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Abstract 

Cognitive-behavioural (CB) theories that explain Obsessive-Compulsive Disorder (OCD) 

have largely focused on the role of maladaptive belief biases as drivers of the individual’s 

experience of anxiety or distress, pathological avoidance behaviours and compulsions. One 

potential limitation of current CB models is the limited focus on the extent to which deficits 

in emotion regulation (ER) may account for a reliance on maladaptive regulatory processes 

(avoidance and neutralising compulsions), which also serve to maintain OCD 

symptomatology. Recently, researchers have begun to examine the potential role of ER in 

adult and paediatric OCD. However, of the limited number of studies completed to date most 

have utilised community rather than clinical samples and there are even fewer studies 

involving youth with OCD. Moreover, there are no studies to date examining the role of ER 

strategies in cognitive-behavioural treatment of paediatric OCD. Accordingly, this thesis 

aimed to elucidate the role of ER in OCD symptom expression and treatment by using a 

combination of self- and parent-report measures of ER to examine the relationship between 

ER, symptoms and associations with treatment response in relatively large, well-defined 

clinical samples of children and youth with a primary diagnosis of OCD. These studies 

represent the most comprehensive examination of the role of ER in paediatric OCD to date, 

and aim to inform current theoretical models of OCD, as well as inform treatment advances. 

The first study of this PhD explored whether youth with OCD who experience deficits in 

emotional control (as indexed by parental report on the Behaviour Rating Inventory of 

Executive Function, n = 137) differed in their OCD symptom expression, comorbidity and 

response to evidence-based treatment, relative to youth with OCD who had greater emotional 

control (n = 68). The findings indicated that those lower on emotional control (n = 69) had 

significantly greater OCD severity, family accommodation, internalising and externalising 

symptoms, and were less likely to respond favourably to treatment. The second study 
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involved a clinical sample of 72 youth (aged 7 to 17 years) with a primary diagnosis of OCD 

and examined self-reported parent perceptions of child ER and associations with family 

accommodation (FA), as well as explored potential child and parent variables that predicted 

negative parental perception of child ER ability. The findings of this study revealed that child 

externalising symptoms and parental depression uniquely predicted negative parental 

perception of their child’s ER ability. Furthermore, while negative parental perception of 

child ER was moderately and positively correlated with FA, it was not found to be a unique 

predictor of FA after controlling for previously established predictors. The third and final 

study built on the findings of the first study by examining a wide range of specific adaptive 

and maladaptive ER strategies among youth with a primary diagnosis of OCD (n = 65, aged 7 

to 17 years), both before and after treatment, and the degree to which changes in ER 

strategies following intensive cognitive-behavioural treatment predicted a treatment response 

at post-treatment and three months following treatment. The findings of this final study 

indicated significant improvements in four adaptive and five maladaptive ER strategies. 

Additionally, pre- to post-treatment increases in Acceptance and decreases in Suppression 

were significant unique predictors of OCD severity at post-treatment, and increases in 

Acceptance and decreases in Self-Blame were significant unique predictors of OCD severity 3 

months following treatment. Taken together, the findings from the three empirical studies 

reported herein indicate that deficits in ER form a part of the clinical picture of OCD in youth 

and may be associated with several clinical correlates known to be associated with a poorer 

treatment response. For instance, deficits in ER are associated with greater externalising 

symptoms in youth with OCD, and together with parental self-reported depression may be 

associated with parents having more negative perceptions of their child’s ability to regulate 

their emotions. Furthermore, given that Acceptance was found to be a particularly strong 

predictor of favourable treatment response over time, emphasising Acceptance in evidence-
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based cognitive-behavioural treatment for OCD or augmenting such treatments with an ER 

training component may potentially enhance the efficacy of evidence-based treatments and 

ultimately improve treatment response.  
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Abstract 

A new category of Obsessive–Compulsive and Related Disorders (OCRDs) is now a part of 

the fifth edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-5) 

classification system. The disorders in this category include obsessive–compulsive disorder 

(OCD), body dysmorphic disorder, hoarding disorder, trichotillomania, and excoriation 

disorder. To date, comparatively little empirical research exists for the presentation of 

OCRDs in children relative to what is known in adults, with the exception of pediatric OCD, 

which has been widely studied. OCD in childhood is a debilitating condition, with functional 

impairment across multiple contexts including the school, home, and peer relationships. The 

overarching similarity across all the treatments that show promise for OCRDs is their focus 

on behavioural therapy or cognitive–behavioral therapy (CBT) approaches, including 

exposure and response prevention. CBT has been shown to be highly effective in treating 

pediatric OCD, with evidence from large randomized controlled trials, systematic reviews, 

and large-scale community trials of effectiveness. A broad range of factors have been found 

to predict poorer treatment response for children with OCD, including symptom severity and 

impairment; symptom subtype; emotion regulation; comorbidity, in particular comorbid 

mood, externalizing, and autism spectrum disorders; and family factors such as family 

dysfunction, family accommodation, and parental distress. By comparison, there is much less 

evidence for specific moderators of treatment response to specific interventions, and almost 

no research to date that has examined mediators of CBT outcome for pediatric OCD. 

 

KEY WORDS: obsessive–compulsive and related disorders; OCD treatment; pediatric OCD 
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Introduction 

In the most recent (fifth) edition of the Diagnostic and Statistical Manual of Mental 

Disorders (DSM-5) a new category of Obsessive–Compulsive and Related Disorders 

(OCRDs) was formed to encapsulate a number of disorders that share the common cognitive 

features of obsessional thoughts with repetitive and compulsive behaviors. These disorders 

include obsessive–compulsive disorder (OCD), body dysmorphic disorder (BDD), hoarding 

disorder, trichotillomania (hair-pulling disorder), and excoriation disorder (skin-picking 

disorder). To date, comparatively little empirical research exists for the presentation of 

OCRDs in children relative to what is known in adults, with the exception of pediatric OCD, 

which has been a widely studied disorder affecting children and adolescents. This entry will 

therefore focus on the presentation, clinical expression, and treatment of pediatric OCD. 

Table 1.1 summarizes the key defining features of the other OCRDs. 

OCD is a neuropsychiatric condition marked by distressing and intrusive thoughts, 

impulses, or images (obsessions) and/or behaviors or mental rituals (compulsions) that are 

performed repeatedly in an effort to reduce the feelings of distress associated with the 

obsessions (American Psychiatric Association [APA], 2013). Typically, the time taken up by 

intrusive thoughts and compulsions is excessive and impairs the functioning of the child and 

their family. OCD in youth is highly heterogeneous in its presentation, with a wide range of 

obsessions and compulsions across affected individuals. However, some common symptom 

domains have been identified among youth with OCD, including contamination obsessions 

with washing and cleaning compulsions; preoccupation with symmetry, ordering, arranging, 

repeating, and counting compulsions; hoarding; harm (aggressive) obsessions and checking; 

and religious or sexually themed obsessions and accompanying compulsions. Research has 

suggested that, while these clusters maintain a level of stability, they appear to have unique 

underlying neurobiological etiologies; and different clusters of symptoms may have a 
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tendency toward comorbidity with certain other disorders. Furthermore, different symptom 

clusters may also have varying responses to treatment. Pediatric OCD is among the most 

common and debilitating mental disorders that impact normative development in youth, with 

reported prevalence rates of between 1% and 4% in pediatric samples (APA, 2013). The 

presentation of the disorder does not appear to vary significantly between children and adults; 

however, developmental differences between adults and children may account for more 

concrete rituals being evident in children. Most children with OCD experience both 

obsessions and compulsions; however, there are some who engage in rituals without the 

identified presence of obsessional thoughts, as well as some who present with purely 

obsessional symptoms in the absence of compulsions. The battle between obsessions and 

compulsions is fueled by unrelenting levels of anxiety and/or discomfort, and pathological 

appraisals of threat, doubt, and uncertainty. The disorder’s symptoms, in whatever 

constellation, form a disruptive emotional pattern that significantly disturbs the individual’s 

functioning. Clinical accounts of pediatric OCD are frequently associated with impaired daily 

routines, poor emotional adjustment, and interpersonal difficulties with peers and family 

members. This issue of functional impairment is explored in greater detail later in this entry. 
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Table 1.1      

Key DSM-5 criteria for obsessive-compulsive and related disorders (other than OCD). 

Disorder   Key Features in Youth   Other Comments 

     

     

 

Body Dysmorphic        Preoccupation     There is noteworthy 

Disorder    and distress from   concern about suicidal 

    perceived or slight   risk among youth with 

    physical defects in   BDD. The rate of suicide 

    appearance,     later in life is twice as 

    unrecognizable                high in BDD suffers with 

    to others.     an onset before age 18  

Time-consuming    years. There have been  

behaviors, mental rituals   reported cases of BDD  

or situational avoidance. with onset as early as 6 

years. 

 

Hoarding    Persistent inability or extreme   This disorder appears to   

difficulty discarding possessions  begin early in life (as early 

irrespective of actual value.   as age 11 years). It is  

The thought or act of discarding  distinguishable from  

possessions is distressing.   developmentally adaptive 

saving and collecting 

behaviors. 

 

Trichotillomania   Continuous pulling out of   Most common affected  

one’s hair, despite    areas include: eyebrows, 

subsequent hair loss,    eyelashes and scalp. Onset  

repeated attempts to stop or   prior to age 12 years is 

decrease the behavior,    common. 

and significant levels of distress  

associated with the behavior. 

 

Excoriation Disorder   Recurrent picking of one’s skin,  Age of onset may 

resulting in lesions, despite the   be as early as 12 years  

behavior causing significant   old, largely by retrospective  

distress and dysfunction,   account.  

as well as repeated attempts to  

decrease or stop the behavior. 

__________________________________________________________________________________ 
Source: APA, 2013. 

Exploring the Clinical Expression in Children 

Key Comorbidities  

Pediatric OCD is frequently comorbid with other psychological disorders (Farrell, 

Waters, Milliner, & Ollendick, 2012). Studies have highlighted comorbidity with 

internalizing disorders such as anxiety disorders (26–70%) and depression (10–73%), as well 
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as with externalizing disorders such as attention-deficit/hyperactivity disorder (ADHD; 10–

50%) and disruptive behavior disorders (10–57%; Ivarsson, Melin, & Wallin, 2008). Further, 

there is evidence to suggest that the presence of multiple comorbidities is associated with 

poorer treatment response (Farrell et al., 2012; Storch, Merlo, et al., 2008), and children who 

have specific comorbid diagnoses such as ADHD (Cirino, Chapieski, & Massman, 2000) or 

autism spectrum disorder (ASD; Griffiths, Farrell, Waters, & White, 2017) may have a 

poorer treatment response. High comorbidity also occurs with OCD and other OCRDs. The 

degree of comorbidity occurring between the OCRDs themselves, as well as with other 

disorders, highlights the importance of careful diagnostic assessment to facilitate differential 

diagnoses where relevant. 

OCD and Functional Impairment: School, Family and Peer Relations 

  The functional impairment experienced by children with OCD extends across 

multiple contexts including the school and home (Piacentini, Bergman, Keller, & 

McCracken, 2003), as well as peer relationships (Storch et al., 2006). Collectively, these 

factors have a significant influence on the trajectory of the disorder in childhood, and 

problems across these domains can persist into later life if OCD is left untreated. They are 

therefore important considerations to bear in mind for both assessment and treatment. For 

example, Piacentini et al. (2003) explored functional impairment among 151 youth diagnosed 

with OCD, across the domains of school, social experience, and family life. They found that 

approximately 90% of their sample reported at least one major form of impairment across the 

contexts of school, social environment, and family. They also found that, while both parents 

and children reported functional impairment in the home, this was more strongly represented 

by parents than by children. Familial impairment included perceived disruption in the 

relationships between the affected child, their parents, and their siblings.  
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At school, problems with concentration and with homework were the two most 

common functional impairments identified. This is hardly surprising given the nature of 

obsessional thoughts, which distract the child from what may be taking place in the 

classroom. Moreover, completing homework is often problematic in the presence of 

repetitive compulsions. These factors may sometimes have a flow-on effect, whereby the 

child’s academic performance is invariably impacted in a negative way. 

OCD also impacts negatively on peer relationships, including victimization by 

members of a child’s peer group. Storch et al. (2006) compared the degree of peer 

victimization across a sample of 52 children with OCD, 52 children with type 1 diabetes, and 

52 healthy controls. The results showed that children with OCD tended to experience the 

highest rate of victimization across the groups. Moreover, this victimization was associated 

with secondary factors such as loneliness, depression, a range of internalizing and 

externalizing symptoms, and the severity of their OCD. 

Family accommodation is a particularly important process that has been found to be 

high in families where a child is suffering from OCD. The term family accommodation 

describes behaviors carried out by family members of patients with OCD that assist in the 

patient’s rituals or the reduction of the patient’s distress. Family accommodation involves 

relatives’ participation in the process of performing a ritual, modifying daily routines to avoid 

escalating distress for the child with OCD, or simply endorsing the child’s rigid OCD rules 

(Lebowitz, Scharfstein, & Jones, 2014). In many instances, family members may be fearful of 

the child’s angry and sometimes abusive reaction if their OCD needs are not met (Peris et al., 

2008; Storch et al., 2007). This can be immensely frustrating in the parent–child dynamic. In 

an effort to avoid as much disruption as possible, family members engage in accommodation 

behaviors without realizing that such practices reinforce symptoms rather than alleviate them 

(Lebowitz et al., 2014). 



OCD AND EMOTION REGULATION    30 
 

While family accommodation is not unique to OCD, it is suggested that family 

members of OCD patients are more involved in the patients’ symptoms than would be typical 

in other disorders (e.g., Renshaw, Steketee, & Chambless, 2005). Renshaw et al. (2005) 

suggest that this may happen because so many of the symptoms manifest in the home 

environment. Storch et al. (2007) found that children’s OCD symptom severity was a major 

predictor of parents’ involvement and accommodation to the child’s rituals, and that family 

accommodation mediated the relationship between OCD symptom severity and parents’ 

report of their child’s functional impairment. This connection between OCD symptom 

severity and family accommodation has been strongly reiterated in the literature (e.g., 

Lebowitz et al., 2014; Peris et al., 2008). 

Evidenced-Based Assessment and Treatment for OCD in Children 

Assessment of OCD 

Given that comorbidity is the norm rather than the exception with OCRDs, it is 

important that thorough diagnostic assessment be undertaken with the main goal of 

determining a primary diagnosis and the severity of the OCRD in exclusion of other 

differential diagnoses, as well as identifying comorbid conditions that may impact on 

treatment outcomes. The Anxiety Disorders Interview Schedule for DSM-IV: Child and 

Parent Versions (ADIS-IV C/P; Silverman & Albano, 1996) is a reliable and widely used 

semi-structured interview schedule. It facilitates an assessment of a wide range of mental 

health disorders and thus allows for the exploration of potentially comorbid conditions. 

This particular interview schedule also ascertains severity ratings for these disorders, 

allowing the clinician to make determinations about which condition or conditions are 

primary.  

The Children’s Yale–Brown Obsessive–Compulsive Scale (CY-BOCS; Scahill et al., 

1997) is considered the gold standard measure for evaluating OCD symptoms and severity. It 
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is a semi-structured interview that explores a wide range of obsessions and compulsions 

commonly experienced in youth with OCD. Therefore, in addition to providing a diagnosis 

and severity rating of OCD, it also provides useful information about the specific expression 

of the child’s symptoms, which can then be monitored over the course of treatment. The 

measure provides severity scores across both obsessions and compulsions, using five 

subscales: time spent on obsessions and/or compulsions, interference, distress, resistance, and 

control. 

Self-report measures such as the Obsessive Compulsive Inventory–Child Version 

(OCI-CV; Foa et al., 2010) are also used to assess common dimensions of OCD symptoms. It 

can be used with children as young as 7 years and provides scores on Doubting/Checking, 

Obsessing, Hoarding, Washing, Ordering, Neutralizing, as well as a total score. Additionally, 

the parent- and youth-report forms of the Child Obsessive Compulsive Impact Scale–Revised 

(COIS-R; Piacentini & Jaffer, 1999) has also been widely used to measure OCD-specific 

functional impairment across different areas of the child’s psychosocial functioning including 

school, home/family, and social activities. 

Given the critical role that family accommodation plays in OCD, an assessment of the 

degree to which this occurs is prudent. The Family Accommodation Scale for Obsessive 

Compulsive Disorder (FAS; Calvocoressi et al., 1999) is a clinician-administered measure 

that explores the extent to which family members may accommodate a child’s OCD 

symptoms. It explores the family member’s awareness of the child’s symptoms and then 

proceeds to assess the amount of time and effort the family member spends accommodating 

the symptoms. 

Overview of Treatment  

Much of the research evidence for the treatment of OCRDs has focused on OCD 

specifically, and there is significantly less data to inform evidence-based treatment guidelines 
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for the other disorders in this category, unfortunately. However, the overarching similarity 

across all the treatments that show promise in treating OCRDs is their focus on behavioural 

therapy or cognitive–behavioral therapy (CBT) approaches, with a focus on exposure and 

response prevention (ERP). For OCD specifically, the American Academy of Child and 

Adolescent Psychiatry (AACAP)’s clinical practice parameters for OCD (Geller & March, 

2012) suggest CBT that incorporates ERP as the first-line treatment for youth with mild to 

moderate OCD, and a combination of serotonergic medication (selective serotonin reuptake 

inhibitor [SSRI]) and CBT for youth with more severe OCD (Geller & March, 2012). CBT 

for pediatric OCD typically includes core components of (1) psychoeducation, including 

“externalizing OCD”; (2) ERP; (3) cognitive therapy; (4) anxiety management strategies, 

particularly for children with comorbid anxiety symptoms; and (5) relapse prevention. 

Psychoeducation is a critical part of the treatment process and is arguably the first step 

toward successful treatment of OCD. Psychoeducation is best delivered to both the child and 

parents, and addresses a number of important components, including (1) education about the 

nature of childhood OCD (definitions of obsessions and compulsions), factors associated with 

the onset of the disorder (from a neurobehavioral framework), and clinical phenomenology 

(prevalence, symptom subtypes, course, correlates); (2) education about the role of the family 

in OCD (including the impact of the disorder on the family, familial distress, and the critical 

role of family accommodation in the maintenance of OCD symptoms); and (3) education 

about the nature of evidence-based treatments, including ERP and the associated processes of 

habituation and inhibitory learning, as well as the role of the family in treatment. The goals of 

the family psychoeducation session are broadly threefold, and include developing a shared 

understanding of OCD, forming an alliance between family members in fighting against 

OCD (introducing the concept of externalizing OCD), and socializing the child and family to 

the nature of the treatment. This socialization process includes establishing positive 
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expectancies for change following behavior therapy (instilling hope), as well as setting 

therapist expectations of the child and family regarding the foundations for success, including 

the importance of homework and between-session ERP practice. A teamwork approach to 

fighting OCD is established within this session (the child is named the team captain, the 

family are the child’s core team, and the therapist is the coach), and wherever possible 

parents remain actively involved throughout OCD treatment to ensure that the child is 

supported in ERP practices at home, as well as through contingency management processes 

(i.e., parents establish rewards and celebrations for the child’s accomplishments in fighting 

against OCD). 

ERP is arguably the active ingredient in effective treatment of OCD. This treatment 

component involves gradually and systematically exposing the child to stimuli that trigger 

fear (e.g., obsessional thoughts or contact with stimuli appraised by the child as threatening), 

while simultaneously encouraging them to resist performing their compulsive behaviors. The 

effectiveness of exposure therapy relies upon a behavioral principle termed habituation. 

Through the process of ERP, the individual’s autonomic arousal and affective distress 

reduces over time in the presence of the threatening stimuli, as a result of repeated exposures 

to the distressing stimuli (i.e., habituation). The parallel mechanism of inhibitory learning is 

also believed to underlie effective ERP outcomes. Inhibitory learning is the process of 

developing new learning during ERP that is counter to, and that competes with, the original 

fear-learning associations underlying the fear response, avoidance, and (in the case of OCD) 

overt and covert neutralizing responses (Craske et al., 2008). Inhibitory learning is therefore 

regarded as being central to the extinction of fear (the experimental analog of ERP) since it is 

through this mechanism that the child learns new information about the stimuli, as well as 

about their ability to tolerate distress, which disconfirms pre-existing dysfunctional appraisals 

of threat, which drive neutralizing responses. ERP in the case of OCD treatment typically 
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begins as within-session therapist-assisted ERP, and is best delivered using gradual exposure 

to feared stimuli, which is graded in intensity (guided by the child’s subjective units of 

distress ratings for each OCD stimuli) and typically involves both in vivo and imaginal 

exposure. 

The cognitive component of CBT targets irrational and distorted beliefs, as well as 

exaggerated threat expectancies for danger and dysfunctional appraisals of the child’s ability 

to cope with and to tolerate distress. Cognitive therapy approaches may also serve to increase 

the individual’s motivation and insight. Cognitive tools are taught to the child, whereby the 

child is encouraged to “boss back OCD” (March & Mulle, 1998), through developing strong, 

coping self-statements (e.g., “I can beat you OCD!”) and more rational appraisals of threat 

(e.g., OCD is just hiccupping my thoughts—it’s not real!). ERP tasks are also established as a 

series of behavioral experiments, set up to disconfirm OCD beliefs and appraisals, and to 

assist the child in developing new learning that instills a sense of mastery and coping, as well 

as rational appraisals of actual danger and/or threat.  

A Review of Treatment Efficacy 

Results from randomized control trials (RCTs) provide support for the efficacy of 

CBT. In the largest RCT of youth to date (N = 112, ages 7–17), the Pediatric Obsessive 

Compulsive Disorder (OCD) Treatment Study (POTS, 2004) found that those who received 

CBT, either alone or with SSRI medication (sertraline), had significant reductions in their 

symptoms after 12 weeks of treatment. Specifically, combined treatment was found to 

produce superior results to CBT alone, sertraline alone, and placebo.  Moreover, both CBT 

and sertraline alone were superior to placebo. Although CBT and sertraline did not differ 

significantly, CBT alone produced a larger effect size (d = 0.97) than medication alone (d 

=0.67; POTS, 2004). Thus, all three treatments were shown to effectively reduce OCD 
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symptoms in youth, with a higher probability of improvement when treated with CBT alone 

or in combination with medication.  

Pharmacologic treatment for pediatric OCD involves SSRIs (Geller, March, & 

AACAP Committee on Quality Issues, 2012); specifically, fluvoxamine, sertraline, 

fluoxetine, and paroxetine. A recent meta-analysis of all RCTs of treatment for pediatric 

OCD (using the CY-BOCS) found a moderate advantage of SSRI monotherapy over placebo 

in OCD symptom reduction (Öst, Havnen, Hansen, & Kvale, 2015). In regards to treatment 

response, CBT (70%) and combined CBT and SSRI (66%) were significantly higher than for 

those receiving SSRI medication alone (49%), which was significantly higher than placebo 

(29%) and waitlist (13%). In another meta-analysis (McGuire et al., 2015), SSRI treatment 

effects were found to be significantly smaller than CBT monotherapy, which was associated 

with a large effect on OCD symptom reduction compared to both active (e.g., relaxation 

training) or nonactive (e.g., waitlist) control conditions (g = 1.28), and, further, that response 

to treatment occurred in 69.6% of cases following CBT. Finally, this study also found that 

SSRIs were less likely to produce overall remission of OCD, relative to CBT (24.1% vs. 

52.7%). 

In a recent large effectiveness study of CBT including ERP (n = 269, aged 7–17) 

delivered within community mental health settings (the Nordic Long-Term OCD Treatment 

Study), Torp et al. (2015) found that on average participants’ OCD symptoms reduced by 

52.9% following CBT, with a large estimated effect size of 1.58. This study demonstrates 

support for the dissemination of CBT for pediatric OCD in routine community clinic settings. 

Furthermore, there is also emerging evidence to support the efficacy of CBT delivered across 

multiple modalities, including when delivered in group settings (e.g., Farrell et al., 2012), via 

brief self-help workbooks (Bolton et al., 2011), as an online intervention (e.g., Rees, 

Anderson, Kane, & Finlay-Jones, 2016), and via brief, intensive sessions (Fernandez, Storch, 
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Lewin, Murphy, & Geffkin, 2006). Taken together, these studies provide promise for 

improving access to evidence-based CBT for children and youth suffering from OCD. 

Factors Influencing Treatment Outcome 

General Clinical and Socio-demographic Factors 

There are a number of factors that can have an attenuating impact on treatment 

outcome. Understanding factors that predict treatment response is critical in making 

determinations about children’s likelihood of responding well to evidence-based treatment. 

Storch, Merlo, et al. (2008) explored a range of clinical and sociodemographic features that 

differentiated children who were responders from those who were non-responders to 

treatment. Their findings suggested that children who did not respond to first-line treatments 

had more severe symptoms of OCD, greater functional impairment, and higher related 

parental stress (meaning that these parents had greater levels of stress related to family 

accommodation of the child’s OCD symptoms than parents of treatment responders). 

Conversely, they found that children who were responsive to treatment reported more 

depressive symptoms and insight into their OCD. Storch, Milsom, et al. (2008) further 

explored the relationship between poor insight and clinical characteristics among youth with 

OCD. They found a significant inverse relationship between insight and OCD severity. 

Moreover, parents of patients with low insight reported higher levels of OCD-related 

impairment and family accommodation. Keeley, Storch, Merlo, and Geffken (2008) reviewed 

several studies that explored predictors of treatment response and found that the most 

consistent treatment outcome predictors included symptom severity, symptom subtype, 

severe depression, family dysfunction, and the therapeutic alliance. 

Family Accommodation 

Family accommodation has also been shown to be reciprocally associated with 

treatment outcome. Higher levels of accommodation at pretreatment are associated with 
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markedly reduced benefits following treatment (Storch et al., 2007). Conversely, effective 

treatment has been shown to reduce the level of family accommodation (Lebowitz, Panza, Su, 

& Bloch, 2012). Accommodation is also associated with decreased efficacy of 

pharmacological therapy (Lebowitz et al., 2012). Given the adverse role that family 

accommodation plays in the course of OCD and treatment, it is crucial that clinicians who are 

providing treatment include an assessment of family accommodation, consider the role of 

accommodation in the case conceptualization, and address this process during treatment, as 

mentioned in the previous section. 

Family History 

 Moderators of treatment response refer to patient characteristics measured at baseline 

(e.g., comorbidity, severity, age), which are differentially related to attenuated response, 

across different treatment modalities. Garcia et al. (2010) examined moderators of response 

using the POTS (2004) data, and identified that family history of OCD moderated treatment 

response in the CBT alone condition. Youth with a family history of OCD who received CBT 

alone had a 6.5 times reduction in effect size relative to those without a family history of 

OCD. The authors concluded that a family history may attenuate CBT response specifically, 

given that CBT generally requires substantive family support and engagement (e.g., with 

ERP homework) relative to medication compliance. Thus, the authors recommend that 

children with a family history of OCD be offered combined CBT and SSRI as a first-line 

treatment, given that combined CBT and sertraline was associated with superior outcomes 

relative to CBT alone. 

Clinical Comorbidity  

In a further examination of comorbidity in predicting response, Farrell et al. (2012) 

examined the impact of specific comorbid presentations on treatment response and remission 

rates in children and youth following CBT. While they did not find a significant predictive 
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relationship immediately posttreatment, treatment outcomes were poorer for youth with 

multiple comorbid conditions and for those with ADHD at 6-month follow-up. March et al. 

(2007) also examined moderators of response using the POTS (2004) data; in particular, they 

explored whether the presence of a comorbid tic disorder was associated with a poorer 

outcome in the treatment of pediatric OCD across treatment conditions. They found that tics 

moderated treatment outcome with sertralin, but not with CBT, and thus proposed that 

children with OCD and a comorbid tic disorder begin treatment with CBT alone or the 

combination of CBT plus an SSRI. 

Treatment Expectations 

In regards to treatment-related processes, Lewin, Peris, Bergman, McCraken, and 

Piacentini (2011) examined parent, child, and therapist treatment expectations as predictors 

of treatment response. They found that more positive treatment expectations (by parents, 

children, and therapists) were linked to better treatment response, lower attrition, improved 

homework compliance, and reduced functional impairment at posttreatment. Additionally, 

Keeley, Geffken, Ricketts, McNamara, and Storch (2011) examined the role of therapeutic 

alliance in family-based CBT for pediatric OCD and found that stronger therapeutic alliance 

(as reported by children, parents, and therapists) was predictive of better treatment outcomes. 

Furthermore, they found that early positive changes in the working alliance also predicted 

better treatment response. 

Emotion Regulation 

In terms of factors that may predict early discontinuation of treatment, McGuire et al. 

(2013) found that baseline emotion dysregulation predicted treatment discontinuation. 

Emotion dysregulation generally consists of heightened intensity of emotions, poor 

understanding of emotions, negative responses to one’s own emotional state, as well as 
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maladaptive emotional management of these responses (Mennin, Heimberg, Turk, & Carmin, 

2004). 

Overall, there has been limited research outlining the link between OCD and emotion 

regulation, particularly in children. Gross (1998) describes emotion regulation as the process 

by which individuals influence, control, experience, and express their emotions. Recent 

research in pediatric OCD (e.g., McNamara et al., 2014) highlighted that emotion regulation 

deficits moderated treatment outcome such that those with poorer ability to regulate 

emotional responses at baseline had a poorer response to CBT posttreatment. The authors 

proposed that emotion regulation may also account for some of the variance in outcome 

explained by other predictor variables, such as high disgust propensity and comorbidities 

(e.g., disruptive behavioral disorders). However, more research is needed to explore the role 

of emotion regulation in the conceptualization and treatment of OCD. 

One of the shortfalls of the treatment literature in pediatric OCD is an absence of 

studies that examine treatment mediators or mechanisms of change. Mediators are 

intervening factors that may account (statistically) for the relationship between the 

independent and dependent variable. Mediation analyses explore the means by which change 

has come about in treatment. More research is needed to understand the specific mediators of 

treatment outcome following CBT. Understanding the processes that are associated with 

therapeutic change can assist with optimizing the change that occurs by allowing therapists to 

focus on specific strategies that may promote desired change. 

Conclusion 

OCD and the broader cluster of OCRDs are highly debilitating conditions affecting 

young people and their families, with symptoms frequently persisting into adulthood if left 

untreated. Mental health practitioners working with young people should routinely screen for 

OCRDs among youth and conduct systematic, multimethod, and multi-informant assessments 
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whenever symptoms are identified. Treatments for the OCRDs currently vary in relation to 

the status of the evidence base. OCD in children and youth, however, has been widely studied 

and CBT including ERP has been established as an efficacious treatment (either alone or in 

combination with SSRIs), with evidence to support the delivery of CBT across a number of 

modalities (e.g., individual therapy, group therapy, intensive format, online intervention). 

Treatments, wherever possible, should also include parents, given the high rates of 

involvement of parents in these disorders via family accommodation, as well as the high 

levels of distress frequently experienced by parents. Much work is needed, however, to 

develop empirically supported treatments across all the OCRDs. Moreover, personalized 

approaches to the treatment of OCD among youth who are non-responders to CBT represent 

the next important step for both research and practice. Finally, research aimed at examining 

the mediators of treatment response may assist in the development of innovative approaches 

to intervention, providing superior remission rates, more durable outcomes, and / or more 

efficient models of care. 
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CHAPTER 2: Emotion Regulation and Associations with Obsessive-Compulsive 

Disorder: an integrative review  

Emotional distress is a key component of paediatric Obsessive-Compulsive Disorder 

(OCD). Children and adolescents with OCD experience emotional distress in response to 

their intrusive and unwanted thoughts or images, their need to engage in time consuming 

rituals, and/or having such rituals interrupted or obstructed by others. This high degree of 

emotional distress, which oftentimes presents in uncharacteristically explosive behaviours, 

not only impairs the functioning of the child afflicted with OCD, but also disrupts family 

functioning and results in a great deal of distress for parents. Cognitive-behavioural (CB) 

theories that explain OCD have largely focused on the role of dysfunctional belief biases such 

as inflated responsibility beliefs (Salkovskis, 1998), thought-action-fusion beliefs (Rachman, 

1993) and meta-cognitive beliefs (Myers, Fisher, & Wells, 2009), all of which focus on the 

individual’s appraisal of intrusive thoughts as inherently dangerous and personally 

meaningful. The theories propose that these thought processes drive the experience of anxiety 

or distress, pathological avoidance behaviours and compulsions which serve the purpose of 

neutralising this distress. One potential limitation of these current CB models is the limited 

focus on the role of emotion and in particular, deficits in emotion regulation (ER) which may 

account for a reliance on maladaptive regulatory processes of avoidance and neutralising 

behaviours, which also serve to maintain OCD symptomatology.  

While there have been many definitions of ER in the literature, most definitions are 

focused on how individuals influence which emotions they have, when they have them and 

how they experience and express them (Gross, 1998a). These efforts at modifying emotional 

experiences and expressions typically have, as a part of their goal, an adaptive response that 

meets the demands of the individual’s environment (Campos, Mumme, Kermoian, & 

Campos, 1994; Thompson & Calkins, 1996). Therefore, one’s ability to regulate their 
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emotions impacts on their ability to adapt successfully to their environment and maintain a 

sense of psychological well-being (Aldao, Nolen-Hoeksema, & Schweizer, 2010). 

Alternatively, emotion dysregulation is regarded as a pattern of emotional experience and 

expression that interferes with the individual’s adaptive goal within respective situations (see 

Beauchaine, 2015). Despite the clinical features of OCD suggesting that individuals afflicted 

with this disorder may also have significant deficits in the ability to regulate emotions, there 

has been very limited research to date examining ER in paediatric OCD. 

The previous chapter provided an overview of the clinical phenomenology of 

paediatric OCD, exploring the varied and highly heterogeneous clinical expression of the 

disorder in youth, and the implications this has for clinicians in evidence-based assessment 

and treatment of OCD. The chapter also reviewed the current status of evidence-based 

cognitive-behavioural treatment (CBT) for OCD, highlighting established predictors and 

moderators of treatment response. It was concluded that further examination of predictors, 

moderators and mediators of treatment response would advance the field in terms of refining 

and personalising current treatment approaches for children and youth. The role of ER in the 

clinical expression of OCD, and in predicting response to treatment, remains an important 

area of study which has been largely unexamined in paediatric OCD to date. Therefore, the 

current chapter focuses on reviewing the theoretical background on ER with emphasis on the 

widely cited Process Model of ER (Gross, 1998a; Gross & Thompson, 2007) which 

highlights broad ER strategies. The chapter also reviews the trajectory of normative 

emotional development and regulation in childhood and adolescence and provides an 

overview of several other ER strategies examined to date (extending upon those highlighted 

in the Process Model). Thereafter, the chapter reviews varied approaches to the measurement 

of ER, highlighting key strengths and limitations of these approaches; and the evidence for 

ER in the context of psychopathology and OCD specifically. To date, there is a paucity of 
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literature that examines the role of ER in OCD. Therefore, the review will incorporate studies 

that have examined the role of ER in anxiety disorders more generally, as well as highlight 

the limited body of research that has examined ER among patients with OCD. While OCD is 

no longer classified as an anxiety disorder in the 5th edition of the Diagnostic and Statistical 

Manual of Mental Disorders (DSM-5), its clinical presentation is closely associated with 

anxiety-related symptoms and as such the DSM-5 is very clear about maintaining this 

conceptual link of OCD to the anxiety disorders (American Psychiatric Association [APA], 

2013). It is on this basis that the inclusion of literature on ER and anxiety disorders is 

justified.  

