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Abstract

Psychological treatments for OCD are increasingly aimed at improving outcomes by directly
incorporating family members to address family disruption, dysfunction, or symptom
accommodation. Much remains to be learned about the pooled effects of “family-inclusive
treatment” (FIT) for OCD and factors that may explain variation in response. Random-effects
meta-analytic procedures were conducted to empirically evaluate the overall effect of FITs on
OCD, and treatment moderators. Study search criteria yielded 29 studies examining FIT response
in 1,366 OCD patients. Outcome variables included OCD symptoms and global functioning.
Examined moderators included age group, gender, minority status, treatment length and format,
and inclusion of specific family-focused treatment elements. FITs for OCD demonstrated a large
overall effect on OCD symptoms (pooled d = 1.68, SE = 0.14) and global functioning (pooled d =
0.98, SE = 0.14). Moderator analyses found that individual family treatments (versus group) and
FITs targeting family accommaodation of symptoms (versus those that did not target
accommodation) were associated with greater improvements in patient functioning. Results
indicate a robust overall response to FITs for OCD and clarify key moderators that inform optimal
circumstances for effective treatment. Findings underscore the need for continued momentum in
the development, evaluation, and dissemination of FITs for OCD.
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Introduction

Obsessive-compulsive disorder (OCD)—characterized by recurrent intrusive, anxiety-
provoking thoughts and/or repetitive behaviors that cause marked distress or interference—
is a highly debilitating mental disorder affecting between 1-3% of individuals in the United
States in a given year and 2.7% of individuals across a lifetime (Kessler, Pethukhova,
Sampson, Zaslavsky, & Wittchen, 2012). Onset often occurs in childhood or young
adulthood (Ruscio, Stein, Chiu, & Kessler, 2010), and research on the effects of gender has
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generally reflected higher prevalence in females (e.g., Ruscio et al., 2010), though other
studies have found mixed results (e.g., Steinhausen, Bisgaard, Munk-Jorgensen, & Helenius,
2013). Studies to date reflect higher rates of OCD in Caucasians, but historically low
recruitment of racial and ethnic minorities in clinical trials suggests that documented
prevalence rates may not be entirely accurate (Williams, Powers, Yun, & Foa, 2010). OCD
is associated with high levels of functional impairment in academic, occupational, social,
and family domains (Rosa et al., 2012); full remission without treatment is rare (Skoog &
Skoog, 1999); and, accordingly, early and effective intervention is critical.

Current Treatment Models for OCD

Psychotropic medications and cognitive-behavioral therapy (CBT) have garnered the
strongest empirical support in the treatment of OCD (Olatunji, Davis, Powers, & Smits,
2013; Watson & Rees, 2008). Among psychotropic medications, serotonin reuptake
inhibitors (SRIs) have received the most support (e.g., Greist et al., 1995; Tollefson,
Rampey, Potvin et al., 1994). Regarding psychological treatment, the efficacy of CBT for
OCD has been well established in adults (Foa et al., 2005; Franklin et al., 2000) and in
children and adolescents (Franklin et al., 2011; POTS Team, 2004; Thienemann et al.,
2001). Recent meta-analytic work examining the pooled efficacy of CBT for OCD across
clinical trials indicates a large and robust pooled effect size ranging from d =0.998 to d =
1.45 (e.g., Olatunji et al., 2013; Watson & Rees, 2008). Meta-analytic work to date suggests
that CBT for OCD is associated with somewhat larger effect sizes than pharmacologic
interventions (Watson & Rees, 2008).

Despite the great support for CBT in the treatment of OCD, meta-analytic studies examining
treatment moderators have failed to identify many factors that systematically explain
variations in treatment response, with outcomes roughly comparable across group and
individual treatment formats, and outcomes not systematically varying by patient (baseline
severity, comorbidity, gender) or study characteristics (methodological rigor, number of
sessions) (Olatunji et al., 2013). However, there is evidence that CBT response differs across
age groups, with pooled estimates of treatment effects somewhat smaller in the treatment of
adult OCD relative to pediatric OCD, even though outcomes do not significantly vary by
age-of-onset or by duration of symptoms (Olatunji et al., 2013). This may speak to the
greater malleability of OCD symptoms during earlier developmental stages, but may also
speak to a key difference in treatment protocols targeting child versus adult OCD
populations. Specifically, although behavioral and cognitive strategies are incorporated
across patients of all developmental levels, CBT for OCD in youth more consistently
includes an explicit focus on family functioning and direct involvement of family members
in treatment (e.g., Freeman & Garcia, 2008).

Family Factors in OCD

Family reactions and coping strategies when confronted with symptoms may have important
implications for the maintenance and amelioration of OCD (e.g., Abramowitz et al., 2013;
Lebowitz, Panza, Su, & Bloch, 2012). Because OCD often revolves around activities of
daily living (bathing, eating, being with family members), it can be particularly disruptive to
functioning within a family context. The majority of research examining family processes in
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relation to OCD has focused on family symptom accommaodation. Accommodation refers to
changes in family members’ behavior in order to attempt to prevent or reduce the patient’s
distress related to their OCD symptoms (Calvocoressi et al., 1995), or to reduce time
associated with extended rituals. Examples include engaging in rituals on behalf of or with
the patient (e.g., checking the stove for the patient), providing necessary supplies for rituals
(e.9., cleaning products), or giving verbal reassurance.

For most family members, accommodation can offer a natural and sensitive response to their
family member’s distress and immediately smooth family interactions. Indeed, family
members often report that their efforts at accommodation are explicitly motivated by a
desire to decrease the OCD-affected individual’s immediate distress, or to simply decrease
the time associated with onerous rituals (Calvocoressi et al., 1999). Accommodation can be
an effective strategy in the short term; in addition, OCD-affected individuals often explicitly
request or demand accommodation, and can become upset or aggressive if family members
decline (Calvocoressi et al., 1995). However, accommodating OCD symptoms also allows
the individual to avoid confronting his/her obsessional thoughts (through continued
engagement in compulsions) and strengthens associations between these obsessions and
anxiety. Thus, in the longer term, such family responses can also yield a negative impact,
legitimizing patients’ obsessional beliefs and creating an escalating cycle between family
members’ accommodating responses and OCD symptoms.

