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Abstract
Family accommodation (FA) has been linked with myriad negative outcomes in pediatric obsessive–compulsive disorder 
(OCD), but extant literature has yielded differential relationships between FA and clinical variables of interest. Consequently, 
this study examined the phenomenology, clinical profile, and effects of comorbid psychopathology on FA to better understand 
these behaviors. A total of 150 youths and their caregivers completed clinician- and self-reported measures at a baseline 
visit for a larger randomized controlled trial. Sociodemographic variables were not associated with FA, but specific types of 
OCD symptom clusters were. Higher OC-symptom severity and functional impairment were associated with increased FA. 
Comorbid anxiety disorders moderated the relationship between OC-symptom severity and FA, but comorbid attention deficit 
hyperactivity, oppositional defiant, and mood disorders did not. Internalizing and externalizing problems both mediated the 
relationship between FA and functional impairment. These findings provide clinical implications for important treatment 
targets and factors that may impact FA.
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Introduction

Family accommodation (FA) is a salient phenomenon 
observed in pediatric obsessive–compulsive disorder (OCD); 
up to 97% of families report the occurrence of FA and over 
half of the families report engaging in these behaviors on 

a daily basis [1–5]. FA is multifaceted and can encom-
pass a wide variety of behaviors [6], including modifica-
tion of the family’s schedule to accommodate a subject’s 
obsessive–compulsive symptoms, facilitation of avoidance, 
engagement in compulsions, and provision of OCD-related 
reassurance [7, 8]. Family members often engage in these 
behaviors with positive intentions, with hopes of decreas-
ing the child’s distress and/or time occupied by symptoms 
[8–10]. However, these behaviors work in opposition to the 
therapeutic principles of exposure and response prevention, 
the first line treatment for childhood OCD [11]. Specifically, 
accommodating the child’s obsessive–compulsive symptoms 
feeds into the negative reinforcement cycle by preventing 
the child from facing the triggering situations [12] and the 
important learning experiences associated with doing so 
(e.g., that a feared consequence may not occur).

Higher FA has been linked with myriad deleterious effects 
at the child and family level. When considering clinical 
variables at the patient level, it has been linked with higher 
obsessive–compulsive symptom severity [13]. However, 
the relationship between obsessive–compulsive symptom 
severity and FA can vary depending on the aspect of accom-
modation examined [2, 6]. FA has predicted OCD-related 
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impairment in youth as well [14]; indeed, accommodation 
mediates the relationship between obsessive–compulsive 
symptoms and functional impairment [15, 16]. It follows 
that higher FA in OCD has been repeatedly linked with 
decreased in-session compliance [17] and poorer treat-
ment outcomes [18–20]. Specifically, Piacentini, et al. [21] 
found that decreases in FA generally preceded decreases 
in obsessive–compulsive symptoms, with others similarly 
elucidating links between improved treatment outcome and 
decreases in FA in pediatric OCD [19]. At the family level, 
higher rates of FA have been linked with higher family con-
flict [2], though higher family cohesion predicted lower par-
ticipation in the child’s symptoms [6]. These findings high-
light the impactful nature of these behaviors, underlining 
the importance of addressing them therapeutically [22, 23] 
and decreasing accommodation consistently over time [24].

Certain OCD symptom clusters have been linked to 
increased FA, with the contamination subtype emerging 
most robustly in the literature [3, 5, 6, 25]. Youth with 
contamination symptoms generally have more opportuni-
ties for accommodation (e.g., having family members move 
dirty items, asking others to wash their hands, requesting to 
have cleaning items purchased) relative to other symptom 
clusters. Additionally, the content of the symptoms may be 
easier to endorse more openly, compared to other symp-
toms that may be seen as more bizarre or unacceptable (e.g., 
harm-related obsessions). With regards to sociodemographic 
variables, age and gender have not been shown to system-
atically influence levels of FA [3, 13, 16, 26], though there 
are clinically important differences in managing FA depend-
ing on the child’s developmental status [3]. Specifically, 
younger children already receive increased support from 
caregivers for daily tasks, relative to their older counterparts. 
Consequently, the phenomenology of the accommodating 
behaviors may vary accordingly (e.g., accommodation with 
activities of daily living versus accommodation to help an 
adolescent complete academic or vocational demands).

