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Introduction 

Obsessive Compulsive Disorder (OCD) is a highly debilitating mental health disorder characterised by 

the presence of obsessions (intrusive, unwanted thoughts, images or urges which cause significant 

distress or anxiety) and/or compulsions (repetitive behaviours or mental acts an individual feels 

compelled to perform to reduce distress or anxiety, or to prevent a feared outcome; American 

Psychiatric Association, 2013). OCD often has its onset between the ages of 7.5 and 12.5 years old 

(Geller et al., 1998) and is estimated to affect between 1% and 4% of the paediatric population 

(Flament et al., 1988; Heyman et al., 2001). Childhood OCD is also commonly comorbid with other 

mental health disorders (Heyman et al., 2001; Pediatric OCD Treatment Study (POTS) Team, 2004) 

and often continues into adulthood if appropriate treatment is not provided (Pinto et al., 2006). 

Cognitive Behavioural Therapy (CBT) including Exposure and Response Prevention (ERP) is the 

recommended psychological treatment for childhood OCD (National Institute of Health and Care 

Excellence - NICE, 2005), and has been shown to be superior to pharmacological treatment (Ivarsson 

et al., 2015) and active psychological control conditions (Freeman et al., 2014). Despite this, up to 

60% of children and adolescents do not experience clinical remission of obsessive-compulsive 

symptoms (OCS) following CBT (Barrett et al., 2008; Pediatric OCD Treatment Study (POTS) Team, 

2004). To date, treatment studies have often failed to distinguish between preadolescent and 

adolescent populations (e.g., Franklin et al., 2011; Piacentini et al., 2011; Williams et al., 2010), 

despite key differences among these populations (i.e., cognitive maturation, clinical presentation, 

and family factors) which may influence the maintenance of the disorder. To improve the 

effectiveness of CBT for preadolescent children with OCD specifically, an understanding of the 

psychological processes which maintain the disorder in preadolescence is required.  

There are a number of reasons to anticipate that the processes that maintain OCD in preadolescents 

may differ to those that occur in adolescence or adulthood. First, Farrell and Barrett (2006) 

suggested that the cognitive processes hypothesised to maintain OCD may be particularly important 



during adolescent and adult years – bringing a lack of clarity about the processes which maintain the 

disorder in preadolescence. For example, Farrell and Barrett (2006) found that adolescents and 

adults with OCD reported significantly higher responsibility beliefs, probability of harm beliefs, and 

engaged in more thought suppression than preadolescent children with OCD. However, ratings of 

thought-action fusion (TAF), doubt, severity of harm and cognitive control were comparable across 

preadolescents, adolescents, and adults with OCD. Second, the clinical presentation of OCD differs 

with age. For example, Nakatani et al. (2011) found that children with early onset OCD (defined as 

<10 years old) reported significantly more repeating and ordering compulsions compared to children 

with late onset OCD (defined as 10 to 18 years old). Furthermore, Geller et al. (2001) found that 

preadolescent children (<12 years) with OCD reported significantly fewer aggressive and sexual 

obsessions than adults with OCD, and were less likely to report multiple obsessions and compulsions 

than adults with OCD. Moreover, preadolescent children with OCD reported significantly fewer 

religious and sexual obsessions than adolescents (≥ 12 years) with OCD and had poorer “insight”. 

Similarly, Mancebo et al. (2008) found that preadolescent children (6 - 12 years) with OCD reported 

significantly fewer aggressive obsessions than adolescents (13 – 18 years) and adults with OCD, and 

significantly fewer mental rituals than adolescents with OCD. However, in this study, no significant 

age differences were found on reports of sexual or religious obsessions. Third, preadolescent 

children are immersed in the family in a distinct manner to adolescents and adults (Freeman et al., 

2003). Children are heavily reliant on the family and spend considerable time in the family 

environment (Freeman et al., 2003). Thus, researchers have emphasised the importance of 

understanding the role of the family in the maintenance of OCD among preadolescent children 

specifically (Freeman et al., 2003; Smorti, 2012; Waters & Barrett, 2000).  

To date, treatment for childhood OCD has typically involved CBT with ERP as the core treatment 

component – in line with the existing evidence base (NICE, 2005). However, there is evidence to 

suggest that the psychological processes implicated in cognitive models of adult OCD also apply to 

children and adolescents (Reynolds & Reeves, 2008), suggesting that cognitive approaches to CBT 



treatment for young people with OCD may add further value. The most widely cited cognitive 

behavioural model of adult OCD was proposed by Salkovskis (1985) which proposes that the central 

difference between individuals with and without OCD is the interpretation assigned to the incidence 

and/or content of normal intrusive cognitions. Individuals with OCD interpret intrusive cognitions as 

indicating that they may be responsible for harm, and/or the prevention of harm to themselves 

and/or others (Salkovskis et al., 1996). This interpretation results in a plethora of effects, including (i) 

mood changes, such as increased distress, anxiety and low mood; (ii) attentional biases, whereby 

individuals place greater attention on intrusive cognitions and related stimuli; (iii) increased 

accessibility of intrusive cognitions, and; (iv) maladaptive cognitive and behavioural strategies, such 

as compulsive checking and/or washing, reassurance seeking, avoidance and thought suppression 

(Salkovskis, 1999). These effects are proposed to maintain the individual’s negative interpretation of 

the intrusive cognitions, prevent belief disconfirmation, and increase the likelihood of future 

intrusive cognitions (Salkovskis, 1999).  

Other cognitive models of adult OCD share the central feature that an individual’s interpretation of 

an intrusive cognition is crucial to the development and maintenance of OCD (Reynolds & Reeves, 

2008). For example, Rachman (1993) proposed the construct of TAF, a cognitive process where 

individuals interpret thoughts and actions as equivalent. TAF consists of two elements; (i) likelihood 

TAF – the belief that experiencing an unwanted, intrusive cognition increases the probability of an 

adverse event occurring to oneself and/or others, and (ii) morality TAF – the belief that experiencing 

an unwanted, intrusive cognition is morally equivalent to performing the action (Shafran & 

Rachman, 2004). A related construct, which has also been proposed to contribute to the 

maintenance of OCD (Bolton et al., 2002), is ‘magical thinking’, the belief that one’s thoughts or 

actions can affect causally unrelated events (Zusne & Jones, 1989). Furthermore, Wells and 

Matthews' (1994) meta-cognitive model of adult OCD emphasises the role of beliefs about thinking 

in the maintenance of OCD. Specifically, this model highlights the potential maintaining role of (i) 

beliefs regarding the meaning and consequences of experiencing an intrusive cognition, and (ii) 



beliefs regarding the need to perform compulsions and the negative effects of not doing so (Fisher & 

Wells, 2008). To consolidate research examining cognitive models of OCD, the Obsessive Compulsive 

Cognitions Working Group (1997) identified six belief domains considered to be critical to the 

development and maintenance of adult OCD. These include; (i) inflated responsibility – the belief 

that one has capability to cause or prevent negative outcomes; (ii) over-importance of thoughts – 

the belief that the appearance of a thought means that the thought is important; (iii) importance of 

controlling thoughts – the belief that it is possible and desirable to have complete control over one’s 

thoughts; (iv) overestimation of threat – beliefs about the likelihood or severity of negative events; 

(v) intolerance of uncertainty – beliefs about the need to be certain, and one’s inability to cope in 

uncertain situations, and; (vi) perfectionism – beliefs about the necessity of perfectionism and the 

consequences of mistakes (Obsessive Compulsive Cognitions Working Group, 1997).  

To date, there has been limited research to examine the applicability of adult cognitive behavioural 

models of OCD to childhood OCD, and studies have typically examined preadolescents and 

adolescents together. For example, Reynolds and Reeves (2008) conducted a systematic review 

examining the relevance of adult cognitive models of OCD to children and adolescents more broadly 

(aged < 18 years old), with a particular focus on inflated responsibility, TAF, and meta-cognitive 

beliefs. Of 122 studies identified, only 11 met inclusion criteria. Ten studies provided preliminary 

support for the applicability of adult cognitive models of OCD among children and adolescents, 

however many studies used cross-sectional designs and non-clinical samples. Only one study (with 

young people aged 7 – 17 years) used an experimental design, and as such was the only study able 

to examine directionality among a clinical sample, and failed to support the applicability of a causal 

role of responsibility beliefs on OCD-related constructs (e.g. avoidance, ritualising etc.) in children 

and adolescents. Mantz and Abbott (2017) have since conducted a (non-systematic) literature 

review of research examining the Obsessive Compulsive Cognitions Working Group's (1997) six key 

OCD belief domains which included (combined) child and adolescent populations. The authors 

highlighted that there is inconclusive evidence regarding the relationship between cognitive 



appraisals and the maintenance of OCD among children and adolescents. In addition to an absence 

of consideration of the specific evidence for preadolescent children, reviews to date have failed to 

examine other maintenance mechanisms identified in adult models of OCD such as attentional 

biases and maladaptive coping strategies. Furthermore, the role of the family in the maintenance of 

childhood OCD has been largely overlooked.  

Despite the need to understand the role of family factors in the maintenance of OCD among 

preadolescent children specifically (Freeman et al., 2003), to our knowledge there is no maintenance 

model which outlines the role of the family in the maintenance of childhood OCD. However, some 

family factors have been proposed to be relevant to the maintenance of childhood OCD and anxiety 

more broadly, including family members’ cognitions (Freeman et al., 2003) and behaviours (Smorti, 

2012; Waters & Barrett, 2000). Family members’ cognitions (e.g. interpretations of anxious stimuli) 

may be relevant to the maintenance of childhood OCD (Freeman et al., 2003) through direct or 

indirect effects on family members’ behaviours (e.g. by reinforcing threatening interpretations of 

anxious stimuli or promoting avoidance behaviours; Barrett et al., 1996; Creswell et al., 

2010). Moreover, family members’ behaviours, in particular, family accommodation (e.g. 

assistance/participation in rituals and/or modification of routines to minimise child distress; Waters 

& Barrett, 2000) are thought to maintain childhood OCD through inadvertently reinforcing children’s 

OCS and behaviours through attempts to provide symptom relief to the child (Waters & Barrett, 

2000). Thus, the role of the family in the maintenance of OCD among preadolescent children 

warrants further attention.  

Objectives  

This systematic review aims to critically examine whether the cognitive and behavioural 

maintenance mechanisms identified in adult models of OCD, are applicable to childhood OCS/OCD, 

and to examine the potential role of family factors (specifically, family members’ cognitions and/or 

behaviours) in the maintenance of childhood OCS/OCD. The main hypotheses are outlined in Table 1 



and were derived from adult cognitive behavioural models of OCD (e.g. Obsessive Compulsive 

Cognitions Working Group, 1997; Rachman, 1993; Salkovskis, 1985; Wells & Matthews, 1994), and 

descriptions of how family factors may maintain childhood OCD (e.g. Barrett et al., 1996; Creswell et 

al., 2010; Smorti, 2012; Waters & Barrett, 2000). Each hypothesis refers to the association between 

childhood OCS/OCD and the proposed maintenance factor. The term ‘association’ refers to 

comparisons between groups of children with or without high OCS/OCD (here comparison groups 

might be healthy controls and/or psychiatric controls) or correlations between childhood OCS and 

the proposed maintenance factor. 



 

Table 1              

Hypotheses derived from adult cognitive behavioural models of OCD and descriptions of how family factors may maintain childhood OCD 

Inflated responsibility             
There will be a significant positive association between childhood OCS/OCD and beliefs regarding personal responsibility for harm and/or its prevention (Obsessive 
Compulsive Cognitions Working Group, 1997; Salkovskis, 1985). 

Over-importance of thoughts            
There will be a significant positive association between childhood OCS/OCD and beliefs that the appearance of a thought means that the thought is important, 
including beliefs regarding thought-action fusion and magical thinking (Obsessive Compulsive Cognitions Working Group, 1997; Rachman, 1993). 

Importance of controlling thoughts           
There will be a significant positive association between childhood OCS/OCD and beliefs that (i) it is possible and desirable to control thoughts, and (ii) failure to 
control thoughts will have serious consequences (Obsessive Compulsive Cognitions Working Group, 1997). 

Overestimation of threat            
There will be a significant positive association between childhood OCS/OCD and beliefs about (i) the probability of harm, and (ii) the severity of harm (Obsessive 
Compulsive Cognitions Working Group, 1997). 

Intolerance of uncertainty            
There will be a significant positive association between childhood OCS/OCD and beliefs about (i) the need for certainty, (ii) an inability to cope with unanticipated 
change, and (iii) an inability to cope with ambiguous situations (Obsessive Compulsive Cognitions Working Group, 1997). 

Perfectionism             
There will be a significant positive association between childhood OCS/OCD and beliefs that (i) it is possible and necessary to achieve perfection, and (ii) the absence 
of perfection will have serious consequences (Obsessive Compulsive Cognitions Working Group, 1997). 

Emotional responses            
There will be a significant positive association between childhood OCS/OCD and emotional responses to intrusive unwanted cognitions and related stimuli (in 
particular, increased distress, anxiety and/or mood changes; Salkovskis, 1985). 

Attentional biases             

There will be a significant positive association between childhood OCS/OCD and attention to intrusive unwanted cognitions and related stimuli (Salkovskis, 1985). 

Neutralising actions             
There will be a significant positive association between childhood OCS/OCD and engagement in neutralising behaviours in response to intrusive unwanted cognitions 
and related stimuli (in particular, compulsions, reassurance seeking and/or mental argument; Salkovskis, 1985). 

Counterproductive safety strategies           
There will be a significant positive association between childhood OCS/ OCD and engagement in counterproductive safety strategies in response to intrusive 
unwanted cognitions and related stimuli (in particular, thought suppression, impossible criteria and/or avoidance; Salkovskis, 1985).   

Family factors               



 

Note. Due to the conceptual overlap between neutralising actions and counterproductive safety strategies, for clarity, we have classified neutralising 
actions as restorative behaviours (i.e., behaviours which an individual performs to reduce harm that has been caused, such as washing compulsions) and 
have classified counterproductive safety strategies as verification behaviours (i.e., behaviours performed when an individual fears they may cause harm in 
the future, such as checking compulsions, Cougle et al., 2007).  

There will be a significant positive association between childhood OCS/OCD and family member’s cognitions and/or behaviours (in particular, family 
member’s interpretations of anxious stimuli and/or family accommodation; Barrett et al., 1996; Creswell et al., 2010; Smorti, 2012; Waters & Barrett, 2000).  