Indeed, higher levels of family accommodation are associated with increased OCD
symptoms, increased functional impairment, and poorer treatment outcome in both children
and adults (Amir, Freshman, & Foa, 2000; Calvocoressi et al., 1999; Merlo, Lehmkuhl,
Geffken, & Storch, 2009; Storch et al., 2010). In addition to its detrimental effects on
patients, over time accommaodation is also related to significant family member distress
(e.g., depression, anxiety, personal burden), family dysfunction (e.g., poor problem-solving
and communication, high affective involvement), and rejection of patients (Calvocoressi et
al., 1995; Storch et al., 2009).

The high rates of impairment among OCD patients and their family members, and the
reciprocal relationships among family behaviors and patients’ symptoms, indicate a pressing
need to address these issues in the context of OCD treatment. CBTs for OCD are
increasingly beginning to directly incorporate family members of affected individuals into
treatment in hopes that such an approach will yield improved outcomes, stronger
generalization and maintenance of gains, and improved overall family functioning. In
addition to potentially reducing unhelpful patterns of interaction among patients and family
members, if the OCD symptoms themselves have caused substantial conflict among the
family members, then active involvement of family members in treatment activities can
contribute to a “team approach” of family versus disorder, reducing negative feelings and
empowering the group (Waters, Barrett, & March, 2001). OCD treatment can be quite
challenging for patients, and family support and engagement has the potential for bolstering
treatment effects and reducing family stress.
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Family-Inclusive Treatments

Whereas individual-centered treatments of psychopathology typically frame the locus of the
problem squarely within an “identified patient,” familial-contextual models approach the
conceptualization, maintenance, and amelioration more broadly. Family models allow for
engagement and integration of important potential resources within an individual’s
environment while also considering how aspects of the environment may be contributing to
maladaptive cycles that tend to perpetuate the problems.

Several approaches to family-inclusive treatment (FIT) for OCD have been described in the
literature, with substantial variability across formats, the length and content of the FIT
protocol, and age of the targeted patients. Regarding treatment format, FIT approaches can
be separated into those that employ an individual family treatment approach (e.g., Storch,
Geffken, et al., 2007), allowing the clinician to attend exclusively to the particular issues
relevant for a given family, or a group approach (e.g., Farrell, Schlup, & Boschen, 2010),
providing patients and families built in social support and opportunities to gather group
feedback.

The treatment content of FITs for OCD also varies across treatment models. Some protocols
provide only psychoeducation about OCD and CBT to families (Bolton & Perrin, 2008),
whereas others also include more targeted information to families or skills training that are
specific to family interactions in OCD (Freeman et al., 2008; Peris & Piacentini, 2013). Two
such common targets include working with families to reduce symptom accommodation,
based on the rationale described previously, and on exposure “coach” training. Exposures,
during which patients are asked to deliberately provoke obsessive fears and then resist
engaging in associated compulsions, are a critical element of CBT for OCD. They allow
patients to learn to tolerate their anxiety, and ultimately reduce the urge to ritualize.
Particularly early in treatment, it is often helpful for patients to have someone present during
their exposures in order to ensure that they are not doing anything, even subtly, to avoid the
distress provoked by the exercise, as this would defeat the intended function of the exposure.
Training family members to act as coaches entails teaching them to guide exposure exercises
outside of sessions; this training can enhance treatment compliance and may provide family
members with a more sophisticated understanding of the principal of exposure.

Finally, the patient age targeted in FITs for OCD has varied, spanning a range from as
young as 5 years old (Freeman et al., 2008) through adults (Mehta, 1990), and at present it is
not clear whether patient age moderates the impact of FIT efficacy. Family relationships,
patterns, and routines can have a substantial impact on OCD patient symptoms and
functioning across the lifespan, and in turn family members are greatly affected by OCD
behaviors and associated patient distress (Calvocoressi et al., 1995; Cooper, 1996; Lebowitz
et al., 2012; Renshaw, Steketee, & Chambless, 2005). However, in younger aged patients
family involvement may be particularly important given that children often have relatively
lower levels of insight into their disorder and lower baseline motivation to change their
behavior. Furthermore, parents often have a natural inclination to alleviate their children’s
distress, which could lead to greater accommaodation and negative reinforcement of OCD
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Method

symptoms, and thus FITs may be associated with particularly large effects in pediatric
relative to adult OCD.

The Present Study—Despite several revealing meta-analyses evaluating the overall
efficacy of psychological treatments for OCD across the lifespan, little is known about the
specific pooled effects of OCD treatments that take on a broader familial-contextual
approach to intervention and include the family members of OCD-affected individuals in
treatment (i.e., FITs). Similarly, much remains to be learned about factors that may explain
systematic variation in outcomes associated with FIT for OCD across the lifespan.

In the present meta-analysis, we evaluated: (a) the overall effect of the range of FITs on
OCD, as well as (b) moderators of treatment outcome that can inform for whom and under
what circumstances FITs may be most effective for patients with OCD. Specifically, we first
hypothesized that OCD treatments that included a family component would be associated
with medium to large effect sizes across methodological designs (i.e., within-subjects
designs and between-subjects designs) and across outcomes (i.e., OCD symptoms, general
functioning) given the variety of designs and outcomes that have yielded robust treatment
effects in prior meta-analyses. Second, we hypothesized that FIT would be associated with
larger effects in younger, relative to older, patient populations. Third, given previous work
suggesting comparability in outcomes across group and individual treatment formats
(Olatuniji et al., 2013), we did not expect treatment format to moderate FIT effects. Finally,
we predicted stronger effects of FITs that targeted family accommaodation and included
coaching in exposure tasks than FITs that did not directly target these elements, given the
medium to large effects often found in trials examining the efficacy of FITs for pediatric
OCD (Freeman et al., 2008; Piacentini et al., 2011; Storch et al., 2010) and the fact that
these treatments formally address family accommodation and coaching in exposure tasks
above and beyond what is included in most FITs for adult OCD.