Additionally, increased comorbid child psychopathology 
has been linked with higher levels of FA, including internal-
izing and externalizing behaviors [5, 16]. When consider-
ing depressive symptoms, findings have been inconsistent, 
as some studies found a significant relationship between 
higher depressive symptoms and certain aspects of FA [6] 
while others did not [3]. Externalizing disorders such as 
attention-deficit/hyperactivity disorder (ADHD) and oppo-
sitional defiant disorder (ODD) are of particular interest in 
understanding FA. Difficulties with disinhibition, emotion 
regulation, and oppositionality may contribute to anger 
outbursts, which occur with relative frequency and can 
functionally coerce families into giving in to the symptoms 
[27–29]. Furthermore, externalizing symptoms mediate the 
relationship between obsessive–compulsive symptom sever-
ity and FA [6]. Taken together, various forms of comorbid 

psychopathology have been linked to increased FA in youth 
with OCD, but examinations into how these symptoms may 
modulate the relationship between obsessive–compulsive 
symptoms and FA are still lacking. Additionally, although 
the link between FA and OCD-related functional impairment 
has been documented [4, 14, 16], no studies have investi-
gated potential mediators of this specific relationship. Identi-
fying mediators will help clarify how FA interacts with other 
factors and contributes to disorder-related burden, which 
will subsequently help better inform interventions. Given the 
compounding impact of co-occurring psychopathology and 
the exacerbating nature of comorbid externalizing symptoms 
and rage outbursts [29], it will be important to consider the 
intermediary role of comorbid internalizing and external-
izing symptoms in the link between FA and impairment.

Family accommodation is a common, multifaceted phe-
nomenon in pediatric OCD that affects families in a similarly 
multifaceted manner. Given the negative consequences of 
these behaviors, it is imperative to better understand fac-
tors that may influence the presentation and impact of 
accommodation. This is particularly important in light of 
the conflicting findings for the relationships between FA, 
obsessive–compulsive symptom severity, and comorbid 
symptomology [3, 6, 13]. Additionally, more detailed inves-
tigations that can provide a clinical profile of youth present-
ing with higher levels of accommodation are necessary. In 
hopes of filling the gaps in the literature and clarifying the 
impact of certain clinical factors on FA in pediatric OCD, 
the present study proposes the following aims:

(1) Investigate the general phenomenology of FA.
(2) Examine whether there is a specific sociodemographic 

(age, gender, parental education status) or clinical pro-
file (OCD symptom severity, OCD symptom subtype) 
that is associated with increased FA.

(3) Explore whether having a comorbid mood disorder, 
anxiety disorder, ADHD, or ODD moderates the rela-
tionship between obsessive–compulsive symptom 
severity and FA.

(4) Examine if the severity of comorbid psychopathology 
symptoms (internalizing, externalizing) mediates the 
relationship between FA and OCD-related functional 
impairment.

Method

Participants and Procedure

Participants were recruited from the University of South 
Florida and Massachusetts General Hospital for a study 
examining the augmentation of cognitive behavioral therapy 
with d-cycloserine or placebo in treating pediatric OCD (see 
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Storch et al. [30] for more study details). Informed consent 
was obtained from all individual participants included in the 
study. Data on diagnoses were collected at an initial screen-
ing visit to assess eligibility. All other data were collected at 
a second assessment session, approximately 1 week after this 
first assessment. Participants were included in the current 
study if the parent completed the measure of FA, if they pre-
sented with a current primary or co-primary OCD diagnosis, 
and had a CY-BOCS score ≥ 16. This resulted in a sample 
of 150 youth (75 from each site), with 50.7% of the sample 
being female and the mean age being 12.39 years (SD = 3.07, 
range = 7–17). The most common comorbid disorders were 
anxiety disorders (40.0%), ADHD (18.2%), mood disorders 
(14.0%), and ODD (14.0%).