 

Method  

A systematic review was conducted in accordance with PRISMA guidelines (Moher et al., 2009) and 

was pre-registered with PROSPERO (ID: CRD42019153371, accessible from 

https://www.crd.york.ac.uk/PROSPERO/display_record.php?RecordID=153371). 

Search Strategy 

Three electronic databases, PsycINFO, MEDLINE and Web of Science Core Collection, were searched 

from 1985 to 25th March 2019, with backward and forward citation hand searching conducted in 

March/April 2020 for all studies included in the review, to identify further papers of interest not 

identified from the electronic search. The former date was chosen to reflect the introduction of the 

adult cognitive behavioural model of OCD (Salkovskis, 1985). The following search strategy was 

implemented: (Obsessi* or compulsi* or OCD) AND (Child* or p?ediatric or juvenile or young or 

youth or school) AND (Cogniti* or belief* or thought* or threat or responsibility or perfect* or 

magic* thinking or uncertain* or safety behavio* or neutrali* or avoid* or coping or reassur* or 

ritual* or suppress* or emotion* or attention* or attend or family or parent or carer or guardian or 

accommodation or antagonising). No other restrictions were applied to the search strategy.  

Eligibility Criteria  

The inclusion and exclusion criteria were piloted and refined by two review authors (CCh and BH) 

using a sub-sample of papers. Studies were deemed eligible for inclusion if they met the following 

criteria:  

1. The paper was available in English, in a peer-reviewed journal.  

2. The paper reported on humans.  

3. The paper reported novel findings. Papers reporting reviews, meta-analyses, biographies, 

clinical guidelines, commentaries, or summaries of previously reported research were not 

included in this review.  

https://www.crd.york.ac.uk/PROSPERO/display_record.php?RecordID=153371


 

4. The paper reported on preadolescent children aged between 5 and 12 years old (inclusive). 

Due to the scarcity of research in the preadolescent population, studies including 

participants with an upper age limit of 14 years were included, if the average age of the 

sample was less than 13 years. Papers reporting on other age ranges (e.g. 7 – 17 years) were 

included, if sub-group analyses of preadolescent children (aged 5 – 14 years, with a mean 

<13 years) could be extracted. Where studies examined children and adolescents as one 

group, we contacted authors to request re-conducted analyses for participants who met our 

core age criteria (i.e. participants aged 5 – 12 years old). Authors were only contacted to re-

conduct analyses when papers satisfied all other eligibility criteria and presented no 

extractable data for participants in our specified age range.  

5. The paper included a standardised measure of OCS/OCD. Papers were required to include a 

standardised measure of OCS/OCD. Diagnostic interviews were required to be structured or 

semi-structured, and conducted with the child, parent or both. Questionnaire measures 

were required to show evidence of adequate psychometric properties and to have been 

designed specifically for children. Studies using a questionnaire subscale to measure 

OCS/OCD were included, if the above criteria were satisfied.  

6. The paper included a measure of one or more potential maintenance factors. This review 

focused on potential cognitive, behavioural, and familial maintenance factors (i.e. children’s 

and/or family member’s specific cognitions and/or behaviours). Papers with questionnaire, 

observation or equivalent measures of potential maintenance factors were included.   

7. The paper was required to meet at least one of the following study designs: 

1. Study examining i) associations between potential maintenance factors and continuous 

measures of OCS/OCD, ii) independent or specific associations between potential 

maintenance factors and continuous measures of OCS/OCD, compared with other 

anxiety symptoms/disorders and/or non-anxious controls.  



 

2. Study examining i) differences in potential maintenance factors and categorical 

measures of OCS/OCD, ii) differences in potential maintenance factors and categorical 

measures of OCS/OCD, compared with other anxiety symptoms/disorders and/or non-

anxious controls.  

3. Prospective or experimental study examining the direction of effects between potential 

maintenance factors and OCS/OCD, including experimental studies using treatment 

designs.  

4. Study examining change in a potential maintenance mechanism and change in OCS/OCD.  

Papers were excluded if the study was a single case report, or if the study specifically examined 

OCS/OCD in the context of other comorbid conditions (e.g. Autism Spectrum Disorders (ASD), 

Attention Deficit Hyperactivity Disorder (ADHD), eating disorders or physical health conditions).  

Study Selection 

A flow chart of the study selection process is shown in Figure 1. Electronic database searches 

retrieved 14,987 records. Backward and forward citation hand searching retrieved a further 255 

potentially eligible papers. A total of 10835 records were retained after duplicates were removed. 

The titles and abstracts of a subset of records (n = 200) retrieved from the electronic database 

searches were independently screened by two review authors (CCh and BH) to identify records for 

full text screening. Inter-rater reliability between the two review authors was calculated and 

classified as ‘almost perfect agreement’ (k=.86; Landis & Koch, 1977). The titles and abstracts of the 

remaining records were screened by one review author (CCh). Two review authors (CCh and BH) 

then independently screened 1627 full texts to determine eligibility for inclusion in the review. 

Ninety-nine records were identified which examined children and adolescents as one group (i.e., 

they presented no extractable data for participants in our specified age range). As these records met 

all other eligibility criteria, we emailed the authors of 96 records (n = 3 were not contactable) to 

request re-conducted analyses on participants within our age range. Seven authors responded with 



 

the requested analyses or provided data for re-analysis. Any disagreements among reviewers were 

initially discussed by the two review authors (CCh and BH) and if consensus was not reached, a third 

review author (CCr) was consulted to reach a final decision.   

Data Extraction  

A data extraction sheet was developed and refined through initial piloting. The data extraction sheet 

included: details of the publication (e.g. authors, title, year of publication); participant characteristics 

(e.g. number of participants, age range, gender, diagnostic information and comorbidity); study 

design (e.g. questionnaire, observation, prospective, experiment, intervention); standardised 

measure of OCS/OCD (e.g. questionnaire, interview, informant, evidence of construct validity and 

appropriateness for age of child); measure of potential maintenance factors (e.g. questionnaire, 

observation, informant); control/comparison group (if applicable); method of data analysis; sub-

group analyses (if applicable e.g. age); study results (including effect sizes); and information relevant 

to the quality assessment. Data extraction was independently conducted by two review authors 

(CCh and CGH) and reviewed to ensure accuracy. Any discrepancies were initially discussed by the 

two review authors (CCh and CGH), and if consensus was not reached, a third review author (CCr or 

BH) was consulted to reach a final decision. Authors were contacted for missing data where 

necessary.  

Quality Ratings 

The quality of included studies was assessed using a modified version of the Checklist for Assessing 

the Quality of Quantitative Studies (Kmet et al., 2004). We modified the wording of the criterion 

‘Outcome and exposure measures well defined and robust to misclassification bias?’ and measured 

this for both OCS/OCD measures (‘OCS/OCD measure(s) well defined and robust to misclassification 

bias?’) and proposed maintenance factor measures (‘Proposed maintenance factor measure(s) well 

defined and robust to misclassification bias?’). Two review authors (CCh and CGH) independently 

rated the quality of all included studies. Studies were only rated on the criteria which were 



 

applicable to the specific study design, thus the possible total score for each study varied, so 

percentage scores were calculated to show the total score as a proportion of the potential total for 

each study. Studies where analyses were re-conducted to fit our specified age criteria were rated 

twice; once for the overall quality of the paper and once for the re-conducted analyses. This 

approach was chosen to reflect that re-conducted analyses may differ in quality (i.e. sample size, 

control for confounding variables, estimates of variance etc.) from the original paper. Any 

discrepancies were initially discussed by the two review authors (CCh and CGH) and a third review 

author (CCr or BH) was consulted if consensus was not reached.  

Data Synthesis 

Due to considerable heterogeneity among the studies included in this review, we adopted a 

descriptive approach to data synthesis. Studies are organised according to: (i) specific hypotheses 

identified from adult cognitive behavioural models of OCD, and descriptions of how family factors 

may maintain childhood OCD; (ii) sample characteristics (e.g., non-clinical and clinical populations); 

and (iii) methodological approach, to indicate the extent to which findings aid our understanding of 

whether the proposed maintenance factors are independently and/or specifically associated with 

childhood OCS/OCD. Thus, we presented studies examining the association between childhood 

OCS/OCD and proposed maintenance factors (i.e., studies examining differences between children 

with OCD and non-clinical controls on proposed maintenance factors, or associations between 

childhood OCS/OCD and proposed maintenance factors). If the study provided evidence of a 

significant association between childhood OCS/OCD and the proposed maintenance factor, we then 

presented study findings (where applicable) on the independent association between childhood 

OCS/OCD and the proposed maintenance factor (i.e., associations between childhood OCS/OCD and 

the proposed maintenance factor whilst controlling for other psychiatric symptoms) and/or the 

specific association between childhood OCS/OCD and the proposed maintenance factor (i.e., 

differences between children with OCD and psychiatric controls on the proposed maintenance factor 



 

or lack of associations between other psychiatric symptoms and the proposed maintenance factor). 

If the study provided no evidence for a significant association between childhood OCS/OCD and the 

proposed maintenance factor, then no analyses regarding independent or specific associations from 

that study were presented. A summary of the strength of the existing evidence for each proposed 

maintenance factor is shown in Figure 2.  

The results of this review are evaluated based on significance testing and effect sizes. In recognition 

that many studies used small sample sizes and/or were insufficiently powered to detect potentially 

meaningful effects, effect sizes (Cohen’s d) were calculated to aid interpretation of the results in the 

discussion section. Cohen’s d is reported for all studies where this could be extracted, calculated, or 

converted (using https://www.psychometrica.de/effect_size.html). Where effect sizes were not 

reported, Cohen’s d was calculated using means and standard deviations. If this data was not 

available, effect sizes were calculated using F values or t-statistics. Where there was insufficient 

information to calculate effect sizes, authors were contacted to provide the required data. However, 

the required data was not always available to calculate effect sizes, in these circumstances, we 

interpreted the results based on significance testing only. For consistency, the effect sizes reported 

in this paper were calculated by the review authors unless indicated. Any discrepancies between 

review authors’ calculations and the original papers are indicated. Effect sizes were coded as positive 

or negative to aid interpretation of the data. For correlational studies, a positive effect size indicates 

that increases in childhood OCS/OCD are associated with increases in the proposed maintenance 

factor. For studies examining between-group differences, a positive effect size indicates that 

children with OCD have a higher score on the proposed maintenance factor than the control group. 

For treatment studies examining the statistical association between change in childhood OCS/OCD 

and change in proposed maintenance factors, a positive effect size shows the measures changed in 

the same direction (e.g., reductions in both childhood OCS/OCD and the maintenance factor). Where 

treatment studies did not directly examine this association, but just reported change in childhood 

OCS/OCD and proposed maintenance factors over time, a positive effect size indicates increases in 

https://www.psychometrica.de/effect_size.html


 

childhood OCS/OCD or the proposed maintenance factor across time. Effect sizes were interpreted 

using Cohen's (1988) conventions of small (d=0.20), medium (d=0.50), and large (d=0.80). Where 

there was insufficient information to determine the direction of the effect this is indicated.  

  



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1. PRISMA flowchart of study selection process.  
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Results 

Description of Included Studies 

Study characteristics and results are presented in Table 2 and 3, respectively. In total, 29 studies 

published between 1998 and 2020 were included in the review. Studies were diverse in sample size 

(ranging from 3 participants to 202 participants); participant age (ranging from 5 to 14 years); 

percentage of female participants (ranging from 25% to 75%); recruitment setting (including schools 

and mental health settings); and country (including UK n = 3; USA n = 6, Australia n = 9; Sweden n = 

1; Spain n = 2; Canada n = 2; The Netherlands n = 3; Iceland n = 1; Serbia n = 1; and India n = 1).  

Eligible studies were identified for six of the 11 proposed maintenance factors. Among the cognitive 

and behavioural mechanisms, studies most commonly examined inflated responsibility beliefs (n = 4) 

and over importance of thoughts (n = 7). Studies were also identified for overestimation of threat (n 

= 2), emotional responses (n = 1) and counterproductive safety strategies (n = 2). No eligible studies 

were identified which examined the association between childhood OCS/OCD and the remaining 

cognitive/behavioural mechanisms, i.e., importance of controlling thoughts, intolerance of 

uncertainty, perfectionism, attentional biases, or neutralising actions. Among the familial 

mechanisms, studies most commonly examined family members’ behaviours (n = 18) – including 12 

different parental behaviours, family accommodation, and sibling behaviours. Five studies examined 

family members’ cognitions. The strength of the available evidence for each proposed maintenance 

factor is summarised in Figure 2.  

Quality Ratings  

As shown in Table 2, the quality of included studies varied considerably (from 30.8% to 92.9%). 

Studies often scored highly for sufficiently described research questions, study design, participant 

characteristics, and appropriate conclusions. Lower scores were typically allocated for participant 

recruitment (recruitment strategies were often unclear/could introduce bias); sample size (studies 



 

often failed to provide power analyses); data analysis (studies provided little evidence statistical 

assumptions were met); and estimates of variance (confidence intervals and/or standard errors for 

results were infrequently reported). 



