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Abstract

Objective—Few studies have examined predictors of parental accommodation (assessed via the
Family Accommodation Scale-Parent Report, FAS-PR) among families of children with
obsessive-compulsive disorder (OCD). No studies have examined this phenomenon utilizing
empirically-derived subscales of the FAS-PR (i.e., Caregiver Involvement, Avoidance of
Triggers).
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Method—A total of 96 youths (and their families) were included in the current study. Parents
were asked to complete the FAS-PR. Families also completed several additional measures
assessing child- and parent-level variables of interest. Regression analyses were utilized to
examine potential predictors of accommodation.

Results—Results support prior research suggesting that accommaodation is ubiquitous among the
families of children with OCD. Analyses revealed that several child- (i.e., compulsion severity,
oppositional behavior, and frequency of washing symptoms) and one parent- (i.e., symptoms of
anxiety) level predictor work jointly to provide significant predictive models of parental
accommodation.

Conclusions—Clinicians and researchers should be aware of the impact of specific child-and
parent-level variables on family accommodation in pediatric OCD and, in turn, their implications
for treatment compliance, adherence, and, by extension, outcome. Study limitations warrant
replication and extension of these findings; in particular, researchers may seek to obtain a better
understanding of how the various facets of parental accommodation may differentially impact
treatment.
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Obsessive-compulsive disorder (OCD) runs a chronic and impairing course and affects
between 1.5 and 2.2 million children in the United States (2-3% prevalence rate).1:2
Pediatric OCD is associated with marked impairment in functioning.3-6 and a majority of
these children also meet diagnostic criteria for at least one other psychiatric disorder (e.g.,
75-84%).” Due to the burden this disorder places on children and their families, it is
important to examine variables that may be influential in its etiology, maintenance, and
treatment.

Researchers have suggested that, within the context of the family, OCD demonstrates a
bidirectional relationship. That is, families both influence and are affected by OCD
behaviors.8 More specifically, the relationship between specific parenting behaviors and
OCD has been examined;%24 within this growing body of research, the phenomenon of
parental accommodation has garnered the most research attention. The term accommodation
is often defined as participation of family members in an individual's OCD-related rituals
(e.g., aiding in ritual completion, facilitating avoidance of situations).912 Several studies
have found high rates of accommodation among the families of individuals with OCD,20.24
as well as a significant, positive correlation between accommodation and family
dysfunction,®1112.18.20 symptoms of anxiety and depression (as reported by patients and
family members),%11 and symptom severity.9:12.18.20 Collectively, however, little research
has examined accommodation among children.10.14.15.18.24.25 anq yet it is at this
developmental stage where accommodation might exert its most pernicious effects.

In a recent study of 110 adults with OCD, only OCD severity and cleaning or contamination
symptoms were associated with accommodation.2® The authors posited that patients
presenting with particular OCD symptoms (i.e., washing/cleaning) might require
modification to existing treatment protocols. Peris and colleagues?® examined correlates of
accommodation, using the Family Accommodation Scale-Parent Report (FAS-PR), among
the families of 65 children and adolescents with OCD. Parental involvement in children's
rituals, as assessed via a Total Involvement subscale constructed by the authors (consisting
of items 1-9 from the FAS-PR) demonstrated a significant, positive correlation with both
OCD symptom severity and parental symptoms of psychopathology. Similarly, Storch and
colleagues!® demonstrated that parental accommodation demonstrated a positive
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relationship to symptom severity and internalizing and externalizing symptoms (broadly
defined by parent-report on the Child Behavior Checklist). The study by Peris and
colleagues also highlights the potential importance of examining not only the relationship
between child- and parent-level variables and accommodation, but also distinct, yet related
facets of parental accommodation.