Participants were predominantly of white non-Hispanic 
backgrounds (77.3%), with other participants report-
ing Hispanic (13.3%), African-American (3.3%), or other 
(5.3%) ethnic backgrounds. Most lived with both biologi-
cal parents (76.7%), though a minority lived with a sin-
gle parent (12.7%), with a parent and stepparent (3.3%), 
or had other living situations (7.3%). Parental education 
typically involved college: graduate professional degrees 
(fathers 30.0%, mothers 26.0%), undergraduate degrees 
(fathers 31.3%, mothers 40.0%), or partial college (fathers 
25.3%, mothers 23.3%). High school education or less was 
reported by 12.0% of fathers and 10.7% of mothers. Most 
youth (76.0%) attended public schools, 16.7% attended pri-
vate school, and 7.3% were home schooled. Over half of 
the participants (65.3%) had previously received therapy for 
emotional, psychiatric, or behavioral problems.

Measures

The Schedule for Affective Disorders and Schizophrenia 
for School‑Age Children–Present and Lifetime Version

The KSADS-PL [31] is a semi-structured clinician interview 
conducted with the parent and child to assess current and 
lifetime disorders according to DSM-IV [32] criteria. For 
the current study, only diagnoses that were reported as cur-
rent and definite were included. Mood disorders included 
unipolar and bipolar depressive disorders. Anxiety disorders 
included panic disorder, agoraphobia, separation anxiety dis-
order, specific phobias, social anxiety disorder, and general-
ized anxiety disorder.

Children’s Yale‑Brown Obsessive Compulsive Scale

The CY-BOCS [33] is a semi-structured, clinician-admin-
istered interview completed with the parent and the child, 
assessing OCD symptoms in the past week. The CY-BOCS 
assesses obsessions and compulsions in two ways. First, 
a symptom checklist is presented, organized into various 

symptom clusters. Each item is scored as 0 (absent) or 1 
(present). Højgaard and colleagues [34] recently developed 
an updated factor model for the symptom checklist, consist-
ing of harm/sexual symptoms (24 items), symmetry/hoard-
ing (19 items) and contamination/cleaning (18 items). Total 
scores for each factor are calculated by summing the items in 
each factor. Second, there are ten severity items scored from 
0 to 4 that assess the severity of obsessions and compul-
sions; the total severity score is calculated by summing the 
severity items. Excellent psychometric properties have been 
reported [33, 35]. In the current study, internal consistency 
of the total severity score was good (α = .86).

Clinical Global Impression Scale—Severity

The CGI-S [36] is a clinician-rated single item of global 
OCD severity rated from 0 (no illness) to 6 (extremely severe 
symptoms). Severity is rated according to the level of patient 
distress, observed symptoms, and functional impairment.

Children’s Depression Rating Scale—Revised

The CDRS [37] is a clinician-administered interview with 
the parent and child that assesses the severity of depression 
symptoms. It contains 17 items; 14 are scored from 1 to 7 
and three items are scored from 1 to 5. The CDRS has good 
psychometric properties and is widely used to assess youth 
depressive symptoms [38]. The CDRS total score had good 
internal consistency in the present study (α = .85).

Child Obsessive–Compulsive Impact Scale, 21 Item Version

The COIS [39] assesses the functional impact of OCD across 
school, social, and home/family domains. There are separate 
parent-report (COIS-P) and child-report (COIS-C) versions. 
Items are scored from 0 (not at all) to 3 (very much). The 
first 20 items are summed to form a total impact score, and 
a final item not included in the total score assesses overall 
impact in these different areas. The total score and subscales 
have good reliability and show convergent validity with the 
CY-BOCS [39]. The internal consistency of the total scores 
were good for both parent- (α = .89) and youth- (α = .87) 
report versions in the present study.