Emotion Regulation: Theoretical Background and Developmental Perspectives 

A functionalist perspective of emotions underscores the importance of both negative 

and positive emotions as drivers of human behaviours and experience (Barrett & Campos, 

1987; Frijda, 1986; Gross & Thompson, 2007). Frijda (1986) explained a process through 

which emotions impose themselves on our daily situations and can interrupt our behavioural 

intentions. However, the fact that emotions compete with other responses makes them 

amenable to regulation. It is therefore not the presence of negative emotions such as anxiety 

that are inherently problematic, but the improper regulation of them that can lead to 

psychopathology (Aldao et al., 2010; Gross & John, 2003; Gross 1998a). 

While there has been increased attention in the literature on deficits in ER as a 

transdiagnostic risk factor for various forms of psychopathology, there is a great deal of 

disparity in the way that ER has been defined which has impacted on the way in which ER is 

measured across studies (see Thompson, 2019). For instance, some conceptualisations of ER 

have focused on the individual’s ability to control their emotional expression, in particular the 

expression of negative emotion. The goal of ER based on this definition is to reduce the 

degree of autonomic arousal the individual experiences (Cortez & Bugental, 1994; Garner & 
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Spears, 2000; Kopp, 1989). However, this approach to defining ER has been criticised for its 

lack of emphasis on the functional nature of emotions and its overemphasis on expressive 

control. Instead, Thompson (1994) proposed that ER does not solely involve immediately 

reducing negative affect but rather the individual should have the capacity to experience and 

respond to a wide range of emotions that occur at varying levels of intensity, and inflexibility 

in this regard is a hallmark feature of difficulties with ER (Cisler, Olatunji, Feldner, & 

Forsyth, 2010). Other approaches to defining ER have indicated that acceptance of one’s 

emotions and emotional responses to situations, rather than a focus on expressive control, is 

aligned to more adaptive ER (Cole, Michel, & Teti, 1994; Linehan, 1993). 

In later theoretical work, Thompson and Calkins (1996) highlighted the additional 

importance of emotional awareness and understanding as critical components of adaptive ER 

in addition to the modification of the emotional experience, as well as emphasised that 

continuous monitoring and evaluation of emotional experiences were key components of the 

regulatory process. Moreover, both Thompson (1994) and Thompson and Calkins (1996) 

assert that in ER the goal is to modulate the intensity as well as the duration of the emotional 

experience and not necessarily to eliminate the presence of the emotion itself. Thus, the 

individual’s ability to modulate emotions effectively from one situation to the next enables 

appropriate behavioural responding across situations. 

Saarni (1999) proposed that the development of adaptive ER enhances an individual’s 

overall emotional competence by way of their awareness of their emotions, awareness and 

understanding of others’ emotions, appropriate empathy and empathetic responding, as well 

as the ability to distinguish the subjective internal experiences of emotions and that which 

they express. Furthermore, they assert that emotion dysregulation is a result of the 

individual’s inability to attain these emotional competences. More recent theoretical models 

of ER have sought to take components of previous theories on ER and synthesise a definition 
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of ER that encapsulates awareness and understanding of emotions, acceptance of emotions, 

the ability to control impulsive behaviours in accordance with contextual goals when 

experiencing negative emotions, and the ability to select ER strategies that are situationally 

appropriate to modulate emotional responses (see Gratz & Roemer, 2004). The concept of ER 

being understood as the modulation of the individual’s internal experiences using various ER 

strategies emanates from one of the most widely accepted and used models of ER to date – 

the Process Model of ER (Gross, 1998a; Gross & Thompson, 2007). 

Emotional Development in Children and Adolescents. The study of emotional 

development in children and adolescents has a very long history. Deemed a critical area in 

childhood development, the emotional development of a child is closely linked to other areas 

of child development, including social and cognitive functioning. A great deal of the 

literature on ER has focused on early childhood development through to adolescence as 

important periods when one’s capacity for ER develops (Thompson, 1994). This is not 

surprising considering the myriad of biological, social and psychological factors that are 

impacting on the developing individual. The ability of children and adolescents to manage 

emotions is largely based on the growth of self-regulatory capacities in the early years 

(Thompson & Calkins, 1996). There are neurobiological developments (for example, by way 

of the pre-frontal cortex) that influence emotional development and ER capacity, as well as 

increased awareness and understanding of emotions as an inner experience with external 

consequences (Thompson, 2007).  

In very young children in particular, the role of caregivers is crucial in the child’s 

developing capacity for healthy ER or alternatively a tendency towards emotion 

dysregulation (Thompson, 2019). These early interactions form children’s first relationships 

and therein the first opportunities to negotiate with others around their needs (Thompson, 

2007). Children are thus compelled into awareness, understanding and the need to regulate 
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emotions associated with meeting one’s needs in the context of social interactions and 

important relationships. Brumariu (2015) suggested that children’s secure versus insecure 

attachment to parents determined the extent to which they developed adaptive styles of ER, 

since both attachment styles are associated with variability in the way parents respond to their 

child’s feelings, their availability as pillars of support when the child is experiencing 

emotional distress and the extent to which the child can predict that this support will be 

forthcoming. 

The milestone of language development also advances awareness and understanding 

of emotions, since it is through language that we understand others’ emotions and can convey 

our own (Thompson, 2007). Through increased interactions with their environment children 

also learn about appropriateness of context for emotional expression (which is a major part of 

the regulatory process); and consequently, by early adolescence they are better able to adjust 

emotions and behaviours relative to context (Calkins & Hill, 2007; Rothbart, Sheese, & 

Posner, 2007). Furthermore, over time they may develop more sophisticated and relatively 

stable styles of ER (Bridges, Denham, & Ganiban, 2004; Thompson, 2011). Zimmermann 

and Iwanski (2014) highlighted that from childhood to early adolescence there is shift in the 

reliance of adolescents on parents for regulating their environment, despite the fact that their 

internal mechanisms for adaptive ER are still relatively underdeveloped. There is however a 

gradual increase in the use of more adaptive strategies and a decrease in the use of 

maladaptive strategies in typically developing adolescents (Gullone, Hughes, King, & Tonge, 

2010; Zimmermann & Iwanski. 2014). Gross (2001) indicates that it is not until adulthood 

that the use of internal strategies to effectively regulate emotions reaches its peak.  

The child or adolescent’s experience of psychopathology (in particular, anxiety disorders and 

OCD) presents a major disruption to the course of normative emotional development and 

may therefore be associated with deficits in ER (Davidson, 1998). One perspective is that 
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psychopathology disrupts the development of healthy ER. Another possibility is that 

individual differences in the development of healthy ER may lead to risk for 

psychopathology. That is, a child who is delayed in the process of acquiring skills to 

effectively regulate their emotions may be more vulnerable to anxiety / OCD. However, it is 

likely that this association between ER and psychopathology is bi-directional whereby the 

onset and prolonged experience in the disordered state also reduces the child’s capacity to 

self-regulate over time. Therefore, examining ER relative to various forms of childhood 

psychopathology is of great clinical significance to broaden current aetiological models of 

psychopathology, including disorder-specific and transdiagnostic models of the aetiology and 

maintenance of symptoms, as well as examining ER processes in response to evidence-based 

treatment.  

The Process Model of Emotion Regulation: the role of ER strategies 

 In the Process Model of ER, Gross (1998a) and Gross and Thompson (2007) proposed 

five strategies of ER, distinguished mainly by the temporal point at which they occur in the 

process of generating an emotional response. The first four of these strategies are regarded as 

antecedent-focused strategies (activated before the emotion has been generated) and the fifth 

strategy is regarded as a response-focused strategy (activated after the emotion has been 

generated) (see Figure 2.1). These strategies include: 

1) Situation Selection. This involves engaging in behaviours that will make it more or 

less likely for the individual to end up in a particular situation that might give rise to 

certain emotions (whether negative or positive). This may include the person’s 

decision to avoid or approach contexts, stimuli or situations. For instance in OCD, 

children frequently avoid contact with feared objects (e.g., door handles) to reduce 

their distress, the potential for feared outcomes (e.g., becoming contaminated) or avert 

the need to ritualise (e.g., handwash). 
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2) Situation Modification. This involves changing aspects of the external 

environment or situation in order to change the emotional impact that it could 

potentially have. Within the context of paediatric OCD, this may involve parents 

removing contaminated articles from the home for the sake of their children, the child 

insisting that the parent drive an alternative route to school to avoid some feared 

outcome from occurring, or the child’s own avoidance ritual of using tissues to touch 

things to avoid being contaminated.   

These first two strategies are traditionally described as processes enacted by the 

individual. However, Gross and Thompson (2007) highlighted that a great deal of situation 

selection and modification are done for children by their caregivers during the early years of 

their emotional development. Therefore, these concepts might be particularly relevant to 

understanding the role of family accommodation to OCD by caregivers, whereby parents 

frequently engage in behaviours to assist the child in completing rituals and/or modify normal 

family routines to reduce the child’s distress. 

Early aspects of a child’s emotional life are guided by their parents’ selection of 

situations for them, especially while they are infants (Gross & Thompson, 2007). Parents take 

the lead on deciding what children can and cannot manage emotionally, simply because at 

this stage children do not know enough about the world to make such determinations for 

themselves. Parents generate routines that are comfortable for the child and over time they 

rely on their perception of the child’s temperament to create more ideal circumstances (Fox & 

Calkins, 2003). Such practices are a normative part of the early parent-child dynamic. 

However, as children progress developmentally, and their repertoire of life experiences 

expand, they are expected to take more responsibility for such regulatory processes and 

parents are expected to oversee and guide this self-regulation. Sameroff (2010) highlighted 

that from infancy through to adulthood an increase in self-regulation was associated with 
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decrease in the need for external regulation (i.e., regulation by others, such as parents). 

Therefore, as children mature, they learn which situations to avoid or approach, when they 

can modify situations externally, and when they may need to make internal modifications.  

This normative dynamic between parent and child can become compromised when 

there is psychopathology involved and in OCD this may lead to family accommodation. 

Stewart et al. (2008) suggested that there might be several factors that play a role in family 

accommodation which have yet to be explored empirically. The developmental 

conceptualisation of ER and the parent-child dynamic may provide the basis for an 

alternative perspective on the role of ER in the process of family accommodation, and in 

particular the role that parents’ perception of child ER may play in family accommodation. 

Problem Solving has been regarded as an ER strategy that involves modifying a 

stressful situation or trying to contain the consequence of this situation by planning a course 

of action in an effort to modulate the individual’s subjective experience of distress. Problem 

Solving has therefore been argued by Aldao and Nolen-Hoeksema (2010) to be associated 

with the situation modification strategy in the Process Model. Problem Solving also bears 

stark similarity to the ER strategy of Refocus on Planning which focuses on the individual 

having thoughts about what to do and how to respond to the situation which has evoked the 

negative emotions (Garnefski, Kraaij, & Spinhoven, 2001). 

3) Attentional Deployment. This involves the individual’s manipulation or shifting 

of their attentional resources within the situation in order to alter their emotional 

response. Gross and Thompson (2007) suggest that this is a form of internal situation 

selection; since the individual does not avoid the situation altogether but selects 

elements within the situation on which to focus. This incorporates mechanisms of 

distraction and concentration. For example, within a situation one might redirect their 
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attention by gazing away from the emotion-eliciting stimulus to decrease emotion 

activation. Within the context of paediatric OCD, this may involve the child diverting 

their attention away from the floor to cope with intrusive thoughts about feared 

outcomes associated with stepping on lines or cracks on the floor. An individual may 

also change their internal focus by bringing to mind thoughts or memories that are not 

consistent with the undesirable emotional state. This pattern of attentional deployment 

is consistent with Positive Refocusing as an ER strategy whereby the individual makes 

a conscious cognitive shift from thinking about threatening and stressful components 

of a situation to more positive, happy or pleasant thoughts (Garnefski et al., 2001). 

Gross and Thompson (2007) also pointed out that attentional deployment is one of the 

earliest strategies of ER developed in childhood, which continues to be used 

throughout the lifespan. Research has highlighted the association of aberrant attention 

to threat with anxiety disorders, with vigilance to threat in some instances, as well as 

attentional avoidance of threat stimuli (Cisler & Koster, 2010; Roy et al., 2008); both 

serve to maintain anxiety and fear.  

4) Cognitive Change. This involves a reappraisal of the situation with a view to alter 

its emotional significance. The reappraisal is typically centred on the situation itself or 

the individual’s capacity to manage its demands. For example, in the context of 

intrusive OCD thoughts about harm coming to a loved one if a specific phrase is not 

repeated, an individual engaging in reappraisal may evaluate the likelihood of an 

association between the intrusive thought and compulsion. This reappraisal will 

determine the person’s emotional response. Cognitive-Behavioural models of anxiety 

and OCD (Myers et al., 2009; Rachman, 1993; Salkovskis, 1998) highlight that the 

individual’s negative appraisals, that is their overestimation of threat in any given 

situation and an underestimation of one’s ability to cope, serve to maintain anxiety 
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and facilitate avoidance and ritualising. Several studies have highlighted the value of 

Cognitive Reappraisal (cognitive change) in positively impacting a potentially 

stressful or emotionally negative situation (Aldao et al., 2010; Gross & John, 2003; 

Werner, Goldin, Ball, Heimberg, & Gross, 2011). Similarly, the ER strategy Putting 

into Perspective is conceptually similar to constructs of Cognitive 

Reappraisal/Cognitive Change as it involves comparing the negative event one has 

experienced to other events in an effort to modulate the intensity of the negative 

emotions evoked (Garnefski et al., 2001). Additionally, there has been empirical 

support for the protective role of Putting into Perspective in the context of 

psychopathology (Wisco, Sloan, & Marx, 2013). 

5) Response Modulation. This strategy aligns with earlier theories that emphasised 

the expressive control of emotions whereby efforts to alter the physiological, 

experiential and behavioural responding to an emotion in as direct a way as possible 

occurs after emotion activation has occurred. The alternative efforts here are centred 

on the expressive components of the already existing emotion. For example, a child 

may try to hide their level of distress and/or subsequent need for ritualising upon 

exposure to a feared object/situation. Several studies have highlighted that the use of 

Suppression (response modulation) is associated with an increase in sympathetic 

activation; that is, the individual’s subjective and physiological experience of the 

emotion is more negative than if they had not suppressed at all (Amstadter & Vernon, 

2008; Cisler et al., 2010; Gross & Levenson, 1997). 
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Figure 2.1. A Process Model of Emotion Regulation that highlights five regulation strategies 

(Gross & Thompson, 2007) 

The process model depicts ER as a highly transactional process that occurs between 

the individual and their environment whereby the individual may implement the use of 

various strategies based on contextual information and their goals for regulation within 

respective situations (Gross & Thompson, 2007). Moreover, they assert that this processing 

can occur both consciously and unconsciously. The contextual component of ER highlights 

the fact that how and when ER strategies are employed make a tremendous difference (Gross, 

1998a). For example, maladaptive forms of regulation (e.g., the kind that would lead a patient 

with OCD to engage in compulsions or avoid scenarios that would provoke their obsessions) 

can accomplish an individual’s short-term goals (providing temporary relief from high levels 

of distress), but nonetheless be perceived by others as maladaptive (behaviours viewed as 

time consuming, sometimes requiring great effort and cost, and impairing the person’s 

functioning). Therefore, while knowledge of specific ER strategies used by an individual is 

clinically relevant, Gross (1998a) proposed that it is the individual’s capacity to flexibly 

interchange between strategies based on context that is evidence of adaptive ER. 



OCD AND EMOTION REGULATION    53 
 

Other ER Strategies. Whilst the Process Model explains a broad range of ER 

strategies at various stages of regulation, there are additional strategies that do not clearly fit 

within the model. For example, theoretical conceptualisations of ER have highlighted the role 

of cognitive ER strategies which are defined as cognitive responses to situations in which 

negative emotions are evoked, and the use of such strategies to modify or modulate the 

emotional experience may occur at varying degrees of conscious awareness for the individual 

(Rottenberg & Gross, 2007; Williams & Bargh, 2007). These strategies are generally 

regarded as putatively adaptive or maladaptive.  

Theories of ER that have emphasised the role of valuing and accepting emotional 

responses have led to Acceptance being examined as an adaptive ER strategy whereby the 

individual is aware of the emotions they are experiencing and remains open to these internal 

experiences without feeling the need to change the emotions that are present in a given 

situation (Cole et al., 1994; Garnefski et al., 2001; Gratz & Roemer, 2004; Hayes, Strosahl, & 

Wilson, 1999; Linehan, 1993). Research suggests that Acceptance is a much more effective 

strategy than Suppression for dealing with emotions that have already been generated. Gross 

and John (1995, 1998a) highlighted that there is considerable variability in people’s 

willingness to accept their emotions and this could be significantly related to 

psychopathology. They explained further that people who view emotions as inherently 

negative are likely to engage in disorder related behaviours like avoidance and withdrawal. 

Their aversive view then leads to subsequent maladaptive regulation attempts that do not lead 

to healthy outcomes.  

In contrast, unhelpful or maladaptive ER strategies include Rumination whereby the 

individual may engage in repetitive thinking about a situation and its causes which fuels the 

negative emotions that have arisen (Trapnell & Campbell, 1999; Watkins, 2008). Similarly, 

Catastrophising has been examined as a maladaptive ER strategy in which the individual 
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overemphasises the negative elements of a situation which in turn increases their subjective 

experience of distress within the situation. Individuals may also engage in the use of 

maladaptive strategies such as Self-blame (having thoughts that blame oneself for what one 

has experienced) and/or Blaming others (having thoughts that blame others for what one has 

experienced) (Garnefski et al., 2001).  

Emotion Regulation: Approaches to Measurement 

Over the past 20 years, the field of research in ER has seen considerable growth. 

While new measures continue to emerge, there remains significant variability in approaches 

to the measurement of ER including: observational measures, neurocognitive measures, self-

report measures, and parent-report measures. Such variability in measurement approaches 

impacts on the extent to which findings across studies can be compared, which limits 

advances to theory and intervention (Young, Sandman, & Craske, 2019). The following sub-

sections briefly review the most common approaches to the measurement of ER in the 

literature to date, along with key strengths and limitations of each. 

Observational Measures of Emotion Regulation. One approach to the measurement 

of ER is observational methodologies, which typically involve examining participants’ 

responses when engaged in spontaneous interactions with others or during in vivo stress-

inducing situations (Fussner, Luebbe, & Bell, 2015; Krischbaum, Pirke, & Hellhammer, 

1993). For example, Krischbaum et al. (1993) designed the Trier Social Stress Test which 

involved an anticipation period (10 minutes) and a test period (10 minutes) in which the 

subject is asked to deliver a free speech and perform mental arithmetic in front of an 

audience. Krischbaum and colleagues (1993) observed significant physiological changes for 

individuals who engaged in the task, including higher levels of adrenocorticotropic hormone, 

cortisol (serum and saliva), growth hormone, prolactin as well as significant increases in 

heart rate (all physiological changes associated with a heightened stress response). Young et 
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al. (2019) suggested that both the participants’ physiological response, in addition to their 

self-report about their subjective experience of the task, can be coded by researchers as 

representing individuals’ use of various ER strategies. However, they highlight that the 

individual’s emotional reaction to a situation may not represent the individual’s actual efforts 

at employing specific strategies, which presents a limitation of this approach to measurement 

(Young et al., 2019).  

In other observational studies, specific ER strategies are elicited through instructions 

that are given to the participant and subsequently observations are made of participants’ 

emotional, behavioural and physiological responses. For instance, in one study by Gross 

(1998b) participants who were assigned to an experimental condition for Suppression were 

provided with instruction to conceal their emotional response to a negative emotion-eliciting 

film ensuring that the observer could not readily see what they were feeling. A second group 

of participants were assigned to the Cognitive Reappraisal group and were given instructions 

about modifying their thought processes as the movie was being viewed, whereas a third 

group of participants were instructed to watch the film and were not given any instructions 

regarding use of ER strategies. In these scenarios, observations of the participants’ 

physiology/behaviour, as well as their subsequent cognitions and emotions were recorded. 

Gross (1998b) found that compared to the control group, both the Reappraisal group and the 

Suppression group demonstrated less expression of negative emotions associated with 

watching the film, however in the Reappraisal group participants reported lower subjective 

experience of disgust compared to the other two groups and in the Suppression group there 

was significantly higher levels of sympathetic activation. Similarly, Campbell-Sills et al. 

(2006) compared the subjective and physiological effects of Suppression and Acceptance in a 

sample of individuals with anxiety and mood disorders. Their sample consisted of 60 

participants diagnosed with anxiety and mood disorders who were randomly assigned to an 
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experimental and control group. One group listened to information about strategies to 

suppress emotions, and the other group listened to information about strategies to accept 

emotions. Participants were then exposed to an emotion-provoking film and were instructed 

to apply the information they had previously been exposed to. Their main findings pointed to 

Acceptance being more effective in reducing subjective negative emotional experiences than 

Suppression. 

While this approach to measurement has been lauded for its efficacy in looking at the 

short-term effects of ER, it has not been deemed suitable for studies aiming to make 

connections between the use of ER strategies and varying levels of psychopathology (Aldao 

et al., 2010). Reasons for this include the difficulty in determining whether participants that 

are being provided with instructions that align with specific ER strategies are indeed using 

the prescribed strategies intended by the experimenter (Demaree, Robinson, Pu, & Allen, 

2006). Furthermore, there is the possibility for response bias whereby participants’ ratings of 

a reduction in negative affect may be more a result of them following task instructions rather 

than their successful regulation of emotions.  

Additionally, Gross and John (2003) highlight that it is difficult for experimental 

studies to determine whether individuals differ systematically in their use of ER strategies 

outside of these highly controlled contexts. According to Aldao et al. (2010) such approaches 

also do not allow for an examination of ER strategies in relation to clinical features of various 

forms of psychopathology, thus the generalisability of these studies to clinical contexts is 

questionable. Additionally, to date the observational forms of measurement have been 

associated with only a narrow range of ER strategies being measured (usually a comparison 

between two or three strategies only) (Aldao et al., 2010).  

Neural Measures of Emotion Regulation. Thompson (2019) highlighted that recent 

advances in behavioural and molecular genetics emphasise the neurological processes 
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underlying emotion dysregulation. As with observational studies, neurocognitive studies of 

ER employ methods of providing instructions to participants with respect to specific 

strategies under controlled experimental conditions, for example, where participants are 

presented with images that are intended to be emotionally evocative and are instructed to use 

specific ER strategies to manage their response. In such studies, functional Magnetic 

Resonance Imaging (fMRI) is used to measure changes in brain activity in response to 

emotionally charged stimuli and the induction of ER strategies. The advantage of this 

approach to measurement is that it has provided further insight regarding brain structures that 

are involved in the process of ER more generally, for example, activation of the anterior 

temporal pole and amygdala during such tasks (Olatunji et al., 2014). However, Young et al. 

(2019) highlighted that the narrow timeframe (typically 8 to 10 seconds) provided to 

participants may compromise the extent to which the data gained from fMRI are ecologically 

valid representations of the person’s use of ER strategies.  

Some neurological studies have taken the approach of assessing incidental or implicit 

regulation by having the individual engage in affect labelling tasks that lead to more adaptive 

ER, even though ER was not a deliberate goal for the individual. In affect labelling tasks, 

individuals view emotionally expressive faces and are then prompted to name the emotion 

they see. Engaging in affect labelling tasks has been associated with the individual’s reduced 

experience of negative affect, and as such, has been proposed to be an indicator of effective 

ER (Lieberman et al., 2007). Furthermore, fMRI studies demonstrate that neural structures 

known to be associated with ER are activated during affect labelling (Torre & Lieberman, 

2018), providing further support for affect labelling as an adaptative pathway to effective ER. 

However, Young et al. (2019) highlight that these findings are sometimes questioned in terms 

of the extent to which incidental regulation via affect labelling is consistent with some 

theories of ER that assert the importance of the individual having a clear goal that drives ER. 
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In general, neurological approaches to measurement provide useful information about 

neurocircuitry associated with ER and thus may provide new insights into the dynamic 

process of ER. However, such methodologies present similar limitations to observational 

methods as it concerns ecological validity (primarily in terms identifying/verifying 

participants’ use of specific ER strategies) which limits the generalisability of findings to 

clinical contexts. 

Self-Report Measures. Self-report measures of ER vary significantly based on the 

operationalisation of ER being measured. For instance, some measures such as the Emotion 

Expression Scale for Children (Penza-Clyve & Zeman, 2002), assess children’s self-report of 

their emotional awareness and their motivation to express emotions. Other measures, such as 

the Children’s Sadness and Anger Management Scales (Zeman, Shipman, & Penza-Clyve, 

2001), assesses the child’s self-reported perception of the degree to which they engage in the 

Suppression of specific emotions, the extent to which they express the emotion in a way that 

may be culturally inappropriate and the extent to which they perceive that they are capable of 

coping with these specific emotions. Aldao et al. (2010) highlighted that one of the 

advantages of self-report measures of ER is that they are relatively quick and easy to 

administer which makes the use of such measures a highly practical approach in clinical 

research studies. Additionally, they argued that self-report measures tend to reflect 

dispositional tendencies and therefore allow for an assessment of ER strategies that are used 

across time and across different contexts (Aldao et al., 2010). This is in line with other 

perspectives on the measurement of ER in psychopathology that encourage researchers to 

focus on examining consistent patterns in the individual’s ER which may then be associated 

with consistently recurring emotional and behavioural responses (Campbell-Sills & Barlow, 

2007). There is however the fair criticism that the accuracy of self-reporting is questionable 

at times, since it requires a fair degree of insight, which varies across patients substantially 
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(Robinson & Clore, 2002). Furthermore, the fact that ER varies on a continuum of conscious 

and nonconscious use of strategies challenges, to some degree, the concept of accurate 

retrospective reporting of one’s use of strategies, and furthermore, whether memory bias 

could potentially impede this process of recollection and reporting (McLaughlin, 

Hatzenbuehler, Mennin, & Nolen-Hoeksema, 2011). 

Three of the most widely used and comprehensive self-report measures of ER are the 

Difficulties in Emotion Regulation Scale (DERS, Gratz & Roemer, 2004), the Cognitive 

Emotion Regulation Questionnaire (CERQ; Garnefski et al., 2001) and the Emotion 

Regulation Questionnaire (Gross & John, 2003). The DERS provides a measure of Non-

Acceptance of emotional responses, difficulty engaging in goal-directed behaviour when 

distressed, impulse control difficulties when distressed, lack of awareness of emotions, 

limited access to strategies for regulation, and lack of emotional clarity (Gratz & Roemer, 

2004). However, while the DERS assesses a wide range of difficulties in ER it is limited by a 

rather narrow assessment of specific ER strategies (i.e., only Non-Acceptance is assessed). 

The CERQ on the other hand, assesses a wide range of ER strategies that are considered both 

adaptive (Positive Reappraisal, Putting into Perspective, Refocus on Planning, Positive 

Refocusing and Acceptance) and maladaptive (Catastrophising, Rumination, Self-Blame, 

Blaming Others). Other measures such as the Emotion Regulation Questionnaire (Gross & 

John, 2003) have also taken the approach of measuring specific ER strategies, but such 

measures have traditionally included a limited number of strategies (e.g., the ERQ measures 

Cognitive Reappraisal and Suppression only). The value of using measures such as the 

CERQ and ERQ is that they provide an assessment of specific ER strategies that may be 

differentially associated with various symptomatology and impairment associated with 

psychopathology, and further, may be amenable to intervention. Additionally, while the 

reliability for subscales on the DERS (α = .80 to .89), CERQ (α = .63 to .83) and ERQ (α = 
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.79 for Reappraisal and .73 for Suppression) all evidence good to excellent reliability, the 

DERS is normed for use with adults only and therefore is not suitable for use in studies 

involving children and adolescents. Both the CERQ and ERQ have been adapted by 

rephrasing the items to fit the cognitive abilities of younger children. Additionally, both the 

CERQ-Kids Version (CERQ-k; Garnefski et al., 2007) and ERQ for children and adolescents 

(ERQ-CA; Gullone & Taffe, 2012) have good internal consistency across subscales (α = .70 

to .80 for the CERQ-k subscales and α = .83 for Reappraisal and .75 for Suppression on the 

ERQ-CA). 

Parent-Report Measures. Parent-report measures have also formed a part of the 

landscape of ER measurement in children. These parent-report measures provide information 

about the child’s regulatory capacity over a period of time from the perspective of a 

caregiver, who has had the advantage of observing trends in the child’s response to a plethora 

of situations. However, the drawback is that such observations do not provide information 

about the internal process of the child that might drive behavioural responses (e.g., the child’s 

use of specific strategies within or across situations), instead this focus on observable 

behaviour may best be characterised as the output of the ER process. 

Measures such as the Emotion Regulation Checklist (ERC; Shields & Cicchetti, 1997) 

have been used to assess parental perceptions of children’s ER ability; specifically the 

Lability/Negativity subscale which measures negative parental perception of the child’s 

inflexibility, lability, and dysregulated negative affect as well as the Emotion Regulation 

subscale which measures parental perception of the child’s appropriate emotional expression, 

empathy, and emotional self-awareness. The strength of this scale is that it provides an 

assessment of the parents’ perception of the child’s typical methods of managing emotional 

experiences; capturing the parents’ perception of the child’s dispositional ER. Moreover, in 

addition to demonstrating excellent reliability across both subscales (Lability/Negativity = 
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.96, Regulation = .83; Shields & Cicchetti, 1997), the measure’s validity has also been 

established through positive correlations with observers’ ratings of children’s regulatory 

abilities and the proportion of expressed positive and negative affect by the child (Shields & 

Cicchetti, 1997). 

Some measures of executive functioning such as The Behaviour Rating Inventory of 

Executive Function (BRIEF; Gioia, Isquith, Guy, & Kenworthy, 2000), include a measure of 

ER (i.e., the emotional control index in the BRIEF). The emotional control subscale examines 

the individual’s ability to modulate emotional responses based on parents’ report. This 

subscale examines the emotional expression component of ER rather than the specific 

internal strategies that are used to modulate the emotional experience. The strength of this 

measure is that the subscale of emotional control assesses the child or adolescent’s intensity 

of emotional responding across contexts, over an extended period (i.e., parents report based 

on observations over the last six months) and in relation to age and gender-based norms from 

which t-scores can be derived. The BRIEF has also been used in studies specifically 

examining paediatric OCD samples (aged 7 to 17) and across the subscales of executive 

functioning (Inhibit, Shift, Emotional Control, Working Memory, Plan/Organize, 

Organization of Material, and Monitor) alphas ranged from .85 to .96 (McNamara et al., 

2014).  

Therefore, while parent-report measures are inherently limited in their ability to 

account for internal processes associated with ER, they provide valuable insight regarding 

parents’ perceptions of the child’s regulatory ability and the intensity of the child’s emotional 

and behavioural responses relative to other children their age. 

Emotion Regulation, OCD & Other Anxiety-Related Disorders 

There have been a number of empirical studies that have examined different aspects 

of ER in a wide cross-section of anxiety disorders in children and adults. However, the role of 
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ER in OCD has so far received very limited attention in research. The following sub-sections 

summarise the empirical literature on ER and anxiety disorders in general, as well as the 

limited but growing body of research that has examined ER and OCD. 

Anxiety Disorders and Emotion Regulation in Adults. There is mounting literature 

providing evidence for links between ER and anxiety-related psychopathologies such as 

Generalized Anxiety Disorder (GAD), Post-Traumatic Stress Disorder (PTSD) and Social 

Anxiety Disorder (SAD) in adult samples.  

Mennin, Heimberg, Turk, and Fresco (2005) carried out two studies that had an 

overall aim to provide preliminary support for an emotion dysregulation perspective on GAD. 

Both studies involved self-report measures of ER, mood and anxiety. The first study involved 

528 undergraduate students and investigated difficulties in ER among students with and 

without GAD. The second study was a replication of the first, with a sample of 42 treatment-

seeking patients with GAD relative to 55 individuals in a community control sample. The 

findings were similar across both studies whereby, individuals in the GAD group were found 

to have significantly greater difficulty identifying and describing their emotions than did 

controls and moreover, the GAD group had greater difficulty understanding their emotional 

experience as well. Individuals with GAD also reported more negative beliefs concerning 

activated emotions, including fears about the consequences of emotional experiences, and 

reported a greater need to overregulate these emotional experiences (Mennin et al., 2005). 

Tull, Barrett, McMillan, and Roemer (2007) examined the relationship between PTSD 

symptoms and individuals’ self-reported difficulty with ER. This study included 108 trauma-

exposed individuals aged 18 to 71 years. The authors found that the severity of PTSD 

symptoms in the sample was found to be associated with difficulties accepting emotions, 

difficulty engaging in goal-directed behaviours when upset, difficulties in controlling 
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impulses, limited access to effective ER strategies, and a lack of emotional clarity (Tull et al., 

2007). Greater overall difficulties in ER were also found to be associated with greater levels 

of PTSD symptom severity, even after controlling for negative affect (Tull et al., 2007).  

In a number of studies that have examined non-clinical adult samples, symptoms of 

social anxiety have been shown to be associated with the use of maladaptive ER strategies 

such as Suppression (e.g., Kashdan & Breen, 2008), Avoidance (Santanello & Gardner, 2007) 

and Rumination about an experience after it has already passed (Kashdan & Roberts, 2007). 

Furthermore, this pattern of maladaptive ER strategies was found to be similar in studies that 

involved adult clinical groups diagnosed with social anxiety disorder (SAD). For example, 

Kashdan et al. (2013) examined ER strategies in 84 adults (41 individuals diagnosed with 

SAD and 43 healthy controls). Their findings revealed that those in the clinical group were 

less likely to use adaptive ER strategies (specifically Cognitive Reappraisal) compared to the 

non-clinical control (Kashdan et al., 2013).  