Several limitations are noteworthy to these studies of accommodation in childhood

OCD 2018 and highlight the unique contribution of the current study to the literature. First,
previous studies have utilized a 13-item version of the FAS-PR that, until recently, had not
been validated for use among the families of children with OCD or in a parent-report
format.2” Furthermore, the decision by Peris and colleagues to construct subscales (i.e.,
Total Involvement, Child Consequences) for the FAS-PR was based on clinical rather than
empirical evidence. A recent factor analysis and examination of the scale's psychometric
properties suggests that a 12-item version of the FAS-PR consisting of two subscales is most
appropriate.2’ In this study, Flessner and colleagues?’ found that the FAS-PR consists of
two distinct yet related subscales assessing parental involvement in their child's OCD-related
rituals (Involvement in Compulsions) and the family's avoidance of stimuli that may elicit
OCD-related behaviors (Avoidance of Triggers). Importantly, the items constituting these
empirically-derived subscales are markedly different from that proposed by Peris and
colleagues.29 Second, Peris and colleagues are the only researchers to examine the
relationship between parent-level variables and accommodation in some forms. For
example, the relationship with other parent-level variables (e.g., symptoms of depression,
trait anxiety) remains unexamined. Third, no study has examined the role of specific
symptom dimensions (i.e., washing/cleaning, ordering, checking, etc.) on parental
accommodation of childhood OCD. The current study aims to address each of these
limitations to prior research.

A recent study by Merlo, Lehmkuhl, Geffken, and Storch?8 found that decreased parental
accommodation was associated with improved treatment response to cognitive-behavior
therapy (CBT) for childhood OCD. Although utilizing an unvalidated version of the FAS-
PR, these preliminary findings suggest that understanding variables that may influence the
degree to which a parent accommodates their child's OCD-related rituals may have
important treatment implications. In turn, given that increased scores on the Involvement in
Compulsions and Avoidance of Triggers subscales will impact total accommodation,
understanding potentially unique variables that may influence these facets of parental
accommodation may provide additional information regarding areas in need of more careful
assessment (e.g., child's degree of oppositional behavior, specific symptom profiles, etc.)
during the therapeutic process. Therefore, the primary aim of this study is to examine
potential predictors of accommodation among the families of children with OCD utilizing
both child- and parent-level variables. This study will be the first to examine the role various
demographic and phenomenological (including symptom dimensions) variables play in
predicting accommodation, as assessed via a newly validated, 12-item FAS-PR, and two
empirically derived facets of accommodation (i.e., Involvement in Compulsions, Avoidance
of Triggers).

Participants were recruited as part of a larger study, the Pediatric OCD Treatment Study
(POTYS), examining the efficacy of CBT alone, pharmacotherapy alone (i.e., sertraline), and
combined therapy, as compared to placebo for the treatment of youths (7 to 17 years of age)
with OCD.2° The background, rationale, and procedures for the POTS have been described
elsewhere.30 Informed consent was obtained.

J Am Acad Child Adolesc Psychiatry. Author manuscript; available in PMC 2012 July 1.
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Inclusion and exclusion criteria for the POTS have been documented in detail
elsewhere.29:30 To be included in the current study, parents of participants were also
required to have completed the 12-item, FAS-PR (i.e., omitting one or fewer items). In total,
96 youths met inclusion criteria for the study and had completed the relevant measures at
baseline. The sample was 51% girls (n = 49) and predominantly Caucasian 93.8% (n = 90).
Participants ranged in age from 7 to 17 years old (M = 11.6, SD = 2.7). Per data obtained via
administration of the Anxiety Disorder Interview Schedule for Children3! generalized
anxiety disorder (36.5%, n = 35), specific phobia (29.2%, n = 28), attention-deficit
hyperactivity disorder (ADHD; i.e., combined, inattentive, or hyperactive type; 20.8%, n =
20), tic disorder (n = 17), separation anxiety disorder (15.6%%, n = 15), and oppositional
defiant disorder (8.3%, n = 8) were among the most common comorbid diagnoses.

Child Measures of Psychopathology

Children’s Yale-Brown Obsessive-Compulsive Scale (CY-BOCS).32: The CY-BOCS is a
10-item clinician-administered instrument assessing OCD obsessions (scores ranging from
0-20), compulsions (scores ranging from 0-20), and total (scores ranging from 0-40)
symptom severity in youths. The scale demonstrates good psychometric properties.32 To
increase specificity with regard to facets of symptom severity that may predict parental
accommodation, the CY-BOCS obsessions and compulsions subscale scores were used
rather than the CY-BOCS-total score.

Multidimensional Anxiety Scale for Children (MASC).33: The MASC is a 39-item self-
report scale assessing anxiety in children and demonstrates good psychometric
properties33:34,

Child Depression Inventory (CDI).35: The CDI is a 27-item self-report scale assessing
depression in children and demonstrates good psychometric properties3®.

