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Abstract

Objective—Familial aspects of pediatric obsessive-compulsive disorder (OCD) including 

accommodation and treatment have received notable and warranted attention. However, individual 

perspectives of its repercussions on family functioning, including emotional parental burden, have 

not been closely examined. The present study details this topic utilizing a large, multi-center 

sample.

Method—Participants included 354 youth affected with OCD, mothers and fathers ascertained 

through pediatric OCD programs in Boston, USA (n=180) and Vancouver, Canada (n=174). The 

validated OCD Family Functioning (OFF) Scale and standard OCD measures were completed. 

Descriptive, between-site and cross-perspective comparative analyses were followed by regression 

model testing to predict family impairment.

Results—Family functioning was negatively impacted from youth, mother, and father 

perspectives. Impairment was reportedly more extensive at the time of worst OCD severity and 
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was greater from maternal versus paternal viewpoints. Most frequently impacted family tasks and 

implicated OCD symptoms included morning and bedtime routines and intrusive thoughts. 

Emotional repercussions included stress and anxiety, followed by frustration/anger in youth and 

sadness in parents. Nearly half of mothers and a third of fathers reported daily occupational 

impairment. Compared to youth self-report, parents perceived fewer social and academic impacts 

on their child. Family accommodation most consistently predicted family impairment, especially 

from parent perspectives. OCD and compulsion severity, contamination and religious obsessions, 

and comorbidities also predicted various perspectives of family subdomain impairment.

Conclusion—This study quantitatively details the pervasive burden that pediatric OCD places on 

families, as reported from complementary relative perspectives. Further attention to this topic is 

warranted in clinical and research realms.
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INTRODUCTION

Obsessive-compulsive disorder (OCD) frequently onsets in childhood and is characterized 

by unwanted recurrent obsessions and/or compulsions. Identified as a leading global cause 

of non-fatal illness burden by the World Health Organization,1 OCD is significantly 

impairing to both affected individuals and family members.2–4

OCD is unique in the degree to which family members become enmeshed with symptom 

expression. Family accommodation in pediatric OCD has been well documented,5–6 

including ritual facilitation (i.e., hearing “confessions”), reassurance-giving, and enabling 

avoidance of triggers (i.e., abstaining from saying certain words).7 Although well-

intentioned, family accommodation inadvertently worsens OCD symptoms and is associated 

with increased disease severity, overall functioning impairment, and poor treatment 

response.5,8–10

Even in the absence of family accommodation, general impacts of OCD on family life is 

often extensive for those living in the home.4,7,11–13 In comparison to relatives of those with 

moderate to severe clinical depression, families of individuals affected with OCD experience 

greater burden and impaired functioning, partially due to greater expressed anger of the 

affected individual when family members do not accommodate.14

A robust body of research has explored the influence of family factors on OCD, specifically 

with respect to relative15 and parent16–17 expressed emotion (EE) and over-involvement18, 

and impacts of parental blame, conflict, and cohesion on treatment outcomes. 19–20 

Associations have been demonstrated between pediatric OCD and select aspects of family 

impairment, such as family accommodation, strain, and stress 21, and a study has captured 

simultaneous child and mother perspectives.22

Despite the above, little research has been done to capture simultaneous perspectives of 

OCD-affected youth and their mothers and fathers, or that reports on quantitative measures 
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of emotional and overall family functioning and its subdomains. Until recently, the only 

validated measure designed to specifically capture family aspects of pediatric OCD was the 

Child Obsessive Compulsive Impact Scale (COIS).23 However, given its broader scope, this 

measure does not assess family members’ emotional functioning, symptom-specific 

impairment, more than one time period (current versus worst OCD), or individual 

perspectives.

The OFF Scale was designed and validated24 to capture family impairment holistically, and 

has subsequently been translated and utilized by numerous international clinical and 

research programs. A key feature of the OCD Family Functioning (OFF) Scale is the light it 

sheds on divergent family perspectives, which is of importance due to the low parent–child 

agreement in symptom severity reports for anxiety disorders25 and OCD.26

Specific aims of the current study are as follows: 1) To detail aspects of family functioning 

impairment in pediatric OCD; 2) To compare OCD impacts on family function between 

current and worst-ever time points; 3) To compare child versus parent perspectives of family 

functioning; and 4) To identify correlates and predictors of family impairment in pediatric 

OCD.

