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Abstract
Obsessive–compulsive disorder (OCD) influences not only patients but also family members.
Although the construct of family accommodation has received attention in OCD literature, no
measures of overall family functioning are currently available. The OCD Family Functioning
(OFF) Scale was developed to explore the context, extent, and perspectives of functional
impairment in families affected by OCD. It is a three-part, self-report measure capturing
independent perspectives of patients and relatives. A total of 400 subjects were enrolled between
2008 and 2010 from specialized OCD clinics and OCD research studies. Psychometric properties
of this scale were examined including internal consistency, test–retest reliability, convergent and
divergent validity, and exploratory factor analyses. Both patient and relative versions of the OFF
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Scale demonstrated excellent internal consistency (Cronbach’s alpha coefficient = 0.96). The test–
retest reliability was also adequate (ICC = 0.80). Factor analyses determined that the OFF Scale
comprises a family functioning impairment factor and four OCD symptom factors that were
consistent with previously reported OCD symptom dimension studies. The OFF Scale
demonstrated excellent convergent validity with the Family Accommodation Scale and the Work
and Social Adjustment Scale. Information gathered regarding emotional impact and family role-
specific impairment was novel and not captured by other examined scales. The OFF Scale is a
reliable and valid instrument for the clinical and research assessment of family functioning in
pediatric and adult OCD. This will facilitate the exploration of family functioning impairment as a
potential risk factor, as a moderator and as a treatment outcome measure in OCD.
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Obsessive–compulsive disorder (OCD) is a chronic disabling condition characterized by
recurrent obsessions and/or compulsions that cause marked distress and significant
impairment in daily functions (American Psychiatric Association, DSM–IV, 1994). OCD
frequently onsets in childhood, with bimodal peaks of onset around 10 and 23 years of age
(Burke et al., 1990). Family functioning impact of OCD appears to be distinct from that of
other psychiatric disorders. Due to its early onset and the specific nature of OCD symptoms,
parents often become involved in children’s ritualistic behaviors in ways that do not occur
with generalized anxiety or other childhood anxiety disorders (Lenane et al., 1990).

The term “family accommodation” is used to describe relatives’ deleterious attempts to
assist their OCD-affected relative by enabling avoidance or assisting ritual behaviors.
Family accommodation is highly prevalent among relatives of those with OCD, affecting
between 96.9%–100% of OCD children and adults, predominantly on a daily basis (Stewart
et al., 2008; Storch et al., 2007). Currently only one measure, the Family Accommodation
Scale (Calvocoressi et al., 1995), addresses family accommodation in OCD. This clinician-
administered, 13-item scale was designed to assess the nature and frequency of
accommodating behaviors by family members’ of those affected by OCD. Family
accommodation is associated with important clinical correlates such as OCD severity,
functional impairment and treatment outcomes (Merlo, Lehmkuhl, Geffken, & Storch, 2009;
Peris et al., 2008; Stewart et al., 2008; Storch et al., 2007; Storch et al., 2010; Van Noppen
& Steketee, 2009). However, studies that focus on the broader aspects of family functioning
in OCD (Cooper, 1996; Erol et al., 2007; Sukhodolsky et al., 2005) remain sparse.
Moreover, no specific measure of family functioning in OCD has been reported.

The development of an assessment tool to specifically address components of family
functioning from complementary perspectives of the OCD-affected individual and their
relatives is important for several reasons. First, such a measure may provide an efficient
means of elucidating the extent and context of family functioning impairment within a busy
clinical setting, to contribute valuable insights for guiding clinical intervention. After
sufficiently quantifying domains of family functioning impairment, their correlations with
OCD treatment outcome may also be explored. Moreover, family functioning impairment
may be used as an outcome variable itself to examine treatments such as family therapy.
Second, recognition of perceptual discrepancies between patients and their family members
is necessary to optimize treatment strategies. The fact that children with anxiety and
behavioral disorders have illness-related views that contrast from their family members has
been well-documented (Nauta et al., 2004). Discordant parent–child reports at both
diagnosis and symptom levels have been observed in OCD (Canavera et al., 2009; Piacentini
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et al., 2007). In the present study, it is hypothesized that patients and their relatives will also
conceptualize family functioning differently, thus leading to distinct response patterns.