Family Accommodation Scale for Obsessive–Compulsive 
Disorder Interviewer Rated

The FAS-IR [8] is a clinician-administered, semi-structured 
interview conducted with the parents. The FAS-IR assesses 
the presence, frequency, and severity of FA in the past week 
using 12 items scored from 0 (no/not applicable) to 4 (every 
day/extreme). These items assess accommodating behaviors 
such as participation in compulsions, the impact of OCD on 
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the family, and modifications resulting from the OCD. The 
FAS-IR has good internal consistency (α = .82) and dem-
onstrates convergent validity with OCD symptom severity, 
patient global functioning, and family functioning [8]. Cur-
rent study internal consistency was moderate (α = 0.77).

Child Behavior Checklist

The CBCL [40] is a widely used parent-report measure of 
youth psychopathology consisting of 113 items scored from 
0 (not true) to 2 (very true or often true). The current study 
utilized the internalizing (32 items) and externalizing (35 
items) main scales. The CBCL has good sensitivity and 
specificity as a screening measure [41]. Internal consistency 
was good for the internalizing (α = .91) and externalizing 
(α = .89) problems scales in the present study.

Multidimensional Anxiety Scale for Children

The MASC [42] is a child self-report questionnaire of 
anxiety containing 39 items scored from 0 (never true) to 
3 (often true about me). The anxiety symptoms assessed 
include social anxiety, separation anxiety, physical symp-
toms, and harm avoidance, which are summed to form a total 
score. The MASC has good reliability (α = .89) and validity 
[43]. Current study internal consistency of the MASC total 
score was good (α = .92).

Data Analysis

Non-parametric tests were selected for bivariate analyses as 
most variables were not normally distributed, as indicated 

by the Shapiro–Wilk test of normality (p < .001). Bivari-
ate associations were examined using Spearman’s correla-
tions for continuous independent variables, as well as the 
Mann–Whitney U and Kruskal–Wallis tests for categorical 
independent variables. Hierarchical linear regression was 
conducted to assess potential moderator variables. Mod-
eration was indicated by a significant interaction effect 
between the moderator and the independent variable, and 
a statistically significant R-squared change associated with 
the interaction. If a significant interaction was detected, 
simple slopes analyses were conducted to examine group 
effects. Variable transformations were required to meet 
the assumptions of linear regression analyses; square-root 
transformation was performed on FAS-IR scores, and the 
CY-BOCS scores were mean-centered. Mediation analyses 
were conducted using the INDIRECT macro for SPSS [44], 
which utilizes a bootstrapping method to test the indirect 
effect of the mediator variable. The number of bootstrapped 
resamples was set at 5000, and the indirect mediation effect 
was considered significant if the 95% confidence interval 
of the effect did not include 0. If less than 10% of a scale’s 
items were missing, missing items were replaced using mean 
substitution. If more than 10% of the items were missing, the 
response was coded as missing.

Results

Phenomenology of FA

Descriptive data for FAS-IR items are presented in Table 1. 
The most commonly reported types of FA in the past week 

Table 1  Descriptive data for FAS-IR items and total score

FAS-IR Family Accommodation Scale for Obsessive–Compulsive Disorder—Interviewer Rated
*p < .001
a Item assesses severity, all other items assess frequency

FAS-IR item % > 0 % = 4 Md IQR M SD rs total

1. Providing reassurance 80.0 60.0 4.0 2–4 2.89 1.60 .44*
2. Watching the patient complete rituals 12.7 4.7 0.0 0–0 0.33 0.97 .33*
3. Waiting for the patient 56.0 27.3 2.0 0–4 1.73 1.71 .57*
4. Refraining from saying/doing things 70.7 38.7 2.5 0–4 2.27 1.67 .51*
5. Participating in compulsions 43.3 28.0 0.0 0–4 1.42 1.77 .58*
6. Facilitating compulsions 26.0 14.7 0.0 0–1 0.79 1.46 .49*
7. Facilitating avoidance 43.3 20.7 0.0 0–3 1.25 1.63 .49*
8. Tolerating odd behaviors/household  disruptiona 56.7 0.7 1.0 0–2 0.99 1.02 .47*
9. Helping patient with tasks of daily living/simple decisions 36.0 22.7 0.0 0–3 1.17 1.69 .49*
10. Taking on patient’s  responsibilitiesa 40.7 2.7 0.0 0–2 0.82 1.15 .51*
11. Modifying your personal  routinea 52.0 1.3 1.0 0–2 1.05 1.18 .66*
12. Modifying the family  routinea 48.7 2.0 0.0 0–2 0.92 1.14 .56*
FAS-IR TOTAL – – 14.00 9–21 15.63 9.16 –
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were providing reassurance (80.0%) and refraining from 
saying or doing things due to their child’s OCD (70.7%). 
Deliberately watching the child complete rituals (12.7%) 
and facilitating compulsions (26.0%) were reported most 
infrequently. Overall, 99.3% of parents reported some type 
of FA in the past week (at least 1 item > 0), and 82.7% 
reported engaging in at least one type of FA daily and/or in 
an “extreme” manner.