We hypothesized that pediatric OCD has negative impacts on routines, socio-occupational/

academic and emotional functioning in the majority of affected families; that impairment is 

greater at times of worse OCD severity; and that parents view OCD as causing greater 

family impacts versus youth perspectives. Furthermore, we hypothesized that earlier onset, 

compulsion severity, treatment history, family accommodation, and family OCD history 

(first-degree) would predict OCD-related family impairment overall. Finally, we 

hypothesized that unspecified distinct predictors would emerge for youth- versus parent-

reported impacts on impairment subdomains.

METHOD

Participants

This study reports on 354 participants recruited between 2008 and 2016 in Boston, USA and 

Vancouver, Canada, with 118 complete trio units comprising probands affected by OCD (7–

19 years, 55.3% male), their mothers, and their fathers. Inclusion criteria required a current 

diagnosis of OCD according to DSM-IV-TR criteria27 and written informed consent/assent 

of all participants. Probands with schizophrenia, severe intellectual disability, or OCD 

occurring exclusively in the context of depression were excluded. This study was approved 

by institutional ethics review boards at Massachusetts General Hospital (MGH), McLean 

Hospital, and the University of British Columbia (UBC).

Boston Sample—Sixty complete trios were ascertained between 2008 and 2011, with 52 

from the OCD Collaborative Genetics Association Study (OCGAS),28 one from an MGH 

outpatient clinic (Boston, MA), and seven from the McLean OCD Institute intensive 

residential treatment program (Belmont, MA). See Samuels et al. (2006)28 for a detailed 

description of the OCGAS diagnosis and screening procedures.
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Vancouver Sample—A total of 58 complete trios were ascertained between 2012 and 

2016 from the British Columbia Children’s Hospital (BCCH) UBC Provincial OCD 

Program (UBC-POP) (Vancouver, Canada). Diagnoses were assessed by PhD-level clinical 

psychologists via the Anxiety Disorders Interview Schedule-Child Version Parent Interview 

(ADIS-IV-C/P)29 and confirmed by child and adolescent psychiatrists. Additional 

characterizing details were also collected during initial assessment.

Instruments and Measures

OCD Family Functioning (OFF) Scale.24—The OFF Scale is a 42-item, three-part self-

report measure assessing OCD-related family functioning impairment at current and worst-

ever symptom time points. It has complementary patient and relative versions to capture 

different perspectives of family functioning impairment. The scale contains a seven-factor 

structure, encompassing three impact factors in Part 1 (overall impairment: routine tasks, 

socio-occupational/academic, and emotions) and four OCD symptom factors in Part 2 

(symptom-specific impairment: symmetry, forbidden “intrusive” thoughts, cleaning, and 

hoarding). While hoarding is now its own diagnosis in the DSM-5,26 questions assessing 

hoarding behaviour have been retained in the OFF scale, given its presence within many 

individuals with OCD. Part 3 addresses OCD-related impairment related to fulfillment of 

individual family roles and is not included in this study, given its suboptimal internal 

consistency (Cronbach’s α=0.85–0.89). The OFF Scale has been validated via a large 

sample (N=400) in a previous study, demonstrating strong test-retest reliability, construct 

validity, as well as convergent and divergent validity.24 Both patient and relative versions of 

the OFF subscales demonstrated excellent internal consistency for Parts 1 and 2 (Cronbach’s 

α=0.95–0.96 and 0.90–0.92, respectively). For a detailed description of the scale’s validity 

and reliability indicators, please refer to Stewart et al. (2011).24

Children’s Yale-Brown Obsessive-Compulsive Scale (CY-BOCS).30—The CY-

BOCS is a 10-item clinician-administered instrument that informs on clinical severity of 

OCD and has a good internal consistency (Cronbach’s α=0.87–0.90), test–retest reliability, 

and construct validity.

Child Depression Inventory (CDI).31—The CDI, modeled after the Beck Depression 

Inventory for adults, is a 27-item self-rating scale assessing depression in youth.

Family Accommodation Scale Parent-report (FAS-PR).3—The FAS-PR is a 12-item 

instrument that assesses parents’ accommodation of the child’s OCD-related rituals and 

behaviours. CDI and FAS data were only available for the Vancouver sample.