Conners' Parents Rating Scale-Revised: Long (CPRS-R: L).36: The CPRS-R: L is an 80-
item parent-report measure assessing domains of relevance to ADHD and demonstrates
good psychometric properties.36 For the purposes of the current study, to provide an index
of child oppositional behavior, only the Oppositional subscale was utilized.

Obsessive-Compulsive Inventory-Child Version (OCI-CV).3”: The OCI-CV is a 21-item
child-report measure designed to assess symptoms dimensions of OCD. The scale
demonstrates good psychometric properties.3” In lieu of individual symptom-level data from
the CY-BOCS, the ordering, washing, checking, and hoarding subscales of the OCI-CV
were utilized for the purposes of the present study because these subscales mirror symptoms
profiles utilized by Stewart and colleagues?8 in examining accommodation among the
families of adults with OCD. Also, to provide a better comparison with prior adult research
(e.g., report of affected individuals),38 the child-report version of the OCI was used, rather
than parent-report.

Parent Measures of Psychopathology/Behavior

Family Accommodation Scale-Parent-Report (FAS-PR)1!: The FAS-PR is a 12-item
parent-report scale assessing parental accommodation of their child's OCD-related rituals.
Recent evidence suggests that a 12- rather than 13-item version of the FAS-PR demonstrates
a stable factor structure, excellent internal consistency (a = 0.90), good convergent validity,
and adequate discriminant validity.2” In addition, the scale consists of two separate yet
related (r = 0.55) subscales assessing the degree to which caregivers (1) are involved in their
child's OCD symptoms (i.e., Involvement in Compulsions; o = 0.80) and (2) avoid certain
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situations or triggers for their child's OCD-related rituals (i.e., Avoidance of Triggers o =
0.80).

Brief Symptom Inventory (BSI)32: The BSI is a 53-item self-report measure assessing
parental psychiatric status (within the past week) and demonstrates good psychometric
properties.3? For the current study, we utilized only the Anxiety subscale of the BSI to
provide a measure of (1) current anxiety symptomatology (to complement trait anxiety,
described below) and (2) parental psychopathology that may be relevant to predicting
accommodation.

Beck Depression Inventory (BDN40: The BDI is a 21-item self-report scale assessing
symptoms of depression and demonstrates good psychometric properties*Z.

Yale-Brown Obsessive-Compulsive Scale-Self Report (YBOCS-SR): The YBOCS-SR is
a parent self-report instrument modeled after a clinician-administered instrument, the Y-
BOCS. The original version of the Y-BOCS demonstrates good psychometric
properties.#243 For the present study, the YBOCS-SR demonstrated excellent internal
consistency (a = 0.93).

State-Trait Anxiety Inventory-Trait (STAI-Trait).24: The STAI is a 40-item self-report
instrument assessing symptoms of anxiety at the present time (20-tem, State) and generally
(20-item, Trait). The original STAI demonstrates good psychometric properties.*4 In the
larger study (i.e., POTS), only the STAI-Trait was administered. For this study, the STAI-
Trait demonstrated excellent internal consistency (a = 0.90).

Procedure—Entrance into the larger study? took an average of 2 to 3 weeks and
proceeded through 4 entry gates: (1) telephone screening, (2) review of youth- and parent-
report measures, (3) consent and assessment of all inclusion and exclusion criteria and (4)
baseline assessment and randomization to treatment condition. All measures reported herein
and subsequently utilized in data analysis were obtained at the baseline assessment.

Data Analytic Plan: Recent empirical evidence suggests that accommodation may consist
of at least two related facets.2” Therefore, the current study utilized three, empirically-
derived dependent (outcome) measures of accommodation; (1) Total Accommodation (FAS-
PR total score), (2) Involvement in Compulsions, and (3) Family Avoidance. To account for
possible missing data (i.e., one-item not completed), Total and subscale scores were
calculated by obtaining the mean of available scores. This value was then used as the
outcome measure for subsequent regression analyses.