Anxiety Disorders and Emotion Regulation in Youth. In an earlier section, 

emotional awareness and recognition were highlighted as fundamental components of ER 

which form part of healthy emotional development in childhood (Halberstadt, Denham, & 

Dunsmore, 2001; Suveg, Sood, Comer, & Kendall, 2009). Zeman, Shipman, and Suveg 

(2002) examined self-reported emotion identification (specifically self-regulation of sadness 

and anger) in a sample of 121 4th and 5th grade students. Regression analysis revealed that the 

inability to identify emotions and the dysregulation of anger and sadness predicted 

internalising symptoms of depression and anxiety (Zeman et al., 2002). Penza-Clyve and 

Zeman (2002), in the initial validation of the Emotion Expression Scale for Children (EESC), 

also examined emotional awareness and lack of motivation to express negative emotion in a 

community sample of 208 4th and 5th grade children. Their findings revealed that EESC 

factors correlated positively with measures of self-reported depression and anxiety 
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symptoms, indicating associations between children’s self-reported challenges with 

emotional awareness, a tendency to express negative emotion and their experience of 

internalising symptoms. According to Penza-Clyve and Zeman (2002), the more children 

perceived that they lacked emotional awareness, the more likely they were to report inhibiting 

emotional expressivity. Additionally, their lack of emotional awareness was also associated 

with their tendency to express their emotions in maladaptive ways. Moreover, the relationship 

between poor emotional awareness and internalising symptoms was significantly stronger 

than the relationship between expressive reluctance and internalising symptoms (Penza-Clyve 

& Zeman, 2002). Taken together, these studies (Penza-Clyve & Zeman, 2002; Zeman et al., 

2002) collectively highlight the important associations between emotional awareness and the 

identification and presence of psychopathology in children.  

In an extension of this work, Suveg and Zeman (2004) examined the role of emotional 

intensity and self-efficacy of ER in 26 children with anxiety disorders aged 8 to 12 years, 

relative to an age equivalent healthy control group. Children’s experiences with managing 

difficult emotions were measured using the Emotion Regulation Interview (ERI; Suveg & 

Zeman, 2004) and parents’ perception of children’s ability to regulate emotions was assessed 

using the Emotion Regulation Checklist (ERC; Shields & Cicchetti, 1997). Children who met 

DSM-IV criteria for an anxiety disorder were found to report greater levels of difficulty in 

managing worried, sad and anger experiences relative to healthy controls. Further, mothers of 

children with anxiety disorders reported higher levels of emotion dysregulation and 

inflexibility in their children’s behaviours, relative to their non-clinical counterparts. In a 

more recent study, Suveg et al. (2009) examined a wide cross-section of emotion-related 

variables in relation to anxiety and depression using a number of self-report measures in a 

sample of 4th and 5th grade children (n = 187). Using structural equation modelling (SEM) to 

explore potential associations they found several constructs that were common to both 
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anxiety and depression, including poor emotional awareness, emotion dysregulation, poor ER 

coping and high frequency of negative affect. Collectively, these findings may indicate that 

deficits in emotional awareness as well as deficits in ER more generally may be a risk factor 

for psychopathology including anxiety and depression and perhaps may increase the 

likelihood of the comorbid presentation of these disorders in youth. Research attempting to 

extend upon these preliminary findings is needed to advance our understanding regarding the 

role of ER, and the need to assess for and target ER in treatments. These findings also 

highlight a need for further investigation of emotion-related variables, including ER in other 

disorders where emotional disturbance plays a key role.  

Studies specifically examining ER strategies in youth with anxiety have also indicated 

that the use of specific maladaptive strategies might be associated with anxiety symptoms. 

For example, Carthy, Horesh, Apter, and Gross (2010) explored negative emotional hyper-

reactivity and ER deficits among 49 children and adolescents (aged 10 to 17) with GAD, 

social anxiety and separation anxiety, relative to 42 age and gender matched healthy children. 

They assessed emotional reactivity and regulation using the Reactivity and Regulation 

(REAR)-Situation Task (Carthy et al., 2010) which included 16 vignettes, four of which were 

adopted from the Ambiguous Situation Questionnaire (ASQ; Chorpita, Albano, & Barlow, 

1996). The REAR assessed emotional reactivity and ER in the context of ambiguous 

everyday-life scenarios which were potentially threatening in nature. Carthy et al. (2010) 

found that children in the anxious group engaged in more avoidance and help-seeking 

behaviours and less Cognitive Reappraisal compared to their non-anxious counterparts. 

Additionally, anxious children in this sample perceived Cognitive Reappraisal as being a less 

effective ER strategy compared to children who did not have anxiety problems (Carthy et al., 

2010). One of the most consistent findings in tasks using an ambiguous situation paradigm is 

that anxious individuals are more likely to expect negative outcomes in ambiguous situations 
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relative to controls (Mathews & MacLeod, 1994). These threat expectancies may point to 

possible deficits in cognitive flexibility and the use of adaptive ER strategies among those 

with higher levels of anxiety. Whether these deficits exist prior to the onset of anxiety in 

children, or whether anxiety impedes the ability to deploy these ER strategies remains 

currently unknown. 

A recent meta-analysis of studies focused on ER and anxiety in youth has been 

conducted providing a summary of the current state of evidence for the role of ER strategies 

in adolescents. Schafer and colleagues’ (2017) meta-analysis of 35 studies (n = 12,516 

participants across studies, aged 11 to 18) examined the relationship between the use of 

adaptive ER strategies (Cognitive Reappraisal, Problem Solving, and Acceptance) and 

maladaptive ER strategies (Avoidance, Suppression, and Rumination) with depression and 

anxiety symptoms in adolescence (Schäfer, Naumann, Holmes, Tuschen-Caffier, & Samson, 

2017). Random effects analyses showed that all adaptive ER strategies were significantly 

and negatively associated with depression and anxiety, whereas the maladaptive ER 

strategies were significantly and positively associated with depression and anxiety. Schäfer 

and colleagues (2017) further highlighted that less frequent use of adaptive and more 

frequent use of maladaptive ER strategies were associated with greater depression and 

anxiety symptoms. Additionally, they found that while both depression and anxiety 

symptoms were similarly associated with the various ER strategies, the strongest 

association for both was a negative association with Acceptance, and positive associations 

with Avoidance and Rumination (Schäfer et al., 2017). Whilst this review focused on 

anxiety symptoms generally, it did not examine associations between specific types of 

anxiety disorders and ER strategies. 

In summary, the findings in the paediatric anxiety literature to date provide robust 

evidence that various facets of ER (e.g., emotional awareness, motivation/willingness to 
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expression emotion, self-efficacy of ER) are indeed associated with anxiety symptoms, and 

while several adaptive and maladaptive ER strategies are associated with anxiety, some 

strategies (Acceptance, Avoidance, Rumination) have stronger associations than others. 

However, the field has been limited by the fact that fewer studies involve clinical samples 

where there is clear differentiation between various anxiety disorders, for example Carthy 

et al. (2010) accounted for all children in their sample with GAD, social anxiety and 

separation anxiety as constituting an anxious group. The drawback of this approach is that 

variations in aetiology and clinical expression of different disorders may be associated with 

variations in ER deficits. Additionally, there have been limited studies that have examined 

differential effects of ER in the context of psychopathology for children versus adolescents. 

This is important given that healthy emotional development is likely to vary across age, and 

developmental differences in the use of specific ER strategies (adaptive and maladaptive) 

are important to know in terms of when to intervene. 

Few studies to date have utilised longitudinal designs to examine associations 

between ER and symptoms over time in samples of children and youth. Such studies are 

important to determine whether deficits in ER might be associated with worsening symptoms 

over time, as well as whether anxiety symptoms might predict ER deficits over time. Jose, 

Wilkins, and Spendelow (2012) conducted a three-wave longitudinal study over six months 

among a sample of 517 adolescents (aged 13 to 16 years) examining the extent to which 

social anxiety symptoms predicted youth’s self-reported use of Rumination and Co-

rumination over time (Co-rumination was defined as repeatedly discussing a problem and 

focusing on the negative emotions associated with the problem, within the context of a dyadic 

relationship). Their findings highlighted gender differences in the level of social anxiety 

reported, with girls reporting higher levels than boys. Moreover, analyses using SEM showed 

that social anxiety directly predicted higher levels of Rumination and indirectly predicted 
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higher levels of Co-rumination over time. These findings suggest that symptoms and ER 

deficits are strongly associated over time, with symptoms predicting maladaptive ER over 

time, which may leave youth suspectable for greater symptom severity, impairment, or the 

development of other comorbidities such as depression.  

Taken together, the review of the paediatric literature on anxiety and ER has 

revealed very few studies which have examined the specificity of ER strategies across the 

various sub-types of anxiety, including OCD. While there are likely shared associations in 

the use of maladaptive ER strategies among sub-types of anxiety, more research is needed to 

determine whether specific ER strategies are associated with different sub-types of anxiety as 

well as different types of psychopathology. Such studies would advance the field and may 

assist in more personalised approaches to assessing ER and integrating ER management 

strategies into current treatments for specific disorders. 

OCD and Emotion Regulation  

Studies with Adult Samples. In stark contrast to the volume of literature on ER and 

anxiety disorders, there has been significantly less research that specifically explores 

associations between ER and OCD. There are even fewer studies with clinical samples 

exploring associations with OCD, or among child and adolescent OCD samples. This is 

somewhat surprising given the apparent role of compulsions serving as a maladaptive method 

of regulating emotional distress within the disorder. Nevertheless, scholars have recently 

begun examining ER in OCD and these studies have laid important groundwork for the 

current program of research.  

There are few studies in the adult OCD literature that have examined specific ER 

strategies and association with OC symptoms. Fergus and Bardeen (2014) examined 

associations between ER strategies (Cognitive Reappraisal and Suppression), ER domains 
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captured in the DERS and OC symptoms in a community sample of 372 adults (aged 18 to 

71). Results from hierarchical regressions showed that Suppression, impulse control 

difficulties, and emotional clarity were the only facets of ER that shared unique associations 

with each OC symptom dimension. However, one of the limitations of the study by Fergus 

and Bardeen (2014) is that it utilised a community rather than a clinical sample which can 

pose difficulty in the generalisability of the findings to individuals with a diagnosis of OCD. 

Therefore, extending upon these findings, Berman, Shaw, and Wilhelm (2018a) 

examined ER using the DERS in an adult clinical sample with OCD (n = 57) and found 

significant associations between deficits in ER and symptoms, including an association 

between Non-Acceptance of emotions and obsessive beliefs. Additionally, there has been one 

neurological study which has examined the potential role of Cognitive Reappraisal as an 

adaptive ER strategy among a clinical sample of adults with OCD. Paul, Simon, Endrass, and 

Kathmann (2016) examined late positive potential (LPP) (which is a neurological indicator of 

sustained attention to emotional stimuli) in 44 adult patients with OCD, relative to a health 

control group. They explored whether Cognitive Reappraisal following the presentation of 

emotional stimuli had varied outcomes for both groups. Their findings indicated that while 

there was a reduction in self-reported arousal in both groups following Cognitive 

Reappraisal, this reduction was associated with individuals in the healthy control group being 

able to shift their attention, whereas those in the OCD group continued elaborate processing 

of the stimuli even after engaging in Cognitive Reappraisal. Taken together, the findings 

across these three studies highlight that deficits in ER appear to be associated with OC 

symptomatology in adults, and in particular the Non-Acceptance and Suppression of emotions 

may be associated greater OC symptoms. Furthermore, Cognitive Reappraisal may not be as 

effective in enabling individuals with OCD to disengage from potentially meaningful events, 

even after they have been evaluated.  
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In addition to the relatively few studies that have examined ER strategies in relation to 

OC symptoms, studies looking at variables associated with ER, highlight that OC symptoms 

are associated with difficulty with emotions more generally. For example, in a community 

sample of 170 undergraduate students Stern, Nota, Heimberg, Holaway, and Coles (2014) 

found that OC symptoms were related to a poor understanding of, and negative reactivity to, 

emotions. Also, studies show that individuals with OCD have significant difficulties with 

alexithymia, anxiety sensitivity and distress tolerance, which all have associations with 

deficits in ER. Alexithymia is defined as difficulty with emotional awareness which 

encapsulates the individual’s challenge with identifying and describing their own emotions 

and being able to differentiate between physiological sensations associated with different 

emotions (Aleman, 2005). Anxiety sensitivity is defined as an individual’s aversion to the 

experience of anxiety because of their perception that the emotional experience may have 

harmful consequences (Taylor & Cox, 1998), whereas the concept of distress tolerance is 

associated with the individual’s limited capacity to experience unpleasant emotions because 

of the perception that such experiences are unmanageable or unacceptable (Timpano, 

Buckner, Richey, Murphy, & Schmidt, 2009). Robinson and Freeston (2014) conducted a 

systematic review of studies (n = 69 studies) exploring deficits in alexithymia, anxiety 

sensitivity and distress tolerance, in adults with OCD, mixed anxiety disorders or analogue 

samples. Across the studies reviewed by Robinson and Freeston (2014) they found consistent 

evidence that OCD was associated with increased difficulties in identifying and labelling 

emotions, increased sensitivity to anxiety and difficulties tolerating distress; though the 

evidence was not clear on how distinctly these associations were differentiated from other 

anxiety disorders. Nevertheless, they concluded that increased difficulties in managing 

emotions among individuals with OCD may be associated with the individual's appraisal of 

their ability to cope and their perception that the emotions they experience are unmanageable.  
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Indeed, studies have highlighted that distress tolerance is not only central to anxiety 

disorders (Zvolensky, Bernstein, & Vujanovic, 2011) but is also a core part of OCD 

symptomatology and is associated with difficulties tolerating uncertainty and being able to 

withstand negative mood states (Cougle, Timpano, Fitch, & Hawkins, 2011). Cougle et al. 

(2011) examined the relationship between obsessions and distress tolerance in a non-clinical 

sample of adults (n = 558) and found that poor distress tolerance was associated with 

increased obsessions (after controlling for depression, anxiety, anxiety sensitivity and 

obsessive beliefs) and was prospectively predictive of residual change in obsessional 

symptoms over time (1 month). Individual’s limited capacity to tolerate the experience of 

unpleasant emotions may indicate deficits in the individual’s capacity to regulate emotions, 

hence their perception that such internal experiences are unacceptable or unmanageable. 

Taken together, these studies highlight possible associations between OC symptoms, 

alexithymia, anxiety sensitivity, poor distress tolerance and underlying deficits in ER. 

However, such findings are based on mixed clinical samples or non-clinical samples rather 

than purely OCD samples which presents a challenge in determining diagnostic specificity 

regarding these ER deficits. Therefore, studies that aim to examine associations between 

deficits in ER and OC symptoms in clinical samples may help to advance the literature in 

terms of understanding the extent to which these deficits influence symptom presentation, 

impairment and other disorder-related components in individual’s with OCD.  

In addition to highlighting deficits in ER in relation to OCD, other studies have also 

suggested that these deficits in ER may be greater in OCD relative to other 

psychopathologies. For example, de laCruz et al. (2013) examined self-reported experiential 

avoidance and ER difficulties among 80 adult participants across four groups, namely: 

hoarding disorder (HD) without OCD, HD with comorbid OCD, non-hoarding OCD, and 

healthy controls. Experiential avoidance refers to an individual’s tendency to avoid contact 
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with unwanted internal experiences and prevent or stop such experiences from occurring. 

Therefore, experiential avoidance may reflect deficits in ER, whereby the individual may 

seek to use maladaptive ER strategies (such as Suppression) to quickly alleviate negative 

emotional states. In this study, de laCruz and colleagues (2013) examined ER difficulties 

using the DERS. Individuals in the hoarding group reported higher levels of experiential 

avoidance and difficulties in ER compared to healthy controls, but not compared to OCD 

participants. Further, the authors suggested that experiential avoidance and ER difficulties 

may have more of an association with OCD than with HD, given that there were greater ER 

difficulties in their comorbid HD and OCD group, and correlational analyses found non-

significant associations between hoarding severity and ER difficulties. Similarly, Yap et al. 

(2018) conducted a two-part study examining difficulties in ER using the DERS in a 

community sample (n = 306, aged 19 to 78 years) and a clinical OCD sample (n = 59, aged 

19 to 63 years) which was compared to an age and gender matched nonclinical group from 

the community sample. Their findings in the first study indicated that ER difficulties 

predicted OCD severity (after controlling for depression and anxiety) and in the second study 

ER difficulties were significantly higher in the clinical sample relative to the control group. 

The findings across both studies by de laCruz et al. (2013) and Yap et al. (2018) not only 

highlight the role of ER deficits in OCD, but further indicate that ER difficulties in OCD 

extend beyond the contributions of commonly comorbid conditions such as depression, 

anxiety and hoarding disorder. 

Studies with Children and Youth. While the number of studies to date exploring 

OCD and ER in youth is limited (particularly when compared to the number of studies 

involving adult samples), the findings concerning the significance of ER to OCD symptom 

presentation and treatment has been relatively consistent with the adult literature. Bender, 

Pons, Harris, Esbjorn, and Reinholdt-Dunne (2015) explored understanding of emotions and 
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emotion dysregulation in a sample of 16 clinically anxious children (aged 8 to 12 years) and 

found that children with OCD symptoms had greater difficulty understanding emotions and 

were more emotionally dysregulated than children without these symptoms. To date, Berman, 

Shaw, Curley, and Wilhelm (2018b) is the only study that has looked at specific ER strategies 

in youth with OCD. Berman and colleagues (2018b) examined the relationship between 

several ER constructs (including parents’ perception of their child’s adaptive emotion 

regulation versus emotional lability, as well as children’s self-reported use of Suppression 

and Reappraisal), and OC symptoms and obsessive beliefs in children (n = 27, aged 8 to 18 

years), a proportion of whom met criteria for OCD. They found that obsessive beliefs and OC 

symptom dimensions were negatively associated with parents’ positive appraisal of child ER 

ability (appropriate emotional expression, empathy, and emotional self-awareness), and 

positively associated with parents’ negative appraisal of child ER ability (emotional lability 

and dysregulated negative affect). Additionally, emotional Suppression had the strongest 

relationship with obsessive beliefs and OC symptom domains and mediated the relationship 

between obsessive beliefs and OC symptom severity after controlling for child age and 

anxiety/depression severity. Berman et al. (2018b) is the only study to date that has examined 

the role of parents’ perception of child ER in paediatric OCD, and the study highlights 

associations between parents’ negative perception of child ER and more severe OCD 

symptom expression. Given earlier discussions in this chapter regarding the normative 

function of parents’ perception in determining gradual reduction in healthy accommodation, 

studies that examine parents’ perception in the context of maladaptive family accommodation 

to OCD symptoms may deepen our understanding of this phenomenon and inform 

interventions that target family accommodation as a component of treatment. 

It is noteworthy that neither of these two studies have examined a broad range of ER 

strategies in a clinical sample of children and youth with a primary diagnosis of OCD. The 
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limited number of studies to date regarding ER in children and adolescents with OCD 

highlights the significance of the current program of research. Given that OCD during 

childhood is associated with often extreme emotional distress, which impacts on the child and 

the entire family, a greater understanding of children’s capacity for ER is needed. 

Furthermore, given the heterogeneity of OCD in terms of symptom expression and 

comorbidity, research aimed at understanding whether ER deficits are associated with 

specific clinical features of the disorder (e.g., specific comorbidity profiles) is important for 

advancing the field of research and is relevant for informing clinical practice. Additionally, it 

is still unknown whether children and youth with OCD differ in their capacity for more 

adaptive or maladaptive ER and such variations may be linked to several aspects of the 

child’s presentation. Such findings may provide a basis for refining existing cognitive-

behavioural frameworks and approaches to evidence-based treatment. 

Emotion Regulation and CBT-ERP for OCD 

Chapter 1 reviewed evidence-based cognitive-behavioural therapy, with exposure and 

response prevention (CBT-ERP) for OCD in youth, the most widely used psychological 

treatment for the disorder. However, despite the strong evidence-base for CBT-ERP 

(treatment response rates ranging between 40-85% across efficacy studies) research has 

highlighted that there is room for improvement in remission rates (McGuire et al., 2015; Öst, 

Havnen, Hansen, & Kvale, 2015; Torp et al., 2015), suggesting that it may be important to 

examine factors that are associated with favourable responses to CBT-ERP. Furthermore, 

recent clinical reviews highlight the need for novel approaches to modifying or augmenting 

CBT to improve child outcomes through more personalised approaches to interventions, as 

well as a need for innovation in treatment delivery to improve patient access to care (Farrell, 

Ollendick, & Muris, 2019). Intensive administration of CBT-ERP for paediatric OCD 

represents one such innovation that has been found to be effective in reducing OCD severity 
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in a more efficient model of care (Farrell et al., 2016; Storch et al., 2007; Storch et al., 2010; 

Whiteside, Brown, & Abramowitz, 2008). Since CBT-ERP is believed to operate via a 

mechanism of inhibitory learning whereby the individual develops new learning that a feared 

outcome is unlikely to occur, that feared stimuli are not as unpleasant as previously expected, 

and distress can indeed be tolerated (Craske et al., 2008, 2014; Waters & Craske, 2016), an 

intensive form of treatment may provide an ideal context for optimising such learning.  

With emerging evidence that a deficit in adaptive ER strategies, or reliance on 

maladaptive ER strategies may be associated with the expression and persistence of OCD 

symptoms, there is also the possibility that ER may be implicated in poorer treatment 

response. Further, it is currently unknown whether the process of engaging in CBT-ERP for 

OCD results in improvements in ER, via a reduction in maladaptive strategies and/or an 

increase in more adaptive strategies. Understanding correlates, predictors, moderators and 

mediators of a favourable treatment response are important in advancing treatment science 

and moving the field towards more personalised approaches to care. Examining the role of 

ER in CBT-ERP represents an extension to the current study of treatment outcome and 

predictors of response in paediatric OCD. 

Research that has specifically examined ER strategies in CBT to date have been 

predominantly with adults with anxiety disorders (e.g., Aldao, Jazaieri, Goldin, & Gross, 

2014; Moscovitch et al., 2012). For instance, Moscovitch et al. (2012) examined self-reported 

ER strategies (Cognitive Reappraisal and Suppression) at pre, mid, and post treatment in 25 

adult patients with social anxiety disorder who completed 12 sessions of group CBT. This 

study found that responders and non-responders to treatment did not differ in their use of 

Reappraisal at the start of therapy, but that treatment responders showed significantly higher 

levels of Reappraisal by mid-treatment assessment, and this increase in the use of Cognitive 

Reappraisal early in therapy was significantly associated with overall decreases in social 
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anxiety symptoms from pre- to post treatment. These findings highlight that monitoring ER 

during therapy may be a useful approach in mapping client’s progress, as well as specifically 

targeting Reappraisal early on in treatment for patients with SAD. Given that there may well 

be specificity of ER associated with prognosis across the varying anxiety disorders, further 

research of this nature examining ER strategies in treatment for OCD is warranted. 

Additionally, research examining a broad range of ER strategies is needed in order to 

determine which strategies are most amenable to change and predict favourable treatment 

response.  

McNamara et al. (2014) is the only paediatric study to date that has examined an 

index of ER in relation to OCD treatment response. The authors examined a number of 

domains of executive functioning (EF), including emotional control (an index of ER which is 

defined as the child’s ability to modulate their emotions) relative to the severity of OCD 

symptoms and treatment outcomes in 56 children (aged 7 to 17 years) with a diagnosis of 

OCD. Children and adolescents in this sample received weekly CBT-ERP treatment for 18 

weeks. They found that emotional control was the only index of EF found to moderate 

treatment outcome (McNamara et al., 2014), whereby those with poorer emotional control at 

baseline had less favourable treatment response at post-treatment. These findings suggest that 

children’s ability to regulate their emotions may have implications for their ability to cope 

with the moderate level of anxiety induction associated with CBT-ERP, and thus those with 

poorer ability to modulate their emotional response may have poorer response to treatment 

(McNamara et al., 2014) and are at risk of dropping out of treatment prematurely (McGuire et 

al., 2013). Given the heterogeneity of childhood OCD, research aimed at identifying whether 

there is a sub-group of youth with poorer ER, and the clinical correlates that characterise this 

sub-group is important in order to tailor intervention in a personalised way that may benefit 

those with poorer ER and improve the probability of a favourable treatment outcome. 



OCD AND EMOTION REGULATION    77 
 

Additionally, there is room to build on the findings of McNamara et al. (2014) by examining 

associations with treatment response in a larger sample, by examining a broad range of 

specific strategies, and by examining implications for immediate as well as longer-term 

treatment response. 

Summary  

The current chapter highlighted the importance of ER as a process that is central to 

individuals’ healthy development. Indeed, an individual’s ability to regulate their emotions 

impacts on the extent to which they adapt successfully to their environment and maintain a 

sense of psychological well-being. While the goal of healthy ER involves an adaptive 

response that meets the demands of the individual’s environment, an individual who is 

emotionally dysregulated may have patterns of emotional experiences and expression that 

interfere with their adaptive goal from one situation to the next. 

While the field of ER has been an area of burgeoning interest and research inquiry, 

both in the study of normative development and psychopathology, the field is thwart with 

controversy regarding the definition of ER. Different perspectives on defining ER have 

focused on the individual’s ability to control their emotional expression (Cortez & Bugental, 

1994; Garner & Spears, 2000; Kopp, 1989), while others have emphasised the individual’s 

ability to respond to a wide range of emotions that occur at varying levels of intensity 

(Thompson, 1994) and others have highlighted acceptance of one’s emotions and emotional 

responses to situations as being particularly important (Cole et al. 1994; Linehan, 1993). 

More recent conceptualisations of ER have sought to synthesise a definition that captures 

several of the previously mentioned components (Gratz & Roemer, 2004). Still, to date, one 

of the most widely studied models of ER, the Process Model of ER (Gross, 1998a; Gross & 

Thompson, 2007), focuses on the role of strategies in modulating emotional experiences and 
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responses. Furthermore, since the introduction of this model, researchers have expanded on 

the variety of ER strategies examined in the scientific literature.  

In the course of normative development from childhood to adolescence, individuals 

experience increased capacity to regulate their emotions across contexts. Additionally, by 

early adolescence there is reduced reliance on parents to regulate the environment for them, 

even though their internal mechanisms for adaptive ER are still relatively underdeveloped 

compared to those of healthy adults. Additionally, studies have pointed to a gradual increase 

in the use of more adaptive strategies and a decrease in the use of maladaptive strategies in 

typically developing adolescents. However, the child or adolescent’s experience of 

psychopathology (in particular, anxiety disorders and OCD) presents a major disruption to 

the course of normative emotional development and may therefore be associated with deficits 

in ER. 

The use of multiple conceptualisations of ER in the field has also resulted in varied 

measurement approaches to ER. The most frequently used approaches include: observational 

methods, neurocognitive methods, self-report and parent-report methods, with each approach 

having different strengths and limitations. This has had greatest implication for the 

uniformity and comparability of research findings within and across studies of 

psychopathology. Research into associations between ER and psychopathology is still in its 

infancy. Many of these studies involve non-clinical samples and of those involving clinical 

samples most do not examine associations with specific forms of psychopathology, but rather 

examine broad symptoms (for example, several studies examine anxiety symptoms in general 

but do not account for diagnostic specificity in different sub-types of anxiety – such as GAD, 

Social Anxiety, OCD). Additionally, few studies have examined a broad range of ER 

strategies or have explored developmental differences in the use of these strategies among 

children and adolescents with psychopathology.  
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These limitations also confound the small body of research with OCD and ER to date. 

Preliminary studies in adult and paediatric OCD highlight an association between deficits in 

ER and OCD symptoms. The findings across these studies highlight that these deficits in ER 

include difficulties with emotional awareness, understanding emotions, and labelling 

emotions. Fewer studies (n = 3) have examined a narrow range of ER strategies and 

determined that OC symptoms are associated with Non-Acceptance and Suppression of 

emotions, and Cognitive Reappraisal may not be very effective in reducing the degree of 

continued elaborate processing of disorder-related stimuli even after using the strategy. These 

findings are in contrast to those with Social Anxiety Disorder and Generalised Anxiety 

Disorder for example, where Cognitive Reappraisal has been found to be an effective 

adaptive ER strategy that is associated with better response to treatment and long-term coping 

with symptoms. Such findings underscore the need for further research examining ER in the 

context of psychopathology more generally, and in paediatric OCD specifically. Studies have 

also indicated that other variables associated with maladaptive ER, such as alexithymia, 

increased anxiety sensitivity and low distress tolerance, are also associated with OC 

symptoms, highlighting that patients with OCD have substantial difficulties with emotions, 

and may therefore engage in a range of maladaptive regulatory styles. To date there is a 

paucity of literature examining associations between ER and OCD treatment (n = 1) among 

paediatric samples, and no studies examining the role of specific ER strategies in response to 

treatment. 

Concluding Remarks 

In summary, despite the high degree of emotional distress associated with OCD in 

children and adolescents and the role of compulsions as a maladaptive method of regulating 

this emotional distress, there has been very limited research to date examining deficits in ER 

in the presentation and treatment of OCD. Given preliminary evidence that a deficit in 
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adaptive ER strategies, or reliance on maladaptive ER strategies may be associated with OCD 

symptoms, further research is needed to identify the degree of variability in ER ability among 

children and adolescents with OCD, specifically identifying whether there is a sub-group of 

youth with OCD that have poorer ER, and further whether such a distinction is associated 

with unique clinical correlates and/or differential treatment response. There is significant 

scope for research examining ER in the treatment of OCD given the limited research in the 

field to date. Specifically, research examining ER strategies in relation to treatment response 

would contribute meaningfully to the body of knowledge regarding predictors of treatment 

response and moreover, may have important implications for clinical practice. Additionally, 

given the role of family accommodation in maintaining OCD symptoms and its adverse 

impact on treatment, examining the extent to which parents’ perceptions of their child’s ER 

ability is associated with parents’ accommodation to OCD symptoms may provide valuable 

insight for working with families. This research program has sought to address some of these 

gaps in the field and the findings have potential implications for developing more 

comprehensive theoretical models of OCD in youth as well as refining existing treatment 

approaches in order to potentially improve treatment response. 
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CHAPTER 3: Overview and Aims of the Research Program 

The preceding chapters have highlighted the severe and debilitating nature of 

Obsessive-Compulsive Disorder (OCD) in youth, highlighting the potential role of emotion 

dysregulation in the expression of symptoms. As mentioned previously, the cognitive-

behavioural models to date have emphasised the role of maladaptive thought appraisals and 

belief biases in perpetuating the emotional distress associated with the disorder. However, 

comparatively little is known about the role of emotion regulation (ER) in the clinical 

expression of OCD and / or associations with treatment response. The degree to which 

individuals with OCD might experience deficits in their capacity to tolerate or regulate 

emotional distress has been an area of recent research inquiry (e.g., Berman, Shaw, Curley, & 

Wilhelm, 2018a; Berman, Shaw, & Wilhelm, 2018b). Across the adult and child literature in 

this area, preliminary studies have highlighted that OC symptoms are associated with 

significant deficits in ER (including difficulties with emotional awareness, understanding and 

labelling), and that the use of specific ER strategies (e.g., Non-Acceptance and Suppression) 

may be associated with more severe symptoms (Berman et al., 2018b; Fergus & Bardeen, 

2014). While these studies have provided important preliminary findings regarding the role of 

ER in OCD symptom presentation, they also highlight noteworthy gaps in the literature that 

provide a basis for the current program of research. The review of the limited studies 

examining ER and OC symptomatology and treatment indicate that: 1) almost all studies to 

date that involve children and adolescents have examined OC symptoms in mixed samples of 

clinically anxious children; 2) there is a paucity of empirical studies (n = 2 studies) that have 

examined ER among clinical samples of children and adolescents with OCD; 3) there are no 

studies to date examining a broad range of ER strategies in OCD, and only one study 

(Berman et al., 2018b) examining a narrow range of specific ER strategies (cognitive 

reappraisal and suppression only), as well as parents’ perception of child ER among a clinical 
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sample of children with OCD; 4) there has been only one study to date (McNamara et al., 

2014) which highlights broadly the role of ER in moderating treatment response in paediatric 

OCD; however, there are currently no studies that have examined the role of a broad range of 

specific ER strategies in OCD treatment. 

Given that CBT for paediatric OCD is only partially effective (McGuire et al., 2015) 

there is a need to consider novel mechanisms which might drive OC symptoms and / or be 

associated with a good treatment response. The role of ER presents one such novel approach 

to understanding symptom expression which may inform refinements to existing cognitive-

behavioural frameworks and approaches to evidence-based treatment. This research program 

represents the most comprehensive examination of ER in the treatment of paediatric OCD to 

date. Examining the role of ER strategies in the treatment process is useful for informing 

potential improvements in how treatment is delivered (Kazdin, 2007). If specific ER 

strategies are found to be associated with responsiveness to treatment and others identified as 

potential inhibitors of change, then intervention can be tailored to enhance effective strategies 

and address maladaptive ones.  

Therefore, in order to advance the field in understanding the role of ER in paediatric 

OCD, the current research program aimed to explore associations between ER strategies, 

OCD symptoms and treatment response among children and youth with OCD. The program 

of research is a preliminary step toward addressing several of the gaps in the previous 

literature. The program of research broadly aimed to: 

1. Examine whether youth with OCD who experience deficits in emotional control differ 

in their OCD symptom expression, comorbidity and response to evidence-based CBT 

relative to youth with greater emotional control. 
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2. Examine the extent to which parental perceptions of their child’s ability to regulate 

their emotions is associated with child symptoms, parental distress and / or family 

accommodation (FA). 

3. Examine whether intensive CBT focused on exposure and response prevention (CBT-

ERP) results in improved ER as indexed by an increase in the use of adaptive ER 

strategies and a decrease in maladaptive strategies from pre- to post-treatment and 

furthermore, whether changes in ER strategies following CBT-ERP predict symptom 

reduction (post-treatment and 3 months following treatment). 

To satisfy the aims of this research program, three empirical studies were designed 

and executed, and have been reported on in full in chapters 4, 5 and 6 respectively. These 

studies are conceptually linked by the overarching aims of this research program and the 

current chapter provides an overview of each study to make clear for the reader how the 

overall aims of the research program have been organised across the three studies. Figure 3.1 

also highlights these three studies in a diagram with key methodological components and 

specific aims for each study.  