Clinical Global Impression-Severity Scale (CGI-S).32—CGI-S is a clinician rating of 

the severity of psychopathology on a seven-point scale.

Analysis

All analyses were performed using SPSS 23.0.33 Initial descriptive analyses included all 

participants, followed by between-site independent samples t-tests for continuous data and 

chi-square or Fisher’s exact tests (for expected cell count < 5) for categorical data. Paired t-
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tests compared scores between current and worst severity time points. Omnibus repeated 

measures analysis of variance (ANOVA) was used to compare across family member 

perspectives, followed by pairwise analyses.

To gain a clinically meaningful interpretation of overall family functioning impairment, 

ordinal data in the subscales of family routines and socio-occupational/academic impact 

were dichotomized to “daily” versus “less than daily,” while emotional impact data was 

dichotomized to “often/always” versus “never/a little”. Perspectives were analyzed via the 

Friedman ANOVA test (cut-off at p<.05) and the Wilcoxon signed-rank test for post hoc 

analysis (Bonferroni-adjusted α=0.017). All tests were two-tailed.

To examine potential predictors of family functioning impairment, correlation and regression 

analyses were conducted between 15 selected variables of interest including age, gender, 

lifetime comorbidity, family OCD history, FAS-PR, CDI, intact vs. separated/divorced 

families, CGI-S and CY-BOCS obsession/compulsion and total scores (clinician-rated), 

presence of OCD symptom subtypes, and the outcome measures including overall family 

functioning impairment as well as its three factor domains. The candidate predictor variables 

were selected due to their known association with pediatric OCD characteristics and 

outcomes.

Distributions of the outcome variables were examined to ensure that the assumption of 

normality was met. To identify candidate predictors, correlations (Pearson and point-

biserial) between variables of interest and outcome measures were examined (inclusion cut-

off at p<.05). After inspecting collinearity statistics, these variables were then entered into a 

stepwise regression to predict each of the outcome measures. Variables that remained 

significant (p<.05) in the regression model were subsequently entered into the final 

regression equation. Residuals were tested for assumptions of normality and for equality of 

variance.

RESULTS

Descriptive Data

Mean ages of OCD onset and reported worst severity were 8.4 (SD 3.4) and 12.1 (SD 3.2) 

years, respectively. Reported proband family history revealed 14.6% with a parent diagnosed 

with OCD, 6% with a sibling diagnosed with OCD, and 18.8% with at least one diagnosed 

first-degree relative. While mean CY-BOCS scores were higher for the Boston site 

(t[104]=5.10, p<.001), CGI-S scores were higher for Vancouver participants (t[74]=2.83, p=.

006). Fewer Vancouver participants reported receiving pharmacologic and non-

pharmacologic OCD treatment. Overall family function impairment (Part 1) scores did not 

differ between sites for worst-ever OCD (t[111]=1.87; p=.064), but were greater for the 

Vancouver site at “current” report (t[115]=2.94; p=.004). No between-site differences were 

identified with respect to gender, ages at ascertainment, OCD onset, or worst OCD severity, 

or with respect to household composition, diagnosed/suspected family OCD history, 

additional lifetime comorbidity measures, or OCD symptom types. Details and further 

descriptive data are summarized in Table S1, available online.
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Family Perspectives of Impact at Current and Worst OCD Severity

Across family perspectives, scores were rated as more impairing at the most severe OCD 

time point compared to the current time of assessment across all OFF Part 1 and 2 domains. 

Regarding overall family impairment, mothers reported greater family impacts than fathers 

for worst OCD severity (38.04±15.26 vs. 34.52±15.38, F[2, 215]=3.58, p=.03), but no cross-

perspective differences were reported for current scores. Symptom-specific impairment 

scores did not differ between family members at either time point (F[2, 200]=1.72, p=.18 at 

worst OCD; F[2, 188]=1.09, p=.34 at current). Table S2 (available online) presents details of 

cross-perspective OFF subscale scores at current and worst OCD.

Impact on Family Routines (Part 1a)—Table 1 presents frequencies of daily impact on 

family routines. As cross-perspective differences were not identified for either time point, 

individual perspectives are not presented or compared at an item level. Similar patterns were 

observed for worst and current time points, with the most commonly disrupted activities 

including bedtime routines (69.5% vs. 37.5%, respectively), morning routines (65% vs. 