Based upon prior OCD research and theoretical considerations, 16 variables were chosen as
possible candidate predictors of accommodation. These variables fell within the domains of
either (1) child- or (2) parent-level variables. Child-level variables included age, gender,
CDI total score, MASC total T-score, CY-BOCS obsession and compulsion total scores,
CPRS-Oppositional subscale T-score, and OCI-CV symptom dimension scores (i.e.,
Checking, Hoarding, Ordering, and Washing). Parent-level variables included BDI total
score, YBOCS-SR obsession and compulsions total scores, STAI-Trait total score, and BSI-
Anxiety total score. Participants with more than 20% missing data for any variable were
excluded from that variable's analyses. For example, a participant with missing CDI total
score data but no other missing data was excluded only from analyses involving the CDI.
The amount of missing data (e.g., >20%) were calculated for each variable. Results are as
follows: CY-BOCS (0%), MASC (6.3%), CDI (3.1%), CPRS: Oppositional scale (9.4%),
OCI-CV (5.2%), BDI (1%), YBOCS-SR (7.3%), BSI: Anxiety (6.3%), and STAI-Trait
(6.3%).

J Am Acad Child Adolesc Psychiatry. Author manuscript; available in PMC 2012 July 1.
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Before developing final regression models, distribution of the study's outcome measures was
examined. Preliminary analysis suggested that only Avoidance of Triggers scores deviated
from assumptions of normality (i.e., positively skewed). Therefore, a logarithmic (log)
transformation was conducted resulting in normally distributed log transformed Avoidance
of Triggers (hereafter referred to as Avoidance of Triggers) scores. Next, the relationships
between the aforementioned variables and dependent measures were examined using
parametric tests to inform model building. Variables were evaluated using Pearson (i.e.,
continuous) and point-biserial (i.e., dichotomous) correlation coefficients. In turn, variables
were evaluated to test for possible collinearity.

Linear multiple regression analyses were employed to develop this study's primary
regression models (N = 3; Total Accommaodation, Involvement in Compulsions, and
Avoidance of Triggers). Identical procedures were used to determine each outcome
measure's final regression model and were modeled after work conducted by Stewart and
colleagues3® examining family accommodation among adults with OCD. First, variables
demonstrating alpha levels less than 0.1, based upon preliminary Pearson and point-biserial
correlations (see Table 1), were selected as candidate predictors. We removed potential
moderators by eliminating potentially redundant variables, which we defined as those within
the same conceptual grouping (e.g., obsessions-compulsions, anxiety-depression) with
baseline intercorrelations of >0.50. Selection of the appropriate variable from these
groupings was based upon theoretical considerations and/or previous research findings. For
example, we chose to include CY-BOCS: Compulsions rather than Obsessions because we
anticipated that parents would be more likely to accommodate overt symptoms of the
disorder. Correlational analyses provide some support for this hypothesis. All unique
candidate predictors were entered into the regression model. Only those variables achieving
an alpha of less than or equal to 0.05 were included in the final regression model. Those
variables not obtaining this threshold were removed and the regression analysis was rerun to
reveal the final regression model. After building the models, distribution of residuals was
examined to test for assumption of normality. Residuals were plotted against predicted
values to test for equality of variance assumptions, and Cook's D was utilized to identify
potential outliers.

Descriptive Data

Table 1 provides descriptive data for children and their parents. Children presented with
moderate to severe symptoms of OCD and reported symptoms of anxiety and depression
falling within the normative range.3%4° Per parent-report, children demonstrated slightly to
mildly atypical oppositional behavior.36 On parent self-report, minimal symptoms of OCD,
anxiety (current and trait), and depression were noted. In addition, data suggested moderate
to severe parental accommodation assessed both as unitary (FAS-PR total score) and binary
(Involvement in Compulsions, Avoidance of Triggers) constructs.

Frequency and descriptive data collected via the FAS-PR (see Table 2) indicate that 99% (n
= 95) of parents reported engaging in at least one accommodating behavior to some extent
and 77.1% (n = 74) reported engaging in at least one of these behaviors daily. A significant
proportion of parents reported reassuring their child (63.5%), participating in their child's
OCD rituals (32.3%), or assisting their child in avoiding anxiety-provoking situations
(33.3%) on a daily basis. Interestingly, despite the frequency of some form of
accommodation, a substantial proportion of parents reported that they never avoided going
places (57.3%) or modified leisure activities (52.1%) because of their child's symptoms.