Bivariate Associations of FA with Sociodemographic 
and Clinical Variables

FAS-IR total scores were not significantly associated with 
any demographic variable, including age (rs = − .16, p = .06), 
gender (Mann–Whitney U = 2705.00, p = .69), child’s eth-
nicity (Kruskal–Wallis test = 4.08, df = 2, p = .13), or edu-
cation levels of the father (Kruskal–Wallis test = 1.59, 
df = 3, p = .66) or mother (Kruskal–Wallis test = 1.97, 
df = 3, p = .58). It was also not significantly associated with 
the child’s history of previous mental health treatment 
(Mann–Whitney U = 2791.50, p = .34).

FAS-IR total scores were compared between individuals 
with different diagnostic profiles. FAS-IR total scores were 
significantly higher in those with comorbid ADHD (Md = 18, 
IQR = 13–26) than those without ADHD (Md = 13, 
IQR = 8–20), Mann–Whitney U = 2169.00, p < .01. FAS-
IR total scores were also significantly higher in those with 
comorbid ODD (Md = 20.5, IQR = 14.25–26.00) compared 
to those without comorbid ODD (Md = 13, IRQ = 8–20), 
Mann–Whitney U = 1531.00, p < .01. FAS-IR total scores 
were not associated with the presence of a comorbid mood 
disorder (Mann–Whitney U = 1424.00, p = .71) or anxiety 
disorder (Mann–Whitney U = 2423.50, p = .29).

Table 2 presents the descriptive statistics of other clinical 
variables, along with their correlations with FAS-IR. FAS-
IR total scores were significantly and positively correlated 
with OCD symptom severity (CY-BOCS and CGI-S), the 
number of contamination/cleaning OCD symptoms, CBCL 
subscales (internalizing and externalizing problems), and 
OCD-related impairment. FAS-IR total scores were nega-
tively correlated with the number of harm/sexual OCD 
symptoms.

Moderating Effects of Comorbid Diagnoses 
on the Relationship Between FA and OCD Symptom 
Severity

Hierarchical linear regression was conducted to determine 
whether the presence of comorbid mood disorder, anxiety 
disorder, ODD, or ADHD significantly moderated the effect 
of the CY-BOCS total severity score on FAS-IR total scores. 
The presence of a comorbid anxiety disorder significantly 
moderated the relationship between OCD severity and 

FAS-IR; the increase in variation explained by the interac-
tion between OCD severity and anxiety disorder status was 
3.5%, F(1,146) = 5.67, p = .02. Simple slopes analysis indi-
cated that there was a significant positive linear relationship 
between OCD severity and FA in those without comorbid 
anxiety [n = 90; β = 0.09, (95% CI: 0.05, 0.13), S.E. = 0.02, 
p < .001], but the relationship was not significant in those 
with a comorbid anxiety disorder [n = 60; β = 0.01, (95% CI: 
− 0.04, 0.06), S.E. = 0.02, p = .64].

The presence of a comorbid mood disorder did not mod-
erate the relationship between OCD severity and FA, as the 
addition of the interaction between OCD severity and comor-
bid mood disorder status did not significantly increase the 
variation explained in the model [F(1,146) = 0.04, p = .84]. 
The relationship between OCD severity and FA was also 
not moderated by the presence of ADHD [F(1,144) = 1.46, 
p = .23], nor the presence of ODD (F(1,145) = 0.69, p = .41).