Study 1: Deficits in Emotion Regulation in Paediatric Obsessive-Compulsive Disorder: 

associations with symptom presentation and response to treatment 

There is vast heterogeneity in the clinical expression (symptom expression, 

comorbidity, course) of paediatric OCD, moreover, previous studies have suggested that a 

sub-group of youth with OCD appear to experience significant deficits in ER indexed by 

frequent and severe episodes of rage (Krebs et al., 2013; Storch, Jones, Lewin, Mutch, & 

Murphy, 2011; Storch et al., 2012). On this basis, the first study in this research program 

aimed to identify whether there is a sub-group of youth with OCD that have poorer ER, and 

the extent to which this is associated with clinical correlates and variable response to 

evidence-based treatment. The study aimed to classify children with poorer capacity for 
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emotional control (EC), an index of ER, relative to those with greater capacity for EC, and 

examine clinical correlates, specifically OCD severity, internalising and externalising 

symptoms, specific comorbid diagnoses, family accommodation, and immediate, as well as 

longer-term treatment response. The study was conducted using a relatively large clinical 

paediatric OCD sample (n = 137, aged 7 to 17) and EC was measured via parent report using 

the Behaviour Rating Inventory of Executive Function (BRIEF). The significance of this 

study is such that it highlights the variability in EC among youth with OCD which is 

important in order to tailor intervention in a personalised way that may benefit those with 

poorer ER and improve the probability of a favourable treatment outcome. 

Study 2: Examining Parental Perception of Children’s Emotion Regulation in 

Paediatric OCD: associations with child symptoms, parental distress, and family 

accommodation 

Most studies examining predictors of family accommodation in paediatric OCD have 

highlighted significant associations with child OCD symptom severity (e.g., Pinto, Van 

Noppen, & Calvocoressi, 2012; Storch et al., 2007) and child externalising symptoms (e.g., 

Storch, Lewin, Geffken, Morgan, & Murphy, 2010). By comparison, fewer studies have 

examined parent and family-related variables which may be associated with parents’ 

accommodating behaviour (e.g., Caporino and colleagues, 2012; Wu, Lewin, Murphy, 

Geffken, and Storch, 2014). Furthermore, on the basis of developmental literature regarding 

the normative function of parents’ perception in determining gradual reduction in healthy 

accommodation to children’s emotional needs (Gross & Thompson, 2007), it is possible that 

in the context of paediatric OCD negative parental perception of their child’s ability to 

regulate their emotions may be associated with the degree to which they engage in 

maladaptive accommodation to OCD symptoms. However, there have been no studies 

examining the potential association between parents’ perception of child ER and family 
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accommodation to date. Additionally, the findings of previous studies are largely mixed 

regarding the extent to which child symptoms versus parental psychopathology are associated 

with parents’ perceptions, and further research is needed examining such associations. 

Therefore, this study explored parental perceptions of child ER among a sample of 72 

youth with OCD (aged 7 to 17) and their parents. The study aimed to examine the 

associations between parental perception of their child’s ER ability and several child-related 

variables (i.e., OCD severity, internalising and externalising symptoms), parental distress 

(parental depression, anxiety and stress) and family accommodation. It also examined the 

extent to which these child and parent-related variables uniquely predicted negative parental 

perception of the child’s ER and further examined whether parent perceived ER ability 

predicted family accommodation after controlling for OCD severity and externalising 

symptoms. Finally, the study explored whether negative parental perception of child ER 

moderated the relationship between OCD severity and family accommodation. This study 

was aimed at enhancing current understanding of factors that influence negative parental 

appraisals of their child’s ability to regulate their emotions, as well as the factors that underlie 

and perpetuate family accommodation. Indeed, studies that examine parents’ perception in 

the context of maladaptive family accommodation to OCD symptoms may deepen our 

understanding of this phenomenon and inform interventions that target family 

accommodation as a component of treatment. 

Study 3: Examining the role of Emotion Regulation Strategies in the treatment of 

Paediatric Obsessive-Compulsive Disorder (OCD) 

Understanding correlates, predictors, moderators and mediators of a favourable 

treatment response are important in advancing treatment science and moving the field 

towards more personalised approaches to care. Examining the role of ER in CBT-ERP 

represents an extension to the current study of treatment outcome and predictors of response 
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in paediatric OCD. To our knowledge, there has only been one study to date that has broadly 

examined the role of ER as a moderator of treatment response for youth with OCD 

(McNamara et al., 2014). There is room to build on the findings of McNamara et al. (2014) 

by examining associations with treatment response in a larger clinical sample, by examining a 

broad range of specific strategies, and by examining implications for immediate as well as 

longer-term treatment response. Examining a broad range of ER strategies is needed in order 

to determine which strategies are most amenable to change and predict favourable treatment 

response.  

Therefore, the final study in this research program aimed to examine a wide range of 

strategies that are putatively regarded as adaptive (Positive Reappraisal, Putting into 

Perspective, Refocus on Planning, Positive Refocusing and Acceptance) and maladaptive 

(Catastrophising, Rumination, Self-Blame, Blaming Others, Suppression). ER strategies were 

assessed using The Cognitive Emotion Regulation Questionnaire (CERQ, Garnefski et al., 

2001; Garnefski et al., 2007) and the Emotion Regulation Questionnaire for Children and 

Adolescents (ERQ-CA, Gullone & Taffe, 2012). Firstly, the study examined whether 

children’s self-reported use of these strategies at baseline was associated with OCD severity, 

and parent and child-reported OCD impairment. It also explored whether there were 

significant differences in ER strategies used by children versus adolescents with OCD. 

Secondly, the study examined whether these strategies changed significantly from pre to 

post-treatment following a course of brief intensive CBT-ERP, thus determining which 

precise ER strategies are more amenable to CBT-ERP, as well as whether this varies as a 

function of participants’ age. Finally, this study also explored the extent to which changes in 

the ER strategies uniquely predicted post-treatment OCD severity, and OCD severity at 3 

months following treatment. The examination of ER in relation to immediate treatment 

response, as well as 3 months following treatment provided the opportunity to look at which 
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ER strategies were associated with favourable treatment outcomes within a longitudinal 

framework. Kazdin (2007) highlighted a number of reasons why examining processes that 

occur during treatment is critical for advancing the efficacy of intervention. Specifically, he 

highlighted that understanding the processes that are associated with therapeutic change can 

assist with optimising the change that occurs by allowing therapists to focus on specific 

strategies that may promote desired change.  

Overview of the Sample 

Participants in this research program were children and adolescents aged 7 to 17 years 

with a primary diagnosis of OCD (n = 65 to 137 across the three studies), and their parents. 

Most participants had comorbid conditions. Across the three studies, 10.2% to 31.6% 

presented with a sole diagnosis of OCD, 5.1% to 25% of children had OCD and only one 

other secondary diagnosis, and 43.4% to 84.7% had two or more comorbid diagnoses. The 

sample was recruited through an established, ongoing OCD treatment program at Griffith 

University in Queensland, Australia. Children and adolescents deemed eligible for the 

broader research program satisfied the following inclusionary criteria: a primary diagnosis of 

OCD, one parent willing to participate, and if taking medication, being on a stable dose for 

12 weeks prior to study entry. Across the studies, participants on a stable dose of prescribed 

SSRI medication constituted 28.9% to 29.9% of the sample, with 18.4% to 21.9% taking 

other prescribed medication. Exclusionary criteria included: psychosis, diagnosed intellectual 

disability, active suicidal ideation, and concurrent participation in psychotherapy. For youth 

who had a comorbid diagnosis of autism spectrum disorder, only those categorised as Level 1 

were included in the study. Individuals deemed ineligible were provided with referral options 

for appropriate treatment services.  
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Overview of Diagnostic Measures  

Anxiety Disorders Interview Schedule for DSM-IV, Parent Version (ADIS-IV-P; 

Silverman & Albano, 1996). The ADIS-IV-P is a semi-structured clinical interview for 

parents of children aged 7 to 17 years and is specifically designed to assess for DSM 

diagnoses of childhood anxiety, mood, and behavioural disorders. Parents across all three 

studies were administered the interview over the telephone to determine whether the child or 

adolescent met criteria for an OCD diagnosis, and to confirm secondary and tertiary 

comorbid diagnoses, including other anxiety disorders, mood disorders (Major Depressive 

Disorder and dysthymia), externalising disorders (ADHD and Oppositional Defiant 

Disorder), and to screen for pervasive developmental disorders (PDD). Participants received 

a Clinician Severity Rating (CSR) ranging from 0-8 for each diagnosis they obtained, with a 

score of 4 indicating a clinically significant diagnosis. The ADIS-IV-P has demonstrated 

good interrater and test-retest reliability (Silverman & Albano, 1996), and has been shown to 

be as reliable when administered over the phone as face to face (Rapee et al., 1997). It has 

also demonstrated good sensitivity to treatment effects in both childhood anxiety (Barrett, 

Dadds, & Rapee, 1996; Ollendick et al., 2009) and childhood OCD research (Barrett, Healy-

Farrell, Piacentini, & March, 2004; Waters, Barrett, & March, 2001). 

Children’s Yale–Brown Obsessive–Compulsive Scale (CY–BOCS; Scahill et al., 

1997). The CY–BOCS is a clinician-rated, semi-structured inventory of OCD symptoms and 

severity over the prior week and was administered across all three studies to provide an 

assessment of youth OCD symptom severity. It uses a five-point Likert scale and captures 

frequency, interference, distress, resistance and control across two subscales for obsessions 

and compulsions, which combine to create a total score of OCD severity. This clinician 

administered semi-structured interview is considered the gold standard of OCD assessment in 

youth aged 4–18 years (Storch et al., 2004). The CY-BOCS has demonstrated high internal 
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consistency, with total score alphas ranging from .87 to .90 (Scahill et al., 1997; Storch et al., 

2004). The CY–BOCS has also been shown to be treatment sensitive (Barrett et al., 2004; 

Pediatric OCD Study Team, 2004). Across all studies, it was administered to the child or 

adolescent with a parent present.  

Measures Assessing other Clinical Features 

Child Obsessive-Compulsive Impact Scale, Child and Parent Versions (COIS; 

Piacentini et al., 2003). The COIS is a widely used self-report questionnaire used to assess 

OCD-specific impairment in the functioning of children and adolescents with OCD, and it 

was used in study 3 only. A total of 53 items are organised across three sub-scales 

(home/family, school/academic and social functioning). Four additional items allow for 

global ratings of domain-specific functioning. The child and parent were asked to rate how 

much OCD has caused problems in each area using a four-point Likert scale (0 – Not at all, 2 

– Just a little, 3 – Pretty much, 4 - Often, 5 – Very much), and a total score indicating overall 

functional impairment was derived. The COIS has previously demonstrated excellent internal 

consistency for all three sub-scales and the total score on both the parent and child-report 

versions (Cronbach’s α ranging from .78 to .85) and good convergent validity between the 

COIS total and CY-BOCS total (.46) (Piacentini et al., 2001). 

Child Behaviour Checklist for Ages 6–18 (CBCL/6-18; Achenbach & Rescorla, 

2001). The CBCL is a parent report measure of children’s behavioural problems and social 

competencies, during the past six months, and this measure was used in studies 1 and 2 to 

assess the presence of internalising and externalising symptoms. Items are rated using a three-

point Likert scale (0 - Not True, 1 - Somewhat or Sometimes True, or 2 - Very True or Often 

True). The CBCL contains two scales: Internalising symptoms and Externalising symptoms. 

The internalising domain measures emotional problems and contains three subscales: 

Anxious/Depressed, Withdrawn/Depressed, and Somatic Complaints. The externalising 
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domain measures behavioural problems and contains two subscales: Rule Breaking 

Behaviour and Aggressive Behaviour. Validity and reliability are excellent for both the 

Internalising (.94) and Externalising scales (.97) (see Achenbach & Rescorla, 2001).  

Family Accommodation Scale, Self-Report (FAS-SR; Pinto, Van Noppen, & 

Calvocoressi, 2013). The FAS-SR is a widely used 19-item parent self-report measure of 

family accommodation of a child’s OCD-related behaviours over the previous month, and 

this measure was used in studies 1 and 2. Items are anchored with respect to either frequency 

or magnitude using a five-point Likert scale ranging from 0 (Never) to 4 (Daily). Scores are 

summed to produce an overall accommodation score, where higher scores indicate greater 

parental accommodation. Internal consistency for the FAS has been found to be high, 

Cronbach’s α = .90 (Pinto et al., 2013).  

Depression Anxiety Stress Scale 21 (DASS-21; Lovibond & Lovibond, 1995). The 

21-item DASS-21 was used to measure parental depression, anxiety, and stress in study 2.  

The measure requires that parents rate on a four-point rating scale, the degree to which 

various statements applied to them over the course of the past week (0 – Did not apply to me 

at all, 1 – Applied to me to some degree, 2 – Applied to me to a considerable degree, 3 – 

Applied to me very much). Each subscale of the DASS-21 consisted of 7 items and scores 

were summed to provide a total for each subscale, with higher scores indicating higher 

depression, anxiety or stress. The DASS-21 has been widely used in clinical research and has 

demonstrated good internal consistency across the subscales (Lovibond & Lovibond, 1995).  

Measures Assessing Emotion Regulation 

The Behaviour Rating Inventory of Executive Function (BRIEF; Gioia et al., 

2000). The BRIEF is a measure of executive functioning that asks parents to report on their 

child’s behavioural problems over the past six months. Parents were required to rate each of 

the 86 items by indicating Never (1 - if the behaviour is never a problem), Sometimes (2 - if 
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the behaviour is sometimes a problem) or Often (3 - if the behaviour is often a problem). The 

BRIEF consists of eight subscales; however only the Emotional Control (EC) subscale was 

used in study 1 as an index of ER. This subscale contains 10 items and examines the child’s 

ability to modulate their emotional responses (e.g., “Reacts more strongly to situations than 

other children”, “Has explosive, angry outbursts”). Items were summed on the emotional 

control subscale and age and gender-based norms provided by the BRIEF were used to derive 

t-scores for each child. Overall, the BRIEF has good internal consistency ratings. McNamara 

et al. (2014) reported alphas ranging from .85 to .96 for each BRIEF subscale in a paediatric 

OCD sample. The BRIEF has been validated for general paediatric populations ages 5 to 18 

years (Gioia et al., 2000) and has been used widely in several clinical research studies (e.g., 

McAuley, Chen, Goos, Schachar, & Crosbie, 2010; McCandless & O’Laughlin, 2007; 

McNamara et al., 2014). 

Emotion Regulation Checklist (ERC; Shields & Cicchetti, 1997). The ERC was 

used to assess parental perceptions of their child’s ER ability in study 2. The ERC uses a 

four-point Likert scale (1 - Never; 2 - Sometimes; 3 - Often; 4 - Almost Always) to assess the 

frequency with which the child demonstrates several ER processes according to the parent. 

The Lability/Negativity subscale was used to measure negative parental perception of child 

ER ability, and assesses inflexibility, lability, and dysregulated negative affect (e.g., 

“Exhibits wide mood swings”). The Emotion Regulation subscale was used to assess positive 

parental perception of child ER ability, and measures appropriate emotional expression, 

empathy, and emotional self-awareness (e.g., “Can modulate excitement in emotionally 

arousing situations”). Both subscales have demonstrated strong reliability in previous studies 

(Lability/Negativity = .96, Regulation = .83; Shields & Cicchetti, 1997). Validity has been 

established through positive correlations with observers’ ratings of children’s regulatory 
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abilities and the proportion of expressed positive and negative affect (Shields & Cicchetti, 

1997). 

Cognitive Emotion Regulation Questionnaire (CERQ; Garnefski et al., 2001) and 

Cognitive Emotion Regulation Questionnaire, Kids Version (CERQ-k; Garnefski et al., 

2007). The CERQ and CERQ-k each consist of 36-items and are self-report measures of 

cognitive emotion regulation strategies used in the final study in the research program (study 

3). The CERQ-k is an adapted version of the CERQ that was constructed by rephrasing the 

items of the CERQ to fit the cognitive abilities of younger children, therefore both measures 

are compatible. In the current study, the CERQ-k was used with children 7 to 11 years old 

and the CERQ was used with children 12 years and older. Both the CERQ and the CERQ-k 

use a five-point Likert scale (1 - Almost Never, 2 - Sometimes, 3 - Regularly, 4 - Often, 5 - 

Almost Always) and assess nine emotion regulation strategies. Each subscale consists of four 

items and the ratings for each item are summed to produce each scale score. Higher scores on 

each scale indicated greater use of the corresponding ER strategy.  

Five of the strategies are considered adaptive ER strategies: Acceptance (having 

thoughts of acceptance and resignation in regard to what one has experienced; e.g., I think 

that I have to accept that this has happened), Positive Refocusing (having positive, happy and 

pleasant thoughts instead of thinking about threatening and stressful events; e.g., I think of 

nicer things than what I have experienced), Refocus on Planning (having thoughts about what 

to do and how to handle the experience one has had; e.g., I think of what I can do best), 

Positive Reappraisal (reframing thoughts about a negative experience to reduce the 

subjective experience of negative affect; e.g., I think I can learn something from the 

situation), Putting into Perspective (having thoughts that relativise the negative event 

compared to other events; e.g., I think that it all could have been much worse). Four of the 

strategies are considered maladaptive: Self-Blame (having thoughts that blame oneself for 
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what one has experienced; e.g., I feel that I am the one to blame for it), Rumination (having 

repetitive thoughts that are associated with negative events; e.g., I often think about how I 

feel about what I have experienced), Catastrophising (having thoughts that emphasise the 

negativity of the experience; e.g., I continually think how horrible the situation has been) and 

Blaming Others (having thoughts that blame others for what one has experienced; e.g., I feel 

that others are to blame for it). In study 3, each of the nine individual ER strategies were 

examined. The CERQ and CERQ-k have previously demonstrated good internal consistency 

across its nine individual subscales (Cronbach’s α’s ranging from .63 to .83 for different 

subscales) (Garnefski et al., 2007).  

Emotion Regulation Questionnaire for children and adolescents (ERQ-CA; 

Gullone & Taffe, 2012). The 4-item Suppression subscale of the ERQ-CA was used in study 

3 to assess emotional Suppression as this construct is not measured by the CERQ and CERQ-

k. Youth were required to rate on a 5-point Likert scale, the degree to which they agree with 

each item (1 - Strongly Disagree, 2 - Disagree, 3 - Half and Half, 4 - Agree, 5 - Strongly 

Agree). Items are summed to produce a Suppression score that may range from 4 to 20, with 

higher scores indicating greater attempts to ignore emotion and avoid its expression (e.g., “I 

control my feelings by not showing them”). The Suppression subscale of the ERQ-CA has 

demonstrated good internal consistency (Cronbach’s α = .75) (Gullone & Taffe, 2012). 

Overview of Recruitment, Assessment and Treatment 

Ethical approval for recruitment and procedures involved in this research program 

were obtained from the institution’s human research ethics committee (GU Ref No: 

PSY/D8/14/HREC). Participants were recruited either through advertising or referrals by 

healthcare providers to participate in a larger treatment trial occurring at the university OCD 

specialty research clinic. Participants and their parent were required to provide written 

informed consent to participate in all aspects of the research. Following an expression of 
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interest in the program, parents were contacted for a brief telephone screen to determine 

potential eligibility for the program. If deemed likely eligible, the diagnostic telephone 

interview (ADIS-IV-P) was conducted to confirm the child’s suitability. Following 

administration of the ADIS-IV-P, the child and parent attended the university clinic to 

complete the CY-BOCS, to assess the child’s OCD symptom severity.  

Following baseline assessment and the completion of child and/or parent measures 

relevant to the respective studies, participants all received intensive Cognitive-Behavioural 

Therapy with Exposure and Response Prevention (CBT-ERP). Treatment consisted of an 

initial psychoeducation session (1.5 hours), followed by a series of three intensive individual 

therapy sessions (3 hours duration), along with a one-month booster session (either one 

session in clinic for 2 hours, or three brief weekly Skype calls to assist with therapy 

maintenance), consistent with the overall CBT approach for paediatric OCD described by 

March and Mulle (1998). The treatment being offered was part of ongoing double-blind 

RCTs (pilot and larger RCT) examining d-cycloserine (DCS) augmented CBT for paediatric 

OCD, whereby children received intensive CBT-ERP augmented with placebo or DCS. 

Clinical supervision was provided by a senior psychologist with extensive experience in the 

assessment and treatment of OCD (Lara J. Farrell). Pre-treatment and post-treatment 

assessments were completed by blinded independent evaluators who were post-graduate 

psychology students trained to reliability on both assessment measures (CY-BOCS, ADIS-P). 

For studies 1 and 3 assessment of OCD symptoms and severity was carried out one week 

following the fourth treatment session (post-treatment) and 3-months later. All diagnostic 

assessments across time points were audio recorded and diagnoses and severity ratings were 

subject to group clinical consensus by clinicians experienced in the assessment and treatment 

of OCD. 
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Figure 3.1. Overview of the three studies for the research program

Study Aims 

1. Examine whether child-reported 

ER strategies (adaptive and 

maladaptive) at baseline were 

significantly associated with 

OCD severity, and impairment, 

and among children and 

adolescents with OCD, and 

further whether ER strategies 

differ as a function of age. 
2. Examine whether intensive 

exposure-based CBT (CBT-

ERP) resulted in improved ER 

strategies as indexed by an 

increase in adaptive ER 

strategies and a decrease in 

maladaptive strategies from pre- 

to post-treatment.  
3. Examine whether changes in ER 

strategies following CBT-ERP 

predicted symptom reduction 

(post-treatment and 3 months 

following treatment). 

Study Aims 

1. Examine the degree to which parental 

perception of child ER was associated 

with child OCD severity, internalising 

and externalising symptoms, parental 

depression, anxiety and stress, as well 

as family accommodation. 
2. Examine whether child OCD severity, 

internalising and externalising 

symptoms, parental depression, 

anxiety and stress were significant 

unique predictors of negative parental 

perception of child ER. 
3. Examine whether negative parental 

perception of child ER was a 

significant unique predictor of family 

accommodation, when accounting for 

child OCD severity and externalising 

symptoms.  
4. Explore whether negative parental 

perceptions of child ER moderated the 

relationship between OCD severity 

and family accommodation.  

 

Investigating the role of Emotion Regulation in paediatric Obsessive-Compulsive Disorder 

(OCD): associations with symptoms and treatment response. 

Study 1 

(Chapter 4) 

Purpose: To explore whether 

children with poorer capacity for 

emotional control (EC) relative to 

those with greater capacity for EC 

differed on OCD severity, 

internalising and externalising 

symptoms, specific comorbid 

diagnoses, family accommodation, 

and immediate, as well as longer-

term treatment response. 

Sample: 137 Youth with a diagnosis 

of OCD (aged 7 to 17) and their 

parents. 

Analysis: Chi-Square and 

Independent Samples t-test. 

Study 3 

(Chapter 6)  

Purpose: To examine whether there are 

changes in the use of specific emotion 

regulation strategies following 

treatment and whether these changes are 

predictive of treatment response.  

Sample: 65 Youth with a diagnosis of 

OCD (aged 7 to 17). 

Analysis: Multivariate 2 x 2 mixed 

models repeated measures ANOVAs, 

Independent Samples t-test, 

Hierarchical Multiple Regressions. 

Study 2  

(Chapter 5)  

Purpose: To explore parental perception 

of children’s ER and associations with 

OCD severity, internalising and 

externalising symptoms, parental 

depression, anxiety and stress, as well as 

family accommodation. 

Sample: 72 Youth with a diagnosis of 

OCD (aged 7 to 17) and their parents. 

Analysis: Correlational analyses, Standard 

Multiple Regression, Hierarchical 

Multiple Regressions, Moderated 

Regression analysis.   

Study Aims 

1. Examine whether children with 

poorer EC had significantly more 

severe OCD, family 

accommodation, internalising 

symptoms, and externalising 

symptoms, relative to children 

with greater EC. 

2. Examine whether children with 

poorer EC were characterised by 

specific comorbid diagnoses 

relative to those with greater EC. 

3. Examine whether children with 

poorer EC had a poorer response 

to treatment, immediately 

following brief, intensive 

cognitive-behavioural therapy 

with exposure and response 

prevention (CBT-ERP), and at 3-

month follow up. 
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Abstract 

There is a paucity of research exploring the potential role of emotion regulation in the 

development and maintenance of obsessive-compulsive symptomatology. The aim of the 

current study was to explore whether deficits in emotional regulation were associated with 

greater OCD severity, internalising and externalising symptoms, specific comorbid 

diagnoses, family accommodation, and treatment response. Participants in this study were 

137 youth (and their parents) aged 7 to 17 years (mean age = 12.18, SD = 2.59) with a 

primary diagnosis of OCD, of at least moderate severity. Parents completed study 

questionnaires including the Behaviour Rating Inventory of Executive Function (BRIEF) as 

an index of their child’s capacity for emotional control (EC), and children received intensive 

CBT with exposure and response prevention treatment. A median split of responses to the 

baseline EC index of the BRIEF, resulted in two groups of children – those with greater EC 

(mean t-score = 53.21, SD = 5.59) and those poorer on EC (mean t-score = 73.57, SD = 7.02). 

The results indicated that children who had poorer EC had significantly greater OCD severity, 

significantly more family accommodation and significantly higher internalising and 

externalising symptoms. They were also more likely to have a comorbid diagnosis of 

oppositional defiant disorder or social phobia. Additionally, children with greater EC were 

more likely to have attained response or remission of their symptoms immediately following 

treatment, relative to those with poorer EC. Similarly, at three months following treatment 

there were fewer responders to treatment among the low EC group relative to the higher EC 

group; however, there was no significant difference for treatment remission between groups. 

The findings of the current study highlight that poor baseline EC may be an indicator for a 

more severe presentation of OCD and a poorer response to treatment.  

KEY WORDS: Obsessive-Compulsive Disorder, Emotion Regulation, Exposure and 

Response Prevention 
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Deficits in Emotion Regulation in Paediatric Obsessive-Compulsive Disorder: associations 

with symptom presentation and response to treatment 

Cognitive-behavioural theories of obsessive-compulsive disorder (OCD) emphasise 

the central role of obsessional beliefs in the development and maintenance of symptoms. 

Indeed, the role of obsessional thinking and belief biases in the clinical expression of OCD is 

well established (Farrell, Waters, & Zimmer-Gembeck, 2012; Myers, Fisher, & Wells, 2009; 

Rachman, 1993; Salkovskis, 1998). Cognitive models propose that inflated responsibility 

beliefs (Salkovskis, Forrester, & Richards, 1998), thought-action-fusion beliefs (Rachman, 

1993) and meta-cognitive beliefs (Myers, Fisher, & Wells, 2009) maintain maladaptive 

thought appraisals which perpetuate an individual’s experience of distress. This subjective 

experience of emotional distress in patients with OCD drives pathological, time consuming 

neutralising behaviours, in the form of excessive rituals (overt and/or covert), as well as 

extreme avoidance behaviours, often resulting in debilitating impairment. Whilst decades of 

research have closely examined the role of cognition and belief biases in OCD, by contrast 

very limited research has examined the role of emotions, and in particular emotion regulation 

(ER), in the maintenance of OCD. Given that compulsions represent a maladaptive strategy 

of regulating one’s subjective and intolerable distress, the degree to which individuals with 

OCD may experience deficits in emotional control (EC), an index of ER, warrants further 

attention.  

Emotional Distress in Paediatric OCD and Impact on the Family 

In children with OCD, heightened emotional distress is part and parcel of the disorder 

(Barrett, Healy-Farrell, Piacentini, & March, 2004). Children with OCD often experience 

extreme emotional distress in response to intrusions, contact with feared stimuli, the process 

of engaging in excessive rituals, or being interrupted from completing rituals. This distress 

may take the form of anxiety, disgust, dread, fear, anger and irritability. In severe cases, 
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emotional distress presents as rage and explosive behaviour. There is a small but growing 

body of literature examining this extreme expression of emotion, whereby explosive 

emotional outbursts in children with OCD (Krebs et al., 2013; Storch, Jones, Lewin, Mutch, 

& Murphy, 2011; Storch et al., 2012) may suggest underlying ER deficits that characterise at 

least a proportion of these youth. For instance, Storch et al. (2011) conducted a preliminary 

study examining parents’ qualitative accounts of rage experiences in 80 children with OCD. 

They found that rage was present in 27.5% of the sample and was associated with greater 

OCD severity and increased frequency of obsessions and compulsions. Interestingly, they 

found no significant differences in co-morbidities (particularly anxiety, mood, and attention-

deficit symptoms) among those who exhibited signs of rage versus those who did not (Storch 

et al., 2011). In a subsequent study, Storch et al. (2012) explored children’s rage attacks, 

which were conceptualised as recurrent explosive behaviour, among a different sample of 

youth (n = 86), aged 6 to 16 years with a primary diagnosis of OCD. The findings indicated 

more than half the sample experienced clinically significant levels of rage, which was 

associated with greater OCD severity, as well as greater parent-rated functional impairment. 

Furthermore, they found that rage was a significant and unique predictor of functional 

impairment beyond OCD severity. Storch et al. (2012) suggested that these episodes of rage 

were likely to represent the child’s inability to regulate their internal distress, and moreover, 

that the feeling of calmness which were self-reported to follow these episodes provided 

negative reinforcement for the explosive behaviour.  

Krebs et al. (2013) also examined explosive behaviour in children with OCD (n = 

387) using both parent and child report. They found that more than a third of children in their 

sample exhibited explosive behaviours, and furthermore, these behaviours were two to three 

times more likely to occur in children with OCD relative to healthy controls. Interestingly, 

they found that OCD severity was not a unique predictor of explosive behaviour; whereas 
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higher levels of comorbid depressive symptoms were. These extreme displays of emotion 

dysregulation in children with OCD are not only crippling for the child, but they also 

significantly and negatively impact on the entire family unit. Indeed, family members often 

begin to engage in pathological reassurance giving, assisting with rituals and modifying 

normal family routines in an attempt to prevent these OCD-fuelled, explosive emotional 

outbursts from occurring, or to calm the child down when they do occur. This process, 

referred to as family accommodation, has been associated with substantial impairments for 

the entire family and increased symptom severity for the child in the long-term (Peris et al., 

2008; Stewart et al., 2008; Storch et al., 2007). Given the high frequency with which family 

accommodation occurs (e.g., 70-75% of families, Storch et al., 2007) and its negative impact 

on child outcomes, greater understanding of the mechanisms that drive accommodation 

behaviours is needed.  

Among the most widely supported theoretical models of ER is Gross’ (1998) process 

model of ER. This model of ER describes an information-processing framework in which 

five strategies (situation selection, situation modification, attentional deployment, cognitive 

change and response modulation) are distinguished by the point at which they are likely to be 

enacted in the process of generating emotions (Gross, 1998; Gross & Thompson, 2007). 

Interestingly, the process model of ER provides a theoretical explanation for the process of 

family accommodation in paediatric OCD. Gross and Thompson (2007) describe one aspect 

of ER through the process of situation modification, whereby changes are made to aspects of 

an individual’s external environment or situation, in order to change the emotional impact 

that it could potentially have. Thus, situation modification may explain family 

accommodation in paediatric OCD, highlighting that emotion dysregulation and parental 

attempts to regulate their child’s distress may be at the core of family accommodation.  
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Emotion Regulation Deficits and OCD 

Emotion regulation is a broad psychological process whereby an individual uses 

specific strategies to modify the magnitude and/or duration of an emotional response in order 

to cope (Gross, 1998; 2013). Given that this regulatory process is interactive, occurring 

between the individual and their environment, the way in which individuals regulate their 

emotions is highly context dependent and different methods of regulation may have different 

consequences (Gross, 2013). While there are various definitions in the literature describing 

emotion dysregulation, there is a general consensus that dysregulation refers to a failure in 

the ER process that inadvertently leads to problematic emotional states and behavioural 

responses (Gross, 2013). Dysregulation of emotion is associated with a poor understanding of 

one’s emotions, which then may lead to more negative and more intense emotional and 

behavioural responses (McGuire et al., 2013; Mennin, Heimberg, Turk, & Fresco, 2013).  

Children with OCD who are more emotionally dysregulated may represent the 

previously described subset of youth who exhibit co-occurring explosive behaviours and may 

be more resistant to treatment. Unfortunately, while ER has been widely studied in relation to 

anxiety disorders in children (Penza-Clyve & Zeman, 2002; Suveg & Zeman, 2004; Zeman, 

Shipman, & Suveg, 2002), there has been limited empirical focus examining ER in paediatric 

OCD (Bender, Pons, Harris, Esbjorn, & Reinholdt-Dunne, 2015; Berman, Shaw, Curley, & 

Wilhelm, 2018). Bender et al. (2015) found that among a sample of clinically anxious 

children (n = 16, aged 8 to 12 years), those with OCD had greater difficulty understanding 

emotions and experienced more emotion dysregulation than children with other presentations 

of anxiety. More recently, Berman et al. (2018) examined the role of emotional suppression 

(attempts to ignore the emotion one is experiencing and avoid its expression) in a sample of 

27 youth aged 8 to 18 years, most of whom met diagnostic criteria for OCD. These authors 

found that children’s use of emotional suppression mediated the relationship between 
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obsessive beliefs and OC symptom severity, after controlling for child age and 

anxiety/depression severity. While these studies have highlighted important associations 

between OCD and ER in general, neither study explored the potential implications of ER 

deficits for treatment response. 

 A study by McNamara et al. (2014) is the only one to date that has examined ER as a 

predictor of treatment response among children with OCD. McNamara et al. (2014) examined 

emotional control (EC), other executive functioning domains, OCD symptom severity and 

response to treatment among 56 children (aged 7 to 17 years) with a diagnosis of OCD. Their 

findings indicated that EC moderated treatment outcome (McNamara et al., 2014) such that 

children who had poorer EC at baseline experienced less of a reduction in OCD symptom 

severity following intervention, compared to those with greater EC. Therefore, identifying 

whether differences in baseline EC characterise children with OCD, and whether these 

differences have associations with important clinical correlates and varying degrees of 

treatment response over time, may provide a rationale for augmenting treatment by 

addressing deficits in ER more specifically to improve treatment outcome. 

The Present Study 

The current study aimed to examine the role of ER in OCD, specifically examining 

clinical correlates associated with deficits in ER, and the degree to which this might be 

associated with an attenuated response to treatment. The study examined parent-reported 

deficits in EC, an index of ER, in a paediatric OCD sample (n = 137) using a reliable and 

well-validated parent-report scale (sub-scale from the Behaviour Rating Inventory of 

Executive Function, BRIEF; Gioia, Isquith, Guy, & Kenworthy, 2000). The study also 

investigated associations between EC and a range of clinical constructs including OCD 

severity, family accommodation, internalising and externalising symptoms, comorbidity, and 

immediate, as well as longer-term treatment response. EC assessed the child’s ability to 
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modulate emotional responses e.g., the child’s tendency to react with more emotional 

intensity to situations than other children. In order to examine differences in the clinical 

expression of youth with poor EC, a median split on the EC subscale resulted in two groups 

of children – those higher in EC (mean t-score = 53.21, SD = 5.59) and those lower on EC 

(mean t-score = 73.57, SD = 7.02). 