35.4%), and mealtimes (44.4% vs. 20.6%). Appointments (20.5% vs. 5.3%) and religious 

worship (13.3% vs. 6.8%) were least likely to have daily OCD-related impact.

Social and Occupational/Academic Functioning (Part 1b)—Individual perspectives 

regarding personal impacts for the respondent, for the OCD-affected youth, and for other 

relatives in the family are presented in Table 2. Compared to youth self-report for worst 

OCD severity, fewer parents perceived daily social impacts (69.1% youth, 55.3% mothers, 

49.1% fathers, χ2[2, n=114]=11.63, p=.003) and fewer fathers perceived daily academic 

impacts (45.6% fathers, 60.7% mothers, 69.3% youth, χ2[2, n=105]=16.33, p<.001) of OCD 

on their child’s functioning. Regarding broader OCD impacts, fewer youth perceived daily 

impairment of other family members’ occupational/academic functioning compared to 

mothers’ perspectives (33.9% youth, 50% mothers, p=.004).

Impact on Emotions (Part 1c)—Across time points and perspectives, stress/anxiety was 

the most commonly reported emotion (occurring “often” to “always” in 77.4–87.6% at worst 

OCD), followed by sadness for parents (67.5–81.7%) and frustration/anger for the youth 

(76.6%). Regardless of time point, fewer fathers reported guilt (16.5–30.4%) compared to 

youth (36–56.8%, p≤.001), and fewer fathers reported sadness (44–67.5%) compared to 

mothers (59.5–81.7%, p=.003–.006). More youth reported frustration/anger compared to 

fathers (52.1% vs 36.8%, p=.013) at current OCD, and fewer reported sadness compared to 

mothers at worst OCD severity (69.0–81.7%, p=.006).

Symptom-Specific Family Impairment (Part 2)—The differential impact of OCD 

symptom types on family functioning is summarized in Table S3, available online. Across 

perspectives at worst OCD, intrusive thoughts (77.6%), “just right” compulsions (77.2%), 

and perfectionism-related symptoms (70.3%) were most frequently associated with family 

impairment. The first two of these were also the most frequently associated OCD symptoms 

with current family impairment (68.2% and 69.1%, respectively).
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Predicting Family Functioning Impairment

Correlation results identified between two to four out of 15 variables as potential predictors 

(p<.05 correlations) for entry into regression models for Part 1 total scores as reported from 

different perspectives. These included FAS (p=.048) for mother-report, FAS (p<.001) and 

marital status (p=.009) for father-report, CY-BOCS compulsion severity (p=.005) for youth-

report, and FAS (p=.002), lifetime comorbidity (p=.005), and contamination obsessions (p=.

045) for combined family-report. FAS survived as the only predictor for mother, father, and 

combined family perspectives of overall family impairment (p=.006, adjusted R2 =14.3%; 

p=.025, adjusted R2 = 9.0%; and p=.002, adjusted R2 = 12.1%, respectively). CY-BOCS 

compulsion severity was the only predictor for youth-reported family impairment (p=.04; 

adjusted R2 = 3.1%). Statistical tests suggested that multicollinearity was not a concern, and 

normality was reasonable.

Predicting Family Function Domain Impairment—Table 3 presents correlations and 

predictor model statistics (adjusted R2, F- and p-values) for youth, mother, father, and 

combined perspectives of routine task, socio-occupational/academic and emotional aspects 

of family functioning. Potential predictor candidates (in boldface) were entered in separate 

regression models and, if found statistically significant, re-entered in a final regression 

model. Distinct variables (boxed numbers) were identified that significantly predicted 

individual perspectives and subdomains of OCD-related family impairment.

DISCUSSION

This study is the first to quantitatively highlight and detail the notable OCD-related family 

functioning impairment experienced by affected youth and their parents. Strengths of its 

design include the use of complete trios (i.e. youth, mother, and father perspectives are 

captured for each participating family) and recruitment of a large, multi-site sample to 

optimize generalizability of the findings. In this study, use of the self-report OFF scale 

captured impacts that would not have been revealed via standard OCD measures such as the 

CY-BOCS, the COIS, or the FAS-PR. Moreover, identifying correlates and predictors of 

OCD-related family impairment has emboldened the understanding of this important factor 

within the existing foundation of knowledge regarding pediatric OCD.