Mediation of the Relationship Between FA 
and the Impact of OCD by Internalizing/
Externalizing Symptoms

Table 3 presents results from analyses regarding potential 
mediation of CBCL subscales in the relationship between 
FA and parent-reported impact of OCD (COIS-P). The 
results indicated that CBCL internalizing and externaliz-
ing both significantly and independently mediated the asso-
ciation between FA and OCD impact (Figs. 1, 2). In both 
cases, higher FA scores were associated with higher CBCL 

Table 2  Descriptive statistics of clinical measures and correlations 
with FAS-IR

All data presented are raw scores before transformation
FAS-IR Family Accommodation Scale for Obsessive–Compulsive 
Disorder Interviewer Rated, CYBOCS Children’s Yale-Brown Obses-
sive Compulsive Scale, CBCL Child Behavior Checklist, CDRS Chil-
dren’s Depression Rating Scale—Revised, MASC Multidimensional 
Anxiety Scale for Children, COIS Child Obsessive–Compulsive 
Impact Scale (P = Parent version/C = Child version)
*p < .05, **p < .01, ***p < 001

Clinical Measure M SD rs FAS-IR

CYBOCS—total severity score 25.2 5.8 .23**
CYBOCS—harm/sexual 4.1 3.7 − .17*
CYBOCS—contamination/cleaning 4.5 3.1 .28***
CYBOCS—symmetry/hoarding 5.1 3.3 − .05
Clinical global impression scale—severity 3.6 0.9 .27***
CBCL—internalizing 16.3 9.6 .23**
CBCL—externalizing 8.9 7.8 .34***
CDRS 27.5 10.1 .11
MASC 48.6 21.1 − .15
COIS-P 15.7 11.1 .52***
COIS-C 14.7 10.6 .18*
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subscale scores, and each of the CBCL subscales were 
positively associated with OCD impact. The direct effect of 
FAS-IR on OCD impact remained significant after inclusion 
of mediators.

Discussion

The present study examined the clinical profile and impact 
of comorbid psychopathology on FA in pediatric OCD. Con-
sistent with previous research, FA was a prominent construct 
occurring in practically every family in the past week [1–5]. 
The most common types of FA included verbal reassurance 
as well as refraining from certain behaviors to avoid trig-
gering the child’s OCD, highlighting the active and passive 
forms of accommodation. Given the multifaceted nature of 
these behaviors, it is important to consider the various ways 
accommodation may manifest and target them accordingly 
in treatment.

We found that FA was not correlated with any sociodemo-
graphic variables. The lack of age and gender associations 
with FA is consistent with previous literature in pediatric 
OCD [3, 13, 16, 26], indicating that the levels of accom-
modation may not be commensurate with the child’s age 
or gender and that other factors are relevant. Despite these 

findings, it remains important to consider the phenomeno-
logical differences of how accommodating behaviors may 
differ between youths in various developmental stages; as 
parental support may be appropriate at younger ages, it 
is important to distinguish those behaviors from harmful 
accommodation specific to the child’s OCD symptomology. 
For instance, assisting a preschool-aged child with their meal 
preparation would generally be age-appropriate, though 
engaging in extensive, ritualized preparation of meals for 
children due to contamination concerns would be addressed 
as a symptom of OCD. The parents’ education level and 
the child’s history of previous mental health treatment were 
not associated with FA, suggesting the likely consistency of 
these behaviors regardless of these variables.

As predicted, certain clinical features were associated 
with the severity of FA. Higher obsessive–compulsive symp-
tom severity was linked to higher FA, regardless of which 
severity measure was examined. This is in line with find-
ings from a recent meta-analysis [13], and it is likely that 
youths presenting with higher symptom severity demand 
increased FA. The OCD cluster of contamination symptoms 
was linked to higher FA, which is also supported by previous 
findings [3, 5, 6, 25]. However, higher harm/sexual symp-
toms were linked to decreased FA. The discrepant findings 
between different symptom clusters could be attributed to 

Table 3  Mediation of the 
Relationship between FA and 
the impact of OCD by CBCL 
subscales