 

Table 2. Study Characteristics 
   

Citation n* Age in years 
(mean, 
range)* 

Sex (% 
Female)
* 

Country OCS/OCD 
Measure(s) 

Potential Maintenance Factor Measure(s) Quality 
Rating 
(Sub-group 
analyses) 

Aspvall et al. 
(2018) 

11 9.5 (8 – 11)  63.6% Sweden CY-BOCS; OCI-
CV; ChOCI-R-P 

Family Accommodation Scale – Self Rated 
(FAS-SR) 

73.1% 

Barney et al. 
(2017) 

3 10.3 (10 – 11)  33.3% US CY-BOCS; 
NIMH-GOCS 

Parental Acceptance and Action 
Questionnaire (PAAQ) 

65.4% 

Barrett and Healy 
(2003) 

59 10.1 (7 – 13)  49.2% Australia ADIS-P Cognitive Assessment of Salkovskis Theory; 
Cognitive Assessment of Thought Action 
Fusion (TAF) and self-doubt 

83.3% 

Barrett et al. 
(2000)  

4 12.3 (10 – 13) 75.0% Australia ADIS-P; CY-
BOCS 

Sibling Accommodation Scale (SAS); Sibling 
Relationship Questionnaire (SRQ) 

38.5% 

Barrett et al. 
(2002) 

83 9.6 (6 – 14)  51.8% Australia ADIS-P Macro-coding Schedule for Parent and Child 
Behaviours (MPCB) 

83.3% 

Belschner et al. 
(2020)** 

13 10.3 (6 – 12) 69.2% Canada CY-BOCS-PR Parental Tolerance of Child Distress (PT-
OCD); FAS 

76.9% 
(63.6%) 

Bipeta et al. 
(2013)** 

15 9.9 (7 – 12) 53.3% India  CY-BOCS Family Accommodation Scale – Parent 
Report (FAS-PR) 

87.5% 
(80.0%) 

Bolton et al. 
(2002) 

86 Not reported 
(5 – 13)  

Not 
reported 

UK SCAS OSC 
subscale  

Magical Thinking Questionnaire (MTQ) 58.3% 

Challacombe and 
Salkovskis (2009)a 

61 9.9 (7 – 14) 54.1% UK Child OCI Observed Mother-Child Interactions; Five 
Minute Speech Sample (FMSS) 

66.7% 

Farrell et al. 
(2013) 

28 9.9 (8 – 12) 39.3% Australia ADIS-P Family Discussion Task 83.3% 



 

Table 2. Study Characteristics 
   

Citation n* Age in years 
(mean, 
range)* 

Sex (% 
Female)
* 

Country OCS/OCD 
Measure(s) 

Potential Maintenance Factor Measure(s) Quality 
Rating 
(Sub-group 
analyses) 

Farrell et al. 
(2015) 

48 9.7 (8 – 12) 45.8% Australia ADIS-P Interpretation Bias Task 87.5% 

Farrell et al. 
(2012) 

26 Not reported 
(7 – 11) 

Not 
reported 

Australia CY-BOCS Responsibility Attitudes Scale (RAS); Revised 
TAF scale; White Bear Suppression Inventory 
(WBSI); Meta-Cognition Questionnaire for 
Adolescents (MCQ-A).  

87.5% 

Grüner et al. 
(1999) 

117 10.4 (9 – 12) 51.3% The 
Netherlands 

SCAS OCS 
subscale  

Modified My Memories of Upbringing for 
Children (EMBU-C) 

79.2% 

Lebowitz (2013) 6 11.3 (10 – 13)   33.3% US CY-BOCS-PR Family Accommodation Scale (FAS) 30.8% 

Lebowitz et al. 
(2014)** 

54 10.1 (7 – 12)  58.7% US CY-BOCS  FAS; Family Accommodation Scale – Anxiety 
(FASA) 

87.5% 
(80.0%) 

Magnúsdóttir and 
Smári (2004) 

202 11.7 (10 – 14)  53.0% Iceland LOI-CV Responsibility Attitudes Scale for Children 
(RAS-C) 

70.8% 

Mathieu et al. 
(2020) 

79 10.4 (7 – 12) Not 
reported  

Australia CY-BOCS Modified EMBU-C; Obsessive Beliefs 
Questionnaire – Child Version (OBQ-CV) 

62.5% 

Muris and 
Merckelbach 
(1998) 

45 9.8 (8 – 12) 57.8% The 
Netherlands  

SCARED OCD 
subscale  

Modified EMBU-C 50.0% 

Rosa-Alcázar et 
al. (2017) 

20 6.6 (5 – 7) 35.0% Spain CY-BOCS FAS 85.7% 

Rosa-Alcázar et 
al. (2019) 

44 6.7 (5 – 7) 25.0% Spain CY-BOCS FAS 92.9% 



 

Table 2. Study Characteristics 
   

Citation n* Age in years 
(mean, 
range)* 

Sex (% 
Female)
* 

Country OCS/OCD 
Measure(s) 

Potential Maintenance Factor Measure(s) Quality 
Rating 
(Sub-group 
analyses) 

Selles, Franklin, et 
al. (2018) 

46 6.9 (5 – 8) 56.5% US CY-BOCS; CY-
BOCS-PR 

Measure of Distress Tolerance 82.1% 

Selles, Belschner, 
et al. (2018)** 

32 11.3 (7 – 12) 71.9% Canada CY-BOCS; CY-
BOCS-PR 

FAS 65.4% 
(59.1%) 

Simonds et al. 
(2009) 

102 7.7 (5 – 10) 52.9% UK SLOI-CV; SCAS 
OCS subscale  

MTQ 79.2% 

Stevanovic et al. 
(2016)** 

66 12.0 (12 – 
12.5) 

51.5% Serbia  RCADS OCD 
subscale  

Metacognitions Questionnaire for Children 
(MCQ-C) 

79.2% 
(75%) 

Verhaak and de 
Haan (2007) 

18 Not reported 
(8 – 12)  

61.1% The 
Netherlands  

CY-BOCS MTQ 58.3% 

Waters et al. 
(2001) 

7 Not reported 
(10 – 13)  

Not 
reported  

Australia CY-BOCS  FAS 57.7% 

White and 
Hudson (2016) 

187 10.6 (7 – 12)  31.3% Australia SCAS OCS 
subscale  

Revised MCQ-C (MCQ-CR) 83.3% 

Whiteside et al. 
(2014)** 

10 9.8 (7 – 12)  40.0% US ADIS-C; CY-
BOCS 

Family Accommodation Items (FAI) 80.8% 
(72.7%) 

Wu et al. 
(2014)** 

24 10.6 (7 – 12) 25.0% US CY-BOCS FAI 83.3% 
(80.0%)  

Note. * The number, age and gender of participants have been extracted for analyses which met our inclusion criteria, rather than the total sample of 

participants. ** Denotes where authors have provided data for re-analysis or provided re-conducted analyses within our specified age range. a Indicates 

where parents included in the study were selected on the presence of particular mental health conditions. OCS = Obsessive Compulsive Symptoms; CY-

BOCS = Children’s Yale-Brown Obsessive Compulsive Scale; CY-BOCS-PR = Children’s Yale-Brown Obsessive Compulsive Scale – Parent Report; OCI-CV = 

Obsessive Compulsive Inventory – Child Version; ChOCI-R-P =Children’s Obsessional Compulsive Inventory – Revised – Parent Report; NIHM GOCS = 

National Institute of Mental Health Global Obsessive-Compulsive Scale; ADIS-P = Anxiety Disorder Interview Schedule – Parent Report; ADIS-C = Anxiety 

Disorder Interview Schedule – Child Report;  SCAS = Spence Children’s Anxiety Scale; Child OCI = Child Obsessive Compulsive Inventory; LOI-CV = Leyton 



 

Obsessive Inventory – Child Version; SLOI-CV = Short Leyton Obsessive Compulsive Inventory – Child Version; SCARED = Screen for Child Anxiety Related 

Disorders; RCADS = Revised Children’s Anxiety and Depression Scale. FAS = Family Accommodation Scale; FAS-SR = Family Accommodation Scale – Self 

Report; FAS-PR = Family Accommodation Scale – Parent Report; FASA = Family Accommodation Scale for Anxiety; FAI = Family Accommodation Items; SAS = 

Sibling Accommodation Scale; PAAQ = Parental Acceptance and Action Questionnaire; SRQ = Sibling Relationship Questionnaire; MPCB = Macro-coding 

Schedule for Parent and Child Behaviours; PT-OCD = Parental Tolerance of Child Distress; FMSS = Five Minute Speech Sample; MTQ = Magical Thinking 

Questionnaire; RAS = Responsibility Attitudes Scale; RAS-C = Responsibility Attitudes Scale for Children; TAF = Thought Action Fusion; WBSI = White Bear 

Suppression Inventory; MCQ-C = Metacognitions Questionnaire for Children; MCQ-A = Metacognitions Questionnaire for Adolescents; MCQ-CR = Revised 

Metacognitions Questionnaire for Children; OBQ-CV = Obsessive Beliefs Questionnaire – Child Version; Modified EMBU-C = My Memories of Upbringing – 

Child Version. 
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1. Inflated Responsibility  

Four studies (three with clinical samples) used cross-sectional designs to examine the association 

between inflated responsibility and childhood OCS/OCD. 

Non-clinical populations  

Magnúsdóttir and Smári (2004) provided evidence of a significant positive association between 

childhood OCS and inflated responsibility in a non-clinical sample (N = 202, 10 – 14 years, d=0.68). 

Regarding specificity, although a significant association between children’s depression symptoms 

and inflated responsibility was found (d=0.63), there was a significant independent association 

between childhood OCS and inflated responsibility after controlling for children’s depression 

symptoms (d=0.45).  

Clinical populations 

There is some, albeit limited, evidence that inflated responsibility is significantly associated with 

childhood OCS/OCD in clinical samples, but no evidence that inflated responsibility is independently 

associated with, or specific to, children with OCD. While there was not a significant association 

between OCD severity and responsibility beliefs in general within groups of children with OCD (N = 

26, 7 – 11 years, d=-0.32, Farrell et al., 2012; N = 79, 7 – 12 years, d=0.32, Mathieu et al., 2020), 

Barrett and Healy (2003) found that children with OCD (N = 28, 7 – 13 years) reported significantly 

higher responsibility ratings for OCD-relevant (but not non-OCD relevant) threats compared to non-

clinical controls (N = 14, d=1.01 and d=-0.25, respectively). However, regarding specificity, Barrett 

and Healy (2003) found no evidence that children with OCD (N = 28) reported significantly higher 

responsibility ratings for OCD-relevant threats compared to children with anxiety disorders (N = 17, 

d=0.24).  

2. Over Importance of Thoughts 
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Five studies (three with clinical samples) employed cross-sectional designs to examine the 

association between over importance of thoughts and childhood OCS/OCD. Specifically, three 

studies examined ‘magical thinking’ and two studies examined TAF. Additionally, three studies (one 

with a clinical sample) were identified which examined the association between meta-cognitive 

beliefs and childhood OCS/OCD. Although meta-cognitive beliefs are not fully encompassed by the 

construct of over importance of thoughts, the meta-cognitive model of adult OCD emphasises beliefs 

about the meaning and importance of intrusions in the maintenance of OCD (Wells & Matthews, 

1994), thus these studies are also presented here. 

Non-clinical populations 

Magical thinking and thought-action fusion 

There is evidence that ‘magical thinking’ is significantly associated with childhood OCS in non-clinical 

populations, however the size of the associations differ depending on child age and the OCS 

measure used. Furthermore, there is no evidence that this association is independent or specific to 

childhood OCS. For example, Simonds et al. (2009) found that increased ‘magical thinking’ beliefs 

were significantly associated with increased OCS on two measures of OCS (N = 102, 5 – 10 years, 

SLOI-CV and MTQ total d=0.81, MTQ thought subscale d=0.74, MTQ action subscale d=0.66; SCAS 

OCS subscale and MTQ total d=0.59, MTQ thought subscale d=0.55, MTQ action subscale d=0.48). 

However, when analyses were conducted for three specific age groups (i.e. 5 – 6 years, 7 – 8 years 

and 9 – 10 years), the magnitude of the effect varied considerably dependent on the measure of OCS 

used (d’s ranged from d=-0.08 to d=1.62, see Table 3 for further details), with significant positive 

associations found between ‘magical thinking’ and SLOI-CV scores for 5 – 6 year olds (d=1.62), and 

‘magical thinking’ and SCAS OCS subscale scores for 9 – 10 year olds (d=0.75). Consistent with these 

findings, Bolton et al. (2002) also only found significant positive associations between ‘magical 

thinking’ and OCS for older children (i.e. 10 – 11 years and 12 – 13 years, Spearman’s p=.651) and not 

for younger children (i.e. <10 years old) when using the SCAS OCS subscale. Regarding 
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independence, ‘magical thinking’ has not been found to significantly predict higher scores on two 

measures of OCS after controlling for other anxiety symptoms (male participants only, SLOI-CV 

d=0.56; SCAS OCS subscale d=0.49, Simonds et al., 2009). Similarly, ‘magical thinking’ does not 

appear to be specific to childhood OCS, as significant associations between ‘magical thinking’ and 

other anxiety symptoms have been found for 12 – 13 year olds (Bolton et al., 2002) and 5 – 10 year 

olds (d’s ranged from d=0.50 to d=0.68, Simonds et al., 2009).  

Meta-Cognitive Beliefs 

There is evidence that meta-cognitive beliefs are significantly and independently associated with 

childhood OCS in non-clinical populations. However, evidence of specificity in this relationship is 

mixed. White and Hudson (2016) found that increased meta-cognitive beliefs were significantly 

associated with increased OCS (N = 187, 7 – 12 years, d=1.32). Extending this, Stevanovic et al. 

(2016) provided evidence of independence in this relationship, as increased meta-cognitive beliefs 

were significantly associated with increased OCS, after controlling for children’s depression 

symptoms (N = 66, 12 years old, d=2.67). Regarding specificity, although children’s depression 

symptoms were not significantly associated with children’s meta-cognitive beliefs (after controlling 

for anxiety symptoms, d=-0.18), significant associations have been found between meta-cognitive 

beliefs and all RCADS anxiety subscales (after controlling for depression symptoms, d’s ranged 

from d=0.75 to d=2.14, Stevanovic et al., 2016) and all SCAS subscales (d’s ranged from d=0.68 

to d=1.28, White & Hudson, 2016). 

Clinical populations  

Magical thinking and thought-action fusion 

There is limited evidence of an association between ‘magical thinking’ or TAF and childhood 

OCS/OCD in clinical populations, and there is currently no evidence that ‘magical thinking’ or TAF is 

independently associated with, or specific to, children with OCD. While there was not a significant 
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association between OCD severity and ‘magical thinking’ or TAF within groups of children with OCD 

(N = 18, 8 – 12 years, MTQ Total d=0.12, MTQ Thought d=0.12, MTQ Action d=0.10, Verhaak & de 

Haan, 2007; N = 26, 7 – 11 years, TAF Likelihood Self d=-0.28, TAF Likelihood Other d=-0.30, TAF 

Morality d=0.39, Farrell et al., 2012), Barrett and Healy (2003) found that children with OCD 

reported significantly higher levels of TAF than non-clinical controls (d=0.81). However, concerning 

specificity, no significant differences between children with OCD and anxiety disorders on ratings of 

TAF have been shown (d=0.46; Barrett & Healy, 2003).  