This study was undertaken to validate a new measure entitled the OCD Family Functioning
(OFF) Scale, for use in both adult and pediatric OCD. Ideally, the symptom-specific
domains of impairment in the OFF Scale would correspond to previous studies reporting the
underlying construct of OCD symptom dimensions. A recent meta-analysis of OCD
symptom dimension studies revealed a robust four-factor structure (Bloch et al., 2008;
Stewart et al., 2007). Despite the multitude of analyses in search of associations between
OCD symptom dimensions, clinical and biological variables (Stern, 2008), no literature to
date addresses potential associations between symptom dimensions and family functioning
impairment. The results of psychometric and exploratory factor analyses of the newly
developed OFF Scale are presented here.

Materials and Method
Enrollment

OCD-diagnosed subjects between seven and 75 years of age were recruited between 2008
and 2010 from the MGH Pediatric Psychopharmacology Clinic, the McLean/MGH OCD
Institute, and an ongoing research study at MGH, the OCD Collaborative Genetics
Association Study (OCGAS). Inclusion criteria required a definitive diagnosis of OCD
according to Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition criteria
(American Psychiatric Association, DSM–IV, 1994), informed consent/assent, and
participation of the OCD-affected individual and at least one relative. A total of 150 OCD-
affected individuals and 250 of their first or second relatives were enrolled. In addition, a
subset of 20% of enrolled subjects was selected for test–retest reliability analyses. For
pragmatic reasons related to study implementation, the retest time interval varied by subject.
Given concerns that an extended time period would increase the risk of actual changes in
family functioning (rather than subjective reports of change), all subjects who completed
OFF retest scales after 120 days were excluded from this part of analyses. The mean time
interval for remaining subjects was found to be equal to 80.6 days. Subjects enrolled in this
study were not routinely exposed to any treatment or intervention between test and retest.

Measurement
The OCD Family Functioning (OFF) Scale is a 42-item self-report questionnaire consisting
of three major sub-scales: Part 1—family functioning impairment subscale, Part 2—
symptom-specific impairment subscale, and Part 3—family role-specific impairment
subscale.

(Please e-mail Dr. S. Evelyn Stewart for a copy of the OFF Scales at
sevelynstewart@gmail.com)

Scoring
A total potential score of 100 is calculated by summing the three subscales, the first of
which has the highest weighting as it most directly probes family functioning. The score of
the Part 1—family functioning impairment subscale (items 1–21) is calculated by summing
the scores of each item (subscale total range 0 – 63). For each item, the respondent is asked
to report on frequency of OCD-related impairment on a scale between 0 and 3 (0 = never, 1
= monthly, 2 = weekly, 3 = daily). The last two subscales (items 22–37, 38 – 42) are
dichotomized for scoring purposes only. “No” is scored with a value of zero, and is
considered as a negative response. Other scores (1, 2, or 3) are considered as a positive
response. A weighted score of two is given for each positive response in the Part 2—
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symptom-specific impairment subscale (items 22–37; subscale score range 0–32) and a
score of one is given for each positive response in the Part 3—family role-specific
impairment subscale (items 38 – 42; subscale total range 0–5). Despite the fact that full
Likert scale information for Parts 2 and 3 are not used in calculating the final OFF total
score, Likert scales are retained to provide more detailed information for clinicians and
future modeling analyses.

Versions
The OFF Scale has distinct versions for OCD-affected individuals and their family
members. These two versions are identical with the exception of two items in the social and
occupational impact. Both scale versions inquire about family functioning impairment at the
time of scale completion and at the time of “worst ever” OCD severity.