Specifically, this study aimed to: (a) examine whether children with poorer EC had 

significantly more severe OCD, family accommodation, internalising symptoms, and 

externalising symptoms, relative to children with greater EC; (b) examine whether children 

with poorer EC were characterised by specific comorbid diagnoses relative to those with 

greater EC, and finally (c) to examine whether children with poorer EC had a poorer response 

to treatment, immediately following brief, intensive cognitive-behavioural therapy with 

exposure and response prevention (CBT-ERP), and at 3-month follow up. In line with these 

aims, it was hypothesised that:  

H1: children with poorer EC would have significantly more severe OCD, significantly 

more family accommodation and significantly higher internalising and externalising 

symptoms, relative to children with higher EC. 

H2: children with poorer EC were more likely to have comorbid diagnoses of 

Oppositional Defiant Disorder (ODD) and Depression/Dysthymia, than other commonly 

occurring comorbid diagnoses (specifically, Attention Deficit/Hyperactivity Disorder, Autism 

Spectrum Disorder, Generalised Anxiety Disorder, Separation Anxiety Disorder, Social 

Phobia, Panic Disorder, Agoraphobia and Specific Phobia) relative to those with greater EC.  

H3: children with poorer EC would have a poorer response to treatment, immediately 

following intervention and at 3-month follow up, compared to children with higher EC.  
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Method 

Participants 

Participants in this study were 137 youth (52.6% female) aged 7 to 17 years (M  = 

12.18, SD = 2.59) with a primary diagnosis of OCD, and their parents. Most participants had 

comorbid conditions, with only 10.2% presenting with a sole diagnosis of OCD. Indeed, 

5.1% of children had OCD and only one other secondary diagnosis, and 84.7% had two or 

more comorbid diagnoses. Table 4.1 illustrates the frequencies and percentages of diagnoses 

that presented as secondary and tertiary comorbid conditions only (however, analyses 

incorporated all clinically significant comorbid diagnoses relevant to the study’s second 

hypothesis). The sample was recruited through an established, ongoing university OCD 

treatment program. Children and adolescents deemed eligible for the broader research 

program satisfied the following inclusionary criteria: a primary diagnosis of OCD, one parent 

willing to participate, and if taking medication, being on a stable dose for 12 weeks prior to 

study entry. Participants on a stable dose of prescribed SSRI medication constituted 29.9% of 

the current sample, with 21.9% taking other prescribed medication. Exclusionary criteria 

included: psychosis, diagnosed intellectual disability, active suicidal ideation, and concurrent 

participation in psychotherapy. For youth who had a comorbid diagnosis of autism spectrum 

disorder, only those categorised as Level 1 were included in the study. Individuals deemed 

ineligible were provided with referral options for appropriate treatment services.  
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Table 4.1. 

Secondary and Tertiary Comorbidity Characteristics of Study Participants 

 Secondary Diagnoses Tertiary Diagnoses 

 n % n % 

GAD 49        35.8  16         11.7 

Social Phobia 20         14.6 10          7.3 

Specific Phobia 18         13.1 23          16.8 

ADHD 10           7.3 6        4.4 

SAD 8           5.8 3          2.2 

ODD 5           3.6 6          4.4 

Depression/Dysthymia 4           3 3          2.2 

Panic Disorder 

Agoraphobia 

TOTAL 

1 

0    

115        

0.7 

0 

83.9 

1   

2   

70     

0.7 

1.5 

51.2 

Note. ADHD = Attention Deficit/Hyperactivity Disorder, GAD = Generalised Anxiety Disorder, 

ODD = Oppositional Defiant Disorder, SAD = Separation Anxiety Disorder. 

Measures 

Anxiety Disorders Interview Schedule for DSM-IV, Parent Version (ADIS-IV-P; 

Silverman & Albano, 1996). The ADIS-IV-P is a semi-structured clinical interview for 

parents of children aged 7 to 17 years and is specifically designed to assess for DSM 

diagnoses of childhood anxiety, mood, and behavioural disorders. Parents were administered 

the interview over the telephone to determine whether the child or adolescent met criteria for 

an OCD diagnosis, and to confirm secondary and tertiary comorbid diagnoses, including 

other anxiety disorders, mood disorders (Major Depressive Disorder and dysthymia), 

externalising disorders (ADHD and Oppositional Defiant Disorder), and to screen for 

pervasive developmental disorders (PDD). Participants received a Clinician Severity Rating 
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(CSR) ranging from 0-8 for each diagnosis they obtained, with a score of 4 indicating a 

clinically significant diagnosis. The ADIS-IV-P has demonstrated good interrater and test-

retest reliability (Silverman & Albano, 1996), and has been shown to be as reliable when 

administered over the phone as face to face (Rapee et al., 1997). It has also demonstrated 

good sensitivity to treatment effects in both childhood anxiety (Barrett, Dadds, & Rapee, 

1996; Ollendick et al., 2009) and childhood OCD research (Barrett, Healy-Farrell, Piacentini, 

& March, 2004; Waters, Barrett, & March, 2001). 

Children’s Yale–Brown Obsessive–Compulsive Scale (CY–BOCS; Scahill et al., 

1997). The CY–BOCS is a clinician-rated, semi-structured inventory of OCD symptoms and 

severity over the prior week and was administered to provide an assessment of youth OCD 

symptom severity. It uses a five-point Likert scale and captures frequency, interference, 

distress, resistance and control across two subscales for obsessions and compulsions, which 

combine to create a total score of OCD severity. This clinician administered semi-structured 

interview is considered the gold standard of OCD assessment in youth aged 4–18 years 

(Storch et al., 2004). The CY-BOCS has demonstrated high internal consistency, with total 

score alphas ranging from .87 to .90 (Scahill et al., 1997; Storch et al., 2004). The CY–BOCS 

has also been shown to be treatment sensitive (Barrett et al., 2004; Pediatric OCD Study 

Team, 2004). In this study, it was administered to the child or adolescent with a parent 

present. Overall, the sample used in the current study had pre-treatment scores within the 

severe range (CY-BOCS: M = 27.10, SD = 4.53). 

The Behaviour Rating Inventory of Executive Function (BRIEF; Gioia et al., 

2000). The BRIEF is a measure of executive functioning that asks parents to report on their 

child’s behavioural problems over the past six months. Parents were required to rate each of 

the 86 items by indicating Never (1 - if the behaviour is never a problem), Sometimes (2 - if 

the behaviour is sometimes a problem) or Often (3 - if the behaviour is often a problem). The 
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BRIEF consists of eight subscales, however only the Emotional Control (EC) subscale was 

used in this study. This subscale contains 10 items and examines the child’s ability to 

modulate emotional responses (e.g., “Reacts more strongly to situations than other children”, 

“Has explosive, angry outbursts”). Items were summed on the emotional control subscale and 

age and gender-based norms provided by the BRIEF were used to derive t-scores for each 

child. Overall, the BRIEF has good internal consistency ratings. McNamara et al. (2014) 

reported alphas ranging from .85 to .96 for each BRIEF subscale in a paediatric OCD sample. 

The BRIEF has been validated for general paediatric populations ages 5 to 18 years (Gioia et 

al., 2000) and has been used in several clinical research studies (e.g., McAuley, Chen, Goos, 

Schachar, & Crosbie, 2010; McCandless & O’Laughlin, 2007; McNamara et al., 2014). In the 

current study, Cronbach’s α for the EC subscale was .89.  

Child Behaviour Checklist for Ages 6–18 (CBCL/6-18; Achenbach & Rescorla, 

2001). The CBCL is a parent report measure of children’s behavioural problems and social 

competencies, during the past six months. Items are rated using a three-point Likert scale (0 - 

Not True, 1 - Somewhat or Sometimes True, or 2 - Very True or Often True). The CBCL 

contains two scales: Internalising symptoms and Externalising symptoms. The internalising 

domain measures emotional problems and contains three subscales: Anxious/Depressed, 

Withdrawn/Depressed, and Somatic Complaints. The externalising domain measures 

behavioural problems and contains two subscales: Rule Breaking Behaviour and Aggressive 

Behaviour. Validity and reliability are excellent for both the Internalising (.94) and 

Externalising scales (.97) (see Achenbach & Rescorla, 2001). In the current study, 

Cronbach’s α = .76 for the Internalising symptoms scale, and α = .84 for the Externalising 

symptoms scale. 

Family Accommodation Scale, Self-Report (FAS-SR; Pinto, Van Noppen, & 

Calvocoressi, 2013). The FAS-SR is a 19-item parent self-report measure of family 
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accommodation of a child’s OCD-related behaviours over the previous month. Items are 

anchored with respect to either frequency or magnitude using a five-point Likert scale 

ranging from 0 (Never) to 4 (Daily). Scores are summed to produce an overall 

accommodation score, where higher scores indicate greater parental accommodation. Internal 

consistency for the FAS has been found to be high, Cronbach’s α = .90 (Pinto et al., 2013). In 

the current study, Cronbach’s α was .87.  

Procedure 

Ethical approval for recruitment and procedures involved in this study were obtained 

from the institution’s human research ethics committee. Participants were recruited either 

through advertising or referrals by healthcare providers. Participants and their parent were 

required to provide written informed consent. Following an expression of interest in the 

program, parents were contacted for a brief telephone screen to determine potential eligibility 

for the program. If deemed likely eligible, the diagnostic telephone interview (ADIS-IV-P) 

was conducted to confirm the child’s suitability. Following administration of the ADIS-IV-P, 

the child and parent attended the university clinic to complete the CY-BOCS, to assess the 

child’s OCD symptom severity. Parents also completed the BRIEF in person during this 

session, and then completed the CBCL and FAS-SR online prior to their child commencing 

treatment.  

Following baseline assessment, participants received Cognitive-Behavioural Therapy 

with Exposure and Response Prevention (CBT-ERP). Treatment consisted of an initial 

psychoeducation session (1.5 hours), followed by a series of three intensive individual 

therapy sessions (three hours duration), along with a one-month booster session (either one 

session in clinic, or three brief weekly Skype calls to assist with therapy maintenance), 

consistent with the overall CBT approach for paediatric OCD described by March and Mulle 

(1998). The treatment being offered was part of ongoing double-blind RCTs (pilot and larger 
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RCT) examining d-cycloserine (DCS) augmented CBT for paediatric OCD, whereby children 

received intensive CBT-ERP augmented with placebo or DCS. Clinical supervision was 

provided by a senior psychologist with extensive experience in the assessment and treatment 

of OCD (LJF). Pre-treatment and post-treatment assessments were completed by blinded 

independent evaluators who were post-graduate psychology students trained to reliability on 

both assessment measures (CY-BOCS, ADIS-P). Assessment of OCD symptoms and severity 

was carried out one week following the fourth treatment session (post-treatment) and 3-

months later. All diagnostic assessments across time points were audio recorded and 

diagnoses and severity ratings were subject to group clinical consensus by clinicians 

experienced in the assessment and treatment of OCD. 

Results 

Overview of Analysis 

Analyses were conducted using the Statistical Package for the Social Sciences version 

24. Preliminary analysis of the data indicated that although all participants completed 

treatment, there was missing data for OCD severity at post-treatment (n = 19, 13.9%) and 3-

month follow-up (n = 25, 18.2%). In these cases, Intention to Treat Analysis (ITTA), 

specifically the last observation carried forward (LOCF) technique was used to provide an 

estimate of missing outcome data (Shao & Zhong, 2003).  

In order to determine high and low EC groups, a median split of responses to the 

emotional control index of the BRIEF resulted in two groups of children – those with greater 

EC (mean t-score = 53.21, SD = 5.59) and those lower on EC (mean t-score = 73.57, SD = 

7.02). There were no significant differences between groups on gender χ2 (1, 137) = .60, p = 

.44, φ = -.07, SSRI medication use χ2 (1, 137) = 1.86, p = .17, φ = -.12 or other medication 

use χ2 (1, 137) = 2.58, p = .11, φ = .14. Independent samples t-tests determined a significant 

difference between groups on total number of comorbid diagnoses t (137) = -2.85, p = .01, 



OCD AND EMOTION REGULATION   112 

 

children with poorer EC had more comorbid diagnoses (M = 3.13, SD = 1.44) relative to 

children with greater EC (M = 2.50, SD = 1.13). There was no significant difference between 

groups on age t (137) = -.62, p = .54. 

In order to examine clinical characteristics (OCD severity, family accommodation, 

internalising symptoms, externalising symptoms) of children with poorer EC relative to 

children with greater EC, a series of Independent samples t-tests were conducted. χ2  

contingency table analyses were conducted to evaluate specific comorbid diagnoses of 

children with poorer EC relative to children with greater EC (i.e., Hypothesis 2). 

Finally, χ2  contingency table analyses were conducted in order to examine treatment 

response of children with poorer EC relative to children with greater EC. For the purposes of 

evaluating treatment outcome, differences in the frequency of responders versus non-

responders, and remitters versus non-remitters across the two groups at both post-treatment 

and follow-up, were assessed. Treatment responders were defined as those demonstrating at 

least a 25% reduction in CY-BOCS total scores. Alternatively, treatment remitters were 

defined as those showing at least a 50% reduction in CY-BOCS total score, as well as a final 

CY-BOCS score of less than 14 in accordance with the guidelines used in previous research 

by Storch et al. (2010). 

Participants in the sample were participating from two consecutive RCTs examining 

intensive CBT-ERP, augmented with d-cycloserine (DCS) or placebo (manuscripts in 

preparation). Although treatment efficacy was not being evaluated in this study, preliminary 

analyses were conducted to determine any effect of treatment condition on outcomes (DCS 

versus PBO augmented CBT-ERP). In the current combined sample there were no Time x 

Condition (DCS, PBO) or Time x Trial (pilot, larger RCT) effects on treatment outcome 

scores derived from the CY-BOCS. Therefore, the full sample was used in treatment response 

analyses, without covariates.  
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Clinical characteristics and associations with emotional control 

 In relation to the first hypothesis, independent samples t-tests revealed a significant 

difference between those higher and lower in EC with respect to OCD severity (t (137) = -

3.03, p = .003), family accommodation (t (137) = -2.50, p = .02), internalising symptoms (t 

(130) = -3.82, p <.001), and externalising symptoms (t (130) = -8.33, p <.001), with moderate 

to large effect sizes. Children and adolescents with poorer EC had significantly more severe 

OCD, greater family accommodation, and experienced more internalising and externalising 

symptoms relative to children with greater EC. Thus, support was found for Hypothesis 1 

(see Table 4.2).  
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Table 4.2.  

Results of Independent Samples t-tests for Variables Associated with OCD Symptoms and 

Impairment 

 

 

 

 

Variable 

High Emotional 

Control 

(n = 68) 

_____________ 

Mean          SD 

Low Emotional 

Control 

(n = 69) 

_____________ 

Mean           SD 

 

 

 

 

t (df) 

 

 

 

 

d 

OCD Severity 25.96           4.04 28.23           4.72 -3.03** (135) .52 

Family  

Accommodation 

 

20.37         14.71 

 

32.41         20.58 

 

-2.50* (135) 

 

.67 

Internalising  

Symptoms 

 

60.85           8.95 

 

66.63           8.32 

 

-3.82** (128) 

 

.67 

Externalising 

Symptoms  

 

48.45           8.10 

 

60.18           7.98 

 

-8.33** (128) 

 

1.46 

Note: d = Cohen’s d. 

* p ≤ 0.05, ** p ≤ 0.01 

Comorbid Diagnoses and association with emotional control 

In relation to the second hypothesis, there was a significant difference between those 

high and low on EC in terms of having a comorbid diagnosis of ODD (χ2 (1, 137) = 10.11, p 

= .001, φ = .27), such that more children in the low EC group (84.2%, n = 16) compared to 

the high EC group (15.8%, n = 3) held a comorbid ODD diagnosis. There was also a 

significant difference between EC groups on those who had a comorbid diagnosis of Social 

Phobia (χ2 (1, 137) = 5.01, p = .03, φ = .19). Specifically, more children in the low EC group 

(65.8%, n = 25) than the high EC group (34.2%, n = 13) held a comorbid diagnosis of Social 
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Phobia. However, no significant differences between EC groups were found on comorbid 

Depression/Dysthymia (χ2 (1, 137) = .00, p = .98, φ = -.00), ADHD (χ2 (1, 137) = 1.85, p = 

.17, φ = .15), ASD (χ2 (1, 137) = 1.71, p = .19, φ = .11), GAD (χ2 (1, 137) = .06, p = .80, φ = 

.02), Separation Anxiety Disorder (χ2 (1, 137) = 1.79, p = .18, φ = .11), Panic Disorder (χ2 (1, 

137) = .36, p = .55, φ = -.05), Agoraphobia (χ2 (1, 137) = .99, p = .32, φ = .09), and Specific 

Phobia (χ2 (1, 137) = .72, p = .40, φ = .07) (see Table 4.3). Therefore, partial support was 

provided for the study’s second hypothesis.  
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Table 4.3.  

Comorbidity in Youth with Obsessive-Compulsive Disorder Higher and Lower on Emotional 

Control 

 

 

 

 

 

Variable 

High Emotional 

Control 

(n = 68) 

n (%) 

Low Emotional 

Control 

(n = 69) 

n (%) 

 

 

 

 

 

χ2 (df) 

 

 

 

 

 

φ 

ODD 3 (15.8) 16 (84.2) 10.11** (1) .27 

Depression/ 

Dysthymia 
 

4 (50) 4 (50) .00 (1) -.00 

ADHD 8 (36.4) 14 (63.6) 1.85 (1) .15 

ASD  9 (37.5) 15 (62.5) 1.17 (1) .11 

GAD 36 (48.6) 38 (51.4) .06 (1) .02 

SAD 5 (33.3) 10 (66.7) 1.79 (1) .11 

Panic Disorder 2 (66.7) 1 (33.3) .36 (1) 

 

.11 

 

Agoraphobia          0 (0) 1 (100) .99 (1) -.05 

Social Phobia 13 (34.2) 25 (65.8)   5.01* (1) .19 

Specific Phobia 20 (44.4) 25 (55.6) .72 (1) .07 

Note: ODD = Oppositional Defiant Disorder; ADHD = Attention-Deficit/Hyperactivity 

Disorder; ASD = Autism Spectrum Disorder, GAD = Generalised Anxiety Disorder, SAD = 

Separation Anxiety Disorder. 

* p ≤ 0.05, ** p ≤ 0.01 
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Treatment outcome and association with emotional control 

In relation to the third and final hypothesis, there was a significant difference between 

EC groups on treatment response at post-treatment (χ2 (1, 137) = 4.57, p = .03, φ = -.18), 

whereby there were significantly more responders (55.9%) in the high EC group, relative to 

the low EC group (44.1%). There was also a significant difference between EC groups at 3-

month follow up (χ2 (1, 137) = 7.31, p = .01, φ = -.23), with significantly more responders 

(57.4%) in the high EC group, relative to the low EC group (42.6%). Finally, there was a 

significant difference between EC groups on treatment remission at post-treatment (χ2 (1, 

137) = 7.98, p = .01, φ = -.24), with significantly more treatment remitters (62.9%) in the 

high EC group, relative to poorer EC (37.1%). However, there was no significant difference 

between EC groups in the number of treatment remitters at 3-month follow up (χ2 (1, 137) = 

3.21, p = .07, φ = -.15) (see Table 4.4). Therefore, partial support was provided for 

Hypothesis 3.       
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Table 4.4.  

Treatment Outcome in Youth with Obsessive-Compulsive Disorder Higher and Lower on 

Emotional Control 

 

 

 

 

Variable 

High Emotional 

Control 

(n = 68) 

n (%) 

Post-treatment 

Low Emotional 

Control 

(n = 69) 

n (%) 

Post-treatment 

 

 

 

 

χ2 (df) 

 

 

 

 

φ 

Responders 52 (55.9) 41 (44.1) 4.57* (1) -.18 

Remitters 39 (62.9) 23 (37.1) 7.98** (1) -.24 

 3 Months 3 Months   

Responders 54 (57.4) 40 (42.6) 7.31** (1) -.231 

Remitters 37 (57.8) 27 (42.2) 3.21 (1) -.15 

Note: 3 months = Follow-up assessment 3 months after treatment. 

* p ≤ 0.05, ** p ≤ 0.01 

Discussion 

This study aimed to examine the clinical expression of paediatric OCD for children 

and adolescents low on emotional control (EC) relative to those higher on EC. Specifically, 

the study examined differences between those high and low on EC in relation to OCD 

severity, family accommodation, internalising and externalising symptoms, comorbid 

diagnoses, and immediate as well as longer-term treatment outcome. It was hypothesised that 

children with poorer EC would have significantly more severe OCD, greater family 

accommodation, and experience more internalising and externalising symptoms relative to 

children with greater EC. The results provided support for this hypothesis. Further, it was 

hypothesised that children with poorer EC were more likely to have comorbid diagnoses of 
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ODD and depression relative to those with greater EC. The results partially supported this 

hypothesis, whereby children in the low EC group had higher rates of comorbid ODD and 

Social Phobia relative to those with higher EC. Finally, the results provided partial support 

for the third hypothesis whereby children with greater EC were more likely to experience 

response and remission of their symptoms immediately following treatment, as well as a 

response to treatment at 3-month follow up, relative to children defined as having poorer EC. 

However, there was no significant difference between children higher and lower on EC in 

terms of remission of symptoms 3 months following treatment. Each of these results will be 

discussed in turn. 

The finding that poorer EC was associated with more severe OCD is consistent with 

the findings of Storch et al. (2012) who demonstrated a significant association between 

children’s dysregulated behaviour (rage) and OCD severity in a paediatric sample. 

Additionally, Storch et al. (2011) found that increased rage was associated with more 

symptoms of OCD. Higher symptoms and overall greater severity may be explained by a 

greater inability to modulate emotional distress which leads to an increase in compulsions 

(the maladaptive strategy of regulating the intrusive thoughts). The association between ER 

and OCD severity may further be explained by the role of distress tolerance (Cougle, 

Timpano, Fitch, & Hawkins, 2011; Robinson & Freeston, 2014) which has been highlighted 

in previous literature as a key feature of the disorder’s presentation. Robinson and Freeston 

(2014) posited that within OCD, deficits in fundamental components of ER (e.g., identifying 

and labelling emotions) may result in the individual’s belief that they are unable to cope with 

even low levels of arousal and moreover, they may have an overall sense of emotions as 

overwhelming and unmanageable (poor distress tolerance). Additionally, Cougle et al. (2011) 

found that poor distress tolerance was associated with increased obsessions (after controlling 

for depression, anxiety, anxiety sensitivity and obsessive beliefs) and was prospectively 
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predictive of residual change in obsessional symptoms over time (1 month). The findings of 

the current study highlight the need for clinicians to be aware that some children (perhaps 

those who are more severe in their OCD presentation) may require a more specific focus on 

the development of ER skills that may in turn improve their ability to tolerate distress and 

potentially result in a more favourable response to intervention. 

The finding that youth with poorer EC had higher levels of family accommodation 

relative to those with greater EC is consistent with the findings of Storch et al. (2012) who 

found that dysregulated emotion and behaviour, often employed by children with OCD, 

resulted in greater family accommodation. The findings highlight the potential role of ER as a 

skill deficit in the child with OCD that leads parents to engage in the kind of situation 

modification described by Gross and Thompson (2007) and represents parental effort to 

regulate the child’s environment for them. However, it should also be considered that the 

process of accommodation could potentially lead to decreased ability to regulate emotions, 

given that children do not have the opportunity to develop their self-regulatory capacity or 

learn to tolerate distress (Lebowitz, Scharfstein, & Jones, 2014).  

The current study also found that, compared to children with greater EC, those with 

poorer EC experienced more internalising and externalising symptoms, and were more likely 

to hold a comorbid diagnosis of ODD and Specific Phobia. These findings echo the results of 

some studies that have assessed fundamental components of ER in relation to internalising 

symptoms in anxious youth. For example, Penza-Clyve and Zeman (2002) and Zeman, 

Shipman, and Suveg (2002) found that dysregulation of anger and sadness, self-reported 

challenges with emotional awareness, and unwillingness to express negative emotions 

predicted internalising symptoms of depression and anxiety in youth. This pattern of 

difficulties with ER being associated with internalising symptoms, appears to hold true for 

children with OCD. However, the findings suggest a similar pattern in terms of externalising 
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symptoms, with children lower in EC demonstrating higher levels of externalising symptoms. 

The findings in this regard are consistent with previous studies by Storch et al. (2011; 2012) 

that found significant levels of rage (27.5% to 50% respectively) in their samples of children 

with OCD. These findings concerning externalising symptoms and EC are congruent with the 

additional finding of poorer EC being associated with increased likelihood that a child with 

OCD may also have a comorbid diagnosis of ODD.  

Oppositional defiant disorder is characterised by disruptive behaviour in children (that 

includes a persistent pattern of resistance, argumentativeness, as well as aggressive 

behaviour), both inside and outside of the home (American Psychiatric Association [APA], 

2013). Understandably, these behaviours are associated with significant levels of impairment 

in the child’s relationship with adults and peers. Furthermore, there has been considerable 

research highlighting that ER deficits are a core part of the diagnostic formulation of this 

disorder (Wolff & Ollendick, 2010), specifically highlighting difficulties in the child’s ability 

to communicate using emotion-based messages (Salmon, Dadds, Allen, & Hawes, 2009). 

Furthermore, Cavanagh, Quinn, Duncan, Graham, and Balbuena (2017) found ODD to be 

associated with emotional lability and irritability in a community sample of 4,380 children 

(aged 5 to 17) and concluded that deficits in ER are not only a component of ODD, but rather 

should be considered a core feature of the disorder. The current study found no significant 

differences between EC groups on comorbid Depression/Dysthymia. However, the relatively 

small portion of the current sample (n = 8) which had a comorbid diagnosis of 

Depression/Dysthymia may have decreased the likelihood of detecting a statistically 

significant difference based on high and low EC.  

It was also interesting that poorer EC was associated with increased likelihood of 

having a comorbid diagnosis of Social Phobia. The nature of Social Phobia is such that the 

individual has an intense fear of being evaluated by others, which in turn translates to a fear 
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of social situations where this is likely to occur (APA, 2013). There has been a significant 

amount of research examining associations between ER and Social Phobia. In fact, 

contemporary models of the disorder (Morison & Heimberg, 2013) have highlighted the role 

of emotion dysregulation evidenced by behavioural avoidance of situations (to avoid feelings 

of anxiety) and suppression of emotions (driven by a belief that expressing their emotions 

would lead to negative evaluation). Furthermore, studies have highlighted ineffective use of 

cognitive reappraisal (changing the meaning or interpretation of the event) as a core part of 

what maintains heightened anxiety symptoms (Goldin, Manber-Ball, Werner, Heimberg, & 

Gross, 2009; Jazaieri, Morrison, Goldin, & Gross, 2015; Kivity & Huppert, 2018; Morisson 

& Heimberg, 2013). Taken together, the associations between poorer EC and OCD severity, 

as well as increased probability of these two comorbid conditions with known deficits in ER, 

suggest a need for clinicians to be mindful of the increased complexity of presentations (de la 

Cruz et al., 2013) for children who fit these diagnostic profiles.  

The study’s findings that greater EC was associated with improved treatment response 

and remission immediately following treatment was consistent with the findings of 

McNamara et al. (2014) that children with poorer EC demonstrated less OCD symptom 

reduction at post-treatment. The current study built on the findings of McNamara et al. 

(2014), by exploring associations between baseline EC and longer-term (3 months post-

intervention) outcomes of treatment. While greater EC was associated with a more positive 

treatment response at 3-month follow up, there was no significant difference in EC in relation 

to treatment remission at this time. This finding suggests that although baseline EC may have 

some association with long-term treatment response, it is not as important for long-term 

remission which involves a more drastic reduction in OCD symptomatology and severity (a 

50% reduction in CY-BOCS total score, combined with a final CY-BOCS score of less than 

14). McNamara et al. (2014) proposed that with the goal of CBT-ERP being to elicit 
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moderate levels of anxiety, the individual would need to be able to regulate that distress 

during the treatment. Therefore, an inability to modulate emotions adequately may in turn 

lead to poorer response to treatment. Children with greater ER difficulties may therefore 

benefit from additional sessions (perhaps prior to engaging in intensive CBT-ERP) to address 

some of these deficits and improve their chances of a favourable response to treatment.  

The present study has provided findings that extend the knowledge regarding 

associations between OCD, ER and treatment response. Furthermore, the study has numerous 

strengths, including its use of a relatively large clinical sample and its longitudinal 

assessment of treatment response. Determining the relationship between ER and response to 

treatment is an important contribution to the field, as is exploring associations with longer-

term response to treatment. However, the results from this study, should be tempered by a 

consideration of some limitations. The measurement of ER using the EC index of the BRIEF, 

represents a rather conservative measure of ER when considering the multifaceted nature of 

ER as a process (Gross, 2013). Furthermore, Gross highlighted the utility of looking at 

specific ER strategies, as some strategies are more effective than others in achieving ER and 

may vary in their outcome relative to different psychopathologies. The limited number of 

studies that have examined specific ER strategies in paediatric OCD have explored a narrow 

range of strategies (e.g., Berman et al., 2018) and have not examined these strategies in 

relation to treatment outcome. Therefore, future research ought to expand the exploration of 

ER strategies in order to improve our understanding of how regulatory strategies impact on 

the course and treatment of the disorder. Additionally, future studies may consider measuring 

changes in ER across time (e.g., pre to post-treatment) as a function of treatment. 

In conclusion, the current study has added to the existing literature on OCD and ER 

by highlighting that there are significant variations in the ability of children with OCD to 

modulate their emotions. Accounting for the role of ER in OCD may provide a basis for 
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considering ways in which treatment can be augmented to target such deficits and potentially 

improve treatment outcomes. 
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Abstract 

Obsessive-Compulsive Disorder (OCD) in childhood is associated with significant family 

accommodation (FA) to symptoms, which frequently results in heightened parental distress, 

and increased OCD severity and impairment. Examining mechanisms which might drive FA 

is an important focus for the field. This study aimed to examine parental perceptions of their 

child’s emotion regulation (ER) and associations with OCD severity, internalising and 

externalising symptoms, FA, as well as parental self-report of depression, anxiety and stress. 

It also examined predictors of parental perceptions of child ER, as well as whether parental 

perceptions of their child’s ER predicted FA. Finally, this study tested whether parental 

perceptions of child ER moderated the relationship between OCD severity and FA. 

Participants were 72 youth (7 to 17 years) with a primary diagnosis of OCD and one of their 

primary caregivers. Following child diagnostic and OCD symptom interviews, parents 

completed study questionnaires. Results indicated that negative parental perception of their 

child’s ER ability was significantly and positively correlated with child internalising and 

externalising symptoms, FA, parental depression and stress. In contrast, it was found that 

positive parental perception of their child’s ER was significantly and negatively correlated 

with child externalising symptoms. Furthermore, child externalising symptoms and parental 

depression uniquely predicted negative parental perception of their child’s ER after 

controlling for other correlates. Negative parental perception of child ER did not uniquely 

predict FA after controlling for OCD severity and externalising symptoms nor was it a 

significant moderator of the relationship between OCD severity and FA. These findings 

support a family-based approach to assessment and treatment of paediatric OCD, including 

assessment of parental perception of the child’s ability to manage emotional distress.  

KEY WORDS: OCD, Family Accommodation, Emotion Regulation, Parental Distress 
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Examining Parental Perception of Children’s Emotion Regulation in Paediatric OCD: 

associations with child symptoms, parental distress, and family accommodation 

Childhood obsessive-compulsive disorder (OCD) is associated with severe 

impairments across several domains of a child’s functioning, including social and academic 

functioning (Piacentini, Bergman, Keller, & McCracken, 2003; Storch et al., 2010). 

However, the adverse effects of OCD extend far beyond impairment to the child, with 

heightened family accommodation (FA) to symptoms and emotional distress frequently 

reported by other family members (Stewart et al., 2017). FA refers to behaviours carried out 

by family members to assist the patient in completing rituals and/or modifications to normal 

family routines to reduce the patient’s distress. The process of FA however, often results in 

major disruptions to family life, including heightened distress among parents, as well as 

dysfunctional parent-child dynamics (Ramos-Cerqueira, Rodrigues Torres, Torresan, 

Maranhao Negreiros, & Nakano Vitorino, 2008). Furthermore, FA has consistently been 

associated with poorer treatment outcomes for children and youth (Storch et al., 2008). Thus, 

studies that examine mechanisms associated with this process are necessary.  

Predictors of Family Accommodation 

Despite the clinical significance of FA, knowledge regarding its predictors is limited. 

Understanding what drives parental accommodation may inform new approaches to 

supporting families in managing their child’s OCD related distress and symptoms. 

Child variables. Most studies examining predictors of FA in paediatric OCD have 

highlighted significant associations with child OCD symptom severity (Pinto, Van Noppen, 

& Calvocoressi, 2013; Storch et al., 2007). However, a recent meta-analysis involving 41 

studies on FA highlighted that despite the medium effect size for OCD severity and FA (r = 

.42), the specific causal direction of the effect has not been established and is likely 

bidirectional (Wu et al., 2016).  Other child variables that have been found to predict FA 
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include child internalising and externalising symptoms. For example, Storch et al. (2007) 

examined associations between FA, OCD symptom severity, functional impairment, and 

internalising and externalising behaviour in a sample of 57 treatment-seeking youth with 

OCD (aged 7 to 17). They found that FA was positively related to symptom severity, parent-

rated functional impairment, and externalising and internalising symptoms. They also found 

that FA mediated the relationship between symptom severity and parent-rated functional 

impairment. Storch, Lewin, Geffken, Morgan, and Murphy (2010) examined associations 

between FA and disruptive behaviour disorders (DBD) co-occurring with OCD in 192 

children and adolescents, including youth with OCD only, those with OCD and DBD 

comorbidity, and those with OCD and other comorbid diagnoses. They found that in families 

where children had OCD and comorbid DBD there was increased likelihood of FA relative to 

the other two groups. Indeed, several other studies have highlighted similar patterns of 

externalising behaviours in OCD being associated with heightened FA, suggesting that 

externalising behaviour may serve a coercive function in eliciting FA (Caporino, Morgan, 

Beckstead, Phares, Murphy, & Storch, 2012; Lebowitz, Omer, & Leckman, 2011; Lebowitz, 

Vitulano, & Omer, 2011).  