OCD Obsessive–Compulsive Disorder; CBCL Child Behavior Checklist

CBCL Subscale a path b path c path c′ path ab path

β SE p β SE p β SE p β SE p β 95% CI

Internalizing .24 .08 .0053 .55 .07 < .0001 .61 .09 < .0001 .48 .07 < .0001 .13 .03, .27
Externalizing .24 .07 .0004 .51 .10 < .0001 .61 .09 < .0001 .48 .08 < .0001 .12 .04, .26

Fig. 1  Mediating effect of child 
internalizing symptoms on 
FA and OCD-related func-
tional impairment. **p < .01, 
****p < .0001

Family 
Accommodation 

Child Internalizing 
Symptoms 

Functional  
Impairment 

0.24** 0.55**** 

0.48**** (0.61****) 

Fig. 2  Mediating effect of child 
externalizing symptoms on 
FA and OCD-related func-
tional impairment. **p < .01, 
***p < .001, ****p < .0001

Family 
Accommodation 

Child Externalizing 
Symptoms 

Functional  
Impairment 

0.24*** 0.51****

0.48**** (0.61****) 
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the opportunities for accommodation and how sensitive the 
content may be for the child. For instance, youths with con-
tamination symptoms can receive accommodation in myriad 
ways throughout the day, such as asking family members to 
facilitate avoidance (e.g., opening doors or touching dirty 
objects for them), engage in compulsions (e.g., washing 
their hands in a specific way), and providing items neces-
sary for compulsions (e.g., purchasing more cleaning sup-
plies). Alternatively, children presenting with harm/sexual 
symptoms may have decreased opportunities for accom-
modation, as accommodation may be mostly constrained 
to reassurance-seeking. This is particularly true if the child 
struggles with sharing the content s/he perceives as gro-
tesque or amoral, making him/her less apt to seek accommo-
dation from family members. Lastly, in line with the theory 
that accommodation feeds into the negative reinforcement 
cycle of OCD, these behaviors were linked to higher levels 
of OCD-related impairment [14, 16]. As families continue 
to give into the OCD, the symptomology and related impair-
ment are functionally maintained through the accommoda-
tion behaviors [15].

Family accommodation was positively correlated with 
parent-reported internalizing symptoms, which is consistent 
with previous research [5, 16]. When anxiety and depression 
were examined separately, a different pattern emerged; FA 
was not significantly correlated with depression or anxiety 
symptoms, nor with the presence/absence of the respec-
tive diagnoses. The inconsistencies between these findings 
deserve further examination. There are differences in report-
ers across measures, which could account for some differ-
ences in findings; the measures include parent self-report 
measures about their child, clinician consensus of parent 
and child reports, and child self-report. Alternatively, the 
results may reflect a relationship between FA and the range 
of symptoms assessed in the CBCL internalizing scale’s 
anxiety, depression, withdrawal, and somatic symptoms. 
The role of specific internalizing symptoms should thus be 
explored in future research. Further, the lack of association 
between depression and overall FA is consistent with find-
ings from Stewart, et al. [3], and it is possible that depression 
is related only to specific types of FA such as modification 
of routines [6]. The prevalence and presentation of FA is 
similar in youth with OCD and anxiety disorders [4, 45, 
46], so it is also conceivable that anxiety disorders alone do 
not significantly increase FA over and above the influence 
of OCD.

Higher parent-reported externalizing behaviors were 
significantly correlated with increased FA, and youths with 
comorbid ADHD and ODD diagnoses both demonstrated 
higher levels of accommodation than youth without these 
disorders. The findings of an association between external-
izing problems and FA is consistent with previous research 
[5, 6, 16], and illustrates the impactful nature of problematic 

externalizing behaviors. Difficulties with attention, impulse 
control, and anger outbursts make it challenging for the 
child to tolerate distress and adaptively manage their anxiety 
independently; these outward expressions of distress occur 
in pediatric OCD with relative frequency, often leading 
to higher incidences of accommodation [29]. Given these 
considerations, it is important for clinicians to effectively 
manage these behaviors within the context of treating the 
child’s OCD, including evidence-based parent management 
strategies to help support the child to better cope with the 
OCD-related distress with self-efficacy [47].