All meta-analytic procedures were conducted in accordance with guidelines set forth by
Field and Gillett (2010) and Field (2013).

Study selection

Clinical trials published prior to May 1, 2012 that satisfied six a priori selection criteria were
included. First, OCD had to be the principal target of the treatment under study in order to
ensure that none of the integrated findings were due to secondary impacts of treatments
targeting non-OCD problems. For studies that involved multiple diagnostic groups (e.g.,
Chambless & Steketee, 1999), we required outcomes to be reported separately for the OCD
group. Second, studies needed to include at least one treatment group that received a
psychological intervention with some level of standardized family involvement described,
specifically a clearly defined portion of the treatment which all family members received
(e.g., “Parents attended sessions 4, 5, and 12”). As long as families were systematically
included to some extent, no absolute minimum time requirement for family participation in
treatment was required (as this was a specific variable of interest). Third, study sample sizes
needed to be sufficient to afford statistical analyses (n=10). Fourth, the studies had to
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provide sufficient statistical information for the authors to calculate or extract effect sizes
necessary for meta-analysis. Fifth, for quality control, only studies that had undergone peer-
review were included (no dissertations or data in book chapters). Lastly, consistent with
most meta-analyses published in English-language journals, articles had to be written in
English so that all study coders had equal facility extracting data for each article.

Following Field and Gillett (2010), several strategies were employed to identify eligible
studies in the following order: (a) computer searches in PubMed and PsycINFO using search
terms related to family, OCD, and treatment (a list of exact search terms used is available
upon request); (b) examining the reference sections of the articles identified through the
computer search; (c) manual search of the tables of contents since 2000 in relevant journals
(a list of these journals is available upon request); and (d) review of the reference sections of
existing meta-analyses examining OCD treatments. Figure 1 presents the flow of included
studies.

Variable coding

Eligible studies were coded independently by two separate coders. Individual effect sizes
were extracted or computed for OCD symptoms and for general functioning.

Patient variables—We coded mean patient age, patient age group (youth: < 17; adult: =
18 years), percentage of racial/ethnic minority patients and percentage of male patients.

Treatment variables

Treatment format was classified as either (a) individual family treatment (patient/family was
treated alone) or (b) group treatment (i.e., patient/family was treated with others
concurrently), and treatment length (in mean number of weeks and sessions) was coded.
Level of family involvement (regardless of specific content) was coded on a 1-5 scale, with
1 representing minimal involvement (e.g., family members were brought in for a portion of a
single session and allowed to ask questions about the treatment) and 5 representing
extensive involvement (e.g., a fully family-based treatment in which relatives were present
for all sessions and were actively incorporated into treatment activities and discussions). We
also coded the presence or absence of several specific family elements that treatment may
have contained: (a) psychoeducation to the family about OCD and exposure-based treatment
(identified in 100% of included studies), (b) instructions to family members to reduce
accommodation (83% of included studies, and (c) family training as a “coach” for exposures
(45% of included studies).

Study methodology variables

Acute effects referred to outcomes immediately at posttreatment. More than half of the
included studies also included follow-up assessments.

Procedure

Coders were two graduate students specializing in the treatment of anxiety disorders across
the lifespan under the direct supervision of a clinical psychologist (final author). Training
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included didactics and practice coding. Overall interrater reliability of coding was strong
(intraclass correlation coefficient = .98).

Data Analysis

Results

Random-effects (RE) analytic methods were used given their advantages over fixed-effect
(FE) methods. RE methods are believed to be more accurate and realistic, given their
assumption that population parameter values will vary across studies, whereas FE methods
assume that analyzed studies have a homogenous population effect. In addition, regardless
of whether population parameter values are heterogeneous or homogenous, RE methods
reduce the likelihood that type 1 error rates may be inflated (see Field, 2001; Hedges, 1992;
Hedges & Vevea, 1998; Lipsey & Wilson, 2000).

Effect sizes were calculated using Cohen’s d and a 95% confidence interval. For studies
with multiple effects reported for one construct, effects were averaged within study to yield
one effect size per construct per study prior to data synthesis. Z scores were also calculated
to assess the significance of pooled effects, which was done by dividing the pooled effect by
the standard error of that effect. To determine whether observed variability across effects
was significant, the Q statistic was calculated for each effect to assess the effect
homogeneity. Heterogeneity was expected across effects, due to the wide variety of patient
demographics (e.g., the large age span within the sample), methodologies, and treatment
outcomes across the FIT literature.

To evaluate potential moderators of effects for categorical variables, we employed Q-
Between tests, which systematically evaluate the extent to which effects vary across
different levels of each variable in question (e.g., adult versus youth samples). Significant Q-
Between tests indicate moderation. In cases of significant moderation, pooled effect sizes
across different levels of the moderator were compared for interpretation. Meta-regression
was used to evaluate potential moderators that were continuous.

Moreover, to evaluate potential publication bias, fail-safe Ns (FSN) were calculated for
significant results, which correspond to the number of null results that would be needed to
overturn a significant result (i.e., the number of studies needed to make p > .05); an FSN
greater than five times the number of studies in the analysis plus ten (i.e., FSN = 5k + 10) is
considered to be robust against the file-drawer effect (Rosenthal, 1991).