Analyses
Demographic

Demographic information including age at assessment and age of OCD onset were
compared by gender via t test. All tests were 2-tailed, with a defined alpha level of 0.05.
Other descriptive sample data including relative status, and medication and behavioral
therapy treatment history were also calculated.

Reliability
The two primary reliability properties examined in our analyses include internal consistency
and test–retest reliability (Wolf, 2000). Cronbach’s coefficient alpha (Cronbach, 1951) was
used to examine internal consistency. In addition to the overall reliability, alpha coefficients
were calculated for different subgroups categorized by age, age of onset, and gender. On the
other hand, intraclass correlation coefficient (ICC) was used to compute both test–retest
reliability and patient-relative agreement (Leark, Wallace, & Fitzgerald, 2004).

Construct Validity
Principal components analyses were conducted on the first two OFF subscales (items 1–37)
as an extraction method to determine the frequency and content of specific factors. Factor
analyses were conducted separately on the Part 1—family functioning impairment subscale
(items 1–21), on the Part 2—symptom-specific impairment subscale (items 22–37), and on
combined Part 1 and Part 2 subscales (items 1–37). The “current OCD” data was utilized for
these analyses rather than “worst ever OCD” data to limit potential impacts of recall bias.

To assist with interpretation of results, promax rotation with Kaiser normalization was used
when the emergent number of factors was greater than one. Promax rotation is an oblique
rotation used as a transformation to simple structure that allows the factors to be
intercorrelated (DeVellis, 2003). To determine inclusion in the factors, a score of at least
0.50 on the primary loadings of items after rotation was used as a cutoff. The pattern matrix
was used to derive loading values. Another commonly used approach to select the number of
factors, known as Kaiser’s criterion (Kaiser, 1960), includes those with an eigenvalue
greater than one. Analyses were performed using SPSS 17.0 (Norušis & SPSS Inc., 1991).

Convergent and Discriminant Validity
Using subjects with available data and controlling for age and gender (N = 64), correlation
coefficients were computed to demonstrate convergent and discriminant validity of the OFF
Scale in comparison with the Yale-Brown Obsessive Compulsive Scale (YBOCS, Goodman

Stewart et al. Page 4

J Fam Psychol. Author manuscript; available in PMC 2013 August 26.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



et al., 1989), the Work and Social Adjustment (WSA) Scale (Mundt, Marks, Shear, &
Greist, 2002), and the Family Accommodation Scale (FAS, Calvocoressi et al., 1995).

Comparison of Patient and Relative Versions
Correlation coefficients were calculated to assess agreement between patients’ versus family
members’ reports of family functioning. Separate factor analyses were conducted to assess
general validity in both versions.

Results
Demographics

Among OCD-affected individuals and their relatives, 53.3% (80/150) and 46.8% (117/250)
were male, respectively. For OCD-affected individuals, the mean age was 27.0 years old
(SD 16.5) and the mean age of OCD onset was 12.1-year-old (SD 8.9). With respect to
treatment history reports, 84% (N = 126) had medication treatment and 64% (N = 96) had
behavioral therapy. Nearly one half of patients (44%; N = 66) reported a positive family
history of OCD. Among relatives, the mean age was 50.0 years old (SD 13.2). Most of the
relatives were mothers (39.6%, N = 99) and fathers (35.2%, N = 88). Sibling, child, spouse,
and “other” relative types accounted for between 4 and 10% of the relative sample. There
were no significant gender differences with respect to age (t = 1.09; p = .28) or age of
reported OCD onset (t = 0.14; p = .89).

Reliability
Internal Consistency

Internal consistency of respective patient and relative versions, as measured via the
Cronbach’s alpha coefficient, was 0.95 and 0.96 for the overall OFF Scale (items 1–42);
0.96 and 0.95 for Part 1—family functioning impairment subscale (items 1–21); 0.92 and
0.90 for Part 2—symptom-specific impairment subscale (items 22–37); and 0.85 and 0.89
for Part 3—family role-specific impairment subscale (items 38 – 42). Subgroup analyses by
age, gender, and age of onset groups demonstrated excellent internal consistency estimates
ranging between 0.90 and 0.97 (Table 1).