Parent and family variables. By comparison, fewer studies have examined parent 

and family-related variables which may be associated with parental FA to OCD. Caporino 

and colleagues (2012) examined a structural equation model of both parent and child 

variables related to parent reports of FA with OCD (n = 61, aged 6 to 17 years). Their 

findings highlighted that parental empathy and the extent to which parents considered 

future consequences (i.e., the extent to which the parent considered the potential distant 

outcomes of their current behaviours and the extent to which they were likely to be 

influenced by these potential outcomes) interacted to predict FA. Similarly, Wu, Lewin, 

Murphy, Geffken, and Storch (2014) examined associations between FA and family cohesion 
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and conflict among 59 treatment-seeking youth with OCD (aged 7 to 19). They found that 

family cohesion was a significant unique predictor of FA, whereby higher levels of cohesion 

and support were associated with less FA. Given that FA is often engaged in to reduce child 

distress, Selles et al. (2018) examined whether parental ability to tolerate the child’s distress 

was associated with FA in a sample of 46 children (aged 5 to 8) and their parents, and found 

no significant associations. Taken together, these studies highlight that FA is a complex 

phenomenon in OCD which is likely influenced by several child-related factors (in particular 

OCD severity and externalising symptoms), as well as parent-related factors such as low 

family cohesion, parental empathy and the extent to which parents consider future 

consequences. The comparatively limited focus on parent-related factors as predictors of FA 

to date, provide a rationale for further examination of these variables to deepen our 

understanding of this phenomenon and inform interventions that target family 

accommodation as a component of treatment. 

 One possibility is that parental perception that their child is unable to regulate their 

often extreme distress may lead to parental reliance on accommodation practices. 

Furthermore, while there is a well-established association between child OCD severity and 

FA, it is possible that the magnitude of this relationship may be influenced by other variables 

that have not yet been explored in the literature. There have been no studies to date which 

have explored parental perceptions of child coping or emotion regulation as a potential 

predictor of FA or as a potential moderator of the relationship between OCD severity and FA. 

In general, despite the well-intentioned nature of FA, this process serves to compromise the 

child’s potential for improvement in self-regulation, emotional management and overall 

symptom coping (Lebowitz, Scharfstein, & Jones, 2014).  
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Parental Perceptions of Child’s Emotion Regulation 

Emotion Regulation (ER) is broadly understood to be an interactive process that 

occurs between the individual and their environment, whereby individuals determine which 

emotions they experience, when they experience them, and how they express them based on 

their interpretations of the environment (Gross, 1998). The goal of ER is to alter the 

magnitude and/or duration of emotional responses (Gross, 2013; Gross, Sheppes, & Urry, 

2011), and efforts at modulating and modifying emotional experiences typically involve the 

use of one or more strategies that may determine the observable response (Campos, Mumme, 

Kermoian, & Campos, 1994; Thompson & Calkins, 1996).  In paediatric OCD, there have 

been few studies examining children’s capacity to regulate emotions. Given that ritualising 

behaviours are proposed to serve as regulatory processes for managing dysfunctional beliefs 

and associated distress, an underlying deficit in ER may play a role in the child’s symptoms. 

Furthermore, parental perceptions of a child’s capacity to manage their OCD-related 

symptoms and associated emotional distress may likewise drive parental accommodating 

behaviours.  

The process model of ER (Gross, 1998; Gross & Thompson, 2007) highlights the 

influential role that parental perceptions and accommodating behaviours play in healthy, 

normative emotional development. Parents play an important role in supporting and 

accommodating a child’s emotional needs, whereby parents generate routines that are 

comfortable for their child, and over time rely on their perception of the child’s temperament 

and coping to create more flexible and developmentally appropriate circumstances (Fox & 

Calkins, 2003). As the child matures and demonstrates greater capacity to self-regulate, 

parents are expected to carry out less of this supportive accommodation behaviour (Gross & 

Thompson, 2007). Sameroff (2010) provides support for this developmental perspective, 

highlighting that from infancy through to adulthood, an increase in self-regulation is typically 
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associated with a decrease in the need for external regulation (i.e., such as parental 

accommodating behaviours). However, this process of gradual reduction in healthy 

accommodation appears to become compromised in the face of childhood OCD.  

Only one paediatric study to date has explored parental perception of child ER ability 

and associations with OCD symptoms in children. Berman, Shaw, Curley, and Wilhelm 

(2018) evaluated the relationship between negative and positive parental perceptions of child 

ER in relation to OC symptoms and obsessive beliefs in a sample of clinically anxious 

children (n = 27 aged 8-18 years), a proportion of whom met criteria for OCD. It was found 

that obsessive beliefs and OC symptom dimensions were negatively associated with positive 

parental appraisal of child ER ability, and positively associated with negative parental 

appraisal of child ER ability. While these findings highlight interesting associations between 

parental perception and child OC symptoms, they do not shed light on the extent to which 

such perceptions impact on the behaviours of parents (i.e., FA). Furthermore, it may also be 

important to identify whether child symptoms and/or parental distress predict greater negative 

parental perceptions of child ER ability. Examining these potential predictors may highlight 

the factors that are most crucial for clinicians to target during intervention with families of 

children with OCD. 

Predictors of Parental Perceptions of Child Adjustment 

Parental perceptions of their child’s ability to regulate or cope are likely influenced by 

multiple child-related and intra-personal processes. For instance, the extant literature 

highlights that parents who experience greater psychopathology are less likely to appraise 

their child as being able to self-regulate or cope in challenging situations (e.g., Brody & 

Forehand, 1986; Forehand, Lautenschlager, Faust, & Graziano, 1986; McBride, Schoppe, & 

Rane, 2002). Most of the studies in this area have explored the association between parental 

depression and parental perception of their child, as well as child characteristics that may 
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predict more negative parental perception of the child. For instance, Brody and Forehand 

(1986) evaluated a model which incorporated both child characteristics (child 

noncompliant/externalising behaviour) and parent characteristics (maternal depression) as 

factors influencing parental perceptions in 60 children (aged 2 to 9 years) who were referred 

to a clinic for their noncompliant behaviour. A higher degree of maternal depression in 

addition to child noncompliant behaviour was associated with greater parental perception of 

child maladjustment. Similarly, Webster-Stratton and Hammond (1988) examined 

associations between reported maternal depression and mothers’ perceptions of child 

adjustment in 46 depressed mothers and 49 nondepressed mothers and their clinic-referred 

children (aged 3–8 years). Their findings were consistent with previous studies, indicating 

that depressed mothers perceived their children as significantly more disturbed than did their 

nondepressed counterparts. Griest, Wells, and Forehand (1979) examined the degree to which 

parental depression or child behaviour predicted maternal perceptions of maladjustment in 

clinic-referred children (child M age = 5 years old) and their 22 mothers. They found that 

maternal depression was the best predictor of maternal perception of children, and child 

behaviour did not contribute significantly to predicting parental perception. 

Regarding the relationship between parental stress and perception of their children, 

Johnston (1996) found that parental perceptions of child behaviour mediated the relationship 

between parent stress and parent behaviour. In a review on parenting stress, Morgan, 

Robinson, and Aldridge (2002) suggested that the negative parental perception of the child 

(and not only their perception of their own coping resources) influence subsequent parental 

behaviour (i.e., increased risk of dysfunctional parenting/negative responses to the child). 

They also suggested that as levels of parenting stress increase, parental perception of child 

behaviour decreases in accuracy relative to more objective accounts of the child’s behaviour. 

Moreover, they suggest that parental pattern of responding to their children are likely to be 
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influenced by the long-term beliefs they have about their child (Morgan, Robinson, & 

Aldridge, 2002). McBride, Schoppe, and Rane (2002) also highlighted significant 

associations between parental perception of child temperament and parenting stress for both 

mothers and fathers; specifically, highlighting that parents who perceived their child as less 

emotionally intense had lower levels of parental stress. 

These studies collectively highlight that child symptoms, as well as parental 

appraisals of child temperament, coping and adjustment predict parenting behaviour. 

Furthermore, they highlight that parents who are more stressed and/or experience greater 

psychopathology, are more likely to perceive their children as less able to self-regulate. 

Given that parental perceptions of a child’s capacity to self-regulate predicts parenting 

behaviours, examining the nature of parental perceptions of child ER in the context of OCD 

may provide greater insight regarding predictors of FA. However, given that findings of 

previous studies are largely mixed regarding the extent to which child symptoms are 

associated with parental perceptions, further research is needed to examine associations 

among child symptoms, parental psychopathology, and parental perceptions of children’s 

ability to self-regulate specifically among youth with OCD and their parents.  

The Present Study 

The current study aimed to explore parental perceptions of child ER among a sample 

of youth who had a primary diagnosis of OCD. Specifically, this study aimed to: (a) examine 

the degree to which parental perception of child ER was associated with child variables 

(OCD severity, internalising and externalising symptoms), parental variables (depression, 

anxiety and stress) and FA; (b) examine whether child variables (OCD severity, internalising 

and externalising symptoms), and parental variables (depression, anxiety and stress) were 

significant unique predictors of negative parental perception of child ER; (c) examine 

whether negative parental perception of child ER was a significant unique predictor of FA, 
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when accounting for child OCD severity and externalising symptoms, and finally (d) to 

explore whether negative parental perceptions of child ER moderated the relationship 

between OCD severity and FA. In line with these aims, it was hypothesised that: 

H1: negative parental perceptions of child ER ability would be significantly and 

positively correlated with child OCD severity, internalising and externalising symptoms, 

parental depression, anxiety and stress, and FA, whereas positive parental perception of child 

ER ability would be significantly and negatively associated with these variables. 

H2: child OCD severity, internalising and externalising symptoms, parental 

depression, anxiety and stress would be significant unique predictors of negative parental 

perception of child ER.  

H3: negative parental perceptions of child ER ability would be a significant and 

unique predictor of greater FA, when accounting for child OCD severity and externalising 

symptoms. 

H4: negative parental perception of child ER would moderate the relationship 

between OCD severity and FA whereby more negative parental perception would be 

associated with a stronger association between OCD severity and FA. 

Method 

Participants 

Participants in this study were 72 youth (and their parents) aged 7 to 17 years (M = 

12.48, SD = 2.49) with a primary diagnosis of OCD, which was on average within the severe 

range (CY-BOCS: M = 27.43, SD = 3.54). Most participants had comorbid conditions, with 

28.6% having a diagnosis of OCD only, 24.7% being diagnosed with OCD and one other 

secondary diagnosis, and 46.7% being diagnosed with OCD and two or more comorbid 

diagnoses. Table 5.1 illustrates the frequencies and percentages of secondary and tertiary 
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comorbid diagnoses. All participants went on to receive individual treatment through a 

university research treatment program. 

This study formed part of a larger treatment study, with inclusion criteria that the 

child had a primary diagnosis of OCD, one parent willing to participate, and if taking 

medication, the child needed to be on a stable dose of medication for at least 12 weeks prior 

to study entry. Children were excluded if they had psychosis, intellectual disability, autism 

spectrum disorder (levels 2 or 3), active suicidal ideation, or concurrent participation in 

psychotherapy. Families excluded from the study were provided with referral options for 

appropriate treatment and care services.  

Table 5.1. 

Comorbidity Characteristics of Study Participants 

 Secondary Diagnoses Tertiary Diagnoses 

 n % n % 

Generalised Anxiety Disorder 23        31.9 1          1.4 

ADHD 9         12.5 4          5.6 

Separation Anxiety Disorder 8         11.1 5          6.9 

Specific Phobia 6           8.3 8        11.1 

Social Phobia 3           4.2 3          4.2 

Major Depressive Disorder 2           2.8 1          1.4 

Oppositional Defiant Disorder 2           2.8 4          5.6 

Dysthymia 1           1.4 7          9.7 

Panic Disorder 1           1.4 1          1.4 

Total  55 76.4 34 47.3 

Note: ADHD = attention-deficit/hyperactivity disorder 
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Measures 

Anxiety Disorders Interview Schedule for DSM-IV, Parent Version (ADIS-IV-P; 

Silverman & Albano, 1996). The ADIS-IV-P is a semi-structured clinical interview for 

parents of children aged 7 to 17 years and is specifically designed to assess for DSM 

diagnoses of childhood anxiety, mood, and behavioural disorders. Parents were administered 

the interview over the telephone to determine whether the child or adolescent met criteria for 

an OCD diagnosis, and to confirm secondary and tertiary comorbid diagnoses, including 

other anxiety disorders, mood disorders (Major Depressive Disorder and dysthymia), 

externalising disorders (ADHD and Oppositional Defiant Disorder), and to screen for 

pervasive developmental disorders (PDD). Participants received a Clinician Severity Rating 

(CSR) ranging from 0-8 for each diagnosis they obtained, with a score of 4 indicating a 

clinically significant diagnosis. The ADIS-IV-P has demonstrated good interrater and test-

retest reliability in past studies (Silverman & Albano, 1996), and has been shown to be as 

reliable when administered over the phone as face to face (Rapee et al., 1997).  

Children’s Yale–Brown Obsessive–Compulsive Scale (CY–BOCS; Scahill et al., 

1997). The CY–BOCS is a clinician-rated, semi-structured inventory of OCD symptoms and 

severity over the prior week and is considered the gold standard of OCD assessment in youth 

aged 4–18 years (Storch et al., 2004). It uses a five-point Likert scale and captures frequency, 

interference, distress, resistance and control for obsessions and compulsions, which combine 

to create a total score of OCD severity. The CY-BOCS has demonstrated high internal 

consistency, with total score alphas ranging from .87 to .90 (Scahill et al., 1997; Storch et al., 

2004). In this study, it was administered to the child or adolescent with a parent present. 

Emotion Regulation Checklist (ERC; Shields & Cicchetti, 1997). The ERC was 

used to assess parental perceptions of their child’s ER ability. The ERC uses a four-point 

Likert scale (1 - Never; 2 - Sometimes; 3 - Often; 4 - Almost Always) to assess the frequency 



OCD AND EMOTION REGULATION   139 

 

with which the child demonstrates several ER processes according to the parent. The 

Lability/Negativity subscale was used to measure negative parental perception of child ER 

ability, and assesses inflexibility, lability, and dysregulated negative affect (e.g., “Exhibits 

wide mood swings”). The Emotion Regulation subscale was used to assess positive parental 

perception of child ER ability, and measures appropriate emotional expression, empathy, and 

emotional self-awareness (e.g., “Can modulate excitement in emotionally arousing 

situations”). Both subscales have demonstrated strong reliability in previous studies 

(Lability/Negativity = .96, Regulation = .83; Shields & Cicchetti, 1997). Validity has been 

established through positive correlations with observers’ ratings of children’s regulatory 

abilities and the proportion of expressed positive and negative affect (Shields & Cicchetti, 

1997). In the current study, Cronbach’s α of .72 and .85 were found for the Emotion 

Regulation and Lability/Negativity subscales respectively. 

Child Behaviour Checklist for Ages 6–18 (CBCL/6-18; Achenbach & Rescorla, 

2001). The CBCL is a parent report measure of children’s behavioural problems and social 

competencies, during the past six months. Items are rated using a three-point Likert scale (0 - 

Not True, 1 - Somewhat or Sometimes True, or 2 - Very True or Often True). The CBCL 

contains two scales: Internalising symptoms and Externalising symptoms. The internalising 

domain measures emotional problems and contains three subscales: Anxious/Depressed, 

Withdrawn/Depressed, and Somatic Complaints. The externalising domain measures 

behavioural problems and contains two subscales: Rule Breaking Behaviour and Aggressive 

Behaviour. Validity and reliability are excellent for both the Internalising (.94) and 

Externalising scales (.97) (see Achenbach & Rescorla, 2001). In the current study, 

Cronbach’s α = .74 for the Internalising symptoms scale, and α = .83 for the Externalising 

symptoms scale. 
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Family Accommodation Scale, Self-Report (FAS-SR; Pinto, Van Noppen, & 

Calvocoressi, 2013). The FAS-PR is a 19-item parent self-report measure of family 

accommodation of a child’s OCD-related behaviours over the previous month. Items are 

anchored with respect to either frequency or magnitude using a five-point Likert scale 

ranging from 0 (Never) to 4 (Daily). Scores are summed to produce an overall 

accommodation score, where higher scores indicate greater parental accommodation. Internal 

consistency for the FAS has been found to be high, with demonstrated Cronbach’s α = .90 

(Pinto et al., 2013). In the current study, Cronbach’s α was .92.  

Depression Anxiety Stress Scale 21 (DASS-21; Lovibond & Lovibond, 1995). The 

21-item DASS-21 was used to measure parental depression, anxiety, and stress.  Parents were 

required to rate on a four-point rating scale, the degree to which various statements applied to 

them over the course of the past week (0 – Did not apply to me at all, 1 – Applied to me to 

some degree, 2 – Applied to me to a considerable degree, 3 – Applied to me very much). Each 

subscale of the DASS-21 consists of 7 items and scores were summed to provide a total for 

each subscale, with higher scores indicating higher depression, anxiety or stress. The DASS-

21 has been widely used in clinical research and has demonstrated good internal consistency 

across the subscales (Lovibond & Lovibond, 1995). In the current study, Cronbach’s α for the 

three subscales were: Depression (.75), Anxiety (.71) and Stress (.64). 

Procedure 

Ethical approval for recruitment and procedures involved in this study were obtained 

from the institution’s human research ethics committee. Participants were recruited either 

through advertising or referrals by healthcare providers. Participants and their parents were 

required to provide written assent and informed consent. Following an expression of interest 

in the program, parents were contacted for a brief telephone screen to determine potential 

eligibility for the program. If deemed likely eligible, the diagnostic telephone interview 
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(ADIS-IV-P) was conducted to confirm the child’s suitability. Following administration of 

the ADIS-IV-P, the child and parent attended the university clinic to complete the CY-BOCS. 

All diagnostic assessments were audio recorded and diagnoses and severity ratings were 

subject to group clinical consensus by clinicians experienced in the assessment and treatment 

of OCD. Parents were provided with a link to the online assessment batteries and completed 

their assessments at home. Following assessment, all children were offered intensive CBT 

with exposure and response prevention as part of a larger research trial. 

Results 

All statistical analyses were conducted using the Statistical Package for the Social 

Sciences (SPSS) version 24 and the PROCESS Macro version 3.0 (Hayes, 2018). Missing 

data ranged from 5.56% (FAS-SR, n = 4) to 6.94% (ERC and DASS-21, n = 5). 

H1: Parental Perception of ER ability and Associations with Child Symptoms, Family 

Accommodation and Parental Distress 

Pearson’s correlations were performed to evaluate the relationship between negative 

and positive parental perceptions of their child’s ER ability, OCD severity, internalising and 

externalising symptoms, FA, and parental depression, anxiety and stress (see Table 5.2). 

Negative parental perception of child ER ability (Negativity/Lability) was significantly and 

positively correlated with child internalising symptoms (r =.35, p < .01), externalising 

symptoms (r =.69, p < .01), FA (r =.30, p < .05), parental depression (r = .36, p < .01) and 

parental stress (r = .36, p < .01), but not parental anxiety (r = .13, p > .05), or child OCD 

severity (r = .08, p > .05). However, positive parental perception of child ER ability was 

significantly and negatively correlated with child externalising symptoms only (r = -.25, p < 

.05), thus providing partial support for Hypothesis 1.
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Table 5.2. 

Means, Standard Deviations, and Bivariate Correlations Among Measures  

 M SD 1.  2.  3.  4.  5.  6.  7.  8.  9.  

1. Negative ER 29.67 7.10 1 -.53** .08 .35** .69** .30* .36** .13 .36** 

2. Positive ER 22.92 3.51  1 -.13 -.21 -.25* -.13 -.06 -.03 .00 

3. OCD Severity 27.62 3.77   1 .04 .16 .50** .16 .10 .12 

4. Internalising  61.83 8.91    1 .55** .35** .17 .27* .33** 

5. Externalising  52.81 10.77     1 .36** .14 .16 .31** 

6. FA 26.36 18.30      1 .27* .33** .37** 

7. Depression 2.60 3.52       1 .47** .56** 

8. Anxiety 1.25 1.77        1 .57** 

9. Stress 5.96 4.32         1 

Note: Negative ER = Negative parental perception of child ER; Positive ER = Positive parental perception of child ER; FA = Family 

Accommodation. 

* p ≤ 0.05, ** p ≤ 0.01 
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H2: Child and Parent Variables as Predictors of Parental Perception of Child 

ER 

Standard multiple regression was conducted to assess the extent to which child 

variables (internalising symptoms and externalising symptoms) and parent variables 

(depression and stress) predicted negative parental perception of child ER. OCD 

severity and parental anxiety were excluded from the regression on the basis that they 

did not correlate significantly with negative parental perception of child ER (see 

Table 5.2). The multiple regression model with all four predictors was significant R2 = 

.54, F(4, 64) = 18.43, p <.001 and collectively explained 54% of the variance in 

negative parental perception. However, only child externalising symptoms (β = .666, 

p <.001) and parental depression (β = .234, p = .02) were significant unique predictors 

of negative parental perception of child ER, with both predictors explaining 30% and 

3.9% of the variance in the dependent variable respectively, thus providing partial 

support for Hypothesis 2 (see Table 5.3).  

Table 5.3. 

Multiple Regression Analysis Testing the Hypothesised Predictors of Negative 

Parental Perception of child ER (N = 69) 

 

Variable 

 

B 

 

SE(B) 

95% CI(B) 

Lower          Upper 

 

β 

 

t 

 

p 

Child Internalising  -.049 .083 -.215 .117 -.062 -.594 .55 

Child Externalising .437 .068 .301 .572 .666 6.43 <.001** 

Parental Depression .554 .240 .075 1.03 .234 2.31 .02* 

Parental Stress .092 .181 -.269 .454 .054 .509 .61 

Note: R2 = .54, F(4, 64) = 18.43, p <.001 

* p ≤ 0.05, ** p ≤ 0.01 
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H3: Parental Perception of Child’s ER as a Predictor of Family Accommodation  

A hierarchical multiple regression (HMR) was conducted, to assess the extent 

to which negative parental perception of child ER predicted FA. OCD severity and 

externalising symptoms were entered at Step 1 and accounted for 34% of the variance 

in explaining FA (F(2, 68) = 17.19, p <.001). At Step 2, negative parental perception 

of child ER explained an additional 0.7% of variance (Fchg(1, 67) = .725, p = .39), 

externalising symptoms was no longer significant (p = .13), accounting for only 2.3% 

of the unique variance and OCD severity remained a significant unique predictor, 

accounting for 21% of unique variance. In total all three predictors accounted for a 

significant 34% of the variance in FA (F(3, 67) = 11.65, p <.001), thus Hypothesis 3 

was not supported (see Table 5.4). 

Table 5.4. 

Hierarchical Multiple Regression Analysis Testing the Hypothesised Predictors of 

Family Accommodation (N = 70) 

Variable B SE B β p 

Step 1, R2 = .34, F(2, 68) = 17.19, p < .001 

OCD Severity 2.25 .489 .459 <.001** 

Externalising Symptoms .485 .168 .288 .01** 

Step 2,  ΔR2 = .01, Fchg(1, 67) = .725, p = .397 

OCD Severity 2.26 .491 .463 <.001** 

Externalising Symptoms .350 .231 .208 .13 

     Negative Emotion Regulation .298 .350 .116 .39 

Note: Final R2 = .34, F(3, 67) = 11.65, p < .001 

* p ≤ 0.05, ** p ≤ 0.01  
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H4: Parental Perception of ER as a moderator in the relationship between OCD 

Severity and Family Accommodation 

PROCESS Macro version 3.0 (Hayes, 2018) was used to test the hypothesis 

that negative parental perception of child ER would moderate the relationship 

between OCD severity and FA. The overall, model incorporating all three variables 

was significant F(3, 66) = 11.38, p < .001, R2 = .34, indicating that 34% of the 

variance in FA was explained by OCD severity, negative parental perception of ER 

and the interaction between both predictors. However, the interaction term (OCD 

severity and negative parental perception of ER) was not significantly associated with 

FA, B = .17, t(66) = 1.71, p = .09, indicating that negative parental perception did not 

moderate the relationship between OCD severity and FA. Therefore, the study’s 

fourth hypothesis was not supported.  

Discussion 

This study aimed to explore parental perception of children’s ER in childhood 

OCD, and its associations with OCD symptom severity, child internalising and 

externalising symptoms, FA, and parental depression, anxiety and stress. As predicted 

in the first hypothesis, negative parental perceptions of child ER was significantly and 

positively correlated with child internalising and externalising symptoms, FA, 

parental depression and parental stress, whereas positive parental perception of child 

ER was negatively correlated with externalising symptoms only. Partial support was 

found for the second hypothesis whereby child externalising symptoms and parental 

depression were both significant unique predictors of negative parental perception of 

child ER. Negative parental perception of child ER was not found to be a significant 

unique predictor of FA, after controlling for OCD severity and externalising 

symptoms, therefore the study’s third hypothesis was not supported. Finally, contrary 
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to the fourth proposed hypothesis, negative parental perception of child ER did not 

moderate the relationship between OCD severity and FA. Each of these results will 

now be discussed in turn. 

The current study found significant associations between negative parental 

perception of child ER and several clinical features of parents and children in the 

sample. However, the specific finding that externalising symptoms and parental 

depression were unique predictors of negative parental perception after accounting for 

the other variables in the analysis provides insight into the child and parent factors 

that may be most influential in predicting how parents appraise their child’s ability to 

self-regulate and cope with emotional distress. These findings are in tandem with the 

extant literature on parental perception of children’s behaviour with previous studies 

having found similar patterns of negative parental perception of child behaviour being 

associated with parental depression (e.g., Webster-Stratton & Hammond, 1988) as 

well as externalising symptoms or disruptive behaviours in youth (e.g., Brody & 

Forehand, 1986). Potentially, more subjective experiences of depressed mood in 

parents of children with OCD may influence how they view their child’s capacity to 

cope with emotional distress. This is an important consideration given that the 

parental response to the child (i.e. the decision about whether or not to accommodate 

to the child’s symptoms) may be associated with this appraisal process to some extent 

(noting the moderate correlation between negative parental perception of child ER 

and FA in the current study). Indeed, several studies have indicated that parental 

experience of depression can have adverse implications for their ability to respond to 

parenting demands and moreover, both maternal and paternal experiences of 

depression can impact on global child outcomes including psychopathology 

(Lewinsohn, Olino, & Klein, 2005; Wilson & Durbin, 2010). The current findings 
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when placed in the context of previous literature suggest that clinicians ought to be 

mindful of this experience for parents of children with OCD and its implication for 

perpetuating disorder-related processes. Furthermore, it is important for clinicians to 

assess and address these subjective experiences of parents accordingly as a part of a 

family-based treatment plan for OCD. 

However, the study’s findings also caution against the assumption that it is 

solely the parental subjective experience of depressed mood that accounts for their 

appraisals. Indeed, the extent to which the child’s behaviour was characterised by 

externalising symptoms (e.g., rule breaking behaviour and aggressive behaviour) was 

the strongest predictor of negative parental perception of the child’s ability to regulate 

their emotions, accounting for 30% of the overall variance in negative parental 

perception. Within OCD, the child’s experience of emotional distress brought on by 

intrusive thoughts and/or their need to engage in maladaptive ritualising behaviours 

often leads to externalised and aggressive behavioural displays which Storch et al. 

(2012) suggested may be the result of their own difficulty at regulating their internal 

emotional experience. Such explosive behaviours often present a challenge for the 

entire family and over time may lead parents to appraise their child’s ability to cope 

with distress as being quite low. Taken together, these findings indicate that both 

child and parent characteristics influence negative parental perception of their child’s 

ER ability, and this finding corresponds to dominant models of parenting stress 

(Abidin, 1995) which incorporate the significant contributions of both child 

characteristics and domains of parental functioning as important factors (Theule, 

Wiener, Tannock, & Jenkins, 2012). While these factors may exert considerable 

influence on negative parental perception of the child’s ability to regulate their 

emotional distress, clinicians may consider whether greater involvement of parents in 



OCD AND EMOTION REGULATION   148 

 

 

the administration of exposure and response prevention treatment may provide 

parents with the opportunity to directly observe their child’s ability to tolerate 

distress. Such firsthand observations may provide parents with a corrective experience 

in terms of how they appraise their child’s ability to cope outside of therapy.  

The current study found that negative parental perception was positively and 

moderately correlated with FA. Interestingly, while Selles et al. (2018) initially 

hypothesised that parental inability to tolerate their child’s distress may have been 

associated with greater FA their findings did not indicate a significant correlation 

between the two variables. The current study’s findings that negative parental 

perception of child ER was moderately correlated with FA, may offer an alternative 

framework for understanding what may contribute to FA suggesting that negative 

parental perception of the child may be associated to some degree with FA. However, 

negative parental perception of child ER was not found to be a significant unique 

predictor of FA, after controlling for the contributions of the child’s OCD severity and 

externalising symptoms. OCD severity was a significant predictor of FA 

accommodation at both steps in the regression model, which is consistent with the 

extant literature on FA and OCD severity (e.g., Storch et al., 2008; Peris et al., 2008; 

Stewart et al., 2008). Furthermore, previous studies (e.g., Brody & Forehand, 1986) as 

well as the findings of the current study have highlighted child externalising 

symptoms as a particularly strong predictor of parental perception (explaining 30% of 

unique variance in negative parental perception in the current study). The 

combination of these factors would have significantly reduced the probability of 

parental perception being a unique predictor of FA. Therefore, while there may be 

some association between FA and negative parental appraisal of their child’s ability to 

cope, the severity of the child’s OCD and associated externalising behaviours are 
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more likely to account for parental participation in rituals and/or their tendency to 

modify routines for the child. This aligns with previous studies which suggest that 

externalising behaviour may serve a coercive function in eliciting FA (Caporino, 

Morgan, Beckstead, Phares, Murphy, & Storch, 2012; Lebowitz, Omer, & Leckman, 

2011; Lebowitz, Vitulano, & Omer, 2011).  

Regarding the final hypothesis in this study, negative parental perception of 

child ER was not found to be a significant moderator of the relationship between 

OCD severity and FA. While the study has a relatively large clinical sample 

compared to previous studies exploring ER and OCD, the sample size may not have 

been large enough to explore the potential moderating effect, especially considering 

the known strength of the relationship between OCD severity and FA (Storch et al., 

2008; Peris et al., 2008; Stewart et al., 2008). The issue with sample size may have 

limited power in the analysis and inflated the possibility of type 2 error.  

Limitations and Direction for Future Research 

The findings of this study should be considered within the context of some 

limitations. The authors acknowledge that the current study did not distinguish 

between mothers’ and fathers’ perception of child ER or examine differentially the 

experience of parental depression, anxiety and stress by parents’ gender, and there are 

mixed findings in the literature regarding whether there are significant differences 

between mothers and fathers on variables such as distress tolerance (Selles et al., 

2018) and parental stress and depression (Creasey & Reese, 1996; Deater-Deckard, 

1998; Deater-Deckard et al., 1994; Vallotton, Harewood, Froyen, Brophy-Herb, & 

Ayoub, 2016). Therefore, future research may consider examining whether mothers 

versus fathers differ in terms of their subjective experiences of distress and whether 
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this difference is associated with variations in their perceptions of the child’s ER 

ability and the degree of FA. 

Finally, the authors acknowledge that the DASS-21 provided a general 

measurement of parental experience of depression, anxiety and stress rather than 

specifically related to their experience of parenting children with OCD. It is therefore 

important to consider that other factors external to the parent-child dynamic can also 

contribute to parents’ overall experience of depression, anxiety and stress (Abidin, 

1995). Future research may also consider the role of parents’ ER and potential 

implications for both disorder-related processes such as FA as well as parents’ own 

subjective experience of distress. 

 Clinical Implications 

Despite these limitations, the current study has built on the growing body of 

research linking ER to OCD symptoms and may help to expand upon current 

cognitive-behavioural explanations of OCD. Furthermore, the study has outlined 

several key considerations for clinical practice emanating from these findings, as well 

as directions for future research in the area. In addition to child symptoms, parental 

subjective emotional experiences shape their perceptions of the child’s ability to 

regulate their emotional distress. Therefore, it is important that clinicians not only 

address child externalising behaviours in treatment, but they should also remain 

sensitive to the experience of parents. Further research examining the role of parental 

perceptions and experiences in raising a child with OCD may assist in refining 

theoretical accounts of OCD, assist clinicians in understanding the role parents play in 

the maintenance of OCD, and the heightened family distress often associated with this 

severe and debilitating childhood disorder, as well as drive treatment innovations. 
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Abstract 

Emotion regulation (ER) is broadly defined as the process through which individuals 

modulate their subjective emotional experiences. Aberrant ER is associated with 

greater psychopathology and research has begun to focus on the role of ER in 

treatment outcomes. However, research on ER in relation to obsessive-compulsive 

disorder (OCD) in youth and associations with outcomes following exposure-based 

therapy is limited. This study examined associations between baseline ER strategies, 

child age, OCD severity, as well as child and parent-reported OCD impairment, in a 

treatment-seeking sample of children and youth with OCD. Furthermore, the study 

examined whether children and adolescents with OCD experienced significant 

improvements in self-reported ER strategies following intensive cognitive-

behavioural therapy with a focus on exposure and response prevention (CBT-ERP), 

and further, whether changes in ER strategies predicted OCD severity at post-

treatment and 3 months following treatment. The sample was 65 youth (aged 7 to 17) 

with a primary diagnosis of OCD. Ten ER strategies were measured using the 

Cognitive Emotion Regulation Questionnaire and the Emotion Regulation 

Questionnaire for children and adolescents. Following CBT-ERP, there were 

significant improvements in four adaptive and five maladaptive ER strategies. 