Cross-Site Findings

The generalizability of this study’s findings is supported by its large size and consistent 

findings regarding family impacts at “worst-ever” OCD across the two diverse and 

independent sites. The Vancouver site’s significantly greater score for “current” OCD family 

impairment may reflect recruitment site differences. Ages of the affected youth at 

ascertainment, OCD onset, and worst severity were nearly identical, indicating similar 

disease duration across sites. However, while many Boston participants were recruited from 

facilities where they received ongoing care, Vancouver participants were recruited during 

initial OCD program assessment, reporting significantly less treatment history (p≤.001). 

Vancouver participants also had higher global OCD severity scores (CGI-S, p=.006).
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Family Routine Disruption

This study identified morning and bedtime routines as family activities with greatest daily 

impact, thus prompting clinicians to actively target these in assessment and treatment of 

pediatric OCD. The fallout of disrupted morning routines and concerns over late arrival at 

school or work may increase vulnerability to family accommodation, which is associated 

with poorer clinical outcomes in both adult and child populations. Interference with bedtime 

routines also presents a challenge with respect to maintaining stabilizing family structure. 

Sleep-related problems are common in OCD34, including pre-sleep arousal, decreased 

quality, and duration.35 In the absence of daytime distractions, youth may be increasingly 

distressed by obsessions prior to sleep,34 and complex bedtime rituals may become 

compulsive or avoidant in nature. Subsequent to sleep disruption, fatigue, lowered resilience 

and decreased ritual resistance may play a role in increasing OCD severity, creating a cycle 

by further impacting sleep problems. Parents may be enticed to provide any accommodation 

necessary in this setting, including sleeping in the same room as the child.34 Thus, in 

addition to treatment of OCD symptoms, direct coaching by the treatment team is advisable 

regarding sleep hygiene, management of bedtime routines, and reduction/prevention of 

related parental accommodation.

Emotional Family Impacts

Family function impairment was found to be greatest within emotional domains, including 

resultant anxiety, sadness, anger, frustration, and guilt. It is striking that the majority of 

youth, mothers, and fathers reported living with stress and anxiety either often or always, 

both at the time of assessment and at worst OCD severity. This has strong clinical 

implications, given that distress tolerance is required by family members in order to resist 

family accommodation. It suggests that modalities such as mindfulness skills training may 

be beneficial for family members as observed in a pilot study of parents of OCD-affected 

youth, in which distress tolerance was improved.36 In addition, the frequent sadness reported 

by parents may represent a grieving process related to their child’s diagnosis, which could 

lead to treatment-interfering behaviors in the home such as minimization or catastrophizing 

of symptoms.

Over half of youth at the time of assessment (52.1%) and over three quarters (76.6%) at 

worst OCD severity reported feeling frustrated and/or angry either often or all of the time. 

This complements recent literature based on parent and clinician reports regarding the 

previously under-recognized challenges of disruptive behaviour and rage in pediatric 

OCD.37–39 Participation in family-based CBT may assist in amelioration of both family 

accommodation and coercive and disruptive behaviours.40 Moreover, potential benefits of 

Parent Management Training augmentation of cognitive-behavioral therapy (CBT) warrant 

future investigation.

The fact that more youth reported ongoing guilt than fathers is also noteworthy. The role of 

guilt in OCD pathology has been associated with the forbidden thought symptom dimension 

and has been identified as a needed research area,41 given its deleterious impact on symptom 

disclosure, which may limit treatment gains. As such, the clinical importance of addressing 

underlying guilt, in addition to other emotions, is critical in OCD treatment.
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Family Social, Workplace and School Impacts

Extensive socio-occupational/academic impacts and divergent perspectives across family 

members were found in this study. Youth reported greater personal social and school 

impairment related to OCD compared to their parents’ perspectives. As previously described 

by Peris et al.,42 psychoeducation and family therapy should focus on educating families 

around the functional impacts of OCD and reducing the differences in perceived impairment. 

This can reduce parental blame for a youth’s deteriorating grades or social isolation, thus 

strengthening that relationship in the fight against OCD.

Study findings also highlight the importance of seeking multiple perspectives during 

assessment and treatment, as these may reflect conflicting priorities and goals. For example, 

parents might be more concerned with their child’s academic work or family routines, and 

may overlook social impacts that obstruct developmental milestones related to separation 

and individuation.