Meta-Cognitive Beliefs  

There is no evidence that meta-cognitive beliefs are significantly associated with childhood OCS/OCD 

in clinical samples. For example, Farrell et al. (2012) did not find a significant association between 

increased meta-cognitive beliefs and increased OCD severity within a sample of children with OCD (7 

– 11 years, d=-0.26).  

3. Importance of Controlling Thoughts 

No studies were identified which met our eligibility criteria and examined the association between 

importance of controlling thoughts and childhood OCS/OCD in non-clinical or clinical samples.  

4. Overestimation of threat 

Two studies (with clinical samples) employed cross-sectional designs to examine the association 

between overestimation of threat and childhood OCS/OCD 

Clinical populations 

There is mixed evidence regarding the association between overestimation of threat and childhood 

OCS/OCD in clinical samples, and no evidence of an independent or specific association to children 

with OCD. Farrell et al. (2015) found that children with OCD (N = 22, 8 – 12 years) interpreted 

ambiguous scenarios (including mildly-positive, neutral and mildly-aversive scenarios) as significantly 

more difficult than non-clinical controls (N = 26, d=0.86). However, no significant between-group 
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differences were found for children’s open or closed threat interpretations (d=0.392 and d=0.37, 

respectively), appraisals of coping (d=-0.21), or coping plans (d=-0.39) for ambiguous scenarios. 

Further, Barrett and Healy (2003) found that children with OCD (7 – 13 years) reported significantly 

higher severity of harm ratings for OCD-relevant threats compared to non-clinical controls (d=1.07), 

yet there were no significant between-group differences for children’s ratings of the probability of 

harm for OCD-relevant threats (d=1.25). As expected, there were no significant differences for 

children’s ratings of the probability or severity of harm for non-OCD relevant threats (d=0.27 and 

d=0.48, respectively). Regarding specificity, children with OCD did not report significantly higher 

severity of harm ratings for OCD-relevant threats compared to children with anxiety disorders 

(d=0.71, Barrett & Healy, 2003). Similarly, regarding independence, no significant differences were 

found between children with OCD and non-clinical controls’ difficulty ratings for ambiguous 

scenarios when controlling for children’s comorbid anxiety symptoms (d=0.17, Farrell et al., 2015).  

5. Intolerance of Uncertainty  

No studies were identified which met our eligibility criteria and examined the association between 

intolerance of uncertainty and childhood OCS/OCD in non-clinical or clinical populations.  

6. Perfectionism 

No studies were identified which met our eligibility criteria and examined the association between 

perfectionism and childhood OCS/OCD in non-clinical or clinical populations.   

7. Emotional Responses 

One study (with a clinical sample) examined the association between emotional responses and 

childhood OCS/OCD.   

Clinical populations 

Selles, Franklin, et al. (2018) provided evidence of a significant association between improvements in 

children’s (N = 46, 5 – 8 years) distress tolerance throughout treatment and reductions on clinician 



1Insufficient information to calculate Cohen’s d 
2Insufficient information to determine the direction of Cohen’s d 

(but not parent) reported OCD severity at post-treatment (d=-1.32 and d=-0.90, respectively). No 

research has examined whether this association is independent or specific to children with OCD.  

8. Attentional Biases 

No studies were identified which met our eligibility criteria and examined the association between 

attention to intrusive, unwanted cognitions or related stimuli and childhood OCS/OCD in non-clinical 

or clinical populations. 

9. Neutralising Actions 

No studies were identified which examined the association between neutralising actions and 

childhood OCS/OCD in non-clinical or clinical populations. 

10. Counterproductive Safety Strategies 

Two studies (with clinical samples) employed cross-sectional designs to examine the association 

between counterproductive safety strategies and childhood OCS/OCD.  

Clinical populations 

There is no evidence that counterproductive safety strategies are significantly associated with 

childhood OCS/OCD in clinical samples. For example, Farrell et al. (2012) did not find a significant 

association between OCD severity and thought suppression within a group of children (7 – 11 years) 

with OCD (d=0.22). Similarly, Barrett and Healy (2003) found no evidence that children with OCD (7 – 

13 years) had significantly higher ratings for responses to self-doubt (i.e., by repeating 

rituals/checking) compared to non-clinical controls (d=-0.10). 

11. Family Factors 

Family member’s cognitions 
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Five studies (with clinical samples) examined the association between family member’s cognitions 

and childhood OCS/OCD; two studies employed cross-sectional designs and three studies used 

treatment designs. 

Clinical populations  

There is mixed evidence regarding the association between family members’ cognitions and 

childhood OCS/OCD in clinical samples, and no research has examined whether these associations 

are independent or specific to children with OCD. For example, when examining the association 

between family members’ cognitions and OCD severity within a sample of children (N = 26, 7 – 11 

years) with OCD, Farrell et al. (2012) found significant positive associations for maternal 

responsibility attitudes (d=2.08), thought suppression (d=1.19) and meta-cognitive beliefs (d=0.87), 

but not for maternal TAF (TAF Likelihood Self d=0.77; TAF Likelihood Other d=0.52; TAF Morality d=-

0.04). Furthermore, Farrell et al. (2015) found that mothers of children (8 – 12 years) with OCD 

perceived ambiguous scenarios (including mildly-positive, neutral and mildly-aversive scenarios) as 

significantly more threatening (on responses to closed, but not open questions, d=0.68 and d=0.232, 

respectively), and more difficult (d=0.69) than mothers of non-clinical controls. However, the 

between-group differences in mother’s appraisals of coping (d=-0.54) or coping plans (d=-0.29) for 

ambiguous scenarios were not significant.  

Regarding the association between parents’ distress tolerance or acceptance of their child’s 

emotions and childhood OCS/OCD specifically, inconsistent findings have been found. For example, 

whilst Selles, Franklin, et al. (2018) found that improvements in fathers’ tolerance of their child’s 

distress throughout treatment was significantly associated with reductions on clinician (but not 

parent) report of children’s (5 – 8 years) OCD severity at post-treatment (d=-1.00 and d=-0.85, 

respectively), no significant associations between improvements in mother’s distress tolerance and 

children’s post-treatment OCD severity were shown (CY-BOCS d=-0.58; CY-BOCS-PR d=-0.52). 

Similarly, although Belschner et al. (2020) did not directly examine the association between changes 
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in parental distress tolerance and changes in children’s (N = 13, 6 – 12 years) OCS/OCD across 

treatment, analyses showed that despite parents’ tolerance of their child’s distress significantly 

increasing through a caregiver-focussed, mindfulness-based intervention (d=0.94), children’s OCD 

severity did not significantly decrease across this period (d=-0.29). In contrast, Barney et al. (2017) 

found mean improvements in both parents’ acceptance of their child’s (N = 3, 10 – 11 years) 

emotions and children’s OCD severity following Acceptance and Commitment Therapy (ACT; CY-

BOCS d=-2.61; NIMH-GOCS d=-5.87; PAAQ d=-0.70). 

Family member’s behaviours 

Eighteen studies (15 with clinical samples) examined the association between family member’s 

behaviours (including 12 different parental behaviours, family accommodation and sibling 

behaviours) and childhood OCS/OCD. Nine studies employed cross-sectional designs and nine 

studies used treatment designs to examine the association of interest.  

Non-clinical populations 

Parental Behaviours 

There is limited evidence of a significant association between parental behaviours and childhood 

OCS in non-clinical populations, and there is no evidence that particular parental behaviours are 

independently or specifically associated with childhood OCS. For example, Grüner et al. (1999) found 

significant positive associations between children’s (N = 117, 9 – 12 years) reports of maternal and 

paternal control, anxious parenting and rejection (but not emotional warmth) and children’s OCS, 

after controlling for children’s age and gender (maternal control d=0.52; anxious parenting d=0.54; 

rejection d=0.90; emotional warmth d=-0.32; paternal control d=0.47; anxious parenting d=0.49; 

rejection d=0.85; emotional warmth d=-0.22). In contrast, Muris and Merckelbach (1998) found no 

evidence that children’s (N = 45, 8 – 12 years) reports of maternal and paternal behaviours (i.e. 

warmth, rejection, control or anxious parenting) were associated with children’s OCS when using the 
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SCARED OCS subscale. Similarly, Challacombe and Salkovskis (2009) found no evidence that maternal 

promotion of autonomy, maternal warmth or high levels of expressed emotion were significantly 

associated with children’s (N = 61, 7 – 14 years) OCS. Regarding specificity, it is noted that significant 

positive correlations were also found between parental control, anxious rearing and rejection and all 

other SCAS subscales (d’s ranged from d=0.39 to d=0.93, Grüner et al., 1999).   

Family Accommodation 

No eligible studies were identified which examined the association between family accommodation 

and childhood OCS in non-clinical populations.  

Clinical populations  

Parental Behaviours 

There is mixed evidence regarding the association between parental behaviours and childhood 

OCS/OCD in clinical samples, and no research has examined the independence of these associations. 

However, there is some evidence that particular parental behaviours are specifically associated with 

childhood OCS/OCD. When parental behaviours have been examined within a sample of children (7 

– 12 years) with OCD, no significant associations have been found between children’s OCD severity 

and children’s reports of parental overprotection (d=-0.43), anxious parenting (d=-0.35), or rejection 

(d=0.35, Mathieu et al., 2020). In contrast, Barrett et al. (2002) found that compared to parents of 

non-clinical controls (N = 22, 7 – 13 years), mothers and fathers of children with OCD (N = 18; 8 – 14 

years) displayed significantly less warmth (d=-1.24, d=-2.08, respectively), confidence (d=-6.82, d=-

7.87, respectively), positive problem solving (d=-1.95, d=-2.22, respectively), and rewarding of 

children’s independence (d=-3.38, d=-4.56, respectively) based on observations of a Family 

Discussion Task. However, there was no evidence that parents of children with OCD significantly 

differed from non-clinical controls on observations of maternal/paternal control (d=2.45, d=0.49, 

respectively), maternal/paternal doubt (d=-3.04, d=0.02, respectively) or maternal/paternal 
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avoidance (d=-0.53, d=0.24, respectively). Furthermore, Farrell et al. (2013) found no evidence that 

mothers of children (8 – 12 years) with OCD significantly differed to mothers of non-clinical controls 

on displays of autonomy granting (vs. control d=-0.40), confidence (vs. doubt d=-0.07) or warmth (vs. 

dismissiveness d=-0.69). However, Farrell et al. (2013) did show that mothers of children with OCD 

displayed significantly greater enhancement of their child’s (rather than their own) responsibility for 

action during a Family Discussion task, compared to mothers of non-clinical controls (who did not 

differ in enhancement of their own or their child’s responsibility for action1).  

Regarding specificity, although Barrett et al. (2002) found that mothers of children with OCD (N = 18, 

8 – 14 years) displayed significantly less warmth than mothers of children with anxiety disorders (N = 

22, 6 – 14 years, d=-0.75), no significant differences were found between mothers of children with 

OCD and externalising disorders (N = 21, 7 – 12 years, d=0.60). Furthermore, no significant 

differences in paternal warmth were found for fathers of children with OCD and anxiety disorders 

(d=-0.59). Overall, only less frequent displays of parental confidence, positive problem solving, and 

rewarding of children’s independence were specific to parents of children with OCD, compared to 

parents of children with anxiety disorders (maternal confidence d=-4.03; problem solving d=-2.40; 

reward independence d=-2.89; paternal confidence d=-3.32; problem solving d=-2.18; reward 

independence d=-2.40) and externalising disorders (maternal confidence d=-1.22; problem solving 

d=-1.45; and reward independence d=-1.22, Barrett et al., 2002). 

Family Accommodation  

Family accommodation has consistently been found to be significantly associated with childhood 

OCS/OCD in clinical samples, however, no research has examined the independence of this 

association, and in the only study to examine disorder specificity, there was no evidence that this 

association was specific to children with OCD. For example, Lebowitz et al. (2014) found that 

compared to mothers of non-clinical controls (N = 16, 7 – 12 years), mothers of children with OCD (N 

= 21) reported significantly greater levels of overall family accommodation (d=1.45), participation in 
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2Insufficient information to determine the direction of Cohen’s d 

rituals (d=1.25), modification of family routines (d=1.35), and parental distress when accommodating 

(d=1.41). Similarly, when examining the association between OCD severity and family 

accommodation within groups of children (7 – 12 years) with OCD, strong significant associations 

have been found (N = 15, FAS Total d=7.84, FAS Avoidance of Triggers d=3.37, Bipeta et al., 2013; N = 

24, FAS total d=1.81, FAS Participation d=1.19, FAS Modification d=1.58, Wu et al., 2014). 

Furthermore, although no eligible treatment studies have statistically examined the association 

between changes in children’s OCD severity and changes in family accommodation across treatment, 

studies have consistently shown significant improvements in both children’s OCD severity and family 

accommodation from pre- to post-treatment, including following internet-delivered CBT (N = 11, 8 – 

11 years, CY-BOCS d=-1.86, OCI-CV d=-1.65, ChOCI-R-P d=-2.15, FAS d=-2.67, Aspvall et al., 2018); 

group CBT (N = 32, 7 – 12 years, CY-BOCS d=-1.74, CY-BOCS-PR d=-1.58, FAS d=-1.51, Selles, 

Belschner, et al., 2018); parent-led CBT (N = 6, 10 – 13 years, Lebowitz, 2013; N = 20, 5 – 7 years, 

Rosa-Alcázar et al., 2017; N = 44, 5 – 7 years, Rosa-Alcázar et al., 2019); and family-based CBT 

treatments (N = 7, 10 – 13 years, CY-BOCS d=-3.62, Waters et al., 2001; Rosa-Alcázar et al., 2017; 

Rosa-Alcázar et al., 2019), with some studies showing maintenance of these effects at 1-month (CY-

BOCS d=-0.05, CY-BOCS-PR d=-0.09, FAS d=-0.23, Selles, Belschner, et al., 2018) and 3-month follow-

up periods (CY-BOCS d=-0.30, OCI-CV d=-0.03, ChOCI-R-P d=0.06, FAS d=-0.04, Aspvall et al., 2018; 

Rosa-Alcázar et al., 2019; Rosa-Alcázar et al., 2017). Furthermore, Whiteside et al. (2014) also found 

significant improvements in both children’s CY-BOCS (but not ADIS OCD severity) and family 

accommodation scores following intensive CBT treatment (N = 10, 7 – 12 years, CY-BOCS d=-1.46; 

ADIS OCD d=-0.66; FA d=-1.46). In contrast to this overall pattern, Belschner et al. (2020) found no 

evidence that children’s (6 – 12 years) OCD severity or family accommodation significantly improved 

across the intervention period of a caregiver-focussed, mindfulness-based intervention (CY-BOCS-PR 

d=-0.29; FAS d=0.03). Regarding specificity, Lebowitz et al. (2014) found that mothers of children 

with OCD (N = 21) did not report significantly greater levels of overall family accommodation 



1Insufficient information to calculate Cohen’s d 
2Insufficient information to determine the direction of Cohen’s d 

(d=0.40), participation in rituals (d=0.30), modification of family routines (d=0.31) or parental 

distress (d=0.22) than mothers of children with anxiety disorders (N=17).  