The literature on family-inclusive treatment of OCD

A total of 29 studies evaluating 1,366 children and adults were identified that met selection
criteria (see Table 1). The mean age of patients across studies was 17.89 (SD = 9.72; range
7.1-37.0); mean sample size was 47.10 (SD = 31.38; range 14-124). Twenty studies (69%)
included single-group within-subjects analyses, while 12 studies (41%) included between-
groups comparisons of two or more conditions (some studies included both within- and
between-groups analyses). Twenty-six studies (90%) evaluated acute post-treatment
outcomes, and 16 (55%) included follow-up outcomes. Nine (31%) of the studies included
group treatment for patients. Seven (24%) studies evaluated adult patients (i.e., mean age of
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sample =18). Family interventions varied widely, ranging from family members attending a
single session to fully family-based treatments. Twenty-two studies (76%) included families
for at least a portion of all sessions with the patient; seven studies (24%) included families
for the all sessions in full. Five studies (17%) included families for only one session. Of
those studies that listed a manual for the family intervention (19 studies, 66%), the majority
used or adapted the treatment manual by March and Mulle (1998).

Overall effect of family-inclusive treatment on OCD symptoms and functioning

Overall, FITs had a large effect on OCD symptoms (x = 28, pooled d = 1.68, SE = .14, 95%
Cl =1.41—1.95, z=12.23, p < .001). This result was very robust against the file-drawer
effect, with a fail-safe N of 9,038. When broken down by study methodology, the within-
groups effect of FITs on OCD symptoms remained large (x = 18, pooled d = 1.80, SE = .05,
95% CI =1.50—2.10, z=11.67, p <.001), as did the between-groups effects (x = 12,
pooled d = 1.45, SE = .29, 95% CI = .89—2.01, z=5.06, p < .001). Acute and follow-up
effects of FITs on OCD symptoms were not significantly different (Qpetween = -06, df = 1).
Regarding the effects on general functioning, FITs for OCD were associated with a large
overall effect (x = 14, pooled d = .98, SE = .14, 95% CI =.70—1.26, z= 6.89, p < .001).
Both within-subjects and between-subjects analyses demonstrated large effects on
functioning (within-groups effects: x = 9, pooled d = .87, SE = .11, 95% CI = .65—1.10, z=
7.63, p < .001; between-groups effects: x = 6, pooled d = 1.21, SE = .32, 95% CI = .58—
1.83, z=3.77, p <.001). There was not a significant difference between the effect of FITs
on functioning at acute versus follow-up assessments (Qpetween = -81, df = 1). Although
these effect sizes were large, there was considerable heterogeneity in the magnitude of
effects across studies on both OCD symptoms (Q = 593.3, 2 = 95.4) and functioning (Q =
209.296, ©2 = 93.79), supporting examination of potential moderators that may explain
variability.

Moderators of the effects of family-inclusive treatment on OCD symptoms and functioning

Tables 2 and 3 display the results of analyses examining potential moderators of treatment
effects on OCD symptoms and functioning. Regarding moderators of OCD symptom
outcomes, no patient characteristics evaluated (i.e., age group, ethnicity, and gender)
significantly moderated the effect of FIT on OCD symptoms. The format of treatment
(group versus individual family) was also not a significant moderator of OCD symptom
outcomes, nor was FIT treatment content or treatment length in weeks. The level of family
involvement in FIT was also not a significant moderator. However, the number of sessions
did significantly moderate treatment effects on OCD symptoms, with more sessions
producing superior outcomes (x = 28, p =.09, SE = 0.04, 95% CI =.02—.16,z=2.55,p <.
01).

Regarding moderators of the effect of FIT on functioning outcomes, effects were robust
across age groups and racial/ethnic groups; however, gender significantly moderated FIT
effects, with samples containing a larger percentage of male patients demonstrating greater
functional improvements. There was a significant effect of treatment format, with individual
family treatments yielding larger effects on functioning than group treatments. Although the
overall continuous extent of family involvement in the treatment was not a significant
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moderator, the inclusion within FITs of specific attention to reducing family accommodation
resulted in significantly larger improvements in functioning relative to treatments that did
not address family accommodation. No other potential moderators examined were
significant.

Discussion

The present meta-analysis quantitatively synthesized the empirical literature on family-
inclusive psychological treatments for OCD (FITs). Overall, FITs were associated with a
large effect on OCD symptoms across studies utilizing both within-groups and between-
groups designs. The effect was robust across acute and follow-up time points, indicating that
these improvements in symptom levels are maintained over time. Findings regarding the
impact of FITs on OCD symptoms were consistent across a range of patient and treatment
protocol variables, suggesting that FITs are associated with highly robust effects on OCD
psychopathology. FITs also had a large and robust effect on patient functioning across both
acute and follow-up time points, although individual family treatments were associated with
a larger effect on patient functioning than group treatments, as were samples with a higher
proportion of male patients, relative to samples with lower proportions of male patients.
Absolute level of family involvement did not moderate outcomes, however FITs that
specifically addressed family accommodation of symptoms were associated with larger
effects on functioning than treatments that did not include this element. Collectively, these
findings add to the existing OCD treatment outcome literature by highlighting the very
positive impact that FITs specifically have on OCD outcomes, and underscore the need to
maintain a broadened focus on patient functioning, in addition to symptom response, in
clinical decision-making.

Results from this analysis compare favorably with effect sizes reported in previous meta-
analyses of psychological treatments for OCD that have not focused on family-inclusive
treatments, which have ranged from 0.99 to 1.45 (between-groups pooled d; Olatunji et al.,
2013; Watson & Rees, 2008). The results from the present study fall at the high end of these
previous meta-analytic estimates, suggesting FITs likely result in enhanced outcomes
relative to strictly individual-based treatments for OCD.

The present findings — along with burgeoning research demonstrating that families are
highly involved in and impacted by OCD symptoms across the lifespan — highlight the
importance of enhancing efforts to disseminate family-inclusive psychological treatments
for OCD. Elsewnhere in the literature, maladaptive family responses have been associated
with poorer treatment outcomes and greater risk of relapse in adult samples (Amir,
Freshman, & Foa, 2000; Chambless & Steketee, 1999); incorporating families into the
treatment context provides the opportunity to help families develop more adaptive coping in
addition to targeting the OCD symptoms themselves.