Additionally, pre- to post-treatment increases in Acceptance and decreases in 

Suppression were significant unique predictors of OCD severity at post-treatment, and 

increases in Acceptance and decreases in Self-Blame were significant unique 

predictors of OCD severity 3 months following treatment. The findings suggest that 

some ER strategies improve following intensive CBT-ERP, and specifically, targeting 

acceptance of symptoms in treatment might enhance outcomes for children with 

OCD. 
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Examining the role of Emotion Regulation Strategies in the treatment of Paediatric 

Obsessive-Compulsive Disorder (OCD) 

Childhood Obsessive-Compulsive Disorder (OCD) is a severe and chronic 

psychological condition affecting between 1% and 4% of youth (Atladottir et al., 

2015; Canals et al., 2012), resulting in significant impairments for the child and their 

family (Piacentini, Bergman, Keller, & McCracken, 2003). Cognitive-behavioural 

(CB) theory of OCD (e.g., Rachman, 1998; Salkovskis, 1985, 1989) has remained one 

of the most widely accepted models for the aetiology, maintenance and treatment of 

OCD. The CB theory emphasises the role of maladaptive threat appraisals and beliefs, 

which serve to drive avoidance, thought suppression, and ritualising behaviours as 

strategies for neutralising one’s emotional distress and/or to prevent feared outcomes 

from occurring (Farrell, Waters, & Zimmer-Gembeck, 2012; Frost & Steketee, 2002; 

Myers, Fisher, & Wells, 2009). Beyond the role of maladaptive appraisals and beliefs 

driving OCD symptom maintenance, the degree to which individuals with OCD 

experience a deficit in their capacity to tolerate or regulate emotional distress has been 

an area of recent research inquiry (e.g., Berman, Shaw, Curley, & Wilhelm, 2018a; 

Berman, Shaw, & Wilhelm, 2018b). Moreover, the degree to which emotion 

regulation (ER) strategies change with CB treatment for OCD remains poorly 

understood. Therefore, the aims of the present study were twofold: (1) to examine 

associations between ER strategies and OCD symptoms in youth, and (2) to 

investigate the extent to which ER strategies are related to a favourable treatment 

response following best-practice exposure-based treatment. 

Emotion Regulation  

Theory and assessment. Emotion regulation (ER) is a broad and multifaceted 

construct which may be defined as the process through which individuals learn to 
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manage their emotions from one situation to another using various strategies to 

modulate the strength of an emotional response (Gross, 1998; see Thompson, 2019; 

and Young, Sandman, & Craske, 2019 for a review). An early, dominant framework 

is the process model of ER (Gross, 1998; Gross & Thompson, 2007) which proposes 

that different strategies may become activated by an individual at varying points in 

the emotion-generative process (i.e., before the emotion is generated, with these 

strategies regarded as antecedent-focused strategies, or after an emotion has been 

generated, with these strategies regarded as response-focused strategies) (Gross, 1998; 

Gross & Thompson, 2007). The operationalisation of strategies emanating from this 

framework has emphasised cognitive reappraisal as an adaptive strategy and 

suppression as a maladaptive strategy for regulating emotions (Gullone & Taffe, 

2012). Cognitive reappraisal refers to changing the meaning or interpretation of an 

experience to manage the emotional response, whereas suppression involves efforts to 

conceal one’s subjective emotional experience (Gross, 2013). These widely studied 

ER strategies have been found to be significantly associated with anxiety and 

depression in both adults and children (Aldao, Nolen-Hoeksema, & Schweizer, 2010; 

Gross & John, 2003).  

Other theoretical models have conceptualised ER as involving numerous other 

components, including awareness and understanding of emotions, acceptance of 

emotions, the ability to control impulsive behaviours in accordance with contextual 

goals when experiencing negative emotions, as well as the ability to select ER 

strategies that are situationally appropriate to modulate emotional responses (see 

Gratz & Roemer, 2004). This variation in theoretical scope of ER is reflected in the 

diverse range of measures used for assessing ER. For example, the widely used 

Cognitive Emotion Regulation Questionnaire (CERQ; Garnefski, Kraaij, & 
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Spinhovon, 2001) measures a range of ER strategies that are regarded as either 

adaptive (i.e., Positive Reappraisal, Putting into Perspective, Refocus on Planning, 

Positive Refocusing and Acceptance) or maladaptive (i.e., Catastrophising, 

Rumination, Self-Blame, Blaming Others). These strategies are proposed to reflect 

conscious efforts to manage emotions in arousing situations, and moreover, are 

central to the management of perceived threat, which is a hallmark cognitive 

characteristic of OCD (Thompson 1991; Garnefski et al., 2001). The approach of 

assessing a broad range of ER strategies aligns with the process model of ER (Gross, 

1998; Gross & Thompson, 2007). Alternatively, The Difficulties in Emotion 

Regulation Scale (Gratz & Roemer, 2004) assesses non-acceptance of emotional 

responses, difficulty engaging in goal-directed behaviour when distressed, impulse 

control difficulties when distressed, lack of awareness of emotions, limited access to 

strategies for regulation, and lack of emotional clarity. Apart from self-report 

questionnaires, other studies have used parent-report measures of ER which focus on 

the parents’ perception of the child’s ER based on their observations of their child’s 

behaviour rather than endorsement of ER strategies (Gioia, Isquith, Guy, & 

Kenworthy, 2000; McNamara et al., 2014; Shields & Cicchetti, 1997), while other 

studies have used functional Magnetic Resonance Imagining to examine neurological 

correlates associated with ER (Milad & Rauch, 2012; Paul, Simon, Endrass, & 

Kathmann, 2016; Olatunji et al., 2014). In the current study, specific cognitive ER 

strategies were examined given they are tangible strategies that may be associated 

with OCD symptomatology and impairment, and further, may be amenable to 

cognitive-behavioural treatment. 

Age and Emotion Regulation. Several studies have indicated that the 

capacity to regulate one’s emotions increases as a function of age (Gullone, Hughes, 
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King, & Tonge, 2010; Zimmermann & Iwanski, 2014). For example, Zimmermann 

and Iwanski (2014) examined age differences across seven domains of ER measured 

by the Negative Emotion Regulation Inventory (Zimmermann, Scharf, & Iwanski, 

2008) in individuals aged 11 to 50 years across different emotions (sadness, fear and 

anger). They found that as age increased there was an increase in adaptive emotion 

regulation (defined as the ability to calm down and then respond to the situation) and 

social support seeking (which involved seeking comfort, talking to individuals and 

eliciting advice). They also found that an increase in age was associated with a 

decrease in maladaptive ER strategies, including passivity, avoidance, rumination, 

and suppression. Similarly, Gullone and colleagues (2010) found lower levels of 

suppression among older versus younger healthy participants (n = 1,128, aged 9 to 

15), and greater stability in the use of cognitive reappraisal among older youth over 

time, with ER strategies measured at one-year intervals over the course of three years. 

ER strategies and youth with OCD. Very few studies have examined 

associations between ER strategies and obsessive-compulsive (OC) symptoms in 

youth. Bender, Pons, Harris, Esbjorn, and Reinholdt-Dunne (2015) assessed 

understanding of emotions and overall difficulties in ER using the Test of Emotion 

Comprehension (Pons & Harris, 2000) and the total score of the DERS respectively in 

a sample of 16 clinically anxious children (aged 8 to 12 years). Children and 

adolescents in this sample did not have a primary diagnosis of OCD, however the 

authors used the Screen for Child Anxiety Related Emotional Disorders-Revised 

(SCARED-R; Muris & Steerneman, 2001) to assess several anxiety symptom clusters 

including OC symptoms. The authors found that children with OC symptoms had 

significantly greater difficulty understanding emotions and greater difficulties with 

ER than children without these symptoms. 
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Extending on this study, Berman et al. (2018a) evaluated parental perception 

of child ER in addition to child-reported specific ER strategies (suppression and 

cognitive reappraisal), and associations with OC symptoms and obsessive beliefs in a 

sample of clinically anxious children (n = 27 aged 8-18 years), a proportion of whom 

met criteria for OCD. It was found that obsessive beliefs and OC symptom 

dimensions were negatively associated with positive parental appraisal of child ER 

ability (appropriate emotional expression, empathy, and emotional self-awareness), 

and positively associated with negative parental appraisal of child ER ability 

(emotional lability and dysregulated negative affect). Furthermore, it was found that 

suppression had the strongest relationship with obsessive beliefs and OC symptom 

domains and mediated the relationship between obsessive beliefs and OC symptom 

severity after controlling for child age and anxiety/depression severity. Specifically, it 

was found that obsessive beliefs led to greater suppression, which in turn led to 

greater severity of OCD symptoms.  

While both studies have provided preliminary support for specific ER deficits 

associated with OCD, no study to date has examined a broad range of ER strategies in 

a clinical sample of children and youth with a primary diagnosis of OCD. Given that 

childhood OCD is characterised by often extreme emotional disturbance, combined 

with time-consuming ritualising and avoidance behaviours, understanding the role of 

ER strategies in the expression of childhood OCD, along with the degree to which ER 

improves following evidence-based cognitive-behavioural treatment (CBT) is an area 

of important inquiry. A greater understanding of the role of ER strategies associated 

with OCD symptoms and treatment response may inform advances to treatment 

leading to greater therapy precision and efficacy. 
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Treatment for Paediatric OCD: CBT-ERP 

CBT involving exposure and response prevention (CBT-ERP) has 

demonstrated considerable efficacy, with remission rates ranging from 40% to 85% 

(Barrett, Farrell, Pina, Peris, & Piacentini, 2008; Bloch & Storch, 2015) and moderate 

to large effect sizes across several RCTs (0.99 to 2.84), including random effects 

meta-analyses of 20 RCTs examining CBT treatment for paediatric OCD (McGuire et 

al., 2015). In an attempt to reach more patients, researchers have recently examined 

the efficacy of delivering CBT-ERP in more intensive formats. For example, Storch et 

al. (2007) conducted a randomised control trial with 40 children (aged 7 to 17 years) 

who received either 14 daily sessions (90-minutes in duration) for three weeks, 

relative to traditional weekly sessions of CBT delivered over 12 weeks. Their findings 

indicated greater reduction in the severity of OCD for those receiving the more 

intensive treatment, but no significant difference between the two treatment groups at 

3-month follow-up. Other studies have provided evidence for the efficacy of intensive 

treatment for youth with OCD over a consecutive 5-day period, with twice daily 

sessions for a duration of 60-90 minutes, and results indicating a significant reduction 

in the severity of symptoms following treatment (Whiteside, Brown, & Abramowitz, 

2008; Whiteside et al., 2014). More recently, Farrell and colleagues (2016) 

demonstrated significant reductions in OCD symptoms following a controlled case 

series (n =10) of two-sessions of intensive ERP for paediatric OCD, delivered in 3-

hour prolonged sessions, combined with three weekly, brief videoconference support 

sessions. This intensive approach resulted in a response rate of 80% at 6 months 

following treatment, with 70% of youth considered remitters. 

CBT-ERP for OCD is typically comprised of multiple components, including 

psychoeducation, cognitive therapy (including awareness, reappraisal and acceptance 
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of intrusive thoughts), and ERP, considered the most critical component of effective 

CBT for youth with OCD (Gryczkowski et al., 2013; Kircanski & Peris, 2015). A 

multi-component CBT approach for OCD aims to reduce fear and anxiety through 

ERP, as well as equip children with strategies to manage or regulate the intense, 

negative emotions and distress that occurs in response to intrusive thoughts or feared 

stimuli. Whilst studies to date have consistently reported reductions in OCD 

symptoms, impairment and associated distress following CBT-ERP, there are almost 

no studies which have examined the acquisition of coping strategies or the decrease in 

maladaptive ER strategies that might arise following effective CBT-ERP. Studies of 

this kind might inform how CBT-ERP exerts its therapeutic effects, as well as 

highlight possible new targets for treatment. 

CBT-ERP involves exposure to feared stimuli, and the accrual of new learning 

that may encourage the accrual of inhibitory regulation skills, including learning that 

feared outcomes are unlikely to occur, the feared stimuli are not as unpleasant as 

previously appraised, and symptoms and distress can be tolerated (Craske et al., 2008, 

2014; Waters & Craske, 2016). Therefore, an intensive treatment approach of 

prolonged ERP might strengthen the opportunity for enhanced inhibitory regulation 

(see Waters & Craske, 2016) and greater symptom relief. Additionally, the accrual of 

such learning may lead to the acquisition of a more accepting and efficacious style of 

regulating symptoms and distress. Whilst preliminary studies provide support for the 

efficacy of intensive CBT-ERP in reducing symptoms, there have been no studies to 

date which have examined the acquisition of more adaptive ER strategies that might 

arise following successful ERP.  
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ER strategies and CBT outcomes 

Much of the research to date examining ER strategies in the context of CBT 

has focused on adults with anxiety disorders (e.g., Aldao, Jazaieri, Goldin, & Gross, 

2014; Moscovitch et al., 2012). For example, Moscovitch et al. (2012) examined self-

reported ER strategies (cognitive reappraisal and suppression) at pre, mid, and post 

treatment in 25 adult patients with social anxiety disorder who completed 12 sessions 

of group CBT and found that responders and non-responders to treatment did not 

differ in their use of reappraisal at the start of therapy, but that treatment responders 

showed significantly higher levels of reappraisal by mid-treatment assessment, and 

this increase in the use of cognitive reappraisal early in therapy was significantly 

associated with overall decreases in social anxiety symptoms from pre- to post 

treatment. While CBT for the treatment of anxiety disorders shares overlapping 

components with CBT treatment for OCD, differences in the aetiology and clinical 

expression of these disorders are associated with different components of CBT 

treatment being emphasised in the treatment of one disorder versus another. Thus, it is 

important to examine ER strategies in treatment for OCD. 

McNamara et al. (2014) is the only study to date that has examined an index 

of ER in relation to OCD in youth and CBT treatment response. The authors 

examined the extent to which parent report of children’s emotional control (defined as 

the child’s ability to modulate their emotions) and executive functioning at baseline 

moderated treatment response in 56 children (aged 7 to 17 years) with a diagnosis of 

OCD. They found that emotional control was the only baseline variable that 

moderated treatment outcome (McNamara et al., 2014) whereby those with poorer 

control had less favourable treatment response.  
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To date, there has been no comprehensive study of ER strategies in the context 

of paediatric OCD symptom expression, or response to treatment. Thus, it is not clear 

whether maladaptive ER strategies (or an absence of adaptive ER strategies) are 

associated with OCD symptom severity, and impairment, or whether this varies as a 

function of child age. Moreover, it is currently unknown whether CBT-ERP results in 

the acquisition of more adaptive ER skills, and/or a reduction in maladaptive ER 

strategies, and whether certain ER strategies are more influential in predicting good 

therapeutic success. The current study examined which ER strategies change with 

current CBT treatments that include intensive ERP, and whether changes in these 

strategies predict treatment response.  

The Present Study 

The aims of the current study were threefold. Firstly, this study aimed to 

examine whether child-reported ER strategies (adaptive and maladaptive) at baseline 

were significantly associated with OCD severity and impairment among children and 

adolescents with OCD, and further whether ER strategies differ as a function of age. 

Secondly, this study aimed to examine whether intensive exposure-based CBT (CBT-

ERP) resulted in improved ER strategies as indexed by an increase in adaptive ER 

strategies and a decrease in maladaptive strategies from pre- to post-treatment. 

Treatment involved a psychoeducation session, followed by three weekly three-hour 

long ERP sessions, and a two-hour booster session incorporating ERP one month later 

(post-treatment defined as one week following the booster session). Finally, this study 

aimed to examine whether changes in ER strategies following CBT-ERP predicted 

symptom reduction (post-treatment and 3 months following treatment). In line with 

the aims of this study, it was hypothesised that:  
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H1: Maladaptive and Adaptive ER strategies self-reported by children and 

youth would be significantly positively and negatively (respectively) associated with 

OCD severity, as well as child and parent-reported OCD impairment.  

H2: There would be significant differences in the use of ER strategies at 

baseline with adolescents reporting greater use of adaptive ER strategies and fewer 

maladaptive ER strategies relative to children.  

H3: Children and youth would report a significant increase in the use of all 

adaptive ER strategies following CBT-ERP, and a significant decrease in all 

maladaptive ER strategies. Moreover, changes in ER strategies would be greater for 

older versus younger children. 

H4: Changes in ER strategies from pre to post treatment (defined as the week 

following the one-month booster session) would significantly predict OCD severity at 

post-treatment and 3-month follow-up (whereby greater increase in adaptive strategies 

and greater decrease in maladaptive strategies would predict lower severity scores on 

the CY-BOCS at post and follow-up, after controlling for pre-treatment severity and 

age). 

Method 

Participants 

Participants in this study were 65 children and adolescents (48.7% male), aged 

7 to 17 years (M = 12.28, SD = 2.44) with a primary diagnosis of OCD. The sample 

consisted of 24 younger children aged 7 to 11 years (M age = 9.67, SD = 1.30, 51.9% 

male) and 41 older children aged 12 to 17 years (M age = 13.71, SD = 1.56, 46.9% 

male). Most participants had comorbid conditions, with 31.6% presenting with a sole 

diagnosis of OCD; 25% had OCD and one other secondary diagnosis, and 43.4% had 
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two or more comorbid diagnoses. Overall, the sample presented with 0 to 7 comorbid 

diagnoses in addition to the primary OCD diagnosis (M number = 1.47, SD = 1.47). 

Table 6.1 illustrates frequencies and percentages for diagnoses that presented as 

secondary and tertiary comorbid conditions only.  

The sample was recruited as part of ongoing treatment studies being run at a 

University (manuscripts in preparation). Children and adolescents deemed eligible for 

the research trial satisfied the following inclusionary criteria: a primary diagnosis of 

OCD, one parent willing to participate, and if taking medication, the child needed to 

be on a stable dose of medication (12 weeks prior to study entry). Participants on a 

stable dose of prescribed SSRI medication constituted 28.9% of the current sample, 

with an additional 18.4% taking other prescribed medication. Exclusionary criteria 

were: psychosis, diagnosed intellectual disability, active suicidal ideation, and 

concurrent participation in psychotherapy.  
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Table 6.1. 

Comorbidity Characteristics of Study Participants 

 Secondary Diagnoses Tertiary Diagnoses 

 n % n % 

Generalised Anxiety Disorder 21 32.3 1 1.5 

ADHD 7 10.8 3 4.6 

Separation Anxiety Disorder 7 10.8 5 7.7 

Specific Phobia 4 6.2 5 7.7 

Social Phobia 2 3.1 3 4.6 

Major Depressive Disorder 2 3.1 1 1.5 

Oppositional Defiant Disorder 2 3.1 4 6.2 

Dysthymia 1 1.5 4 6.1 

Panic Disorder 1 1.5 1 1.5 

TOTAL 47 72.4 27 41.4 

Note: ADHD = attention-deficit/hyperactivity disorder 

Measures 

Anxiety Disorders Interview Schedule for DSM-IV, Parent Version 

(ADIS-IV-P; Silverman & Albano, 1996). The ADIS-IV-P is a semi-structured 

clinical interview for parents of children aged 7 to 17 years and is specifically 

designed to assess for DSM diagnoses of childhood anxiety, mood, and behavioural 

disorders. Parents were administered the interview over the telephone to determine 

whether the child or adolescent met criteria for an OCD diagnosis, and to confirm 

secondary and tertiary comorbid diagnoses, including other anxiety disorders, mood 

disorders (Major Depressive Disorder and dysthymia), externalising disorders 

(ADHD and Oppositional Defiant Disorder), and to screen for pervasive 
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developmental disorders (PDD). Participants received a Clinician Severity Rating 

(CSR) ranging from 0-8 for each diagnosis they obtained, with a score of 4 indicating 

a clinically significant diagnosis. The ADIS-IV-P has demonstrated good interrater 

and test-retest reliability (Silverman & Albano, 1996), and has been shown to be as 

reliable when administered over the phone as face to face (Rapee et al., 1997). It has 

also demonstrated good sensitivity to treatment effects in both childhood anxiety 

(Barrett, Dadds, & Rapee, 1996; Ollendick et al., 2009) and childhood OCD research 

(Barrett, Healy-Farrell, Piacentini & March, 2004; Waters, Barrett, & March, 2001). 

Children’s Yale–Brown Obsessive–Compulsive Scale (CY–BOCS; Scahill 

et al., 1997). The CY–BOCS is a clinician-rated, semi-structured inventory of OCD 

symptoms and severity over the prior week. The CY-BOCS was administered to 

provide an assessment of youth OCD symptom severity. The CY-BOCS uses a five-

point Likert scale and captures frequency, interference, distress, resistance and control 

across two subscales for obsessions and compulsions, which combine to create a total 

score of OCD severity. This clinician administered semi-structured interview is 

considered the gold standard of OCD assessment in youth aged 4–18 years (Storch et 

al., 2004). The CY-BOCS has demonstrated high internal consistency, with total score 

alphas ranging from .87 to .90 (Scahill et al., 1997; Storch et al., 2004). The CY–

BOCS has also been shown to be treatment sensitive (Barrett et al., 2004; Pediatric 

OCD Study Team, 2004). In this study, it was administered to the child or adolescent 

with a parent present. Overall, the sample used in the current study had pre-treatment 

scores within the severe range (CY-BOCS: M = 27.62, SD = 3.77). 

 Child Obsessive-Compulsive Impact Scale, Child and Parent Versions 

(COIS; Piacentini et al., 2003). The COIS is a widely used self-report questionnaire 

used to assess OCD-specific impairment in the functioning of children and 
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adolescents with OCD. A total of 53 items are organised across three sub-scales 

(home/family, school/academic and social functioning). Four additional items allow 

for global ratings of domain-specific functioning. The child and parent were asked to 

rate how much OCD has caused problems in each area using a four-point Likert scale 

(0 – Not at all, 2 – Just a little, 3 – Pretty much, 4 - Often, 5 – Very much), and a total 

score indicating overall functional impairment was derived. The COIS has previously 

demonstrated excellent internal consistency for all three sub-scales and the total score 

on both the parent and child-report versions (Cronbach’s α’s ranging from .78 to .85) 

and good convergent validity between the COIS total and CY-BOCS total (.46) 

(Piacentini et al., 2003). In the current study, Cronbach’s α for the parent and child-

report total scores are included in Table 6.3. 

Cognitive Emotion Regulation Questionnaire (CERQ; Garnefski et al., 

2001) and Cognitive Emotion Regulation Questionnaire, Kids Version (CERQ-k; 

Garnefski, Rieffe, Jellesma, Terwogt, & Kraaij, 2007). The CERQ and CERQ-k 

each consist of 36-items and are self-report measures of cognitive emotion regulation 

strategies. The CERQ-k is an adapted version of the CERQ that was constructed by 

rephrasing the items of the CERQ to fit the cognitive abilities of younger children, 

therefore both measures are compatible. In the current study, the CERQ-k was used 

with children 7 to 11 years old and the CERQ was used with children 12 years and 

older.  

Both the CERQ and the CERQ-k use a five-point Likert scale (1 - Almost 

Never, 2 - Sometimes, 3 - Regularly, 4 - Often, 5 - Almost Always) and assess nine 

emotion regulation strategies. Each subscale consists of four items and the ratings for 

each item are summed to produce each scale score. Higher scores on each scale 

indicated greater use of the corresponding ER strategy.  
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Five of the strategies are considered adaptive ER strategies: Acceptance 

(having thoughts of acceptance and resignation in regard to what one has experienced; 

e.g., I think that I have to accept that this has happened), Positive refocusing (having 

positive, happy and pleasant thoughts instead of thinking about threatening and 

stressful events; e.g., I think of nicer things than what I have experienced), Refocus on 

planning (having thoughts about what to do and how to handle the experience one has 

had; e.g., I think of what I can do best), Positive reappraisal (reframing thoughts 

about a negative experience to reduce the subjective experience of negative affect; 

e.g., I think I can learn something from the situation), Putting into perspective (having 

thoughts that relativise the negative event compared to other events; e.g., I think that 

it all could have been much worse). Four of the strategies are considered maladaptive: 

Self- blame (having thoughts that blame oneself for what one has experienced; e.g., I 

feel that I am the one to blame for it), Rumination (having repetitive thoughts that are 

associated with negative events; e.g., I often think about how I feel about what I have 

experienced), Catastrophising (having thoughts that emphasise the negativity of the 

experience; e.g., I continually think how horrible the situation has been) and Blaming 

others (having thoughts that blame others for what one has experienced; e.g., I feel 

that others are to blame for it). In this study, each of the nine individual ER strategies 

were examined. 

The CERQ and CERQ-k have previously demonstrated good internal 

consistency across its nine individual subscales (Cronbach’s α’s ranging from .63 to 

.83 for different subscales) (Garnefski et al., 2007). Cronbach’s α for the individual 

ER subscales are included in Table 6.3.  

Emotion Regulation Questionnaire for children and adolescents (ERQ-

CA; Gullone & Taffe, 2012). The 4-item Suppression subscale of the ERQ-CA was 
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used to assess emotional suppression as this construct is not measured by the CERQ 

and CERQ-k. Youth were required to rate on a 5-point Likert scale, the degree to 

which they agree with each item (1 - Strongly Disagree, 2 - Disagree, 3 - Half and 

Half, 4 - Agree, 5 - Strongly Agree). Items are summed to produce a suppression score 

that may range from 4 to 20, with higher scores indicating greater attempts to ignore 

emotion and avoid its expression (e.g., “I control my feelings by not showing them”). 

The suppression subscale of the ERQ-CA has demonstrated good internal consistency 

(Cronbach’s α = .75) (Gullone & Taffe, 2012). Cronbach’s α for the suppression 

subscale is included in Table 6.3. 

Procedure 

Ethical approval for recruitment and procedures involved in this study were 

obtained from the institution’s human research ethics committee. Participants were 

recruited either through advertising or referrals by healthcare providers. Participants 

and their parent were required to provide written informed consent. Following an 

expression of interest in the program, parents were contacted for a brief telephone 

screen to determine potential eligibility for the program. If deemed likely to be 

eligible, the diagnostic telephone interview (ADIS-IV-P) was conducted to confirm 

the child’s suitability. Following administration of the ADIS-IV-P, the child and 

parent attended the university clinic to complete the CY-BOCS, to assess the child’s 

OCD symptom severity. Children completed the CERQ/CERQ-k and the ERQ-CA 

online prior to commencing treatment.  

Following baseline assessment, participants received CBT-ERP (Cognitive-

Behavioural Therapy with Exposure and Response Prevention) which involved a 

psychoeducation session (1.5 hours) followed by a series of three intensive individual 

therapy sessions (3 hours duration) consistent with the overall CBT approach for 
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paediatric OCD described by March and Mulle (1998). These sessions were offered in 

consecutive weeks and one month later participants completed one further booster 

session (5th session, 2 hours duration) in person for maintenance support and relapse 

prevention. Treatment sessions were completed by psychologists with training in the 

administration of CBT-ERP, and clinical supervision was provided by a senior 

psychologist with extensive experience in the assessment and treatment of OCD 

(LJF). Pre-treatment and post-treatment assessments were completed by post-graduate 

psychology students who were trained to reliability on both assessment measures 

(CY-BOCS, ADIS-P). Assessment of OCD symptoms and severity as well as self-

reported use of the ER strategies were carried out one week following the booster 

session (post-treatment) and OCD symptoms and severity were assessed again 3 

months later. All diagnostic assessments across time points were audio recorded and 

diagnoses and severity ratings were subject to group clinical consensus by clinicians 

experienced in the assessment and treatment of OCD.  

Results 

Overview of Analysis 

Analyses were conducted using the Statistical Package for the Social Sciences 

version 24. Preliminary analysis of the data indicated that although all participants 

completed treatment there was missing data for OCD severity at post-treatment (n = 

6, 9.2%) and 3-month follow-up (n = 8, 12.3%). In these cases, Intention to Treat 

Analysis (ITTA), specifically the last observation carried forward (LOCF) technique 

was used to provide an estimate of missing outcome data (Shao & Zhong, 2003).  

Pearson’s correlations were computed in order to determine whether 

children’s self-reported use of adaptive and maladaptive ER strategies were 

associated with baseline OCD severity, as well as child and parent-reported OCD 



OCD AND EMOTION REGULATION   173 

 

 

impairment. Independent samples t-tests were performed to examine differences 

between children and adolescents on pre-treatment scores for each ER strategy. To 

determine whether each ER strategy changed significantly following treatment and 

whether there was a significant interaction with age, Multivariate 2 × 2 mixed models 

repeated measures ANOVAs (age group: child 7 – 11 years, adolescent 12 – 17 years 

× time: pre, post) were conducted. Pairwise post-hoc tests were conducted to examine 

significant differences. The assumptions of homogeneity of covariances, variance 

across groups, variables normally distributed and sphericity for the mixed factorial 

ANOVA were met.  

In order to address the fourth hypothesis, Pearson’s correlations were 

performed with change scores for ER strategies, and OCD CY-BOCS severity scores 

at post-treatment and 3-month follow-up. Furthermore, to determine whether change 

in each ER strategy was a significant unique predictor of post-treatment and 3-month 

follow-up OCD severity, two multiple hierarchical regressions (MHRs) were 

conducted. Participants’ age and pre-treatment CY-BOCS scores were entered at Step 

1 and ER strategies found to correlate significantly with the dependent variable in 

each model were entered at Step 2.  

Participants in the sample were participating in a larger RCT examining 

intensive CBT-ERP, augmented with d-cycloserine (DCS) or placebo (manuscripts in 

preparation). Efficacy of treatment is reported elsewhere (Farrell et al., in 

preparation); however, preliminary analyses were conducted to determine any effect 

of treatment condition on outcomes (DCS versus PBO). There was no Time × 

Condition (DCS, PBO) effect on CY-BOCS (or any primary or secondary outcomes) 

at post-treatment or follow-up. Therefore, the total sample was used for analyses 

reported here.   
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H1: Baseline associations among variables 

Of the 10 ER strategies, pre-treatment OCD severity was significantly and 

negatively correlated with Positive Reappraisal (r = -.26, p < .05) and Positive 

Refocusing (r =-.30, p < .05). Child-reported impairment was significantly and 

negatively correlated with Positive Refocusing (r = -.26, p < .05) and significantly 

and positively correlated with Rumination (r = .26, p < .05) and Catastrophising (r = 

.26, p < .05). Parent-reported impairment was significantly and negatively correlated 

with Positive Reappraisal (r = -.25, p < .05) (Table 6.2.)  
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Table 6.2.  

Means, Standard Deviations, and Bivariate Correlations among Measures at Pre-treatment  

 α M SD 1. 2. 3. 4. 5. 6. 7. 8. 9. 10. 11. 12. 13. 14. 

1. OCD Severity - 27.62 3.77 1 .26* .40** -.14 -.26* -.30* -.15 -.21 .08 -.10 -.16 .10 .03 .12 

2. Parent Impairment .82 6.87 2.90  1 .53** -.05 -.25* -.23 -.08 -.05 .06 -.04 .08 .24 .15 .01 

3. Child Impairment .79 5.33 2.95   1 -.04 -.18 -.26* -.04 -.02 .13 .20 .26*   .26* .04 -.01 

4. Acceptance .72 9.94 3.12    1 .31* .18 .27* .54** .42** .27* .30* .19 .31* .39** 

5. Reappraisal .84 10.06 3.61     1 .45** .67** .56** .15 .21 .29* .03 -.00 -.03 

6. Refocusing .85 10.49 3.95      1 .38** .35** -.21 .06 .13 -.05 .05 -.18 

7. Planning .81 11.02 3.43       1 .44** .21 .24 .42** .07 .23 .02 

8. Perspective .82 10.91 3.32        1 .11 .15 .21 -.02 -.04 .08 

9. Self-Blame .79 8.92 3.61         1 .35** .54** .40** .06 .46** 

10. Blaming Others .80 7.14 2.44          1 .36** .29* .08 .23 

11. Rumination .81 10.18 3.54           1 .41** .10 .28* 

12. Catastrophising .74 9.54 3.35            1 .12 .27* 

13. Suppression .69 10.18 2.99             1 .17 

14. Age - 12.28 2.44              1 

Note: Parent Impairment = Parent-reported OCD Impairment; Child Impairment = Child-reported OCD Impairment  

*p ≤  0.05, ** p ≤ 0.01
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H2: Age differences in baseline ER strategies  

There was a significant difference between children and adolescents (7-11 and 

12-17) on pre-treatment adaptive ER for Acceptance (t (63) = -2.64, p = .01), whereby 

adolescents reported using acceptance significantly more than children in order to 

regulate emotions. Adolescents also reported greater use of several maladaptive ER 

strategies compared to children, including Self-Blame (t (63) = -3.21, p = .002), 

Catastrophising (t (63) = -2.21, p = .03), Blaming Others (t (63) = -2.57, p = .01) and 

Suppression (t (63) = -2.07, p = .04), (Table 6.3). Effect sizes ranged from medium to 

large (d = .55 to .87), with the exception of Rumination which had a small effect size 

(d = .35) (Table 6.3).
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Table 6.3.  

Results of Independent Samples t-tests for Children and Adolescents’ baseline Emotion Regulation, Post-treatment Means and Standard 

Deviations 

 Pre-treatment 

Children 

(n = 24) 

Pre-treatment 

Adolescents 

(n = 41) 

Between 

Groups 

Age Effect 

 Post-treatment 

Children 

(n = 24) 

Post-treatment 

Adolescents 

(n = 41) 

Variable Mean          SD Mean          SD t (df) d Mean          SD Mean              SD 

Acceptance 8.67          2.97 10.68        2.97 -2.64* (63) .68 13.21          2.72 14.63             2.96 

Positive Reappraisal 10.58        3.51 9.76          3.67 .89 (63) .23 14.96          3.22 13.88             3.68 

Positive Refocusing 11.46        3.82 9.93          3.95 1.53 (63) .40 12.46          3.48 11.17             3.12 

Planning  11             3.06 11.02        3.67 -.03 (63) .01 11.71          2.69 11.12             2.93 

Putting into 

Perspective 

10.63        2.55 11.07        3.71 -.58 (61) .14 11.58          2.24 11.76             3.31 

Self-Blame 7.17          2.39 9.95          3.83 -3.21** (63) .87 5.88            1.65 6.88               2.67 

Blaming Others 6.17          1.66 7.71          2.65 -2.57* (63) .70 5.67            1.27 6.93               2.36 

Rumination 9.42          3.01 10.63        3.79 -1.35* (63) .35 7.54            2.55 8.10               2.11 

Catastrophising 8.38          3.17 10.22        3.30 -2.21* (63) .57 6.50            1.79 7.71               2.24 

Suppression 9.21          2.36 10.76        3.19 -2.07* (63) .55 5.92            2.19 6.80               2.19 

Note: d = Cohen’s d. * p ≤ 0.05, ** p ≤ 0.01 
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H3: Change in ER strategies following treatment 

A series of mixed factorial ANOVAs were conducted separately on each ER 

strategy to examine age (child, adolescent) by time (pre to post treatment) effects. 