Siblings’ Behaviours 

There is some evidence of an association between siblings’ behaviours and childhood OCS/OCD in 

clinical samples, however no research has examined the independence or specificity of this 

association to childhood OCS/OCD. Barrett et al. (2000) found that on average, siblings of children 

with OCD (N = 4, 10 – 13 years) reported less warmth and greater rivalry in their sibling relationship 

compared to siblings of non-clinical children (N = 5, 8 – 12 years; d=-0.37 and d=1.17, respectively), 

however there were no mean differences in sibling dominance or conflict (d=0.00 and d=0.03, 

respectively). Furthermore, Barrett et al.  (2000) also found evidence of mean improvements in both 

children’s OCD severity (d=-4.64) and sibling warmth (d=0.13), dominance (d=-0.55), conflict (d=-

0.25), rivalry (d=-2.25), overall accommodation (d=-1.89), participation in rituals (d=-1.95), 

modification of routines (d=-1.61), and distress when accommodating (d=-0.64) following CBT 

treatment. 

Robustness of Data Synthesis  

According to liberal thresholds suggested by Kmet et al. (2004), three studies were defined as poor 

quality (i.e. <55% quality ratings; Barrett et al., 2000; Lebowitz, 2013; Muris & Merckelbach, 1998). 

Although studies were not excluded on this basis, re-examination of the results without these 

studies provides greater confidence that some parental behaviours (i.e. parental control, anxious 

parenting, and rejection) are significantly associated with childhood OCS in non-clinical populations. 

However, there continued to be a lack of evidence that this association was specific to childhood 

OCS. Furthermore, without the inclusion of Barrett et al. (2000) there is no evidence on the potential 

role of sibling behaviours in the maintenance of childhood OCS/OCD. Overall, the main results of this 

review remain unchanged.  
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Citation OCS/OCD 
Measure(s) 

Proposed 
Maintenance 
Factor 
Measure(s) 

Age 
Range 
(Years) 

Association between 
proposed 
maintenance factor 
and OCS/OCD using 
non-clinical sample 

Association between 
proposed 
maintenance factor 
and OCS/OCD using a 
clinical sample 

Differences between proposed 
maintenance factors and OCD, 
compared with other anxiety 
disorders and/or non-anxious 
controls 

Change in proposed maintenance 
factors and change in OCS/OCD 

Inflated Responsibility 

Magnúsdóttir 
and Smári 
(2004) 

LOI-CV RAS-C 10 – 14  d=0.68    

Farrell et al. 
(2012) 

CY-BOCS RAS 7 – 11  d=-0.32   

Mathieu et 
al. (2020) 

CY-BOCS OBQ-CV 7 – 12  d=0.32   

Barrett and 
Healy (2003) 

ADIS-P Cognitive 
Assessment 
of Salkovskis 
Theory - 
Responsibility 
for Harm 

7 – 13   OCD-relevant threat:  
d=1.01* (OCD>NCC)  
d=0.24 (OCD>AD)  
Non-OCD threat:  
d=-0.25 (OCD<NCC)  
d=0.29 (OCD>AD)   

 

Over Importance of Thoughts 

Simonds et 
al. (2009) 

SCAS OCS 
subscale; 
SLOI-CV 

MTQ  5 – 10 
 
 
 
 
 
 
 
5 – 6 

SCAS OCS: 
d=0.59* (total)  
d=0.55* (thought) 
d=0.48* (action) 
SLOI-CV: 
d=0.81* (total) 
d=0.74* (thought) 
d=0.66* (action) 
SCAS OCS: 
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disorders and/or non-anxious 
controls 

Change in proposed maintenance 
factors and change in OCS/OCD 

 
 
 
7 – 8 
 
 
 
9 – 10 

d=0.72 (total) 
SLOI-CV: 
d=1.62* (total) 
SCAS OCS: 
d=-0.08 (total) 
SLOI-CV: 
d=0.47* (total) 
SCAS OCS: 
d=0.75* (total) 
SLOI-CV: 
d=0.35 (total) 

Bolton et al. 
(2002) 

SCAS OCS 
subscale   

MTQ 5 – 6 
7 – 8 
10 – 11 
12 – 13 
 

Not reported 
Not reported 
Not reported 
Spearman’s p=.65*a 

   

White and 
Hudson 
(2016) 

SCAS OCS 
subscale  

MCQ-CR 7 – 12 d=1.32*    

Stevanovic et 
al. (2016)** 

RCADS OCD 
subscale  

MCQ-C 12 – 12.5 
 
12 

d=2.67* (controlling 
for depression) 

  
 
 

 

Verhaak and 
de Haan 
(2007) 

CY-BOCS MTQ  8 – 12  d=0.12 (total)  
d=0.12 (thought) 
d=0.10 (action) 
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proposed 
maintenance factor 
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Farrell et al. 
(2012) 

CY-BOCS Revised TAF 
Scale; 
MCQ-A 

7 – 11   d=-0.28 (TAF 
Likelihood Self)  
d=-0.30 (TAF 
Likelihood Other)  
d=0.39 (TAF 
Morality)  
d=-0.26 (MCQ-A) 

  

Barrett and 
Healy (2003) 

ADIS-P Cognitive 
Assessment 
of TAF 

7 – 13   d=0.81* (OCD>NCC)  
d=0.46 (OCD>AD)  

 

Importance of Controlling Thoughts 
No eligible studies identified  

Overestimation of Threat 

Farrell et al. 
(2015) 

ADIS-P Interpretation 
Bias Task 

8 – 12    Difficulty ratings:  
d=0.86*(OCD>NCC) 
Open threat interpretation ratings: 
d=0.39b (OCD vs. NCC) 
Closed threat interpretation rating:  
d=0.37 (OCD>NCC) 
Appraisals of coping: 
d=-0.21 (OCD<NCC) 
Coping plans: 
d=-0.39 (OCD<NCC) 
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proposed 
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disorders and/or non-anxious 
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Change in proposed maintenance 
factors and change in OCS/OCD 

Barrett and 
Healy (2003) 

ADIS-P Cognitive 
Assessment 
of Salkovskis 
Theory –  
Severity of 
Harm;  
Probability of 
Harm 

7 – 13    Severity of Harm:  
OCD relevant threat:  
d=1.07* (OCD>NCC) 
d=0.71 (OCD>AD) 
Non-OCD threat:  
d=0.48 (OCD>NCC) 
d=-0.07 (OCD<AD)  
Probability of Harm:  
OCD relevant threat:  
d=1.25 (OCD>NCC)  
d=0.55 (OCD>AD)  
Non-OCD relevant threats:  
d=0.27 (OCD>NCC)  
d=0.06 (OCD>AD)  

 

Intolerance of Uncertainty 

No eligible studies identified  

Perfectionism 

No eligible studies identified  

Emotional Responses 

Selles, 
Franklin, et 
al. (2018) 

CY-BOCS; 
CY-BOCS-PR 

Measure of 
Distress 
Tolerance  

5 – 8     d=-1.32*c (CY-BOCS) 
d=-0.90 (CY-BOCS-PR) 
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Attentional Biases 

No eligible studies identified  

Neutralising Actions 
No eligible studies identified  

Counterproductive Safety Strategies  
Farrell et al. 
(2012) 

CY-BOCS WBSI 7 – 11  d=0.22   

Barrett and 
Healy (2003) 

ADIS-P Cognitive 
Assessment 
of Self-Doubt 

7 – 13   d=-0.10 (OCD<NCC)  
d=-0.04 (OCD<AD)  

 

Family Members’ Cognitions 

Farrell et al. 
(2012) 

CYBOCS Maternal 
RAS; Revised 
TAF Scale; 
WBSI; MCQ 

7 – 11  d=2.08* (RAS) 
d=1.19* (WBSI) 
d=0.87* (MCQ)  
d=0.77 (TAF 
Likelihood Self)  
d=0.52 (TAF 
Likelihood Other)  
d=-0.04 (TAF 
Morality) 
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Farrell et al. 
(2015) 

ADIS-P Interpretation 
Bias Task 

8 – 12     Closed threat interpretation rating:  
d=0.68*(Mothers of OCD>NCC) 
Open threat interpretation ratings: 
d=0.23b(Mothers of OCD vs. NCC) 
Difficulty ratings:  
d=0.69*(Mothers of OCD>NCC) 
Appraisals of coping: 
d=-0.54(Mothers of OCD<NCC) 
Coping plans: 
d=-0.29(Mothers of OCD<NCC) 

 

Selles, 
Franklin, et 
al. (2018) 

CY-BOCS; CY-
BOCS-PR 

Measure of 
Distress 
Tolerance  

5 – 8     Maternal: 
d=-0.58 (CY-BOCS)  
d=-0.52 (CY-BOCS-PR) 
Paternal: 
d=-1.00* (CY-BOCS)  
d=-0.85 (CY-BOCS-PR) 

Belschner et 
al. (2020)** 

CY-BOCS-PR PT-OCD 6 – 12     d=-0.29 (Pre-Post intervention 
period CY-BOCS-PR)  
d=0.94*(Pre-Post intervention 
period PT-OCD) 

Barney et al. 
(2017) 

CY-BOCS; 
NIHM-GOCS 

PAAQ 10 – 11     d=-2.61 (Pre-Post CY-BOCS) 
d=-5.87 (Pre-Post NIMH-GOCS)  
d=-0.70 (Pre-Post PAAQ) 
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factors and change in OCS/OCD 

Family Member’s Behaviours 
Grüner et al. 
(1999) 

SCAS OCS 
subscale  

Modified 
EMBU-C 

9 – 12 Maternal: 
d=0.52*(control)  
d=0.54*(anxious 
parenting) 
d=0.90*(rejection)  
d=-0.32 (emotional 
warmth)  
Paternal:  
d=0.47* (control)  
d=0.49* (anxious 
parenting) 
d=0.85*(rejection)  
d=-0.22 (emotional 
warmth) 

   

Muris and 
Merckelbach 
(1998) 

SCARED OCD 
subscale  

Modified 
EMBU-C 

8 – 12  Not Reported    

Challacombe 
and 
Salkovskis 
(2009) 

Child OCI Observed 
Mother-Child 
Interactions; 
FMSS 

7 – 14  Not Reported    
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Proposed 
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Mathieu et 
al. (2020) 

CY-BOCS Modified 
EMBU-C 

7 – 12   d=-0.43 
(overprotection) 
d=-0.35 (anxious 
parenting) 
d=0.35 (rejection) 

  

Bipeta et al. 
(2013)** 

CY-BOCS FAS-PR 7 – 12   d=7.84* (Total) 
d=3.37* (Avoidance 
of triggers) 

  

Wu et al. 
(2014)** 

CY-BOCS FAI 7 – 12   d=1.81* (Total) 
d=1.19* 
(Participation) 
d=1.58* 
(Modification)  

  

Barrett et al. 
(2002) 

ADIS-P MPCB 6 – 14    Maternal control:  
d=-0.15 (OCD<AD)  
d=3.05 (OCD>ED)  
d=2.45 (OCD>NCC)  
Maternal warmth:  
d=-0.75*(OCD<AD)   
d=0.60 (OCD>ED)   
d=-1.24*(OCD<NCC)  
Maternal doubt: 
d=-10.40*(OCD<AD)   
d=-8.61*(OCD<ED)  
d=-3.04 (OCD<NCC)   
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Maternal avoidance:  
d=-0.82 (OCD<AD)   
d=-0.63 (OCD<ED) 
d=-0.53 (OCD<NCC)  
Maternal problem solving:  
d=-2.40*(OCD<AD)   
d=-1.45*(OCD<ED) 
d=-1.95*(OCD<NCC) 
Maternal confidence:  
d=-4.03*(OCD<AD)   
d=-1.22*(OCD<ED) 
d=-6.82*(OCD<NCC) 
Maternal reward independence:  
d=-2.89*(OCD<AD)    
d=-1.22*(OCD<ED)  
d=-3.38*(OCD<NCC) 
Paternal control: 
d=-0.16 (OCD<AD)  
d=0.49 (OCD>NCC)  
Paternal warmth:  
d=-0.59 (OCD<AD)  
d=-2.08*(OCD< NCC)  
Paternal doubt:  
d=-1.53*(OCD<AD)  
d=0.02 (OCD>NCC)  
Paternal avoidance:  
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Change in proposed maintenance 
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d=-0.71 (OCD<AD)  
d=0.24 (OCD>NCC) 
Paternal problem solving:  
d=-2.18*(OCD<AD)  
d=-2.22*(OCD<NCC)  
Paternal confidence:  
d=-3.32*(OCD<AD)  
d=-7.87*(OCD<NCC)  
Paternal reward independence:  
d=-2.40*(OCD<AD)  
d=-4.56*(OCD<NCC) 

Farrell et al. 
(2013) 

ADIS-P Family 
Discussion 
Task 

8 – 12    Autonomy (vs. control): 
d=-0.40 (Mothers of OCD<NCC)  
Confidence (vs. doubt):  
d=-0.07 (Mothers of OCD<NCC)  
Warmth (vs. dismissive):  
d=-0.69d (Mothers of OCD<NCC)  
Enhancement of child’s 
responsibility not reported.  