Group treatment formats may offer more resource-efficient dissemination of FITs, since
they require fewer clinician hours than individual treatments. Studies comparing individual
(non-FIT) OCD treatment to group treatment have demonstrated mixed results regarding any
differences in outcomes between the two formats (Anderson & Rees, 2007). However, we
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found that individual FITs yield more impressive functional outcomes in comparison to
group treatments. At this time, when targeting both OCD symptoms and overall functioning,
as resources allow, individual FITs may be the preferred modality.

Attention to family accommodation behaviors in FIT moderated effects on functioning
outcomes, although not on overall OCD symptoms. This result is consistent with previous
findings suggesting parental accommodation mediates the relationship between children’s
OCD symptom severity and their functional impairment (Storch et al., 2007) and reductions
in family accommodation precede improvement in OCD symptoms (Piacentini et al., 2011).
Assisting family members in strategies to gradually reduce accommodation, in the context of
a broader treatment targeting the OCD pathology, appears to result in significant
improvement in patients’ overall functional performance. Importantly, research into the
effect of accommaodation on both patients and family members has largely been conducted
in Western cultures, where autonomous functioning is highly valued. In cultural contexts
where community and inter-relatedness are more heavily emphasized, accommodation may
not demonstrate the same inverse relationship with functioning that has been shown in
research to date, and addressing accommodation in treatment may have a different
relationship (or no relationship) with outcomes, in contrast to our findings.

The overall extent of family involvement across the FITs did not moderate symptom or
functioning outcomes, although the inclusion or absence of treatment content related to
family accommaodation did. This may simply represent a floor effect, as all studies in the
present meta-analysis included at least some level of family involvement. Alternatively,
taken together with our finding that the inclusion of specific treatment content does
moderate treatment response, it may be the quality of FIT elements, rather than the quantity,
that matters. “More is better” may not be accurate when it comes to the benefits of family
involvement; rather, specific attention to modifying maladaptive patterns of interaction and
developing more effective family coping with symptoms may have a greater impact than
sheer number of hours families spend in treatment. This latter interpretation would be useful
information for clinicians and families for whom a fully family-based treatment may not
always be practical. Indeed, a few focused sessions devoted to the right content may be
sufficient to reap the benefits of family-inclusive treatment.

Moreover, it is not clear why FITs on samples with larger proportions of males fared better
than FITs on samples with lower proportions of males. Perhaps the higher rates of disruptive
behavior problems among males compared to females in the general population and the
association between comorbid disruptive behavior disorders among OCD samples and
greater family accommaodation (Storch, Lewin, Geffken, Morgan, & Murphy, 2010) are
relevant. Given the considerable efficacy of family-based treatments for disruptive behavior
problems (Comer et al., 2013), it may be that gender distribution serves as a proxy for the
rate of disruptive behavior problems in a sample, which in turn is linked with the need for a
family-based approach.

The present study has several limitations. First, our results synthesized the available
literature regarding family-inclusive psychological treatments for OCD, and cannot speak
directly to those populations and interventions that are less well studied. Patient samples in
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the literature have been relatively homogeneous with regard to race and ethnicity. In
addition, we chose a conservative approach to our selection criteria by operating under the
assumption that not all studies of treatment for pediatric OCD inherently include family
involvement. Therefore, only studies that explicitly reported family involvement were
included. Second, relatively fewer eligible studies evaluated group treatment approaches
rather than individual family approaches, and fewer studied adult patients rather than
children. Although there were a sufficient number of studies in each of these categories to
justify meta-analysis (see Field, 2013), a larger x would increase confidence in the observed
pooled effect size estimates. Third, given the great heterogeneity across FITs, as well as the
small number of trials for many types of FITs, there was not sufficient power in the present
work to examine the relative impacts of all of the possible manifestations of family
involvement in OCD treatment (e.g., number of family-only sessions, number of conjoint
sessions). Fourth, studies of FITs have generally neglected to include measures of potential
mechanisms, such as actual rates of accommodation, family socioeconomic status, or levels
of family dysfunction, limiting our ability to examine changes in these factors in the context
of treatment response. Robust comparisons of change in these and other variables would
help elucidate how FITs achieve their effects and how they might be optimized in response
to the needs of particular patient and family presentations. Fifth, for quality control, only
peer-reviewed studies were included in our analysis. Our results were quite robust against
the “file drawer effect,” but nonetheless it is possible that our results would have been
different if unpublished data had been included. Finally, the present study did not make
direct comparisons between FITs and individual treatments for OCD, and as such the
present findings cannot speak to the relative efficacy of FITs compared to individual
treatments. Previous studies that have directly compared FIT and non-FIT approaches have
generally found that FITs result in greater symptom improvement for patients, as well as
better outcomes on secondary variables such as depression, anxiety, and family functioning
(Grunes et al, 2001; Mehta, 1990; VVan Noppen et al., 1997).