Test–Retest Reliability
Test–retest reliability was calculated on a subset of 80 participants, which comprised 20% of
the total sample. The mean time interval between the first and second measurements was
80.6 days (SD 48.9). According to Kaufman’s criteria (Kaufman & Kaufman, 2002), test–
retest reliability (ICC = 0.83) was defined as sufficient for the overall OFF Scale (items 1–
42) and for each subscale, as follows: Part 1—family functional impairment subscale (items
1–21; ICC = 0.83), Part 2—symptom-specific impairment subscale (items 22–37; ICC =
0.83), and Part 3—family role-specific impairment subscale (items 38 – 42; ICC = 0.79).

Construct Validity (Factor Analyses)
A total of 400 subjects were analyzed to conduct three factor analyses for each the
following: Part 1, Part 2, and combined Parts 1 and 2.

Part 1—family functioning impairment subscale (items 1–21) demonstrated a one-factor
structure, since all 21 items loaded well on the first factor (loadings > 0.50). However, three
subfactors could be potentially selected if Kaiser’s criteria (eiganvalue > 1.0) were used.
Following promax rotation, the three potential “subfactors” were daily life impact, social
and occupational impact, and emotional impact (see Table 2).
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Part 2—symptom-specific impairment subscale (items 22–37) demonstrated a four-factor
structure, including: (a) a symmetry/repeating factor, which contains symmetry, ordering,
repeating, checking, counting; (b) a forbidden thoughts factor, which contains scrupulosity,
aggressive, religious, and sexual obsessions; (c) a cleaning/contamination factor; and (d) a
hoarding obsession/compulsion factor (see Figure 1). The resultant four-factor structure
accounts for 63.8% of the total variance explained, which is in the upper range compared to
previous OCD factor analyses results, 42–66% (Stewart et al., 2007).

Combined subscales 1 and 2 (items 1–37) demonstrated a seven-factor structure, explaining
70.5% of the total variance (see Figure 2). The seven factors comprised the four previously
defined symptom-specific factors and the three family functioning ‘subfactors’. In contrast
to results from the separate factor analyses of Parts 1 and 2, several items concurrently
loaded (‘cross-loaded’) on more than one factor in the combined factor analyses, suggesting
cross-factor correlations. These results are presented in Table 3.

Convergent Validity
After controlling for age and gender, the OFF Scale was highly correlated with the FAS
score (coefficient = 0.518, p < .001) and the WSA score (coefficient = 0.501, p < .001), but
not with the YBOCS score (coefficient = 0.240, p = .053). The OFF subscales, including the
Part 1—family functioning impairment subscale (p < .001) and the Part 2—symptom-
specific impairment subscale (p < .001), were correlated with the FAS. At an item level,
eight of the FAS items were highly correlated (p < .01) with the OFF scale, including those
focusing on modification (Albert et al., 2010).

Discriminant Validity
Discriminant validity of the OFF scale was identified with respect to social, occupational
and emotional impacts of family functioning impairment. Social and occupational impacts
were not adequately captured by the FAS (p > .05) and emotional impacts were not captured
by either the WSA or the FAS (p > .05). The OFF scale did not capture (nor was it designed
to capture) some of the family members’ accommodation strategies probed in the initial half
of the FAS (i.e., those related to participation). At an item level, several OFF questions
probed unique information that was not captured by any of the scales including the Y-
BOCS, the FAS, or the WSA. These included daily impact items (planning/scheduling,
restaurant dining, shopping/going to malls, trips/vacations, bedtime routines), all emotional
impact items, and all family role-specific items.