J Am Acad Child Adolesc Psychiatry. Author manuscript; available in PMC 2012 July 1.
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Predictive Models of Parental Accommodation

Total Accommodation—Preliminary analyses revealed 11 (of 16) possible predictors of
Total Accommodation. Due to intercorrelations (see Data Analytic Plan), CY-BOCS:
Obsessions, CDI total score, BDI total score, and STAI-trait were removed as possible
predictors (see Table 3). The remaining child- and parent-level variables (n = 7) were
entered into a regression analysis to reveal two statistically significant predictors (CY-
BOCS: Compulsion total, p = 0.04; BSI-Anxiety, p = 05). To further test whether these
variables remained significant predictors of Total Accommodation, they were re-entered into
a subsequent regression analysis. Each variable remained a significant predictor (p = .010, p
=0.002 and p = 0.004, respectively).

The final regression model (F = 12.23, p < 0.001) accounted for 23.0% of the variance in
Total Accommodation scores. The model's adjusted R? (taking into account number of
variables in the model) was 21.2%. Statistical tests revealed no violations of normality or
equality of variance assumptions, and Cooks D suggested the absence of influential outliers.

Involvement in Compulsions—Analyses revealed 9 possible predictors of Involvement
in Compulsions. Due to intercorrelations, CY-BOCS: Obsessions and BDI total score were
removed. The remaining variables (n = 7) were entered into the regression analysis and
revealed two statistically significant predictors (CPSR: Oppositional subscale, p = 0.02;
OCI-Washing, p = 0.04). These variables were re-entered into the regression model and
were found to remain significant predictors (p < 0.001 and p = 0.004, respectively) of
Involvement in Compulsions.

The final regression model (F = 11.66, p < 0.001) accounted for 23.2% of the variance in
Involvement in Compulsions scores. The model's adjusted R? was 21.3%. Statistical tests
revealed no violations of normality or equality of variance assumptions, and Cooks D
suggested the absence of influential outliers.

Avoidance of Triggers—Analyses revealed 8 possible predictors of Avoidance of
Triggers. Due to intercorrelations, BDI total score was removed. The remaining variables (n
= 7) were entered into the regression equation and revealed two predictors (CY-BOCS:
Compulsion total, p = 0.04; BSI-Anxiety, p = 0.05). Upon entering both variables into the
final regression, each remained a significant predictor (p = 0.11 and 0.10, respectively).

The final regression model (F = 8.61, p < 0.001) accounted for 17.0% of the variance in
Avoidance of Triggers scores. The model's adjusted R2 was 15.0%. Statistical tests revealed
no violations of normality or equality of variance assumptions, and Cooks D suggested the
absence of influential outliers.

Discussion

This is the first study to examine possible child- and parent-level predictors of various facets
of parental accommodation (i.e., Total Accommodation, Involvement in Compulsions,
Avoidance of Triggers) utilizing demographic, symptom (i.e., obsessions, compulsions) and
phenomenological (i.e., symptom dimension) data among children with OCD. The findings
support prior research suggesting that accommodation is a ubiquitous phenomenon among
these families.18:20.28 These data also suggest that both child- and parent-level variables
including compulsion severity, washing/cleaning symptoms, oppositional behavior, and
parental anxiety work jointly to provide significant predictive models of accommaodation.

Compulsion severity (CY-BOCS: Compulsion) and parental anxiety (BSI-Anxiety)
accounted for approximately 23% of the variance in predicting Total Accommodation.

J Am Acad Child Adolesc Psychiatry. Author manuscript; available in PMC 2012 July 1.
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These findings demonstrate both similarities (i.e., parental psychopathology and OCD
symptoms as predictors of accommodation) and differences (i.e., specific role of washing/
contamination symptoms and child oppositional behavior as predictors of parental
involvement in compulsions) to the one previous study to examine predictors of
accommodation in the families of children with OCD.20 Differences in methodology may
account for discrepancies between these studies. The current study utilized a larger sample
size and validated version of the FAS-PR utilizing empirically-derived subscales. Only one
of the two variables (i.e., compulsion severity) predicting Total Accommodation is closely
related to predictors of accommodation found among the families of adults with OCD.38
Perhaps particular symptom dimensions may be of less importance in predicting Total
Accommodation during childhood, while symptom severity is relevant across the lifespan. It
should be noted though that washing symptoms were predictive of Involvement in
Compulsions. Future research should examine possible developmental differences in models
of accommodation among children, adolescents, and adults with OCD.