An important yet under-recognized outcome of pediatric OCD highlighted by this study is 

its social and occupational impact on parents. Nearly one half of mothers (45.1%) and one 

third of fathers (33.3%) reported daily occupational impacts at worst OCD severity. This 

reflects indirect societal costs of OCD that are rarely discussed and likely underestimated.

Clinical Utility of OFF Scale Data

The importance of considering family factors in pediatric OCD assessment and treatment 

has become increasingly recognized over the past decade. In a clinical setting, the OFF may 

be used as a practical tool to target specific symptoms with greatest family impact. In this 

study, intrusive thoughts OCD were most often reported to cause family impairment (82.5% 

and 68.2% at worst ever and current timepoints, respectively), which was unexpected, as 

compulsions were hypothesized to exert greater family impact versus obsessions. The OFF 

may also identify the need for respite services (with cases of extreme emotional impacts on 

parents) or social services (with parental job loss, etc.).

Change in family impairment over time can be efficiently captured by comparing mean Part 

1 scores from all perspectives at follow-up versus baseline. In a recent trial, it demonstrated 

sensitivity to change over time and significant improvement following group, family-based 

CBT (Stewart et al, submitted for publication). This contrasts with measures such as the 

family environment scale (FES), which captures trait-like aspects of family style that may be 

more resistant to change and less specific to OCD.

Predictors and Correlates of OCD-Related Family Impairment

The identification of predictors of family function and its domains was illuminating. Family 

accommodation emerged as the only significant predictor for overall family impairment, as 

reported from combined (p=.002; adjusted R2= 12.1%), mother (p=.006; adjusted R2= 

14.3%) and father (p=.025; adjusted R2= 9.0%) perspectives. Whereas compulsion severity 

was the only predictor of the youth’s perspective, this latter model captured very little 

variance in the data (p=.04; adjusted R2=3.1%), decreasing the utility of this finding. 
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However, it is of interest that compulsion severity has also been identified as a predictor of 

parental accommodation in pediatric OCD.43

Regarding function domains, as demonstrated by the adjusted R-square values found in 

Table 3 for overall family reports, predictor models captured more variance for family 

routine disruption (R square adj= 44.1%, p<.001) compared to those for socio-occupational/

academic (R square adj= 12.1%, p=.017) and emotional (R square adj= 3.1%, p=.039) 

family impacts. This may reflect the fact that family routines are more readily and 

objectively observable than experienced emotions.

With respect to family routine task impairment, contamination obsessions and lifetime 

comorbidity/depression severity were identified as significant predictors in addition to 

family accommodation. Of note, comorbidity has also been identified as a predictor of poor 

CBT outcome in pediatric OCD.44 Regression models for socio-occupational/academic 

impact prediction differed across family members, with religious obsessions, family 

accommodation, and overall CGI severity as the sole identified predictors for youth, mother, 

and father perspectives, respectively. Compulsion severity predicted emotional impacts from 

combined perspectives, with comorbidity predicting youth and father reports and family 

accommodation predicting mother reports.

Reinforcing the urgency to clinically address this factor, increased family accommodation 

emerged as a significant predictor of either combined family, mother, or father reports of 

overall family impairment and all of its subdomains. Whereas family accommodation did 

not predict any youth-reported scores, this factor was more important from maternal 

perspectives where it significantly predicted across all domains. Hence, OCD-related family 

impairment has now been added to the empirically demonstrated list of negative outcomes 

associated with family accommodation.

While excluded from the final prediction models, several other factors were initially entered 

into regression analyses due to significant correlations with aspects of family functioning. 

Intrusive thoughts were correlated with youth-reported emotional and socio-occupational 

academic impairment. This suggests that OCD symptom type impacts the domain of 

impairment, with contamination obsessions interfering with home routines and sexual/

religious obsessions interfering with function outside the home in social, academic, and 

work domains. Non-intact marital status was also found to be an important variable as it 

correlated with paternal views of increased family routine impairment and with maternal 

views of increased family emotion impacts. These potential associations are worthy of future 

study and consideration in clinical settings.