Comparison of Patient and Relative Versions
The patient-relative agreement for reported family functioning impairment was very low
(ICC = 0.50; 95% confidence interval = 0.47–0.57). In contrast, agreement was high for less
subjective items of the OFF Scale, such as demographic information (ICC = 0.97, 95%
confidence interval = 0.97–0.97).

Discussion
In brief, this study reports on a new scale development and its psychometric properties to
measure family functioning impairment in the OCD context. From population health and
health economics perspectives, a growing recognition has addressed disease impacts that
extend beyond an individual’s symptoms (Kindig & Stoddart, 2009). On the other hand,
contemporary scales in existence mainly probe OCD-specific family accommodation
(Calvocoressi et al., 1995), and OCD-related functional impacts (e.g., the Child OCD
Impairment Scale Piacentini et al., 2007). Both scales have been valuable to OCD clinical
and research communities by demonstrating correlations with patients’ disease severity,
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family organization, and treatment response (Peris et al., 2008). However, neither of the
scales fully captures the deleterious functional effects of OCD as they extend to other
individuals within the family system.

Therefore, the OFF Scale was developed based on the logic that: (a) general and symptom-
specific impairment extends beyond the OCD patients onto their family members and onto
the family system; and (b) patients’ versus family members’ perspectives, in combination,
provide a unique comprehensive reflection of overall family functioning impairment. Its
design will facilitate the exploration of family functioning impairment as a potential risk
factor, as a moderator and as a treatment outcome measure in OCD.

Several aspects of this study are worthy of discussion. In assessing the scale’s psychometric
properties, new knowledge enriches current literature to better understand OCD impacts at
both individual and family levels. This study’s sample size is more than adequate to assess
psychometric properties of the OFF scale (N = 400). Our approach of combining data from
patients and relatives was adopted in an effort to optimize identification of the underlying
construct for OCD-related family functioning impairment. Thus, the Part 1—family
functioning impairment subscale demonstrated that all items loaded within a single factor,
reflecting that it captured a single focused construct based upon multiple perspectives.
Moreover, the four-factor structure of Part 2—symptom-specific impairment subscale was
nearly identical to previous literature descriptions (Bloch et al., 2008). This strengthens the
evidence that incorporating multiple perspectives within an OCD-affected family adequately
captures related constructs.

With respect to reliability indicators, the overall internal consistency of both patient and
relative versions of the OFF Scale (items 1–42) is excellent (Cronbach’s alpha coefficient >
0.9) as defined objectively by Cicchetti’s criteria (Cicchetti, 1994). Each of the three
subscales demonstrated at least good (Cronbach’s alpha coefficient > 0.8) internal
consistency, suggesting that the OFF Scale items are highly inter-correlated. These results
also imply that OFF Scale items capture family functioning impairment, as a single
construct. These results also provide information regarding the temporal stability of the OFF
Scale. The OFF Scale has sufficient test–retest reliability at a mean interval of 80.6 days
(ICC = 0.83) according to Kaufman’s criteria (ICC > 0.70).

With respect to validity indicators, construct validity, and convergent and divergent validity
were presented. The OFF Scale demonstrated excellent convergent validity with the FAS
and the WSA, by capturing behavioral changes within the family system. Divergent validity
of the OFF scale from other previously developed scales was also identified. The OFF Scale
provided additional information about daily family life impact, emotional impact, and family
role-specific impairment that remains uncaptured by other scales.

Construct validity was assessed via factor analyses, whose results were interpreted based
upon the following logic. The Part 1—family functioning impairment sub-scale
demonstrated a strong one-factor structure in the unrotated principal component analyses
(total variance explained = 52.7%, eiganvalue = 11.06). However, the second (emotional
impact) and the third (social and occupational impact) factors did not appear to be entirely
random noise, as they made sense from a clinical perspective, and as the cross-loadings were
greater than 0.35. Indeed, if oblique rotation were conducted, three subfactors would be
identified, including those for daily life impact, social and occupational impact, and
emotional impact. Yet, rotation is a statistical strategy used to assist in interpretation of the
data, and is unnecessary given the single factor solution for family functioning impairment.
Current findings provide best solid evidence to support the concept of a one-factor Part 1—
family functioning impairment subscale structure, which may have substructures. As
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described above with respect to combining patient and relative data, factor analyses of Part 2
—symptom-specific impairment subscale items identified core OCD symptom dimensions
that are consistent with previous factor analytic studies. This consistency implies that the
OFF Scale adequately captures the underlying construct of OCD symptoms as these pertain
to family functioning.

