
examine questions of moderators across 4 treatment conditions. Therefore, the absence of
findings should not be taken as findings of absence. We consider this work exploratory and
hypothesis generating.

With one exception, nothing in the present report invalidates the conclusion of the primary
paper3 that patients with OCD should start treatment with either CBT or CBT + medication.
Specifically for those with a family history of OCD, CBT with E/RP appears to be dramatically
hindered unless augmented with SSRI treatment. The present results also suggest specific
groups of patients for whom the standard treatment approaches may be less efficacious.
Specifically, the present results suggest the need for further examination of the following:
longer duration than 12 weeks of treatment or more intensive visit schedule for those with more
severe symptoms, augmentation strategies (either pharmacological or psychotherapies) that
target externalizing symptoms, and family-based treatment strategies that address the fact that
more than one family member may be affected by OCD and can address high levels of family
accommodation. Future work will be able to address whether the specific predictors and
moderator identified in the present study convey to other samples of youth with OCD.
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Table 1

Variables examined as potential moderators of Acute Treatment Outcome

Results of Previous Studiesa

Category/POTS Variable Previous Moderator Previous Predictor

Demographics

 Gender 46

 Age 13, 57, 16

 Household Income 11, 13

Severity of Illness Markers

 Baseline OCD Severity 58, 45, 53, 59

 Functional Impairment 58

 Insight 8, 60, 10

Comorbidity

 Internalizing Diagnosis 11 53, 61

 Externalizing Diagnosis 53, 54

 Anxiety Symptoms 58

 Externalizing Symptoms 54

Family Factors

 Parental Psychopathology 12, 57 62, 63

 Family History OCD 63

 Family Functioning 58

 Accommodation 56

Note: OCD = Obsessive Compulsive Disorder; POTS = Pediatric Obsessive Compulsive Treatment Study.

a
Numbers refer to citations in the Reference list.
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Table 2

Predictors and Moderators of Acute Outcome in the First Pediatric Obsessive Compulsive Disorder Treatment
Study (POTS I)

Category/Variable (measure) Variable F (df) Variable x Treatment F(df) Status

Demographics

 Gender (M/F) .03 (1, 104) .78 (3, 104)

 Age (yrs) .51 (1, 104) .11 (3, 104)

 Household Income 1.10 (2, 90) .57 (6, 90)

Severity of Illness Markers

 Baseline OCD Severity

 (CY-BOCS) 41.12*** (1, 104) 1.01 (3, 104) P

 Functional Impairment

 (COIS-P) 17.72*** (1, 96) 1.94* (3, 96) P

 (COIS-C) 2.26 (1, 89) 2.06 (3, 89)

 Insight (FBQ) 2.98* (3, 79) .69 (8, 79) P

Comorbid Disorders or Symptoms at Baseline

 Any Internalizing Diagnosis (ADIS-C) 1.61 (1, 100) .52 (3, 100)

 Any Externalizing Diagnosis (ADIS-C) .12 (1, 100) .70 (3, 100)

 Anxiety Symptoms (MASC) .78 (1, 91) .88 (3, 91)

 Externalizing Symptoms (CPRSL- Global Index score) 8.52** (1, 88) .99 (3, 88) P

Family Factors

 Parental Psychopathology- (BSI) 3.67 (1, 92) 2.04 (3, 92)

 First-Degree Family History OCD (Y/N) .03 (1, 104) 2.70* (3, 104) Mo

 Family Functioning – Overall (FAM-III – Overall T-score) .03 (1, 96) .12 (3, 96)

 Accommodation (FAS-PR) 8.75** (1, 88) 1.32 (3, 88) P

Note: ADIS-C = Anxiety Disorders Interview Schedule for Children; BSI = Brief Symptom Inventory; COIS-C = Child OCD Impact Scale – Child
report; COIS-P = Child OCD Impact Scale – Parent Report; CPRSL = Conners Parent Report Scale – Long Version; CY-BOCS = Children’s Yale
Brown Obsessive Compulsive Scale; df=degrees of freedom; F = female; FAM-III = Family Assessment Measure – Third Edition; FAS-PR = Family
Accommodation Scale-Parent Report; FBQ = Fixity of Beliefs Scale; M = male; MASC = Multidimensional Anxiety Scale; Mo = Moderator; N =
no; OCD = Obsessive Compulsive Disorder; P = Predictor; Y = yes; Yrs = years.

*
p <.05,

**
p <.01,

***
p <.001.
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Table 3

Subgroup Estimated Means for Adjusted Week 12 Predicted Children’s Yale-Brown Obsessive Compulsive
Scale Scores

Predictor Subgroup n

Estimated Wk12 Group

Mean (SD) Differences

Baseline OCD Severity (CY- BOCS) 1. < 24 1. 45 1. 11.86 (5.99) 1 < 2***

2. ≥ 24 2. 67 2. 17.73 (5.96)

OCD-related Functional impairment (COIS- P) 1. T < 65 1. 68 1. 14.07 (6.12) 1 < 2***

2. T ≥ 65 2. 14 2. 23.68 (6.25)

Insight (FBQ) 1. excellent insight 1. 12 1. 19.86 (7.10) none

2. good insight 2. 43 2. 13.64 (6.64)

3. fair insight 3. 30 3. 15.77 (6.50)

4. poor insight 4. 9 4. 16.91 (7.09)

Externalizing Symptoms (CPRSL- Global Index T) 1. T < 65 1. 57 1. 13.69 (6.40) 1 < 2**

2. T ≥ 65 2. 33 2. 17.66 (6.45)

Accommodation (FAS-PR) 1. below median (2.62) 1. 47 1. 13.76 (6.68) 1 < 2*

2. at or above median 2. 45 2. 16.55 (6.67)

Note: COIS-P = Child OCD Impact Scale – Parent report; CPRSL = Conners Parent Report Scale – Long Version; CY-BOCS = Children’s Yale
Brown Obsessive Compulsive Scale; FAS-PR = Family Accommodation Scale-Parent Report; FBQ = Fixity of Beliefs Scale; OCD= Obsessive
Compulsive Disorder.

*
p <.05,

**
p <.01,

***
p <.001.
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Table 5

Effect Sizes (d) for Active Treatments at Different Levels of Moderator

Treatment

First-Degree Family History of OCD

No (n=67) Yes (n=45)

COMB 2.82 1.11

CBT 1.63 .25

SERT .81 .74

Note: Effect sizes are calculated on adjusted week 12 predicted Children’s Yale Brown Obsessive Compulsive Scale (CY-BOCS) scores. CBT =
cognitive-behavioral therapy; COMB = combination treatment; OCD = Obsessive Compulsive Disorder; PBO = placebo; SER = sertraline.
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