 

Lebowitz et 
al. (2014)** 

CY-BOCS FAS; FASA 7 – 12    Accommodation: 
d=0.40 (OCD>AD)  
d=1.45* (OCD>NCC)  
Participation:  
d=0.30 (OCD>AD)  
d=1.25* (OCD>NCC)  
Modification:  
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d=0.31(OCD>AD)  

d=1.35* (OCD>NCC)  
Parent distress: 
d=0.22 (OCD>AD) 
d=1.41 (OCD>NCC) 

Aspvall et al. 
(2018) 

CY-BOCS; OCI-
CV; ChOCI-R-P 

FAS-SR 8 – 11    d=-1.86* (Pre-Post CY-BOCS)  
d=-0.30 (Post-3m FU CY-BOCS) 
d=-1.65*(Pre-Post OCI-CV)  
d=-0.03 (Post-3m FU OCI-CV) 
d=-2.15*(Pre-Post ChOCI-R-P)  
d=0.06 (Post-3m FU ChOCI-R-P) 
d=-2.67*(Pre-Post FAS-SR) 
d=-0.04 (Post-3m FU FAS-SR) 

Selles, 
Belschner, et 
al. (2018)** 

CY-BOCS; CY-
BOCS-PR 

FAS 8 – 13     d=-1.74*(Pre-Post CY-BOCS) 
d=-0.05 (Post-1m FU CY-BOCS)  
d=-1.58*(Pre-Post CY-BOCS-PR) 
d=-0.09e (Post-1m FU CY-BOCS-PR)   
d=-1.51* (Pre-Post FAS) 
d=-0.23 (Post-1m FU FAS) 

Lebowitz 
(2013) 

CY-BOCS-PR FAS 10 – 13    Not reported 

Rosa-Alcázar 
et al. (2017) 

CY-BOCS FAS 5 – 7     d=-5.55* (Pre-3m FU CY-BOCS) 
d=-4.55* (Pre-3m FU FAS) 
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Proposed 
Maintenance 
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Rosa-Alcázar 
et al. (2019) 

CY-BOCS FAS 5 – 7    d≥-7.29*(Pre-3m FU CY-BOCS) 
d≥-5.60*(Pre-3m FU FAS-Mother) 
d≥-5.60*(Pre-3m FU FAS-Father) 

Waters et al. 
(2001) 

CY-BOCS FAS 10 – 13     d=-3.62* (Pre-Post CY-BOCS) 
Not reported for all other variables  

Whiteside et 
al. (2014)** 

ADIS-C; CY-
BOCS 

FAI 7 – 12    d=-1.46* (Pre-Post CY-BOCS)  
d=-0.66 (Pre-Post ADIS OCD) 
d=-1.46* (Pre-Post FAI) 

Belschner et 
al. (2020)** 

CY-BOCS-PR FAS 6 – 12    d=-0.29 (Pre-Post intervention 
period CY-BOCS-PR)  
d=0.03 (Pre-Post intervention 
period FAS) 

Barrett et al. 
(2000) 

ADIS-P; CY-
BOCS 

SAS; SRQ 10 – 13    Warmth: 
d=-0.37f (Siblings of OCD<NCC) 
Dominance: 
d=0.00 (Siblings of OCD vs. NCC) 
Conflict: 
d=0.03 (Siblings of OCD>NCC) 
Rivalry: 
d=1.17f (Siblings of OCD>NCC) 

d=-4.64 (Pre-Post CY-BOCS) 
d=0.13f (Pre-Post Warmth) 
d=-0.55 (Pre-Post Dominance) 
d=-0.25f (Pre-Post Conflict) 
d=-2.25 (Pre-Post Rivalry) 
d=-1.89 (Pre-Post SAS total) 
d=-1.95f (Pre-Post SAS 
participation) 
d=-1.61 (Pre-Post SAS modification) 
d=-0.64 (Pre-Post SAS Sibling 
distress) 
 



 

Note. Please refer to the data synthesis section to aid interpretation of positive and negative effect sizes. *Indicates a significant result. **Denotes where 

authors have provided data for re-analysis or provided re-conducted analyses within our specified age range; a Indicates where review authors were unable 

to convert data to Cohen’s d; b Insufficient information to determine the direction of the effect size; c This effect size was calculated according to the 

formula provided by Peterson and Brown (2005), however the original standardised regression coefficient (r=0.51) marginally exceeded the recommended 

values for applying this formula (r=+/-0.50); d Original author effect size calculation (d=0.72); e Original author effect size calculation (d=0.08); f Discrepancies 

between original author and review author calculation of means from raw data (original author warmth OCD group M=3.05, review author calculation 

M=3.03; original author warmth control group M=3.29, review author calculation M=3.23; original author rivalry OCD group M=3.50, review author 

calculation M=3.40; original author rivalry control group M=3.01, review author calculation M=3.07; original author post-treatment warmth M=3.10, review 

author calculation M=3.12; original author pre-treatment conflict M=2.80, review author calculation M=2.82; original author pre-treatment SAS 

participation subscale M=1.87, review author calculation M=1.67); OCS = Obsessive Compulsive Symptoms; CY-BOCS = Children’s Yale-Brown Obsessive 

Compulsive Scale; CY-BOCS-PR = Children’s Yale-Brown Obsessive Compulsive Scale – Parent Report; OCI-CV = Obsessive Compulsive Inventory – Child 

Version; ChOCI-R-P =Children’s Obsessional Compulsive Inventory – Revised – Parent Report; NIHM GOCS = National Institute of Mental Health Global 

Obsessive-Compulsive Scale; ADIS-P = Anxiety Disorder Interview Schedule – Parent Report; ADIS-C = Anxiety Disorder Interview Schedule – Child Report;  

SCAS = Spence Children’s Anxiety Scale; Child OCI = Child Obsessive Compulsive Inventory; LOI-CV = Leyton Obsessive Inventory – Child Version; SLOI-CV = 

Short Leyton Obsessive Compulsive Inventory – Child Version; SCARED = Screen for Child Anxiety Related Disorders; RCADS = Revised Children’s Anxiety and 

Depression Scale. FAS = Family Accommodation Scale; FAS-SR = Family Accommodation Scale – Self Report; FAS-PR = Family Accommodation Scale – Parent 

Report; FASA = Family Accommodation Scale for Anxiety; FAI = Family Accommodation Items; SAS = Sibling Accommodation Scale; PAAQ = Parental 

Acceptance and Action Questionnaire; SRQ = Sibling Relationship Questionnaire; MPCB = Macro-coding Schedule for Parent and Child Behaviours; PT-OCD = 

Parental Tolerance of Child Distress; FMSS = Five Minute Speech Sample; MTQ = Magical Thinking Questionnaire; RAS = Responsibility Attitudes Scale; RAS-

C = Responsibility Attitudes Scale for Children; TAF = Thought Action Fusion; WBSI = White Bear Suppression Inventory; MCQ = Metacognition 

Questionnaire; MCQ-C = Metacognitions Questionnaire for Children; MCQ-A = Metacognitions Questionnaire for Adolescents; MCQ-CR = Revised 

Metacognitions Questionnaire for Children; OBQ-CV = Obsessive Beliefs Questionnaire – Child Version; Modified EMBU-C = My Memories of Upbringing – 

Child Version. NCC = Non-clinical controls; AD = Anxiety Disorder; ED = Externalising Disorder; MDD = Major Depressive Disorder; ADHD = Attention Deficit 

Hyperactivity Disorder; CD = Conduct Disorder; TD = Tic Disorder; Pre = Pre-treatment; Post = Post-treatment; FU = Follow-up; 1m = 1 month; 3m = 3 month 
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Discussion 

This review synthesised 29 studies examining the association between childhood OCS/OCD and 

proposed maintenance factors identified from adult cognitive behavioural models of OCD, and 

descriptions of how family factors may maintain childhood OCS/OCD. 

As shown in Figure 2, no eligible studies were identified for the importance of controlling thoughts, 

intolerance of uncertainty, perfectionism, attentional biases, or neutralising actions. Furthermore, 

although there was evidence of cross-sectional associations between childhood OCS/OCD and all 

other cognitive and familial maintenance factors (but not behavioural factors, i.e., 

counterproductive safety strategies), findings were often inconsistent between and within studies. 

Notably, however, there were large, independent associations between childhood OCS and two 

cognitive factors, i.e., inflated responsibility and meta-cognitive beliefs, after controlling for 

children’s depression symptoms (Magnúsdóttir & Smári, 2004; Stevanovic et al., 2016, respectively). 

Similarly, large, specific associations between childhood OCS/OCD and three (of the 12) parental 

behaviours examined were found (i.e., less frequent displays of parental confidence, positive 

problem solving, and rewarding of children’s independence; Barrett et al., 2002). However, the 

association between parental confidence and childhood OCS/OCD was not consistently found across 

studies, with Farrell et al. (2013) not finding a significant association between reduced maternal 

confidence and childhood OCS/OCD. Finally, there was some, albeit limited evidence, that meta-

cognitive beliefs may be specific to childhood OCS, on the basis that there was a significant 

association between children’s meta-cognitive beliefs and OCS (whilst controlling for depression 

symptoms), but no evidence of a significant association between children’s meta-cognitive beliefs 

and depression symptoms (whilst controlling for anxiety symptoms, Stevanovic et al., 2016). 

Crucially, there were no experimental studies and no studies which examined longitudinal 



 

associations directly, limiting any conclusions which can be drawn about the direction of any 

associations identified.  

This review focused specifically on preadolescent children with OCD, and the results are both 

consistent with and contradictory to previous reviews examining the relevance of adult cognitive 

models of OCD to child and adolescent populations. Consistent with our findings, Mantz and Abbott 

(2017) concluded there was insufficient evidence to support a link between children (and 

adolescents’) cognitive beliefs and the maintenance of OCS/OCD. In contrast, Reynolds and Reeves 

(2008) concluded that there was broad support for the application of adult cognitive models of OCD 

to child and adolescent populations. Several reasons for these contradictory conclusions exist. First, 

Reynolds and Reeves (2008) placed less emphasis on whether cognitive beliefs were independently 

or specifically associated with OCS/OCD in young people than the current review. For example, 

correlational studies (not controlling for other psychopathological symptoms) were used as evidence 

to support the application of adult cognitive models of OCD to young people. Second, Reynolds and 

Reeves (2008) considered a broader age range of participants (i.e. <18 years old) and notably the 

older samples within this range provided greater evidence that cognitive beliefs are specific to young 

people with OCD (i.e. Libby et al., 2004) than was available for preadolescent samples. Finally, in 

contrast to the current review, Reynolds and Reeves (2008) included a broader range of papers (i.e. 

papers which did not examine the association between a measure of childhood OCS/OCD and a 

proposed maintenance factor measure) to inform their conclusions. 

Limitations of the existing literature  

The studies included in this review have several limitations to consider, including the heterogeneity 

of measures used, research designs employed, and study power. These will now be considered in 

turn.  

Variability in OCS/OCD measures 



 

There was considerable variability in the measures of OCS/OCD employed, and their psychometric 

properties. Ten different measures of childhood OCS/OCD were used, which may account for the 

inconsistent findings both between and within studies (Brakoulias et al., 2014). This was illustrated 

by Simonds et al. (2009) who found substantially different effect sizes for the association between 

children’s OCS and ‘magical thinking’ when using two different OCS measures. Furthermore, the 

psychometric properties of the OCS/OCD measures varied. For example, whilst some studies have 

shown the LOI-CV significantly correlates with the CY-BOCS (e.g. Scahill et al., 1997) – which is 

considered the gold standard measure of OCD for young people (Lewin & Piacentini, 2010), other 

studies have not (e.g. Stewart et al., 2005; Storch et al., 2011). Future research would benefit from 

using measures of OCS/OCD which are specifically designed and validated for preadolescent 

children. 

Variability in maintenance measures 

There was also considerable diversity in the measures of proposed maintenance factors used, 

limiting our ability to compare and synthesise existing knowledge in the field. For example, of the 

four studies examining inflated responsibility, four different measures were used, including 

assessments individualised to children’s most frequent intrusions (e.g. Barrett & Healy, 2003); RAS 

(e.g. Farrell et al., 2012); RAS-C (e.g. Magnúsdóttir & Smári, 2004); and OBQ-CV (e.g. Mathieu et al., 

2020). Furthermore, the cognitive measures used (e.g. RAS; revised TAF scale; WBSI) were often 

adapted from adult cognitive measures and lack sufficient validation for younger populations (Mantz 

& Abbott, 2017). As such, it is unclear whether these measures examined the intended mechanisms, 

due to differences in adults’ and children’s cognitive development (Casey et al., 2005). The 

development and validation of valid and reliable measures that can be used consistently to examine 

the proposed maintenance factors specifically among preadolescent children is urgently required. 

Research design  



 

Our knowledge of the mechanisms which maintain childhood OCS/OCD is limited by the research 

designs employed. Critically, no experimental or prospective longitudinal studies were identified in 

this review, which are crucial to determine the direction of effects between childhood OCS/OCD and 

proposed maintenance factors. Instead, studies most commonly used correlational designs. This was 

particularly problematic in studies where the sample consisted only of children with OCD, as there 

was a restricted range of OCS. This meant that the non-significant associations found between 

children’s OCS and proposed maintenance factors within samples of children with OCD may have 

resulted from insufficient variability in OCS, rather than the absence of a maintenance effect. 

Furthermore, few treatment studies statistically examined the association between changes in 

children’s OCS and changes in proposed maintenance factors, considerably limiting the conclusions 

which can be drawn from these studies. Finally, few studies compared children with OCD to children 

with other mental health disorders, such as anxiety disorders, limiting our understanding of whether 

the proposed maintenance factors are specifically associated with OCD in children. 

Study power 

Studies conducted with clinical populations often had small sample sizes and either failed to report 

power analyses or were insufficiently powered to detect potentially clinically meaningful effects. 

This limits our understanding of whether the proposed maintenance factors apply to preadolescent 

children, as non-significant associations could often be attributed to limited power. Thus, 

researchers need to ensure future studies are sufficiently powered to detect meaningful effects.  