The factor analyses of the combined first two subscales (items 1–37) identified a seven-
factor structure (Figure 2), including a daily life impact factor, a social/occupational impact
factor, an emotional impact factor, and the four OCD symptom factors. In exploring cross-
loading of items onto separate factors within this seven factor structure, three instances are
noteworthy of discussion. First, the social/occupational impact factor is associated with
morning routine, lateness to school/work, and obsessive slowness factor items. This result
contradicts the notion that home routines have little influence on functioning outside of the
home. Obsessive slowness has also been associated with more severe functional impairment
in OCD (Veale, 1993). This suggests that cognitive–behavioral therapies focusing on
morning routine, lateness to school/work, and obsessive slowness may substantially improve
an OCD-affected family’s social and occupational functioning.

The second incidence of cross-loading was identified between OCD-triggered guilt and
scrupulosity/religious symptoms (part of the forbidden thoughts factor). To date, most OCD
studies related to relatives’ emotions have focused on expressed emotion, such as criticism,
hostility, or emotional over-involvement (Hibbs et al., 1991), while limited studies examine
guilt among relatives or OCD-affected individuals (Shapiro & Stewart, 2011). Macini et al.
have described an association between “not just right experiences” (NJREs), also named
“sensory phenomenon”, and guilty feelings (Mancini, Gangemi, Perdighe, & Marini, 2008).
Of note, guilt is not associated with sensory phenomena in our study, but rather with
morality/religious symptoms. This implies that OCD patients with morality/religious
symptom-specific impairment possess unique emotional characteristics such that guilt may
serve as a proxy to relieve anxiety. Further research is warranted to explore this hypothesis.

The third aspect of factor analysis results that contributes to current understanding of OCD
is the cross-loading that occurred between aggressive obsessions (part of the forbidden
thoughts factor) and both the “emotional impact” and “social and occupational impact”
factors. This result is reminiscent of the finding by Storch et al., reporting that
contamination/cleaning and aggressive/checking symptoms were the only symptom
dimensions associated with functional impairment. Moreover, Bloch et al. reported that
aggressive obsessions were often included in the cleaning factor, checking factor, or
forbidden thoughts factor. The present study finding adds to the current literature and
implies that aggressive obsessions (also named “intrusive” thoughts) may affect functioning
more than other symptom presentations. This knowledge is clinically useful, as it suggests
that aggressive obsessions should not be overlooked in treatment due to their pronounced
impact on functioning.

In short, these results of cross-loadings may be used to guide selection of proper
interventions according to symptom presentations. OCD treatment strategies should address
minimization of disturbed morning routine, lateness to school/work, obsessive slowness, and
aggressive obsessions. Moreover, the identified connection between guilt and OCD
symptoms including scrupulosity or sexual obsessions may provide clinicians with insight
into emotional regulation management in this OCD subtype.

With respect to overall patient-relative agreement, correlation coefficients between these
two versions are low (ICC = 0.5). In psychiatric assessment, notoriously poor agreement
between parent versus child reports has been problematic, with correlations demonstrated to
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be as low as 0.25 in some scales of child behavior problems (Canavera et al., 2009; Nauta et
al., 2004). In terms of the agreement on OCD symptom-specific impairment, factor analyses
of data from each group separately replicated a similar four-factor symptom structure.
However, family members of OCD-affected individuals appeared to have difficulties
recognizing the extent of internalized symptoms. This is in alignment with the previous
reported findings that parent–child agreement increases with observable behavior and
decreases with internalizing symptoms (Piacentini et al., 2007). Both analyses in the present
study contribute to this area of research by supporting the hypothesis that OCD patients and
their relatives have different perspectives of family functioning impairment.