Adult OCD patients can pose particular challenges in terms of implementing FITs. These
patients are less likely to be married than adults without OCD (Koran, 2000), though a
sizable minority of adult OCD patients continues to live with their parents (Steketee &
Pruyn, 1998). If the patient is unmarried and their parents are unable or unwilling to
participate in treatment, finding another suitable participant may be difficult, and in the
cases of some more reclusive patients may in fact be irrelevant. To our knowledge, no
studies have examined the feasibility or efficacy of including non-family members or
individuals who do not currently live with the patient into the treatment. It is possible that
such adaptations would prove less efficacious than previously tested FIT protocols for
adults, as these non-family members may have less exposure to the OCD pathology or may
be less central to the maintenance of OCD symptoms due to living separately and/or
reluctance on the part of the patient to disclose the extent of their symptoms. These
difficulties may partially explain the relative dearth of non-pediatric samples in studies of
FIT. As such, we recommend future work continue to explore the effects of FITs in adult
populations, as OCD symptoms are associated with high levels of family distress across the
lifespan (Renshaw, Steketee, & Chambless, 2005).
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Family-based treatments offer the potential of increasing the effectiveness of existing
interventions for OCD by broadening the context of treatment and providing family
members with important information and skills to support recovery of affected individuals.
The present study demonstrates that FITs are a highly effective form of OCD treatment,
yielding large gains in symptom and functional response. Moreover, our quantitative
synthesis supports the continued dissemination of FITs for OCD across the lifespan, not
simply for affected child populations. Such findings bolster recent concerns regarding off-
label psychotropic prescribing for OCD and other anxiety disorders (see Comer et al., 2011),
particularly as first-line interventions, and call for the development of innovative methods to
expand the availability and accessibility of FITs for OCD. New technologies will likely be
central to these efforts. Recently, several research groups have begun to find success
applying Internet-based methods for the delivery of FITs for OCD (e.g., Comer et al., in
press; Storch, Caporino, et al., 2011). These Internet-based formats for the delivery of FIT
use videoconferencing methods to deliver real-time cognitive-behavioral therapy for OCD to
affected individuals and their families, regardless of the patient’s geographic proximity to a
mental health facility. These preliminary findings are encouraging, and given the present
meta-analytic findings it is clear that continued research is needed to examine how new
technologies and other innovative methods can be harnessed to further promote the broad
availability and accessibility of FITs for individuals suffering with OCD and their families.
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Figure 1.

Flow chart of the study selection process

J Fam Psychol. Author manuscript; available in PMC 2015 June 01.




Page 18

Thompson-Hollands et al.

‘N uret
pue ‘g ‘T SUOISS3S PapUSIE pue ‘SUoISsSas |[e e, UIX23yd,, JaLiq

© 104 papn|oul sjuaied “Buturen Juswafeuew AaIxue pue dy3 8UON X X paystigndun LT:1T Ajiwey fenpiaipul €Yl Gt 66T ‘[8HH % ‘B[Nl ‘YoJeN
'SU0ISSas ||e Jo suolod
pue ‘||ny ul TT pue ‘/ ‘T SUOISSas papushe sjudled "1 90 SUON X %866T ‘3IININ 2 YdIeN 1484’ Ajiwey enpiaipul 9T'eT 14 TT0Z "'[e 18 A8]99)]
NJ Ul UOISS3S 8UO Papuslie slsquisw Ajiwed ‘dy3 dUON X T66T [ 10 auosy T€T Ajwey dnoio
"|INJ Ul UOISS8S 8UO papuaNe sisquiaw AjiweS "dy3 8UON X T66T “'[e 18 auosy T8 Ajiwey dnoio L€ €11 T00Z “[e 18 3|WIH
*[INJ Ul UOISS3S 8UO pPapushe siaquiaw Ajiwed ‘dy3 3UON X X T66T [ 19 auosy T Ajwey dnoio 6'GE S 0T0Z “'[e 18 puejeH
T00C
‘slaquuawl Ajiwey 1oy uonuaAIdul dnolo 19D 199 [enpialpu| X X X paiy1oads 10N 8:8 Ajiwrey dnoto 582 8z ‘RexoN 7 ‘njbolizaN ‘saunio
'sjuaJed pue pIIyd YIIM pajonpuod a1am SUoISsas Jaylo
|[e ‘auoje suoIssas A101oNPOoJIUI OM] Papuale siualed “1 9D Uonexe[al aAIsnjoul-Ajiwe X X X 6002 ‘®I2JRD) 79 URWS3I 2107 Aliwey fenpiaipu| T2 k47 8002 [e 10 Uewsaly
'SU0ISSas |e Jo suolod
puUB ‘[|N} Ul T UOISS3S Papuale sjuated *1 gD Ul suononnsu| JuswWabeurw UONEBIIP3IA X paij10ads 10N 1l Aliwey [enpiaipu|
'SUOISSas ||e Jo suoiuod
pue ‘||ny ul TT pue ‘/ ‘T SUOISSas papusie syudled "1 90 Juswabeuew UoIeOIPSIA X X %866T "3[INN ® YdIeN YTyl Ajiwey fenpiaipul 9€T et TTOZ “Ie 18 ulpjuely
“Juswiyeas) dnoib syuaired syy 0T0C
Buimoy oy sainuiw 0g-GT 103 dnoib e papuane siusied "1 9D 8UON X X X %866T ‘3IINIA 79 YoIBIN YTvT Apiuey dnoio 6221 Ge ‘uayosog 7 ‘dn|yds ‘|[aared
'SU0ISSas ||e Jo suolod
pue ‘||N§ Ul UOISSBS 1S8| PUR 15114 8U) PAPUBHE Sludled "1 g uonedIpsN X X paiy10ads 10N AR Ajiwey fenpiaipul LI€T € 8667 “'[e 18 UeeH ap
RUETCEY
ut AJJea uoIssas alnuIWw-Qg aUo papuaine siaquiswl Ajiwed "1gD X paysiigndun 1:22 Ajiwey fenpiaipu| Ge 6V 666T ‘9919X91S 7 SSa|queyd
"UOISS8S BUO Papuale sjudted ‘dy3 X paiy10ads 10N 12T Ajiwey fenpiaipul zetr 0z 8002 ‘utiiad 7 uoyog
‘suolssas x966T 'Z1emyds 200¢
11e Jo uoiod e pue ||n} Ul SUOISSS IN0J papusie sjualed “19D auoN X X pue «866T ‘BlINA % YdoJelN rARRAY Ajwey enpiaipu;  (sbuel) 21-8 9T ‘Biaquasoy 79 ‘Jeby ‘uozeusg
"UoISSas Yoea Je ssaifboud Jo mainal
Ajwrey pue dnolb Buturesy sjjixs Juaied areredss “1 g0 dnoto SUON X X X x866T ‘IINA %2 YoIeN 9T: 9T Ajiwrey dnoio
'uoIssas Yoea e ssaiboud ¥00¢
10 MaInal Ajiwey pue Bulurely sjjivs uated ayesedss 190 3UON X X X x866T ‘3IININ 72 YdJen 9T:9T Allwey fenpiaipu| 81T 1l ‘YoIBN 79 ‘|19Mded-AjesH ‘Nalleg
'U0ISSas Yoea Je ssaifiod Jo mainal
Ajwey pue dnolb Buturesy sjjixs uased areredss *1 g0 dnolo auoN X X X *866T ‘IINN %2 YoIe|N 9T:9T Ajiwrey dnoto
. u0ISSas Yaea Je ssaiboid 500z ‘Ja)nog
10 Ma1Aaa Ajiwey pue Buuren sjjis ualed sjesedss *1 90 8UON X X X %866T ‘3IINIA 79 Yol 9T:9T Ajiwey fenpiaipul 81l Ll 9 ‘sppeq ‘||a1ied ‘NaLeg
Buiurely  uolrepoWWOIce
Buronpa i uolyeanps |00030.d . Tew oy
(s)dno 6 Hoeoo : -0yofsq Ajwrey:ueired abe 1d u
JuawWIes J] Ajiwey Jo uondiiossaq uosi edwod ainsodx3 uo SN204 EM_F_»&M: 10} SUOISSSS # MFMJ%M_: ueo o 20Ud PPy