Strengths and limitations of the review 

This is the first review to examine the applicability of adult cognitive behavioural models of OCD 

exclusively to preadolescent children and extends previous reviews by examining a broader range of 

mechanisms in the maintenance of childhood OCS/OCD. An extensive electronic search using broad 

search terms was conducted, and forward citation handsearching was carried out to identify recently 

published papers. Furthermore, the authors of 96 papers were contacted to request re-conducted 



 

analyses for participants within our specified age range. Nonetheless, a number of limitations need 

to be considered. First, of the studies where data was re-analysed (n = 7), sample sizes were often 

small and/or insufficiently powered to detect potentially meaningful differences through significance 

testing, limiting the conclusions which can be drawn from these studies. For example, where the 

results of re-conducted analyses differed to the original papers (e.g. Belschner et al., 2020; 

Whiteside et al., 2014) it is unclear whether this was due to the age of the participants. Second, the 

scope of this review was limited by our classification of maintenance measures during the screening 

stages (see Prospero CRD42019153371 for full details). For example, the CY-BOCS was only classed 

as a measure of OCS/OCD and not a measure of maintenance. This meant that papers using specific 

items of the CY-BOCS (e.g., avoidance, doubt etc.) to measure maintenance were not included in this 

review. Furthermore, given that some of the proposed maintenance factors identified from adult 

models of OCD are also core features of the disorder (e.g., emotional, and behavioural responses), 

there was overlap in the measures of OCS/OCD and some of the maintenance factor measures used 

(e.g., measures of counterproductive safety strategies) – limiting the conclusions which can be 

drawn. Third, this review was limited by our study design criteria. We required studies to examine 

the association between a proposed maintenance factor and a measure of childhood OCS/OCD, and 

not, for example a measure of an element of OCS/OCD. This meant that we did not include studies 

such as Reeves et al. (2010), who experimentally manipulated non-clinical youths’ perceived 

responsibility for a task, and examined the effect on variables including checking, hesitation, and 

state anxiety. Thus, some studies which may contribute to our understanding of the relevance of 

adult models of OCD to youth were not eligible for the review. Fourth, we used effect size 

calculators which assumed statistical independence between proposed maintenance factor and 

OCS/OCD scores at different timepoints (i.e. pre- and post-treatment study scores), which may have 

resulted in inaccurate calculations in some circumstances. We also extrapolated the recommended 

values for converting standardised regression coefficients to Pearson’s r. Finally, this review focused 

on proposed maintenance factors derived from theoretical accounts of the development and 



 

maintenance of OCD – however, it may be necessary to derive hypotheses about the mechanisms 

which maintain childhood OCD directly from children themselves, for example, through qualitative 

research. This approach has facilitated the understanding of other psychological disorders (e.g. 

psychosis, Isham et al., 2019) and has the potential to advance clinical interventions (Isham et al., 

2019). 

Conclusion 

This systematic review examined the putative maintenance mechanisms for childhood OCS/OCD as 

identified from theoretical models of adult OCD and descriptions of how family factors may maintain 

childhood OCS/OCD. While there was some evidence of cross-sectional associations between 

childhood OCS/OCD and certain proposed maintenance factors, there is currently limited evidence 

that these associations are independently or specifically associated with childhood OCS/OCD. 

Inflated responsibility and meta-cognitive beliefs have been shown to be independently associated 

with childhood OCS (when controlling for children’s depression symptoms). Similarly, meta-cognitive 

beliefs may be specific to childhood OCS, as significant associations have been found between 

children’s meta-cognitive beliefs and OCS, but not between children’s meta-cognitive beliefs and 

depression symptoms (when controlling for children’s anxiety symptoms). Finally, certain parental 

behaviours (e.g., reduced confidence, positive problem solving and rewarding of children’s 

independence) have showed evidence of specificity to children with OCD (when compared to 

children with anxiety disorders and children with externalising disorders). However, findings are 

often inconsistent both between and within studies and there is currently no evidence that can 

allow conclusions about the direction of these associations, and, as such, whether these factors do in 

fact have a maintaining role. Given the detrimental impacts of childhood OCD, future research 

urgently needs to use experimental and prospective longitudinal designs to elucidate whether the 

proposed maintenance mechanisms maintain childhood OCD, to improve the efficacy of CBT for 

preadolescent children with OCD.   



 

Acknowledgements 

The authors would like to thank Dr Alice Farrington, Berkshire Healthcare NHS Foundation Trust, for 

comments on a draft of this manuscript.  

Declaration of Conflicting Interests 

The authors declare no conflict of interest.  

Funding  

The author(s) disclosed receipt of the following financial support for the research, authorship, and/or 

publication of this article: This work was supported by the Economic and Social Research Council 

[ES/P00072X/1]. 

  



 

References 

American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders (5th 

Ed.). 

Aspvall, K., Andrén, P., Lenhard, F., Andersson, E., Mataix-Cols, D., & Serlachius, E. (2018). Internet-

delivered cognitive behavioural therapy for young children with obsessive–compulsive 

disorder: Development and initial evaluation of the BIP OCD Junior programme. BJPsych 

Open, 4(3), 106–112. https://doi.org/10.1192/bjo.2018.10 

Barney, J. Y., Field, C. E., Morrison, K. L., & Twohig, M. P. (2017). Treatment of Pediatric Obsessive 

Compulsive Disorder Utilizing Parent-Facilitated Acceptance and Commitment Therapy. 

Psychology in the Schools, 54(1), 88–100. https://doi.org/10.1002/pits.21984 

Barrett, P. M., Farrell, L., Pina, A. A., Peris, T. S., & Piacentini, J. (2008). Evidence-Based Psychosocial 

Treatments for Child and Adolescent Obsessive–Compulsive Disorder. Journal of Clinical 

Child & Adolescent Psychology, 37(1), 131–155. 

https://doi.org/10.1080/15374410701817956 

Barrett, P. M., & Healy, L. J. (2003). An examination of the cognitive processes involved in childhood 

obsessive–compulsive disorder. Behaviour Research and Therapy, 41(3), 285–299. 

https://doi.org/10.1016/S0005-7967(02)00011-6 

Barrett, P. M., Rapee, R. M., Dadds, M. M., & Ryan, S. M. (1996). Family enhancement of cognitive 

style in anxious and aggressive children. Journal of Abnormal Child Psychology, 24(2), 187–

203. https://doi.org/10.1007/BF01441484 

Barrett, P. M., Rasmussen, P. J., & Healy, L. (2000). The effect of obsessive compulsive disorder on 

sibling relationships in late childhood and early adolescence: Preliminary findings. The 

Educational and Developmental Psychologist, 17(2), 82–102. 

https://doi.org/10.1017/S0816512200028170 

Barrett, P., Shortt, A., & Healy, L. (2002). Do parent and child behaviours differentiate families whose 

children have obsessive-compulsive disorder from other clinic and non-clinic families? 



 

Journal of Child Psychology and Psychiatry, 43(5), 597–607. https://doi.org/10.1111/1469-

7610.00049 

Belschner, L., Lin, S. Y., Yamin, D. F., Best, J. R., Edalati, K., McDermid, J., & Stewart, S. E. (2020). 

Mindfulness-based skills training group for parents of obsessive-compulsive disorder-

affected children: A caregiver-focused intervention. Complementary Therapies in Clinical 

Practice, 39, 101098. https://doi.org/10.1016/j.ctcp.2020.101098 

Bipeta, R., Yerramilli, S. S., Pingali, S., Karredla, A. R., & Ali, M. O. (2013). A cross-sectional study of 

insight and family accommodation in pediatric obsessive-compulsive disorder. Child and 

Adolescent Psychiatry and Mental Health, 7(1), 20. https://doi.org/10.1186/1753-2000-7-20 

Bolton, D., Dearsley, P., Madronal‐Luque, R., & Baron‐Cohen, S. (2002). Magical thinking in childhood 

and adolescence: Development and relation to obsessive compulsion. British Journal of 

Developmental Psychology, 20(4), 479–494. https://doi.org/10.1348/026151002760390819 

Brakoulias, V., Starcevic, V., Berle, D., Milicevic, D., Hannan, A., & Martin, A. (2014). The 

Relationships Between Obsessive–Compulsive Symptom Dimensions and Cognitions in 

Obsessive–Compulsive Disorder. Psychiatric Quarterly, 85(2), 133–142. 

https://doi.org/10.1007/s11126-013-9278-y 

Casey, B. J., Tottenham, N., Liston, C., & Durston, S. (2005). Imaging the developing brain: What have 

we learned about cognitive development? Trends in Cognitive Sciences, 9(3), 104–110. 

https://doi.org/10.1016/j.tics.2005.01.011 

Challacombe, F., & Salkovskis, P. (2009). A preliminary investigation of the impact of maternal 

obsessive-compulsive disorder and panic disorder on parenting and children. Journal of 

Anxiety Disorders, 23(7), 848–857. https://doi.org/10.1016/j.janxdis.2009.04.002 

Cohen, J. (1988). Statistical power analysis for the behavioral sciences (2d ed). Academic Press. 

Cougle, J. R., Lee, H. J., & Salkovskis, P. M. (2007). Are responsibility beliefs inflated in non-checking 

OCD patients?. Journal of anxiety disorders, 21(1), 153-159. 

https://doi.org/10.1016/j.janxdis.2006.03.012 

https://doi.org/10.1016/j.janxdis.2009.04.002
https://doi.org/10.1016/j.janxdis.2006.03.012


 

Creswell, C., Cooper, P., & Murray, L. (2010). Intergenerational transmission of anxious information 

processing biases. In: J. Hadwin, & A. Field (eds.) Information Processing Biases and Anxiety: 

A Developmental Perspective (pp. 279–295). Wiley.  

Farrell, L., & Barrett, P. (2006). Obsessive-compulsive disorder across developmental trajectory: 

Cognitive processing of threat in children, adolescents and adults. British Journal of 

Psychology, 97(1), 95–114. https://doi.org/10.1348/000712605X58592 

Farrell, L. J., Hourigan, D., & Waters, A. M. (2013). Do mothers enhance responsibility in children 

with obsessive–compulsive disorder? A preliminary study of mother–child interactions 

during a problem solving discussion. Journal of Obsessive-Compulsive and Related Disorders, 

2(2), 78–84. https://doi.org/10.1016/j.jocrd.2012.12.001 

Farrell, L. J., Hourigan, D., Waters, A. M., & Harrington, M. R. (2015). Threat Interpretation Bias in 

Children With Obsessive-Compulsive Disorder: Examining Maternal Influences. Journal of 

Cognitive Psychotherapy, 29(3), 230–252. https://doi.org/10.1891/0889-8391.29.3.230 

Farrell, L. J., Waters, A. M., & Zimmer-Gembeck, M. J. (2012). Cognitive Biases and Obsessive-

Compulsive Symptoms in Children: Examining the Role of Maternal Cognitive Bias and Child 

Age. Behavior Therapy, 43(3), 593–605. https://doi.org/10.1016/j.beth.2011.10.003 

Fisher, P. L., & Wells, A. (2008). Metacognitive therapy for obsessive–compulsive disorder: A case 

series. Journal of Behavior Therapy and Experimental Psychiatry, 39(2), 117–132. 

https://doi.org/10.1016/j.jbtep.2006.12.001 

Flament, M. F., Whitaker, A., Rapoport, J. L., Davies, M., Berg, C. Z., Kalikow, K., Sceery, W., & 

Shaffer, D. (1988). Obsessive compulsive disorder in adolescence: An epidemiological study. 

Journal of the American Academy of Child & Adolescent Psychiatry, 27(6), 764–771. 

https://doi.org/10.1097/00004583-198811000-00018 

Franklin, M. E., Sapyta, J., Freeman, J. B., Khanna, M., Compton, S., Almirall, D., Moore, P., Choate-

Summers, M., Garcia, A., & Edson, A. L. (2011). Cognitive behavior therapy augmentation of 

pharmacotherapy in pediatric obsessive-compulsive disorder: The Pediatric OCD Treatment 

https://doi.org/10.1016/j.jbtep.2006.12.001
https://doi.org/10.1097/00004583-198811000-00018


 

Study II (POTS II) randomized controlled trial. Jama, 306(11), 1224–1232. https://doi.org/ 

10.1001/jama.2011.1344 

Freeman, J. B., Garcia, A. M., Fucci, C., Karitani, M., Miller, L., & Leonard, H. L. (2003). Family-Based 

Treatment of Early-Onset Obsessive-Compulsive Disorder. Journal of Child and Adolescent 

Psychopharmacology, 13(supplement 1), 71–80. 

https://doi.org/10.1089/104454603322126368 

Freeman, J., Garcia, A., Frank, H., Benito, K., Conelea, C., Walther, M., & Edmunds, J. (2014). 

Evidence Base Update for Psychosocial Treatments for Pediatric Obsessive-Compulsive 

Disorder. Journal of Clinical Child & Adolescent Psychology, 43(1), 7–26. 

https://doi.org/10.1080/15374416.2013.804386 

Geller, D. A., Biederman, J., Faraone, S., Agranat, A., Cradock, K., Hagermoser, L., Kim, G., Frazier, J., 

& Coffey, B. J. (2001). Developmental Aspects of Obsessive Compulsive Disorder: Findings in 

Children, Adolescents, and Adults. The Journal of Nervous and Mental Disease, 189(7), 471–

477. 