The current study's findings in relation to the influence of parental anxiety on Total
Accommodation is particularly interesting as it suggests that addressing accommaodation
may become increasingly important as a parent's own level of anxiety increases. Clinically,
this makes sense: anxious parents may be more resistant to the principles underlying CBT
and, more specifically, exposure with response prevention (ERP). ERP tasks are designed
intentionally to increase a child's anxiety. This elevation in the child's anxiety level may lead
to an increase in parental anxiety (e.g., seeing their child in distress), and thus compromise
treatment compliance and/or adherence. This finding is particularly intriguing in light of
preliminary empirical evidence suggesting that changes in parental accommodation
demonstrate a positive impact on treatment outcome utilizing CBT for childhood OCD.28
Because these authors' used an unvalidated version of the FAS-PR, replication of their
findings is warranted. However, the findings described herein may suggest that clinicians
and researchers should examine the development of individualized (modular) interventions
for children whose parent's present with elevated anxiety symptoms. For example,
researchers may wish to examine the utility of a brief, structured intervention designed to
manage a parent's level of anxiety (e.g., perhaps in response to their child's reaction to
exposure-based assignments) and/or during the treatment process. In turn, it will be
important to examine potential symptom-Ilevel cutoffs that best predict parental
accommodation and, in turn, impact treatment outcome.

It is also important to understand the factors that exert influence on separate yet related
facets to accommodation. For example, compulsive severity and parental symptoms of
anxiety accounted for approximately 17% of the variance in Avoidance of Triggers. These
results are nearly identical to and likely provided the greatest influence on Total
Accommodation. Conversely, parent-report of their child's oppositional behavior (e.g.,
CPRS: Oppositional) and OCD-related washing/contamination symptoms were distinct and
significant predictors of Involvement in Compulsions. It would be interesting to re-examine
the impact of not only Total Accommodation, but also Involvement in Compulsions and
Awareness of Triggers on treatment outcome in pediatric OCD. It is possible that these
domains may be differentially related to treatment outcome. If this were the case, findings
from the current study suggest that different adjuncts to treatment may be necessary (e.g.,
addressing a child's oppositional behavior vs. addressing a parent's increased anxiety).
Clearly, additional research is warranted.

Several limitations of the current study must be noted. First, this study did not examine
whether changes in Involvement in Compulsions and/or Avoidance of Triggers impacted
treatment outcome. As a result, it is unclear whether one of these two related facets to
accommodation is most germane to improving treatment efficacy, or whether a more unitary
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approach to addressing accommodation would prove more useful (i.e., Total
Accommodation). Second, the models described herein account for a relatively small
amount (e.g., 23%) of the variance in parental accommodation. Conversely, the model
developed by Peris and colleagues?? explained 43% of the variance. Methodological
differences (e.g., smaller sample size, use of a 13-item rather than 12-item FAS-PR, using
CY-BOCS/YBOCS Total scores rather than individual subscales) between these two studies
may account for some of these discrepancies. In turn, the models described above leave
room for the likelihood that other candidate predictors not assessed here may also be
important for understanding factors impacting accommodation. For example, recent
evidence suggests that there may in fact be a link between anxious parenting behaviors and
specific candidate genes.46:47 Future research should examine the possible relationship
between genes and parenting behavior, as this may aid in improving therapeutic
interventions. Finally, the current study employed a child-report measure of OCD symptoms
dimensions (i.e., OCI-CV) compared to a symptom checklist used in many other studies.
Therefore, caution should be used in interpreting results related to particular symptom
dimensions and their effect on various facets of accommodation.

Empirical evidence suggests that decreased parental accommodation is associated with
better CBT outcomes among children with OCD,28 although the directionality of these
effects has yet to be established. In conjunction with this study's findings, these results are
supportive of the more formal assessment of parental accommodation and suggest that
clinicians and researchers should be aware of the impact that specific child-and parent-level
variables have on parental accommaodation. More broadly, these findings also point to the
potential importance of assessing both a parent's involvement in their child's OCD-related
rituals and their avoidance of triggers for OCD. This latter point is particularly interesting as
the current gold standard for the assessment of OCD symptom severity in children, the CY-
BOCS, does not include either domain in the calculation of symptom severity. Future
research may wish to examine whether the failure to assess these domains inadvertently
results in misleadingly lower scores on the CY-BOCS. Research of this nature may help to
elucidate the importance of these domains/subscales in the assessment and treatment of
children with OCD. Ultimately, the line of research will provide clinical scientists with a
better understanding of accommodation, childhood OCD, and factors that may influence the
pathogenesis and treatment of this debilitating disorder.
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Table 1

