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Abstract

Objective—Family accommodation refers to ways in which family members assist the proband

in the performance of rituals, avoidance of anxiety provoking situations, or modification of daily

routines to assist a relative with obsessive-compulsive disorder. The purpose of this review was to

analyze and integrate the available data on the role of family accommodation in pediatric

obsessive compulsive disorder including its prevalence and its relationship the course of the

disorder.

Method—A search of available peer reviewed English language papers was conducted through

PubMed and PsycINFO cross-referencing the keyword OCD, with accommodation, family

relations, and parents. Resulting papers were individually evaluated for relevance to the scope of

the review.

Results—Accommodation is common in pediatric OCD and is strongly associated with symptom

severity. Levels of accommodation have been also associated with treatment outcomes for both

cognitive behavioral and pharmacological treatment. Significant improvement with treatment in

OCD is often associated with reductions in family accommodation..

Conclusion—Family accommodation represents important clinical data that is worth measuring,

monitoring and tracking in clinical care. Therapies targeting family accommodation may be

successful in improving treatment outcomes in pediatric OCD.
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Obsessive compulsive disorder affects between 1%-3% of children and adolescents 1 and

can cause significant impairment to normal routines and daily functioning. The need to

perform compulsive rituals, avoidance of anxiety provoking situations and stimuli and the

cognitive resources devoted to obsessive thoughts and worries all contribute to what can be

a severe impediment to healthy and age appropriate function and development.

The effects of obsessive compulsive disorder in children are not limited to the child alone.

Parents, siblings and others in the child's environment can all be impacted by the individual
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child's disorder and their responses to the difficulties may play a role in the course the

disorder takes 2, 3 . The bi-directional interactions between parental behavior and the

obsessive compulsive disorder of a child have been of interest for many years and various

frameworks have been suggested for conceptualizing these relationships including expressed

emotion 4, parental psychopathology 5 and various other measures of parent-child

relationship style.

One concept which has gained prominence and garnered particular interest in the past years

is that of family accommodation. Accommodation refers to the ways in which relatives, in

particular parents, may assist in compulsive rituals, provide reassurance or modify their own

routines so as to alleviate or avoid the distress experienced by the obsessive compulsive

child. The concept of accommodation and the tools developed to assess it have provided a

systematic framework for exploring some of the ways in which parents and other family

members can be influenced by the child's disorder. Importantly, evidence has been

accumulating which points to the relevance that accommodation by family members has for

the course of obsessive compulsive disorder in children. This evidence is becoming

increasingly influential in the treatment of childhood OCD as seen by the growing emphasis

that is being placed on parent training and on efforts to curtail accommodation.

In this review we synthesize the findings from studies that have addressed the issue of

family accommodation in pediatric OCD including, but not limited to, the context of

treatment and outcome studies. We attempt to highlight the most important family and other

variable associated with elevated levels of accommodation and to address the relationships

that are being established between accommodation and symptom severity, impairment and

treatment outcomes. Finally we look at the ways in which the issue of family

accommodation is being integrated into treatment programs for OCD in childhood. It is our

hope that this review sheds light on this field and, by pointing to some of the major gaps that

remain, stimulates further study.

Method

To identify relevant published studies a literature search was conducted using PsycINFO

and PubMed covering the years between 1967 and December of 2010. The key term

obsessive compulsive disorder (and its subheadings such as OCD) was paired with family-

related terms that included all the subheadings of “family relations”, “accommodation” and

“parents”. Limits imposed were for English language and peer-reviewed journals. No

additional limits were set and the resulting 641 studies were reviewed individually for

relevance to the scope of this review. After locating relevant abstracts the full articles were

examined for findings that contributed to the understanding of family accommodation and

its role in pediatric obsessive compulsive disorder. The goal of this review was not to

discuss every datum explicitly but to synthesize the available accumulated knowledge on

this topic. As such a degree of personal judgment was used in the exclusion or inclusion of

specific studies.
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Definition and Epidemiology

Family accommodation is not directly assessed in the majority of studies that investigate

childhood obsessive compulsive disorder. Practice parameters for the assessment of OCD in

children encourage the systematic examination of this issue 6 but the majority of studies in

which pediatric OCD is a major focus do not report specific levels of accommodation by

parents. The Family Accommodation Scale 7, 8, is the only published tool to explicitly and

systematically assess the presence and level of accommodation, although other less

structured scales have been used 9. The FAS is a 13 item scale that has been used both as a

parent report measure and as a clinician rated scale. It has been shown to have good internal

consistency, discriminant validity and when clinician rated, inter-rater reliability 8, 10. In its

most widely used version the FAS presents parents or other caretakers with items to be rated

on a five point Likert-type scale which probe the extent of their accommodating behaviors to

the patients disorder and the degree of distress or other consequences that result from

accommodation or refusal to accommodate. Optionally, the items may be tied to specific

obsessive compulsive symptoms that the caretakers have identified as being typical of their

charge. Factor analysis of the FAS has pointed toward a three factor structure including

modification of routines or activities, distress and consequence of accommodation or refusal

to accommodate and participation in rituals 11.