Certain methodological limitations warrant consideration. First, this is an observational
study. Subjects were enrolled in the study if they met DSM–IV criteria for OCD and if they
were concurrently enrolled in either the OCD Institute or one of selected OCD studies.
Subjects with other psychiatric disorders were not excluded given the very high comorbidity
rates in this population (Ruscio et al., 2010). The present sample consisted of primarily
Caucasian, treatment-seeking young adults or children and our results may not be fully
generalizable to a broader community population. However, they are likely to be highly
applicable to clinical settings representative of workplaces for the readership of this journal.
Second, the final subscale, Part 3—family role-specific impairment, is an information-
gathering subsection of the OFF Scale to facilitate clinical understanding of role-specific
impairment. In the future, larger sample sizes may allow stratification analyses of family
role-specific impairment. This subscale is not included in current factor analyses due to
power limitations.

Conclusion
Family functioning is an important and underappreciated construct to consider in OCD
assessment and management. The OCD Family Functioning (OFF) Scale represents a
reliable and valid instrument for the functional assessment of families affected by OCD.
This new instrument aims to provide unique and valuable information on the family context
and on diverse familial perspectives, to be used in conjunction with complementary OCD-
specific measures. It is expected to provide both clinical and research utility by efficiently
measuring family functioning as an outcome and as an outcome mediator. Specifically, the
OFF Scale will be available for use in family focused treatment (Barret et al., 2008) trials, to
better understand the mechanisms of response for family intervention in the context of OCD.
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Figure 1.
Four-factor structure of the symptom-specific impairment subscale (Items 22–37).
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Figure 2.
Item cross-loading of the seven-factor structure for the first two subscales (Items 1–37).
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Table 1

Reliability of Total OFF Scale Score (Items 1–42) Across Gender, Age, and Age of Onset Subgroups

The OFF scale reliability by subgroup type Sample size Cronbach’s alpha coefficient

Males 197 0.966

Females 186 0.959

Age < 16 y/o 286 0.957

Age > 16 y/o 104 0.959

Age of OCD onset < 16 y/o 106 0.968

Age of OCD onset > 16y/o 248 0.960
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Table 2

Promax-Rotated Principal Component Loadings From the Family Functioning Impairment Subscale (Items 1–
21)

Part 1 subscale content/theme Subscale items

Factors (% variance)

1 2 3

53.2% 8.1% 6.9%

Daily Life Impact 1. Morning routines .423 .410 −.037

2. Lateness to work .579 .316 −.084

3. Mealtimes .617 .196 .057

4. Social/family function .697 .123 .117

5. Planning/scheduling .649 .140 .125

6. Going to restaurants 1.031 −.222 −.014

7. Shopping/going to the mall .964 −.120 .024

8. Trips/vacations .934 −.178 .091

9. Keeping appointments .845 .092 −.076

10. Bedtime routines .484 .260 .095

11. Religious/spiritual worship .687 .065 −.199

Social and Occupational Impact 12. Specific relative social life impact .071 .680 .167

13. Other family members’ social life impact .130 .835 −.084

14. Patient’s social life impact .161 .503 .203

15. Specific relative work performance −.121 .969 −.055

16. Other family members’ work performance −.086 1.014 −.127

17. Patient’s work performance −.094 .521 .411

Emotional Impact 18. Stressed/anxious .003 −.005 .872

19. Frustrated/angry .086 −.013 .767

20. Sad −.108 .029 .932

21. Guilty −.021 −.128 .858

Note. Factor loadings with an absolute value greater than or equal to 0.50 are shown in bold. Eigenvalue for the fourth component = 0.865.
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