Descriptive Statistics for Current Sample

Measure Mean (SD)
Child Measures of Psychopathology
CY-BOCS total 245 (4.2)
Obsession total score 11.8 (2.4)
Compulsion total score 12.7 (2.2)
MASC total (T-score) 53.9 (12.4)
CDlI total scored 9.6 (7.50)
CPRS: Oppositional subscale (T-score) 60.4 (13.9)
OCI-CV: Checking Frequency@® 22(17)
OCI-CV: Hoarding Frequency? 21(20)
OCI-CV: Ordering Frequency@ 23(19)
OCI-CV: Washing Frequency@ 243(21)
Parent Measures of Psychopathology
FAS total score? 26(08)
Involvement in Compulsions® 3.1(0.9)
Avoidance of Triggers (log transformed)2 21(0.9)
BDI total score® 10.1(9.2)
YBOCS-SR total score 5.4 (6.7)
Obsession total score 2.9(3.6)
Compulsion total score 2.5(3.6)
BSI-Anxiety? 06(0.7)
STAI-Trait 436 (9.8)

Page 13

Note: BDI=Beck Depression Inventory; BSI=Brief Symptom Inventory; CDI=Child Depression Inventory; CPRS=Conners' Parent Rating Scale;

CY-BOCS=Children'sYale-Brown Obsessive Compulsive Scale; FAS=Family Accommodation Scale; MASC=Multidimensional Scale for

Children; OCI-CV=0bsessive Compulsive Inventory-Child Version; STAI=State Trait Anxiety Inventory YBOCS-SR=Yale Brown Obsessive

Compulsive Scale-Self Report;

a. .
indicates raw score means are presented;
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Table 3
Pearson correlation coefficients for Candidate Predictor Variables

1duosnuey Joyiny vd-HIN

FAS Total Involvement in Compulsions | Avoidance of Triggers
Child-Level Variables
CY-BOCS: Obsession total 0.24; p=0.023 0.24; p=0.018 0.12; p=10.261
CY-BOCS: Compulsion total 0.36; p<0.001 | 0.32; p=0.002 0.29; p = 0.004
MASC total (T-score) 0.24; p=0.026 | 0.24;p=0.063 0.20; p = 0.064
CDI total 0.21; p=0.051 | 0.20; p =0.060 0.17; p=0.108
CPSR: Oppositional subscale 0.36; p=0.001 | 0.39; p<0.001 0.20; p=0.074
OCI-CV: Checking 0.16; p = 0.150 0.21; p=0.052 0.09; p = 0.427
OCI-CV: Hoarding -0.02; p=0.839 | -0.07; p=0.543 0.05; p = 0.640
OCI-CV: Ordering 0.24;p=0.025 | 0.22; p=0.037 0.24; p=0.023
OCI-CV: Washing 0.34; p=0.001 0.34; p=0.001 0.24; p =0.025
Age -0.12; p=0.270 | -0.16; p=0.131 -0.09; p = 0.413
Gender 0.16; p = 0.122 0.13; p=0.213 0.19; p=0.07
Parent-Level Variables
BDI total score 0.24; p = 0.025 0.14; p = 0.206 0.21; p=0.048
YBOCS-SR: Obsession total 0.16; p = 0.146 0.12; p=0.286 0.12; p=0.260
YBOCS-SR: Compulsion total | 0.21; p=0.050 | 0.8; p=0.103 0.18; p=10.100
BSI-Anxiety 0.37; p=0.001 0.25; p=0.019 0.32; p=0.002
STAI-Trait 0.19; p=0.075 0.15; p=0.162 0.15; p=0.155

1duosnuey Joyiny vd-HIN

wduosnue Joyiny vd-HIN

Note: Bolded items indicate that the variable was placed into the initial regression analysis. BDI=Beck Depression Inventory; BSI=Brief Symptom;
CDI=Child Depression Inventory; CPRS=Conners' Parent Rating Scale; CY-BOCS=Children's Yale-Brown Obsessive Compulsive Scale;
FAS=Family Accommodation Scale; MASC=Multidimensional Scale for Children; OCI-CV=0Obsessive Compulsive Inventory-Child Version;
STAI=State Trait Anxiety Inventory; YBOCS-SR=Yale Brown Obsessive Compulsive Scale-Self Report; Inventory;
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