There are several methodological limitations that must be acknowledged. Recruitment sites 

differed with respect to diagnostic assessment, treatment history, CGI, CY-BOCS, and 

current family functioning scores. However, the consistency in reported impairment scores 

for worst illness severity across sites lends support to the findings with respect to the extent 

of family impairment and recall of this experience. While the large majority of participants 

received structured interviews to confirm OCD diagnosis, participants from MGH and OCDI 

(n=8 trios), received diagnostic confirmation through clinician assessments only. Although 
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this theoretically introduces the risk for inclusion of non-OCD probands, the expertise and 

OCD specialization of these MD- and PhD-level clinicians mitigates this limitation.

The OFF scale solicits information about routine task impairment frequency, which is 

influenced by the variable expected frequency for separate routines. Impacts on family 

appointments, restaurant outings, religious events, and shopping may have been 

underrepresented as they are not typically daily events, and as the scale captures temporal 

impacts rather than the proportion of these events that are impacted.

Statistically significant differences identified across relative perspectives were based upon 

relatively small absolute score differences, which may or may not translate into clinically 

meaningful differences. However, the identification of distinct, clinically-based predictors of 

these different perspectives suggests that identified differences are relevant. This requires 

further study. While missing data for variables considered in correlation and regression 

analyses limited statistical power of regression analyses, this study did succeed in 

identifying significant predictors of impairment.

In conclusion, this multi-site study details significant familial impacts of pediatric OCD, 

changes with illness severity, and contrasting perspectives across relatives. It utilizes the 

validated OFF scale to capture disease morbidity from a non-traditional yet clinically 

relevant angle. Clinically, these results highlight the need for routine screening and a multi-

informant approach with respect to family impacts in pediatric OCD. It behooves clinicians 

and future researchers to fully consider the multidimensional and far-reaching impacts of 

pediatric OCD.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Clinical Guidance

• Pediatric OCD-related family impairment is predicted by increased family 

accommodation and should not be underestimated.

• Meals, mornings, and bedtimes are commonly disrupted family routines, as 

predicted by family accommodation, contamination obsessions, and 

comorbidities.

• Parents under-recognize social and academic impacts of OCD on their child, 

potentially driving misdirected blame for deteriorating grades and social 

isolation.

• Occupational impacts occur on a daily basis in nearly one half of mothers 

(45.1%) and one third of fathers (33.3%) of youth with OCD, urging 

appropriate intervention.

• Multiple perspectives are required to obtain an accurate assessment of family 

impairment in pediatric OCD.
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Table 1

Prevalence of Daily Obsessive-Compulsive Disorder (OCD)-Related Impairment of Family Routines a

Worst Ever OCD (%) Current OCD (%)

Bedtime routines 69.5 37.5

Morning routines 65.0 35.4

Mealtimes 44.4 20.6

Social/family events 43.5 19.7

Lateness to work/school 43.4 18.1

Planning/scheduling 42.2 23.0

Trips 31.0 12.4

Going to restaurants 24.2 6.4

Shopping 23.1 7.2

Appointments 20.5 5.3

Religious 13.3 6.8

Note: no significant score differences were identified across youth, mother, and father groups for this subscale total at current or worst-ever time 
points (see Table 1, p ≥ .15)

a
Percentages represent proportion of total respondents who answered “Daily.”
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Table 3

Correlation Coefficients for Candidate Predictors of Family Functioning Impairment at Current Obsessive-

Compulsive Disorder (OCD)

Note: Boldface items indicate significant correlations and variables that were placed into the initial regression analysis. Significant correlated at the 
0.01 level (2-tailed) is denoted by **, while significant correlations at the 0.05 level is denoted by *. Boxed items indicate the variables that were 
revealed to be significant in the final regression model. CDI = Child Depression Inventory; CGI = Clinical Global Impression; CY-BOCS = 
Children’s Yale-Brown Obsessive-Compulsive Scale; FAS = Family Accommodation Scale.

a
Impact on routines was calculated by averaging OFF scale scores for items #1–11.

b
Socio-occupational/academic impact was calculated by averaging OFF scale scores for items #12–17.

c
Emotional impact was calculated by averaging OFF scale scores for items #18–21.

d
Family data was calculated by averaging scores from youth, mom, and dad reports for each domain.

e
CDI and FAS total scores as well as whether the family is intact or separated are only available for the Vancouver site trios.
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