When accommodation has been recorded it has generally been very prevalent. In a sample of

65 children seeking treatment for OCD, 46% of parents reported participating in rituals on a

daily basis and an even higher percentage reported providing daily reassurance. Virtually all

parents reported that they engaged in at least some accommodation 12. Other studies have

reported accommodation as the sum of scores on the 13 item FAS. Mean scores for

caretakers of obsessive compulsive children have generally been between 20 and 30, out of a

maximum possible 52 13-15. A study of sibling accommodation using an adaptation of the

FAS also found accommodation to be highly prevalent 16.

Correlation of Family Accommodation and OCD symptom severity

There is some evidence to support the hypothesis that higher levels of family

accommodation are related to more severe symptoms among children with OCD. In a study

of 30 youth with obsessive compulsive disorder 17 family accommodation as measured by

FAS was found to be significantly related to OCD symptom severity based on total

CYBOCS 18 score, a relationship replicated in other larger samples 12, 19. Studies of the

relatives of adult patients with OCD have pointed to less clear relationships between levels

of family accommodation and CYBOCS symptom severity raising the possibility that

severity and accommodation might be more strongly related in younger patient populations

and indicating further research 11, 20.

In addition to symptom severity higher levels of accommodation have also been tied to

increased impairment related to the pediatric obsessive compulsive disorder and to higher

rates of related symptomatology. In a study of children with children with OCD and their

families family accommodation was linked to more severe functional impairment and

increased internalizing and externalizing symptoms17.
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OCD creates considerable burden for the parents and relatives of those who suffer from

it 21, 22. The relationship between burden on family members and levels of accommodation

is probably complex as parents accommodate in part in order to lessen the burden but higher

levels of accommodation have been tied to increased burden for relatives 23.

Relationship between Family Accommodation and Treatment Outcomes

Of particular importance is the relationship between accommodation of a child's obsessive

compulsive symptoms and the child's ability to benefit from treatment. Overall, cognitive

behavioral treatments as well as psychopharmacology have been shown to be effective for a

majority of obsessive compulsive children and are considered first line treatments for the

disorder 6, but a substantial number do not improve, leaving open the question of factors that

might limit the treatments efficacy, including family accommodation 24-26.

Few studies have statistically tested family accommodation as a predictor of treatment

outcomes for pediatric OCD. An exception is the recent report 25 of outcome predictors in

the POTS study of behavioral and pharmacological treatment for the disorder 24. The

authors report that although broad measures of family function were not associated with

outcome, family accommodation was and the relationship held across treatment modalities

(medication, CBT or both) such that higher levels of accommodation were linked to poorer

outcomes. Other studies have found evidence for more general measures of accommodation

as well. For instance, in the 18 month follow up study of a randomized control trial of CBT

elevated family dysfunction (as measured with the Family Assessment Device) was found to

predict poorer long term treatment outcome 27. In a case control study of adults that matched

refractory versus responding patients who had undergone treatment for OCD family

accommodation was found to be one of three variables that was significantly related to

refractory OCD (along with sexual obsessions and low SES) 28. Table 1 summarizes

findings linking accommodation to treatment outcomes. Complimenting the link between

family accommodation and treatment outcomes are data that demonstrate lower levels of

accommodation after behavioral treatment for OCD 15, 29 and an association between

lowered accommodation and better treatment outcomes 14.

Integrating Accommodation in Treatment Goals

There is growing recognition of the need to integrate family and caregivers into the

treatment of childhood obsessive compulsive disorder as evidenced by recent reviews have

called for more family involvement in the treatment and the development of treatments

specifically aimed at addressing this component30-32.

A number of studies and manuals have been published that incorporate family and parent

focused work into the treatment of pediatric OCD. In a recent report on preliminary findings

for family based treatment of early onset OCD young children were shown to benefit from

treatment that placed a focus on family context and directly addressed parental

accommodation 33, 34. Another study reported on family based CBT for pediatric in children

in the 7-17 age range 35. At least one parent was included in all sessions and in addition to

acting as a “coach” for the child's exposures the parents were trained in minimizing

accommodation to the obsessive compulsive symptoms. Outcome measures showed
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improvement in OCD symptoms and a reduction in family accommodation which was

somewhat diminished by three month follow up.