Geller, D., Biederman, J., Jones, J., Park, K., Schwartz, S., Shapiro, S., & Coffey, B. (1998). Is Juvenile 

Obsessive‐Compulsive Disorder a Developmental Subtype of the Disorder? A Review of the 

Pediatric Literature. Journal of the American Academy of Child & Adolescent Psychiatry, 

37(4), 420–427. https://doi.org/10.1097/00004583-199804000-00020 

Grüner, K., Muris, P., & Merckelbach, H. (1999). The relationship between anxious rearing 

behaviours and anxiety disorders symptomatology in normal children. Journal of Behavior 

Therapy and Experimental Psychiatry, 30(1), 27–35. https://doi.org/10.1016/S0005-

7916(99)00004-X 

Heyman, I., Fombonne, E., Simmons, H., Ford, T., Meltzer, H., & Goodman, R. (2001). Prevalence of 

obsessive–compulsive disorder in the British nationwide survey of child mental health. The 

British Journal of Psychiatry, 179(4), 324–329. https://doi.org/10.1192/bjp.179.4.324 



 

Isham, L., Griffith, L., Boylan, A., Hicks, A., Wilson, N., Byrne, R., Sheaves, B., Bentall, R. P., & 

Freeman, D. (2019). Understanding, treating, and renaming grandiose delusions: A 

qualitative study. Psychology and Psychotherapy: Theory, Research and Practice. 

https://doi.org/10.1111/papt.12260 

Ivarsson, T., Skarphedinsson, G., Kornør, H., Axelsdottir, B., Biedilæ, S., Heyman, I., Asbahr, F., 

Thomsen, P. H., Fineberg, N., & March, J. (2015). The place of and evidence for serotonin 

reuptake inhibitors (SRIs) for obsessive compulsive disorder (OCD) in children and 

adolescents: Views based on a systematic review and meta-analysis. Psychiatry Research, 

227(1), 93–103. https://doi.org/10.1016/j.psychres.2015.01.015 

Kmet, L. M., Cook, L. S., & Lee, R. C. (2004, February 1). Standard Quality Assessment Criteria for 

Evaluating Primary Research Papers from a Variety of Fields. ERA. 

https://doi.org/10.7939/R37M04F16 

Landis, J. R., & Koch, G. G. (1977). An application of hierarchical kappa-type statistics in the 

assessment of majority agreement among multiple observers. Biometrics, 363–374. 

https://doi.org/10.2307/2529786 

Lebowitz, E. R. (2013). Parent-based treatment for childhood and adolescent OCD. Journal of 

Obsessive-Compulsive and Related Disorders, 2(4), 425–431. 

https://doi.org/10.1016/j.jocrd.2013.08.004 

Lebowitz, E. R., Scharfstein, L. A., & Jones, J. (2014). Comparing Family Accommodation in Pediatric 

Obsessive-Compulsive Disorder, Anxiety Disorders, and Nonanxious Children. Depression 

and Anxiety, 31(12), 1018–1025. https://doi.org/10.1002/da.22251 

Lewin, A. B., & Piacentini, J. (2010). Evidence-based assessment of child obsessive compulsive 

disorder: Recommendations for clinical practice and treatment research. Child Youth Care 

Forum 39(2), 73–89. https://doi.org/10.1007/s10566-009-9092-8 

https://doi.org/10.1111/papt.12260
https://doi.org/10.2307/2529786


 

Libby, S., Reynolds, S., Derisley, J., & Clark, S. (2004). Cognitive appraisals in young people with 

obsessive‐compulsive disorder. Journal of Child Psychology and Psychiatry, 45(6), 1076–

1084. https://doi.org/10.1111/j.1469-7610.2004.t01-1-00300.x 

Magnúsdóttir, I., & Smári, J. (2004). Are responsibility attitudes related to obsessive‐compulsive 

symptoms in schoolchildren? Cognitive Behaviour Therapy, 33(1), 21–26. 

https://doi.org/10.1080/16506070310005006 

Mancebo, M. C., Garcia, A. M., Pinto, A., Freeman, J. B., Przeworski, A., Stout, R., Kane, J. S., Eisen, J. 

L., & Rasmussen, S. A. (2008). Juvenile-onset OCD: Clinical features in children, adolescents 

and adults. Acta Psychiatrica Scandinavica, 118(2), 149–159. https://doi.org/10.1111/j.1600-

0447.2008.01224.x 

Mantz, S. C., & Abbott, M. J. (2017). Obsessive-compulsive disorder in paediatric and adult samples: 

Nature, treatment and cognitive processes. A review of the theoretical and empirical 

literature. Behaviour Change, 34(1), 1-34. https://doi.org/10.1017/bec.2017.6 

Mathieu, S. L., Conlon, E. G., Waters, A. M., McKenzie, M. L., & Farrell, L. J. (2020). Inflated 

Responsibility Beliefs in Paediatric OCD: Exploring the Role of Parental Rearing and Child 

Age. Child Psychiatry & Human Development, 51(4), 552–562. 

https://doi.org/10.1007/s10578-019-00938-w 

Moher, D., Liberati, A., Tetzlaff, J., & Altman, D. (2009). Academia and clinic annals of internal 

medicine preferred reporting items for systematic reviews and meta-analyses: The PRISMA 

statement. Annu Intern Med 151: 264–269. https://doi.org/10.1371/journal.pmed.1000097 

Muris, P., & Merckelbach, H. (1998). Perceived parental rearing behaviour and anxiety disorders 

symptoms in normal children. Personality and Individual Differences, 25(6), 1199–1206. 

https://doi.org/10.1016/S0191-8869(98)00153-6 

Nakatani, E., Krebs, G., Micali, N., Turner, C., Heyman, I., & Mataix‐Cols, D. (2011). Children with very 

early onset obsessive‐compulsive disorder: Clinical features and treatment outcome. Journal 

https://doi.org/10.1111/j.1469-7610.2004.t01-1-00300.x
https://doi.org/10.1371/journal.pmed.1000097


 

of Child Psychology and Psychiatry, 52(12), 1261-1268. https://doi.org/10.1111/j.1469-

7610.2011.02434.x 

National Institute of Health and Care Excellence. (2005). Obsessive-compulsive disorder and body 

dysmorphic disorder: treatment. https://www.nice.org.uk/guidance/cg31 

Obsessive Compulsive Cognitions Working Group. (1997). Cognitive assessment of obsessive-

compulsive disorder. Behaviour Research and Therapy, 35(7), 667–681. 

https://doi.org/10.1016/S0005-7967(97)00017-X 

Pediatric OCD Treatment Study (POTS) Team. (2004). Cognitive-behavior therapy, sertraline, and 

their combination for children and adolescents with obsessive-compulsive disorder: The 

Pediatric OCD Treatment Study (POTS) randomized controlled trial. JAMA, 292(16), 1969–

1976. https://doi.org/10.1001/jama.292.16.1969 

Peterson, R. A., & Brown, S. P. (2005). On the Use of Beta Coefficients in Meta-Analysis. Journal of 

Applied Psychology, 90(1), 175–181. https://doi.org/10.1037/0021-9010.90.1.175 

Piacentini, J., Bergman, R. L., Chang, S., Langley, A., Peris, T., Wood, J. J., & McCracken, J. (2011). 

Controlled comparison of family cognitive behavioral therapy and 

psychoeducation/relaxation training for child obsessive-compulsive disorder. Journal of the 

American Academy of Child & Adolescent Psychiatry, 50(11), 1149–1161. 

https://doi.org/10.1016/j.jaac.2011.08.003 

Pinto, A., Mancebo, M. C., Eisen, J. L., Pagano, M. E., & Rasmussen, S. A. (2006). The Brown 

Longitudinal Obsessive Compulsive Study: Clinical Features and Symptoms of the Sample at 

Intake. The Journal of Clinical Psychiatry, 67(5), 703–711. 

Rachman, S. (1993). Obsessions, responsibility and guilt. Behaviour Research and Therapy, 31(2), 

149–154. https://doi.org/10.1016/0005-7967(93)90066-4 

Reeves, J., Reynolds, S., Coker, S., & Wilson, C. (2010). An experimental manipulation of 

responsibility in children: A test of the inflated responsibility model of obsessive-compulsive 

https://doi.org/10.1111/j.1469-7610.2011.02434.x
https://doi.org/10.1111/j.1469-7610.2011.02434.x
https://doi.org/10.1016/S0005-7967(97)00017-X
https://psycnet.apa.org/doi/10.1037/0021-9010.90.1.175
https://doi.org/10.1016/j.jaac.2011.08.003


 

disorder. Journal of Behavior Therapy and Experimental Psychiatry, 41(3), 228–233. 

https://doi.org/10.1016/j.jbtep.2010.01.007 

Reynolds, S., & Reeves, J. (2008). Do Cognitive Models of Obsessive Compulsive Disorder Apply to 

Children and Adolescents? Behavioural and Cognitive Psychotherapy, 36(4), 463–471. 

https://doi.org/10.1017/S1352465808004463  

Rosa-Alcázar, A. I., Iniesta-Sepúlveda, M., Storch, E. A., Rosa-Alcázar, Á., Parada-Navas, J. L., & 

Olivares Rodríguez, J. (2017). A preliminary study of cognitive-behavioral family-based 

treatment versus parent training for young children with obsessive-compulsive disorder. 

Journal of Affective Disorders, 208, 265–271. https://doi.org/10.1016/j.jad.2016.09.060 

Rosa-Alcázar, Á., Rosa-Alcázar, A. I., Olivares-Olivares, P. J., Parada-Navas, J. L., Rosa-Alcázar, E., & 

Sánchez-Meca, J. (2019). Family involvement and treatment for young children with 

Obsessive-Compulsive Disorder: Randomized control study. International Journal of Clinical 

and Health Psychology, 19(3), 218–227. https://doi.org/10.1016/j.ijchp.2019.06.001 

Salkovskis, P. M. (1985). Obsessional-compulsive problems: A cognitive-behavioural analysis. 

Behaviour Research and Therapy, 23(5), 571–583. https://doi.org/10.1016/0005-

7967(85)90105-6 

Salkovskis, P. M. (1999). Understanding and treating obsessive-compulsive disorder. Behaviour 

Research and Therapy, 37, S29-S52. 

Salkovskis, P., Rachman, S., Ladouceur, R., Freeston, M., Taylor, S., Kyrios, M., & Sica, C. (1996). 

Defining responsibility in obsessional problems. Proceedings of the Smith College Women’s 

Room after the Toronto Cafeteria. 

Scahill, L., Riddle, M. A., McSwiggin-Hardin, M., Ort, S. I., King, R. A., Goodman, W. K., Cicchetti, D., & 

Leckman, J. F. (1997). Children’s Yale-Brown obsessive compulsive scale: Reliability and 

validity. Journal of the American Academy of Child & Adolescent Psychiatry, 36(6), 844–852. 

https://doi.org/10.1097/00004583-199706000-00023 

https://doi.org/10.1016/j.jbtep.2010.01.007
https://doi.org/10.1017/S1352465808004463
https://doi.org/10.1016/0005-7967(85)90105-6
https://doi.org/10.1016/0005-7967(85)90105-6
https://doi.org/10.1097/00004583-199706000-00023


 

Selles, R. R., Belschner, L., Negreiros, J., Lin, S., Schuberth, D., McKenney, K., Gregorowski, N., 

Simpson, A., Bliss, A., & Stewart, S. E. (2018). Group family-based cognitive behavioral 

therapy for pediatric obsessive compulsive disorder: Global outcomes and predictors of 

improvement. Psychiatry Research, 260, 116–122. 

https://doi.org/10.1016/j.psychres.2017.11.041 

Selles, R. R., Franklin, M., Sapyta, J., Compton, S. N., Tommet, D., Jones, R. N., Garcia, A., & Freeman, 

J. (2018). Children’s and Parents’ Ability to Tolerate Child Distress: Impact on Cognitive 

Behavioral Therapy for Pediatric Obsessive Compulsive Disorder. Child Psychiatry & Human 

Development, 49(2), 308–316. https://doi.org/10.1007/s10578-017-0748-6 

Shafran, R., & Rachman, S. (2004). Thought-action fusion: A review. Journal of Behavior Therapy and 

Experimental Psychiatry, 35(2), 87–107. https://doi.org/10.1016/j.jbtep.2004.04.002 

Simonds, L. M., Demetre, J. D., & Read, C. (2009). Relationships between magical thinking, obsessive-

compulsiveness and other forms of anxiety in a sample of non-clinical children. British 

Journal of Developmental Psychology, 27(2), 457–471. 

https://doi.org/10.1348/026151008X345582 

Smorti, M. (2012). The impact of family on obsessive compulsive disorder in children and adolescents: 

Development, maintenance, and family psychological treatment. 

Stevanovic, D., Lalic, B., Batinic, J., Damjanović, R., & Jović, V. (2016). Metacognitions questionnaire 

for children: Development and validation of the Serbian version. Journal of Evidence-Based 

Psychotherapies, 16, 135–151. 

Stewart, S. E., Ceranoglu, T. A., O’Hanley, T., & Geller, D. A. (2005). Performance of Clinician Versus 

Self-Report Measures to Identify Obsessive-Compulsive Disorder in Children and 

Adolescents. Journal of Child and Adolescent Psychopharmacology, 15(6), 956–963. 

https://doi.org/10.1089/cap.2005.15.956 

Storch, E. A., Park, J. M., Lewin, A. B., Morgan, J. R., Jones, A. M., & Murphy, T. K. (2011). The Leyton 

Obsessional Inventory-Child Version Survey Form does not demonstrate adequate 

https://doi.org/10.1016/j.psychres.2017.11.041
https://doi.org/10.1016/j.jbtep.2004.04.002


 

psychometric properties in American youth with pediatric obsessive-compulsive disorder. 

Journal of Anxiety Disorders, 25(4), 574–578. https://doi.org/10.1016/j.janxdis.2011.01.005 

Verhaak, L. M., & de Haan, E. (2007). Cognitions in children with OCD. European Child & Adolescent 

Psychiatry, 16(6), 353–361. https://doi.org/10.1007/s00787-007-0606-3 

Waters, T. L., & Barrett, P. M. (2000). The role of the family in childhood obsessive–compulsive 

disorder. Clinical Child and Family Psychology Review, 3(3), 173–184. 

https://doi.org/10.1023/A:1009551325629 

Waters, T. L., Barrett, P. M., & March, J. S. (2001). Cognitive-Behavioral Family Treatment of 

Childhood Obsessive-Compulsive Disorder: Preliminary Findings. American Journal of 

Psychotherapy, 55(3), 372–387. https://doi.org/10.1176/appi.psychotherapy.2001.55.3.372 

Wells, A., & Matthews, G. (1994). Attention and emotion: A clinical perspective. Erlbaum.  

White, J. A., & Hudson, J. L. (2016). The metacognitive model of anxiety in children: Towards a 

reliable and valid measure. Cognitive Therapy and Research, 40(1), 92–106. https://doi.org/ 

10.1007/s10608-015-9725-1 

Whiteside, S. P. H., McKay, D., De Nadai, A. S., Tiede, M. S., Ale, C. M., & Storch, E. A. (2014). A 

baseline controlled examination of a 5-day intensive treatment for pediatric obsessive-

compulsive disorder. Psychiatry Research, 220(1), 441–446. 

https://doi.org/10.1016/j.psychres.2014.07.006 

Williams, T. I., Salkovskis, P. M., Forrester, L., Turner, S., White, H., & Allsopp, M. A. (2010). A 

randomised controlled trial of cognitive behavioural treatment for obsessive compulsive 

disorder in children and adolescents. European Child & Adolescent Psychiatry, 19(5), 449–

456. https://doi.org/10.1007/s00787-009-0077-9 

Wu, M. S., Lewin, A. B., Murphy, T. K., Geffken, G. R., & Storch, E. A. (2014). Phenomenological 

considerations of family accommodation: Related clinical characteristics and family factors in 

pediatric obsessive–compulsive disorder. Journal of Obsessive-Compulsive and Related 

Disorders, 3(3), 228–235. https://doi.org/10.1016/j.jocrd.2014.05.003 

https://doi.org/10.1007/s00787-009-0077-9


 

Zusne, L., & Jones, W. H. (1989). Anomalistic psychology: A study of magical thinking. Erlbaum. 

 

 

 

 