UeWITEs 17 A[1LUe] J0 S1UeWe [T

J Fam Psychal. Author manuscript; available in PMC 2015 June 01.

@do0 1o} (SLId) siuswiesn sAIsnjoul-Ajiwey Jo sa1pms
Toalqel
NIH-PA Author Manuscript

NIH-PA Author Manuscript NIH-PA Author Manuscript



Page 19

‘Adelayy Joineysg = 1 g ‘Adesayl [esoineysg-anniubod = 1 g9 ‘uonuanaid asuodsal pue ainsodx3 = 443 'sioyine Apnis ayy Aq paldepe a1am () ¥S1I8ISe Ue UIM pajedlpul SfenueA ;810N

J Fam Psychal. Author manuscript; available in PMC 2015 June 01.

Thompson-Hollands et al.

'SUOISSAS |[e JO
uorod puspe !Ny Ul Z pue T SUOISSAs papuaye sjuaied ' 190 3UON X X paystigndun [4 A Ajiwey [enpiaipul L'ET Z8 166T ‘A8 7 18A3M
‘|[IN$ U1 SUOISSaS |[e papuae saljiwe “| g 1g dnoio X X pay1oads 10N 02:02 Anwey dnoio foro 472 166T “"[e 18 uaddoN ueA
'SUOISSaS Jay1o e o uoruod
€ pUE ‘||n} Ul SUOISS3S OM] 1SI1} BY) Papualie sjualed "190 8UON X X 866T “'[e 18 lunuadeld [4 A Ajiwey [enpiaipul €T 8¢ 1,002 “[e 18 BneyiapieA
"SUOISSaS
13410 |[e Jo uoruod © pue ‘UOISSaS ||N} SUO puske sjuated ‘18D 3UON X X %866T ‘3lINIA % YdIen yTvT Ajwrey dnoio 41 8T TOOZ e 18 uuewaualy L
'SUOISSeS || papuslie sjusled "1 gD dAISUsIU| 8UON X X %866T "8IINN 2 YdIeN yTvT Ajiwey [enpiaipul el 0¢ 0T0Z “Ie 18 yd2I01S
G002 “Ie 38 uImaT
“[INJ U1 SUOISSSS |[e papusiie sjualed *1 gD aAIsusiu| aUON X X pue 866T ‘3lININ 2 UdIeIN yTvT Ajiwey [enpiatpul
G002 “Ie 38 uImaT
‘|IN§ Ul SUOISS3S |[e papusie syualed 19D X X pue 866T ‘3[INN 2 UdJeIN YT Aliwey [enpiatpul €eT oY £002 “[e 18 yauois
‘|INJ Ul SUOISS8S |[e pspuse syualed "1 90 X X %866T ‘BlINIA % YdIen yTvT Ajiwey [enpiatpul TTT 1€ TT02 “le 18 Yydlols
‘Juswiess}
u1 AJea UoISSas anuIW-06 BUO papusle siaquiaw Ajiwed “1gD 3UON X paysijgndun 1:22 AJiwey [enpiaipu] Se 61 T0O0Z ‘SSa|queyD 7 9919X91S
'suoissas Bulurews. o uonuod
€ pUE ‘||n} Ul SUOISS3S OM] 1SI1} BY) Papualie sjualed "190 8UON X X «V66T “'[e 18 lunuadeld 6:GCT Ajiwey [enpiatpul 81T 47 2002 “'[e 18 lunuadeld
£00Z 3|90y
'SUOISSaS ||e J0 UoiIod e papusie sjusled *190 uonexe|sy X X % ‘As|bueT ‘lunusdeld [4 A Ajiwey [enpiatpul 44 TL TT0Z “'[e 19 unuadeld
"Y99M Jaylo AIaAs SuoISsas
papusane sjualed ‘Adesay ] uondelaiu| Ajiwe aARISOd pue dy3 3UON X X paiy1oads 10N 9:2T AJlwey [enpiaipu]
L00zZ 3lqoy
'SUOISS8S |[e Jo uood e papusie swaled "dy3 3UON X X 7 ‘As|BueT ‘lunusdeld [4 A Ajiwey [enpiaipul §eer 0¢ ZT02 ‘lunuadeld % suad
1y
Ul TT pue ‘/ ‘T SUOISSAs papuane slualed "uonesipaw snid 1 g0 0gaoe|d ‘suoje uoledIpsN X X «866T ‘3]ININ % YoIeN o Ajiwey [enpiaipu]
"|Ing Ul TT pue °/ ‘T SUOISS8s pspusiie siuated "190  0gsoe|d ‘auoje uonesipain X X %866T "8IINN 2 YdIeN eyl Ajiwey [enpiaipul L'TT 41" 700 ‘Weal S10d
"U0ISSas Yoea Je ssaifold Jo malnal
Ajwrey pue dnolb Buturesy sjjis uased areredss *1 g9 dnolo 3uUON X X 9T:9T Ajiwrey dnoio
"uoIssas Yyoea Je ssaiboud 6002
J0 Ml Ajiwrey pue Bulurely sjjixs Juased sjeredas “19D 3UON X X 866T ‘3[ININ 7 YoIe 9T:9T AJiwey [enpiaipu] 8Tl 1l ‘peIsewlal 7 ‘Naleg ‘Ares.0
1INy i suolsses |[e papuspe sisquisw Allwed ‘dy3 dd3 [enplaipu] X X paytoads 10N yeve Ajiwey [enpiatpul ve 0¢ 066T ‘BIUBIN
'SU0ISSas 0M] 10} siualed Ui Jay1abol pue ‘suoissas
2T 10y dnoub Ajiwrey areledas e ul 18w sjuared “1gD dnolo 3UON X X 866T ‘3[ININ 7 YaIe YTvT Anwey dnoio eTT A G00Z ‘UUBWAUAIYL 79 UIIBN
fujurell  uUOITEPOWWOIJE
Buionpa i uoyeonps |02030.d . Tew o}
(s)dno 6 Hoeod : -0yofsd Anurey:usired abe 1d u
juswies I3 Ajiwrey Jo uondiiosaqg uosredwon aInsodx3 uo Snoo+ uewiles 1} 10§ SUOKSSS # uswITes 1} ues 101 20U PPRY
Anwe Anwe
JUewea 11 A1wrey Jo Sjuewe |3