Despite the early evidence showing beneficial effects of family based CBT for pediatric

obsessive compulsive disorder there is as yet no substantial evidence to show that family

oriented treatments are more effective than individual treatments that lack a significant

family component. More research into this is necessary, directly comparing the two

approaches, before a conclusion may be reached. Similar comparisons in other anxiety

disorders have produced mixed results although there is at least some evidence to support

the hypothesis that CBT with a family component is superior to individual child-CBT in the

treatment of pediatric anxiety 36, 37.

Discussion

Significant family accommodation is present in a substantial portion of families struggling

with pediatric OCD. Level of family accommodation is associated with increased OCD

symptom severity in the proband. Family accommodation has been demonstrated to have an

affect on treatment outcome (especially behavioral therapies) in children and adults with

OCD. Higher levels of family accommodation have been associated with worse treatment

outcomes in repeated studies.

Family accommodation appears to be a valuable construct that is worth measuring and

tracking in both a clinical and research settings. Although not proven definitively, lessening

family accommodation and teaching parents and siblings to target OCD symptoms in a

therapeutic manner may lead to greater symptom improvement in the proband and better

family functioning.

Further research needs to examine whether family accommodation is a moderator or a

mediator of treatment outcomes. If severe family accommodation identifies patients who

will be refractory to currently available treatments or whether interventions targeting family

accommodation will improve outcome. Research needs to develop treatments that target

family accommodation and determine whether these treatments are effective at reducing

OCD symptom severity and improving functioning and quality of life in the proband or the

family.

Also, underresearched is the relationship of family accommodation to other anxiety

disorders and to comorbidities in OCD. Clinical experience suggests that family

accommodation is present but not unique to OCD i.e. a parent may not drive over bridges if

her child is phobic. Further research is needed to examine the prevalence and impact of

family accommodation in other anxiety disorders. Further research is also warranted to

investigate the kinds of disruptive or aggressive behaviors that might be at play and their

relationship to the potential link between accommodation and externalizing comorbid

diagnoses.

The role of parental psychopathology is another area that needs further investigation.

Substantial evidence points to elevated rates of OCD and subclinical OCD symptomatology,

as well as other anxiety disorders, among the relatives of individuals with the disorder 38.
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Specific characteristics, such as obsessive beliefs, have also been found to be more common

in relatives of OCD patients compared to controls 39. Although there is some evidence to

support the idea that parental OCD predicts accommodation to the disorder in a child 12

there is not yet a clear picture of the associations between parental anxiety and

accommodation.

Family accommodation also deserves to be researched across culture. Parental styles and

beliefs vary widely in different location and could lead to substantially different responses to

obsessive compulsive symptoms in a child. OCD is prevalent in every society and the

burden it causes has been shown to exist cross culturally. Family accommodation has been

explored primarily in American and European western societies and it is unclear to what

extent cultural factors might impact accommodation in other regions of the world.

Conclusion

Family accommodation is prevalent in pediatric OCD. Pediatric OCD affects not only

probands but parents and siblings. Family accommodation also consistently correlates with

OCD severity. Family accommodation represents important clinical data that is worth

measuring, monitoring and tracking in clinical care. Future research needs to clarify the

relationship of family accommodation with comorbid disruptive behaviors, parental

psychopathology and parenting styles. We also need to develop treatments that target family

accommodation and determine whether they can improve outcomes. Although the study of

family accommodation has been primarily focused in OCD, family accommodation likely

remains a formidable issue for many children with other anxiety disorders as well.
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Figure 1.
Family Accommodation in OCD
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Table 1

Family accommodation and treatment outcomes in pediatric and adult studies

Study Age Method Treatment Findings

Merlo et al.14 6-18 Randomized trial CBT • Increased Family accommodation associated with
more severe OCD
• Decreased accommodation (at baseline?)
associated with improved response to treatment

Garcia et al.25 (based
on POTS-I24)

7-17 Randomized controlled trial CBT and/or SRT • Increased levels of family accommodation at
baseline associated with worse treatment response
(CBT, SRI or Combination)

Storch et al. 15 7-19 Open trial FCBT • Accommodation reduced after treatment

Storch et al.35 7-17 Randomized trial FCBT • Accommodation reduced after treatment

Barrett et al.16 7-17 Randomized controlled trial FCBT • Sibling accommodation reduced after treatment

Waters et al.29 10-14 Pilot study FCBT • Accommodation reduced after treatment

Ferrao et al.28 Adults Case control study CBT and medication • Accommodation associated with treatment-
refractoriness

Ferrao et al.28 Adults Case control study CBT and medication • Accommodation associated with treatment-
refractoriness

Note: CBT = Cognitive behavioral therapy; SRT = Sertraline; FCBT = family based cognitive behavioral therapy
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