Moderation analyses were conducted to see if the rela-
tionship between FA and OCD severity differed according 
to the presence of specific comorbid disorders. There was 
no evidence of a moderation effect for comorbid ADHD, 
ODD, or mood disorders. As such, the presence of these 
disorders may not impact the relationship between OCD 
symptom severity and FA. Instead, it could be that individual 
symptoms (externalizing, internalizing) are more directly 
related to FA regardless of OCD symptom severity, given 
their positive correlations with one another. Interestingly, 
there was significant moderation effect of anxiety disorders, 
such that there was a positive association between FA and 
OCD symptom severity in those without a comorbid anxiety 
disorder, but there was no association in those with an anxi-
ety disorder. Again, given that youth with anxiety disorders 
present with similar levels of FA [4, 45, 46], these youth may 
already seek FA with relative frequency due to their height-
ened anxiousness, irrespective of OCD symptom severity. 
Without the presence of a comorbid anxiety disorder, a 
more linear relationship between OCD and FA can appear. 
In considering OCD-related impairment, internalizing and 
externalizing problems were found to mediate the relation-
ship between FA and OCD-related functional impairment. 
As FA occurs, it reinforces the obsessional distress, given 
that it feeds into the negative reinforcement cycle that main-
tains OCD. As such, youth are not able to learn alternative 
methods to manage their anxiety, sustain their attention, and 
cope with the distress at hand, nor self-regulate when they 
experience rage outbursts triggered by their OCD. The con-
fluence of all these factors feed into their heightened level 
of impairment, exacerbating the disability and impairment 
related to OCD.

These findings should be interpreted in light of several 
limitations. First, data were cross-sectional in nature, limit-
ing the ability to draw inferences of causality and direc-
tionality. However, it is noted that examinations of reverse 
meditational models were conducted and found to be nonsig-
nificant to ensure that mediation findings were not spurious. 
Future studies should seek to clarify the direction of the 
effects, though it is likely that the impacts are bidirectional. 
Second, given that different results were found depending on 
the informant of the measure, it is important to highlight the 
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utility of using multiple informants to gather a more holistic 
representation of the symptomology. It may be preferable to 
use parallel parent and child versions of the same measure to 
improve interpretability of parent and child reports. Future 
studies should seek to continue to use multi-informant, 
multi-method measures and investigate potential reasons for 
differences in reporting. Third, the type of measure used for 
assessing FA may also partly explain differences in findings, 
given that there are different relationships between obses-
sive–compulsive symptom severity and accommodation 
depending on which FA questionnaire is used [13]. Mov-
ing forward, future studies should seek to use more consist-
ent and standardized methods for evaluating FA to enhance 
comparability across studies.

Summary

Ultimately, this study elucidated the phenomenology, related 
clinical variables, and impact of comorbid psychopathology 
on FA in pediatric OCD. FA continues to be linked with 
increased functional impairment and higher obsessive–com-
pulsive symptom severity, reflecting the importance of tar-
geting these behaviors in treatment. However, less has been 
known about how other factors, such as comorbid psycho-
pathology, may modulate the relationship between FA and 
other variables. Based on the present findings, externalizing 
behaviors and comorbid diagnoses of ADHD and ODD were 
repeatedly associated with increased FA in various manners, 
illustrating the compounded, negative effect of these symp-
tomology. Similarly, continued accommodation may lead to 
increased internalizing and externalizing problems, result-
ing in higher OCD-related impairment. Youths presenting 
with these symptoms are typically characterized as having 
amplified difficulties with managing their symptoms in an 
independent and adaptive manner, underscoring the need for 
additional supports to help them develop more appropriate 
coping skills and familial responses in treatment. As such, 
family-based treatments designed to target these specific 
symptoms and integrate family members in the therapeutic 
process are expected to be particularly efficacious. Taken 
collectively, future studies should conduct more nuanced 
investigations to determine how various factors may con-
tribute to increased FA and impact its relationship with other 
clinical variables of interest.
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