NIH-PA Author Manuscript NIH-PA Author Manuscript NIH-PA Author Manuscript



Page 20

Thompson-Hollands et al.

NIH-PA Author Manuscript

T00>d
XXX
‘710°>d
X ¥
‘50'>d
.
310N
T=Ip 'v0'€= 0O vLT- 000 '90°0— 20 €0°0- 8T sjuaiied Auoulw o
T=p '2€0=0 190 £0°0 ‘100~ 10 100 8 sjuaned sfew o4
T=Ip 'LT°0=0 Tv'0- 810 ‘820~ ZI S00- 82 1USWBAJOAUL AJIWEY JO [9AST]
T=Jp '05'9= O w9 ¢C 9T'0 ‘200 v0 600 82 (suoissas) yabua) JuaLesl |
T=p 'S2T=0 AR 900 ‘200~ 20 200 82 (s>10am) UBua) JuaLLIeal L
uoljelspow JO 1S9 z ng&: r_w>>o_v 10 %S6 3S a M 10]Jelapo|A snonunuo)
w05 TT 22T'IST 9T 68T €I payebue ]
xx8L6 8LT'8TT ST 8T 9T pajobie) 10N
T=4p ‘8E°€="2"P9Q Aqiwey Joy Buiuresy sinsodx3
wxsEP 0T G6'T ‘2T 9T 9T €2 pojabie
#xx08'S 182 YTT 0g  eLT 9 pajahirer 10N
T=4p '80°0=""*90 UONEPOWIW0Y AjIweS
wxslC8 802871 0z 897 6 dnoig
«xa€107 AN A 8T 8T fenpIAIpu|
T=4p ‘GT°0="22"000) Jewlio4
wxx766 88'T'9Z'T 9T /ST L g1 = abe d uesy
wxx P06 102 '€ST 61 OLT 12 81 > abe 1d ues\
T=4p ‘L2°0="2"R0) dnoub aby
uolye opouw JO 159 | z (Joddn ‘emo|)' I'D %G6 IS PpPejood 3 dnoibgns/ioreepo N [eoliofiered

(#2€'T = N ‘82 = 1) swordwAs DO uo asuodsal Jo siojeiapow Buluiwexs sasAeue Jo S1nsey

¢ ?olgel

NIH-PA Author Manuscript

NIH-PA Author Manuscript

J Fam Psychal. Author manuscript; available in PMC 2015 June 01.



Page 21

Thompson-Hollands et al.

100>d
‘T0">d
.
‘50>d
.
910N
T=4'6L0=0 980 700 ‘200- 20 100 8 sjuaired AjLioulw 9
T=4p'965=0 J7VC 500'100 T €00 T sjuaired afew %
T=4p ¥T0=0 860  0£0'020- €T SO0 T JUBWRAAJOAUI Aj1wey JO [3A87]
T=40'520=0 050- 900'TT0- ¥0°  200- VI (suotssas) LyBus| Jusuiyeal L
T=4'120=0 ¥8'0- €00'600- €0  €00- T (s108m) yibus| Juswiesl |
uolyesapow Jo 1sa 1 z 10 %56 EN d pt J10]JBJSPOIAl ShONUUOD
w797 Z9T'990 vz VT L patabire )
wat39  ETTPS0 ST €80 . pa1abie) 10N
T=4p ‘20T =" Ajiwey Joy Buiuren ainsodx3
w899 TPT'90 9T 60T 2T perebire|
59 9/0'TV0 60 850 € pa1abie) 10N
T=Jp', yTL="2"%0 UONEPOWIW0Y AjlweS
w00l or0'zvo 100 950 € dnoig
w79 epT'90 LT OTT TT [enpiAIpu]
T=4p', 258=""2""0 Jewo
w9€  8TT'SE0  TZ 140 v g1zebe 1d ues|y
wa2LS ppT'TI0 6T 0T 0T gT>3be 1d ues|y
T=4p'12'T = "D dno.b aby
uoIye PO JO 188 | z TO%S6 IS PPelood M dnouBans/loreepoN [eolofered

(6179 = N ‘v'T = >t) Buluonouny uo | |4 01 asuodsal Jo si10jeJapow Bululwexs sasAfeue Jo S1nsey

€9l|qel

NIH-PA Author Manuscript

NIH-PA Author Manuscript

NIH-PA Author Manuscript

J Fam Psychal. Author manuscript; available in PMC 2015 June 01.