Results revealed only significant main effects of time on Positive Reappraisal F(1, 65) 

= 124.29, p < .05, ηp
2 = .66, Acceptance F(1, 65) = 124.20, p < .05, ηp

2 = .66, 

Putting into Perspective F(1, 65) = 20.08, p < .05, ηp
2 = .25, and Positive Refocusing  

F(1, 65) = 21.48, p < .05, ηp
2 = .25, whereby there was an increase in the use of these 

strategies from pre to post-treatment for the entire sample. There was also significant 

main effects of time on Blaming Others F(1, 65) = 24.05, p < .05, ηp
2 = .28, 

Rumination F(1, 65) = 36.05, p < .05, ηp
2 = .36, Catastrophising F(1, 65) = 52.92, p 

< .05, ηp
2 = .46, Suppression F(1, 65) = 111.96, p < .05, ηp

2 = .64 and Self-Blame 

F(1, 65) = 52.86, p < .05, ηp
2 = .46, whereby there was a decrease in the use of these 

strategies from pre to post-treatment for the entire sample. The main effect of time on 

Refocus on Planning was not significant, F(1, 65) = 3.09, p > .05, ηp
2 = .05.  

For Self-Blame only, there was a significant time × age interaction F(1, 65) = 

8.81, p < .05, ηp
2 = .12 (Figure 6.1). Although there were significant age differences 

at pre-treatment (older youth higher than younger youth on Self-Blame), at post-

treatment, the difference between the age groups was not significant (t (63) = -1.87, p 

= .07). Reduction in Self-Blame from pre- to post-treatment was significant among 

children (t (23) = 3.51, p = .002, d = 0.62) and adolescents (t (40) = 7.59, p <.001, d = 

0.93). 



OCD AND EMOTION REGULATION   179 

 

 

 

Figure 6.1. Time by Age Interaction for Self-Blame 

H4: ER strategies as predictors of OCD severity  

Correlations were conducted between change scores on ER strategies and the 

two dependent variables: CY-BOCS OCD severity at post- and at 3-month follow-up. 

The results revealed that OCD severity at post-treatment was significantly and 

negatively correlated with changes in Acceptance (r = -.55, p < .01), Positive 

reappraisal (r = -.37, p < .01), and Putting into Perspective (r = -.29, p < .05) and was 

significantly and positively correlated with Self-Blame (r = .37, p < .01), 

Catastrophising (r = .32, p < .01), and Suppression (r =.44, p < .01). OCD severity at 

3-month follow-up was significantly and negatively correlated with changes in 

Acceptance (r = -.71, p < .01), Positive reappraisal (r = -.50, p < .01), and Putting 

into Perspective (r = -.28, p < .05) and was significantly and positively correlated 

with Self-Blame (r = .48, p < .01), Rumination (r = .38, p < .01), Catastrophising (r = 

.41, p < .01), and Suppression (r = .47, p < .01).  
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Predicting post-treatment OCD severity. Pre-treatment severity and age were 

entered at Step 1 and accounted for 14.7% of the variance in explaining post-treatment 

severity (F(2, 62) = 5.34, p = .007). At Step 2, the change score for Acceptance, Positive 

Reappraisal, Putting into Perspective, Self-Blame, Catastrophising and Suppression 

collectively explained an additional 43.8% of variance (Fchg(6, 56) = 9.83, p <.001) and pre-

treatment severity remained a significant unique predictor, accounting for 14.4% of unique 

variance (age was non-significant p = .22). The ER strategies which were significant unique 

predictors of post-treatment severity were Acceptance and Suppression, accounting for 9.6% 

and 3.5% of unique variance respectively. Greater Acceptance and reduced Suppression 

were uniquely associated with a reduction in post-treatment OCD severity. In total, all 

predictors accounted for a significant 58.5% of the variance in post-treatment severity (F(8, 

56) = 9.85, p <.001), thus providing partial support for Hypothesis 4 (see Table 6.4). 

Predicting OCD severity at 3-month follow-up. Pre-treatment severity and age 

were entered at Step 1 and accounted for 8.8% of the variance in explaining 3-month post-

treatment severity (F(2, 62) = 3.00, p = .06). At Step 2, the change score for Acceptance, 

Positive Reappraisal, Putting into Perspective, Self-Blame, Rumination, Catastrophising and 

Suppression collectively explained an additional 64.5% of variance (Fchg(7, 55) = 19.04, p 

<.001) and pre-treatment severity remained a significant unique predictor, accounting for 

10.3% of unique variance (age was non-significant p = .93). The ER strategies which were 

significant unique predictors of 3-month post-treatment severity were Acceptance and Self-

Blame, accounting for 19.4% and 3% of unique variance respectively. Greater Acceptance 

and reduced Self-Blame were uniquely associated with a reduction in 3-month post-

treatment OCD severity. In total, all predictors accounted for a significant 73.4% of the 

variance in 3-month post-treatment severity (F(9, 55) = 16.84, p <.001), thus providing 

partial support for Hypothesis 4 (see Table 6.5). 
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Table 6.4. 

Hierarchical Multiple Regression Analysis Testing the Hypothesised Predictors of Post-

treatment Severity (N = 65) 

 

Variable B SE B β p 

Step 1, R2 = .15, F(2, 62) = 5.34, p = .007 

Pre-treatment OCD Severity  .908 .299 .358 .003** 

Age .426 .435 .115 .33 

Step 2,  ΔR2 = .44, Fchg(6, 56) = 9.83, p <.001 

Acceptance -1.29 .36 -.413 .001** 

     Positive Reappraisal .374 .388 .120 .34 

     Putting into Perspective -1.02 .611 -.157 .10 

     Self-Blame .699 .432 .188 .11 

     Catastrophising  .298 .434 .076 .49 

     Suppression .807 .374 .234 .04* 

Note: Final R2 = .59, F(8, 56) = 9.85, p <.001. 

* p ≤  0.05, ** p ≤ 0.01 
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Table 6.5. 

Hierarchical Multiple Regression Analysis Testing the Hypothesised Predictors of 3-month 

Post-treatment Severity (N = 65) 

 

Variable B SE B β p 

Step 1, R2 = .09, F(2, 62) = 3.00, p = .06 

Pre-treatment OCD Severity  .673 .293 .279 .03 

Age .295 .427 .084 .49 

Step 2,  ΔR2 = .65, Fchg(7, 55) = 19.04, p <.001 

Acceptance -1.74 .275 -.589 <.001** 

     Positive Reappraisal .083 .301 .028 .78 

     Putting into Perspective -.370 .471 -.060 .44 

     Self-Blame .955 .383 .271 .02* 

     Rumination  -.155 .288 -.051 .59 

     Catastrophising  .193 .333 .052 .57 

     Suppression .538 .302 .164 .08 

Note: Final R2 = .73, F(9, 55) = 16.84, p <.001. 

* p ≤  0.05, ** p ≤ 0.01 

Discussion 

This study aimed to examine whether child-reported ER strategies (adaptive and 

maladaptive) at baseline were significantly associated with OCD severity and impairment 

among children and adolescents with OCD, and further whether ER strategies differed as a 

function of age. The results provided partial support for the first two hypotheses in this study, 

with greater OCD severity and impairment being associated with less positive reappraisal and 

positive refocusing, and greater OCD impairment also being associated with greater 
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catastrophising and rumination. Furthermore, at baseline, adolescents had significantly 

greater use of specific adaptive (Acceptance) and maladaptive ER strategies (Self-Blame, 

Blaming Others, Rumination, Catastrophising). The study also examined whether evidence-

based intensive CBT-ERP resulted in improved ER strategies following treatment, and the 

results partially supported the third hypothesis, with significant changes in nine of the ER 

strategies in the expected direction, and a significant interaction by age for Self-Blame 

whereby older children had a greater decrease in Self-Blame following treatment. Finally, 

this study aimed to examine whether changes in ER strategies following intensive CBT-ERP 

predicted symptom reduction at post-treatment and 3 months following treatment. The results 

partially supported hypothesis four, whereby an increase in Acceptance and decrease in 

Suppression were found to be significant unique predictors of OCD severity at post-

treatment, while an increase Acceptance and decrease in Self-Blame were significant unique 

predictors of OCD severity 3 months following treatment.  

The current findings that OCD severity at pre-treatment was negatively associated 

with the use of specific adaptive ER strategies is consistent with the more general findings of 

previous studies that difficulties with ER are associated with a more severe presentation of 

OC symptoms in youth (Bender et al., 2015). However, the finding that less positive 

reappraisal and positive refocusing is associated with greater OCD severity differs from the 

findings of previous studies (e.g., Berman et al., 2018a) where suppression was found to be 

significantly associated with OC symptoms while cognitive reappraisal was not. Our findings 

suggest that for children and adolescents, the severity of their OCD and the degree of 

functional impairment may be related in part to deficits in their ability to adjust their threat 

appraisals and reframe thoughts to reduce the subjective experience of negative affect. 

Similarly, the characteristic nature of obsessions as repetitive intrusions has been described in 

the context of rumination (Salkovskis, 1999; De Silva, 2014; Exner, Martin, & Rief, 2009) 
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and catastrophic thinking (Giele, van den Hout, Engelhard, Dek, & Hofmeijer, 2011; 

Salkovskis 1998). It is therefore not surprising that in the current study greater OCD 

impairment was associated with greater rumination and catastrophising, which is in line with 

current cognitive conceptualisations of OCD (Frost & Steketee, 2002). These maladaptive 

cognitive strategies are processes that drive the intrusive thoughts in OCD and interfere with 

the child’s ability to function effectively in their daily lives. 

The current study’s finding that adolescents had significantly greater use of 

acceptance compared to children aligns with developmental literature on ER proposing that 

adaptive ER increases as a function of age (Zimmermann & Iwanski, 2014). However, the 

results also indicated that, at baseline, adolescents with OCD had significantly greater use of 

specific maladaptive strategies relative to children (Self-Blame, Blaming Others, Rumination 

and Catastrophising). These findings, though unexpected, are somewhat consistent with a 

study completed by Garnefski and Kraaij (2006) who examined the use of cognitive ER 

strategies in individuals from middle adolescence through to adulthood and found that there 

was an increase in the use of both adaptive and maladaptive strategies associated with an 

increase in age. It may also be considered that patterns of increases in both adaptive and 

maladaptive ER strategies might be enhanced in youth with psychopathology, relative to an 

increase in predominantly adaptive ER in healthy controls. Therefore, future studies may 

consider comparing youth with and without OCD.  

The findings of the current study indicated a significant increase in several adaptive 

ER strategies (Acceptance, Positive Refocusing, Positive Reappraisal, Putting into 

Perspective) and a decrease in maladaptive ER strategies (Self-Blame, Rumination, 

Catastrophising, Blaming Others, Suppression) from pre to post-treatment. The findings are 

generally consistent with previous studies that have reported changes in ER strategies as a 

function of cognitive-behavioural treatments for social anxiety (Aldao et al., 2014; 
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Moscovitch et al., 2012). The results suggest that for youth with OCD, engaging in intensive 

CBT-ERP may have an overall positive effect on the individual’s ability to regulate their 

emotions, with an increase in the more adaptive methods of regulation and a decrease in the 

use of maladaptive strategies. Providing treatment in an intensive format may facilitate 

accelerated learning and a more accepting and efficacious style of regulating symptoms and 

distress. However, randomised control trials would be needed to determine whether greater 

improvement in ER occurs when CBT-ERP is offered in an intensive format versus standard 

mode of delivery.  

It is noteworthy, that there was no significant change in Refocus on Planning, which 

is defined as the individual having thoughts about what to do and how to handle the 

experience one has had. This strategy seems closely aligned to Problem Solving as a strategy 

for regulating emotions discussed by Aldao and Nolen-Hoeksema (2010), which in turn has 

been argued to be associated with the situation modification strategy within the process 

model of ER since both involve conscious efforts to modify a stressful situation in such a way 

that reduces the intensity of the individual’s subjective emotional experience. The proposed 

association to Refocus on Planning as a strategy is also based on the assertion by Aldao and 

Nolen-Hoeksema (2010) that Problem Solving involves the cognitive process of planning in 

addition to executing the plan. The findings in the current study may reflect that shifting the 

focus to planning or problem solving may not be central to the presentation of OCD where 

the emphasis is less on finding solutions to existing problems and more on coping with 

distress driven by the threat expectancies or the fear of future outcomes.  

The increase in Acceptance from pre to post treatment was found to be a significant 

unique predictor of greater reduction in OCD severity at post-treatment and 3 months 

following treatment. Acceptance involves the individual being aware of their emotions and 

experiencing them fully without the need to change these emotions (Hayes, Strosahl, & 
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Wilson, 1999). The individual must remain open to their internal cognitive and emotional 

experiences and remain in contact with them (Hayes et al., 1999). In the context of OCD, 

acceptance involves openness to thoughts and an ability to tolerate the emotional discomfort 

without needing to engage in behaviours (compulsions) that are aimed at eliminating those 

thoughts and alleviating the emotional discomfort. The findings of the current study suggest 

that children who reported greater increase in the extent to which they were accepting of their 

thoughts and emotions, had better responses to treatment over time. The finding is consistent 

with research suggesting that acceptance is an effective regulatory strategy for dealing with 

challenging emotions and reducing negative emotional experiences (Campbell-Sills, Barlow, 

Brown, & Hoffman, 2006) and moreover that the avoidance of internal experiences such as 

unwanted thoughts or emotions may underlie several psychological disorders (Hayes, Wilson, 

Gifford, Follette, & Strosahl, 1996; Stewart, Zvolensky, & Eifert, 2002). The findings are 

also consistent with recent research in the adult OCD literature, where significant 

relationships between ER difficulties and non-acceptance of thoughts and obsessive beliefs 

have been found (Berman et al., 2018b). Berman and colleagues (2018b) purported that the 

appraisal of thoughts as unacceptable contributed negatively to maintaining strong obsessive 

beliefs and were associated with difficulties in the individual accessing other adaptive ER 

strategies, clarifying their emotional experience and engaging in goal-directed behaviour 

when they were upset. An increase in acceptance impacts favourably on children’s ability to 

tolerate the experience of negative emotions, as they develop less maladaptive appraisals of 

the stress response and are able to manage such responses more effectively. There is also less 

avoidance and neutralising behaviours in response to the distress.  

Given that acceptance and suppression are conceptually opposing constructs (the 

latter involving efforts to ignore the emotion and avoid its expression), it is not surprising that 

the current study found that greater reduction in suppression was a significant unique 
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predictor of improved response at post-treatment. Previous studies have implicated the 

suppression of emotionally evocative thoughts as potentially interfering in processes that 

occur within exposure therapy (Wegner & Zanakos, 1994; Wenzlaff & Wegner, 2000) and its 

role in maintaining OCD symptoms, given the individual’s desire to avoid the intrusive 

obsessions (Berman et al., 2018a; Salkovskis, 1989). The nature of CBT-ERP discourages the 

use of suppression, in fact the child is encouraged to face their anxiety and over time their 

experience of the once anxiety-provoking situation becomes more manageable. Therefore, 

reinforcing the child’s acceptance rather than avoidance of their internal emotional 

experiences significantly increases the likelihood of favourable treatment response.  

The findings also revealed that a reduction in self-blame was a significant unique 

predictor of greater reduction in OCD severity at 3 months following treatment. This finding 

is consistent with pre-existing theories that highlight the importance of inflated responsibility 

as a core feature of OCD (Salkovskis, 1985). Inflated responsibility focuses on the 

individual’s belief that they cause or indirectly influence unfavourable outcomes (Salkovskis, 

1985) and the individual is typically unable to recognise the role of other factors that may 

account for such outcomes. This cognitive style aligns with the self-blame ER strategy which 

involves having thoughts that blame oneself for what one has experienced (Garnefski et al., 

2001). According to Salkovskis (1985) inflated responsibility strengthens obsessions and 

associated distress and subsequently leads to compulsions as a maladaptive strategy for 

neutralising this distress. More recent studies (e.g., Cougle, Lee, & Salkovskis, 2007; De 

Berardis et al., 2015) have also provided support for the strong association between inflated 

responsibility and OCD severity. The process of engaging in intensive CBT-ERP provides 

the context in which the child can evaluate these belief biases and obtain evidence that 

disconfirms such beliefs and that reduces their tendency to attribute the responsibility for 

outcomes excessively to the self. Moreover, greater reduction in self-blame overtime may 
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reduce the strength of obsessional thoughts and contribute to a reduction in severity over time 

(i.e., at longer term follow-up).  

The finding that a significant change in self-blame from pre to post-treatment 

interacted significantly with age suggested that while children and adolescents both had 

significant change over time, older children experienced more of a reduction in self-blame 

over the course of treatment. The current findings are interesting when considered in relation 

to previous research by Farrell and colleagues (2012) which found that age moderated the 

association between maladaptive responsibility beliefs and OCD severity in a clinical sample 

of youth (n = 46). Moreover, Farrell and colleagues highlighted that self-reported inflated 

responsibility was significantly and positively associated with OCD severity among 

adolescents (12-17 years of age) but not children (aged 7 – 11 years). In the current study, 

there was a similar pattern of a significant difference in baseline self-blame with adolescents 

reporting greater self-blame than younger children. However, following treatment older 

children seem to experience a sharper reduction in the use of this strategy and at post-

treatment there was no significant difference between age groups on self-blame. The findings 

in this study highlight the positive impact of treatment on self-blame as a maladaptive ER 

strategy and that despite greater reduction for older children, the degree to which all children 

experienced reduction in the use of self-blame was associated with longer-term treatment 

response. 

Limitations and Direction for Future Research 

The findings of this study should be considered within the context of some 

limitations. The current study’s reliance on child self-report data with regards to the use of 

ER strategies is a limitation. This represents a larger issue regarding the challenges of 

measuring ER in general. It is fair to criticise the accuracy of self-reporting on ER, since it 

requires a fair degree of insight, which varies across individuals substantially (Robinson & 
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Clore, 2002) and can also be variable among children at differing stages of development. 

However, one of the advantages of using self-report measures in this and other studies is that 

it tends to reflect dispositional tendencies and allow for an assessment of ER strategies that 

are used across time and across different situations (Aldao et al., 2010). Additionally, the fact 

that the current study looked at several ER strategies is a strength of this paper. However, 

future research may consider diversifying the measurement of ER, for example, by including 

psychophysiological measurement of ER during ERP sessions and examining physiological 

changes in relation to different ER strategies. This is consistent with recommendations about 

incorporating ecological momentary assessment as proposed by Shiffman, Stone, and 

Hufford (2008).  

One of the methodological limitations of this study is that the measurement of ER 

strategies pre and post treatment, and accounting for change in these strategies, does not 

clarify whether these changes precede, follow or co-vary with reductions in OCD severity. 

Identifying temporal changes or exploring mechanisms of change requires frequent and 

repeated assessment during the treatment as well as more sophisticated statistical procedures 

such as panel mediation analysis (which can be helpful for detecting reverse causality). 

Therefore, future studies may also consider examining whether changes in the ER strategies 

identified as unique predictors in the current study, may also be mediators or moderators of 

treatment outcome. This may provide further elaboration on the role of these ER strategies in 

treatment. Exploring these research questions may require a larger sample than was used in 

this study. 

Clinical Implications 

Despite the limitations noted, the findings of the current study build on the growing 

body of research examining the association between ER, OCD symptoms and response to 

treatment. The study examined associations between a wide range of specific ER strategies 
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and OCD severity and impairment, as well as highlighted variability in the use of these 

strategies among children and adolescents with OCD. Additionally, the study examined these 

strategies in context of evidence-based treatment for OCD.  

The study’s findings give rise to several key considerations for clinical practice, as 

well as directions for future research in the area. The findings that intensive CBT-ERP for 

OCD was associated with changes in the use of various ER strategies and moreover that 

changes in Acceptance, Suppression, and Self-Blame were unique predictors of treatment 

response, suggests that these ER strategies may play a key role in the process of change that 

occurs for youth receiving OCD treatment. Therefore, targeting these specific strategies (i.e., 

enhancing effective strategies and addressing maladaptive ones) in exposure-based treatment 

may contribute to improved remission rates. The basis for such considerations is further 

supported by several studies which have found that augmenting exposure therapy with an ER 

training component was associated with improved outcomes for other psychopathologies 

such as PTSD (e.g., Cloitre, Koenen, Cohen, & Han, 2002; Cloitre et al., 2010) as well as 

specific phobia (Kamphuis & Telch, 2000). Randomised controlled trials evaluating ER 

augmented CBT-ERP treatment for OCD may be helpful in determining whether these 

benefits are transdiagnostic. 

 

 

 

 

 

 

 

 

 



OCD AND EMOTION REGULATION   191 

 

 

CHAPTER 7: General Discussion 

Overview 

While cognitive-behavioural (CB) models of OCD have emphasised the role of 

dysfunctional belief biases in driving emotional distress associated with symptoms, there has 

been limited research to date investigating potential associations across a broad range of 

emotion regulation (ER) strategies and the clinical expression of OCD in children and youth. 

Furthermore, there has been almost no research to date which has examined whether current 

evidence-based cognitive-behavioural treatments (CBT) result in an increase in adaptive ER, 

or reduction in maladaptive ER, in the context of childhood OCD, and whether such changes 

predict OCD treatment response and / or remission. Therefore, the current program of 

research broadly aimed to: 1) examine whether youth with OCD who experience deficits in 

emotional control differ in their OCD symptom expression, comorbidity and response to 

evidence-based CBT relative to youth with greater emotional control; 2) examine the extent 

to which parental perceptions of their child’s ability to regulate their emotions is associated 

with child symptoms, parental distress and / or family accommodation (FA); and 3) examine 

whether intensive CBT focused on exposure and response prevention (CBT-ERP) results in 

improved ER as indexed by an increase in the use of adaptive ER strategies and a decrease in 

maladaptive strategies from pre- to post-treatment and furthermore, whether changes in ER 

strategies following CBT-ERP predict symptom reduction (post-treatment and 3 months 

following treatment). 

This chapter provides an overview of the major findings from the series of empirical 

studies that were conducted as part of this PhD, followed by a discussion of the major 

theoretical and clinical implications of these findings. Broadly, there are three central themes 

to the review of study findings and implications, including: 1) the place of ER in current CB 

models of OCD, 2) the importance of considering the role of parents in child OCD symptom 
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maintenance, and thus the need for parental involvement in paediatric OCD treatment, and 3) 

the potential role of ER strategies in maximising OCD treatment outcomes. Finally, the 

overall strengths and limitations of the current program of research are discussed, as well as 

recommendations for the future directions of the field. 

Summary of Findings 

Deficits in Emotion Regulation in Paediatric Obsessive-Compulsive Disorder: 

associations with symptom presentation and response to treatment (Chapter 4) 

The study reported on in chapter 4 examined deficits in the child’s emotional control 

(EC), an index of ER, in a paediatric OCD sample (n = 137). The study examined two groups 

of children – those higher on EC and those lower on EC, and examined whether these groups 

differed in OCD severity, FA, internalising and externalising symptoms, comorbidity, and 

response to treatment. Findings indicated that children who had poorer EC had significantly 

greater OCD severity, significantly more family accommodation and significantly more 

internalising and externalising symptoms. They were also more likely to have a comorbid 

diagnosis of oppositional defiant disorder or social phobia. Additionally, children with greater 

EC were more likely to have attained response or remission of their symptoms immediately 

following treatment, relative to those with poorer EC. Similarly, at three months following 

treatment there were fewer responders to treatment among the low EC group relative to the 

higher EC group; however, there was no significant difference in remission between groups. 

Examining Parental Perception of Children’s Emotion Regulation in Paediatric OCD: 

associations with child symptoms, parental distress, and family accommodation 

(Chapter 5) 

The study reported on in chapter 5 examined the extent to which negative parental 

perceptions of their child’s ER was associated with greater FA and additionally sought to 

understand the degree to which various parent and child variables were associated with 



OCD AND EMOTION REGULATION   193 

 

 

negative parental perception of child ER. In summary, the findings indicated that negative 

parental perception of their child’s ER ability was significantly and positively correlated with 

child internalising and externalising symptoms, FA, parental depression and stress, whereas 

positive parental perception of their child’s ER was significantly and negatively correlated 

with child externalising symptoms. Furthermore, child externalising symptoms and parental 

depression uniquely predicted negative parental perception of their child’s ER ability after 

controlling for other established predictors. While negative parental perception of child ER 

was moderately and positively correlated with FA, it was not found to be a unique predictor 

of FA after controlling for child OCD severity and externalising symptoms. Negative parental 

perception of child ER was also not found to be a significant moderator of the relationship 

between OCD severity and FA.  

Examining the Role of Emotion Regulation Strategies in the Treatment of Paediatric 

Obsessive-Compulsive Disorder (OCD) (Chapter 6) 

The findings of the third and final study were reported on in chapter 6. This study 

extended those in chapter 4 primarily by focusing on assessing a wider range of specific 

adaptive and maladaptive ER strategies among youth with OCD, both before and after 

treatment. The final study in this research program examined several aims, including; age 

differences in reported ER strategies at baseline; associations between ER strategies and 

OCD severity and impairment; and finally, the extent to which ER strategies changed 

following CBT-ERP, and the degree to which such changes predicted a treatment response at 

post-treatment and three months following treatment. 

In summary, the findings indicated that at baseline, adolescents had significantly 

greater use of specific adaptive (Acceptance) and maladaptive ER strategies (Self-Blame, 

Blaming Others, Rumination, Catastrophising), and for the overall sample, greater baseline 

OCD severity and impairment were associated with less Positive Reappraisal and Positive 



OCD AND EMOTION REGULATION   194 

 

 

Refocusing, whereas greater OCD impairment was also associated with greater 

Catastrophising and Rumination. Following CBT-ERP, there were significant improvements 

in four adaptive strategies (Acceptance, Positive Refocusing, Positive Reappraisal, Putting 

into Perspective) and five maladaptive ER strategies (Self-Blame, Rumination, 

Catastrophising, Blaming Others, Suppression). Additionally, pre to post-treatment increases 

in Acceptance and decreases in Suppression were found to be significant unique predictors of 

OCD severity at post-treatment, while increases in Acceptance and decreases in Self-Blame 

were significant unique predictors of OCD severity 3 months following treatment.  

Broad Implications of the Program’s Findings 

1. ER and the Cognitive-Behavioural model of OCD 

The findings presented in this PhD highlight that ER is a significant part of the 

clinical expression of OCD. Along with previous studies that have found similar associations 

between deficits in ER and OC symptoms (e.g., Bender, Pons, Harris, Esbjorn, & Reinholdt-

Dunne, 2015; Berman, Shaw, Curley, & Wilhelm 2018a; Berman, Shaw, & Wilhelm, 2018b) 

there may be a basis for considering the role of ER within current evidence-based CB models 

for understanding the persistence of OCD symptoms. Traditionally, the CB model of OCD 

has focused on the role of maladaptive belief biases as driving the emotional distress that 

leads to neutralising compulsions. The role of emotions and emotional distress, while not 

absent from this conceptualisation has been somewhat limited by being characterised as an 

outcome of other maladaptive phenomena (e.g., thoughts or compulsive behaviours) (Myers, 

Fisher, & Wells, 2009; Rachman, 1993; Salkovskis, Forrester, & Richards, 1998). One 

perspective is that the course of the disorder itself disrupts the development of healthy ER, 

however alternatively it may also be considered that a child who is delayed in the process of 

acquiring skills to effectively regulate their emotions may be more vulnerable to OCD, thus 

making the presence of these ER deficits a risk factor. Individuals with deficits in ER 
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inadvertently demonstrate inflexibility and a high degree of rigidity in their repertoire of 

behavioural responses, and such responses typically are geared towards avoidance (Fresco, 

Mennin, Heimberg, & Ritter, 2013), which is consistent with the dysfunctional role of 

compulsions within OCD. Given that ritualising behaviours are proposed to serve as 

regulatory processes for managing dysfunctional beliefs and associated distress, an 

underlying deficit in ER may play a role in the child’s symptoms.  

Indeed, the heterogeneity that characterises OCD in children and adolescents 

encapsulates aetiology, symptom expression and comorbidity profiles. The findings of the 

current research highlight that this heterogeneity may extend to the variability in the capacity 

for ER, whereby at least a sub-group of youth with OCD experienced significant deficits in 

their capacity for emotional control. This finding has clinical implications for assessment of 

paediatric OCD, whereby at pre-treatment clinicians may consider going beyond an 

assessment of OCD symptoms, severity and family accommodation and additionally 

incorporate measures of the child’s ER capacity. Chapter 1 of this thesis highlighted the 

importance of thorough diagnostic assessment not only to clarify the diagnosis of OCD, but 

also to assess for comorbid conditions that may impact on treatment outcomes. Given the 

findings in chapter 4 that children with poorer ER were more severe and moreover, more 

likely to have a comorbid diagnosis of ODD or Social Phobia (which are also known for their 

association with deficits in ER), it may be especially important that clinicians consider 

incorporating the assessment of ER deficits for youth with greater severity or where these 

comorbidities appear to be present. The findings may also suggest that youth with significant 

deficits in ER may represent a more severe sub-type of patients with OCD. Therefore, 

identifying whether a child has poorer emotional control may assist clinicians in: 1) arriving 

at a transdiagnostic formulation based on the child’s unique presentation of symptoms and 

associated ER deficits; 2) tailoring intervention to assist children in managing their emotional 
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responses across contexts and symptomatology; 3) intensifying or augmenting treatment to 

provide greater support to these youth who appear to experience greater impairments and 

poorer response to treatment. 

2. The Role of Parents in OCD Symptom Persistence and OCD treatment 

The findings in chapter 5 corroborated those in previous studies which highlight OCD 

severity and child externalising behaviour as robust predictors of FA (e.g., Stewart et al., 

2008; Storch et al., 2008; Storch, Lewin, Geffken, Morgan, & Murphy, 2010), and thus when 

accounting for these predictors, negative parental perception of child ER was not found to be 

a significant predictor of FA. However, there was a significant moderate and positive 

correlation between negative parental perception of child ER and family accommodation, 

which suggests that the way in which parents appraise their child’s ability to cope may to 

some extent be associated with the degree to which they participate in their child’s rituals or 

make modifications to daily routines in order to reduce their child’s distress. Morgan, 

Robinson, and Aldridge (2002) proposed that parents’ long-term beliefs about the child are 

likely to influence their parental responses to the child’s behaviour. Therefore, clinicians may 

consider that parents’ negative appraisal of their child’s regulatory capacity, particularly 

when such perceptions/beliefs persist over time, may increase the likelihood of ongoing 

accommodation to their child’s OCD symptoms, which inadvertently maintains OCD 

symptomatology over time. 

The presence of child externalising symptoms and parental depression seem to play a 

unique role in predicting parents’ negative perceptions of the child’s ability to regulate their 

emotions. As discussed in chapter 5, externalising behaviours often present a challenge for 

the entire family and over time may lead parents to appraise their child’s ability to cope with 

distress as being quite low. The finding that externalising symptoms are strongly associated 

with negative parental perception of child ER further suggests that children with higher 
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externalising behaviours may be more emotionally dysregulated, or at least perceived to be 

by their parents. These findings are also interesting when considered for their potential 

association with several previous studies (e.g., Garcia et al., 2010; Ginsburg et al., 2008; Torp 

et al., 2015) which have highlighted externalising symptoms as a significant predictor of 

poorer treatment response. It may therefore be considered that youth with greater 

externalising behaviours may be good candidates for a higher dose of evidence-based 

treatment or perhaps may benefit from an augmented treatment that also focuses on 

emotional dysregulation in order to reduce externalising symptoms and improve OCD 

treatment outcomes.  

Furthermore, when considering the difficulty parents experience with children who 

have externalising symptoms in combination with OCD, clinicians might provide greater 

validation of the parental experience and challenges facing parents of these severe and 

clinically complex youth. A family-based OCD treatment approach may assist parents’ 

understanding of their child’s behaviour and OCD symptoms, management of child 

behavioural and emotional problems, as well as provide management of parental distress, in 

addition to treatment of OCD symptoms. Clinicians may also consider whether engaging 

parents more actively in OCD treatment may serve to improve their negative perceptions of 

the child’s ability to self-regulate and cope with distress. During exposure and response 

prevention for OCD, moderate levels of anxiety are elicited, and the child or adolescent is 

encouraged to tolerate the distress brought on by the intrusive thoughts/images without 

engaging in maladaptive compulsions. Parents’ firsthand observations of this process may 

provide a corrective experience in terms of how they appraise their child’s ability to cope 

outside of therapy and therefore may lead to greater generalisation of progress made in 

treatment to other contexts (e.g., home and school). Additionally, clinicians may consider the 
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utility in the assessment of parents’ perception of children’s ability to self-regulate as a part 

of pre-treatment assessments and perhaps as a part of ongoing monitoring during treatment. 

Whilst children with OCD may have poor capacity to regulate emotions before 

treatment, it is hoped that following successful treatment of OCD children will be able to 

better regulate their emotional responses. Chapter 6 builds upon these hypotheses and 

presents the first study to examine change in ER strategies following CBT for OCD. 

However, it is important to consider whether changes in children’s ER following treatment 

translates to changes in parents’ perceptions of their child’s capacity to manage their 

emotions. Oftentimes in treatment, changes made are incremental and parents may not always 

observe the hard work and symptomatic reduction children are working towards. In order for 

children and families to maintain good progress and work towards freedom from OCD, it is 

often important to assist parents in recognising the gains made, rather than the symptoms that 

remain. The potential for clinicians to actively engage parents in discussions throughout 

therapy about their perceptions of the child’s progress and more specifically, their child’s 

ability to regulate their emotions, may allow for more conscious processing of the learning 

attained and the successes achieved, and empower both parents and children to have 

expectancies of remission. Such conscious processing in-session with the treating clinician 

may lead to greater shifts in perception that have more generalisable effects for the parent and 

child outside of the immediate therapy context (e.g., home and school). Future research may 

consider examining these hypotheses in existing family-based treatment programs, in 

particular extending the findings in chapter 5 to examine changes in parents’ perceptions 

during therapy and at post-treatment.  

3. Assessing and Targeting ER Strategies in OCD treatment 

The findings of this research program regarding changes in ER strategies from pre to 

post treatment have provided further insight into processes of change that occur following 
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CBT-ERP and may be relevant to the growing body of knowledge about how CBT-ERP may 

exert its therapeutic effects. For youth with OCD, engaging in intensive CBT-ERP may have 

an overall positive effect on the individual’s ability to regulate their emotions, with an 

increase in the use of more adaptive regulation strategies and a decrease in the use of 

maladaptive strategies. Given that more adaptive ER is associated with greater psychological 

well-being (Aldao, Nolen-Hoeksema, & Schweizer, 2010) future research may examine how 

improvements in ER that are evident following treatment may translate to more persistent 

patterns of adaptive coping among youth with OCD as evidenced by overall improved 

functioning and reduced impairment across contexts.  

The degree to which these changes in ER may be associated with the intensive 

modality of treatment is not yet known. Dyason, Farrell, and Waters (2019) highlighted that 

the administration of standard CBT treatment for OCD (typically involving 12 to 20 weekly 

sessions of clinic-based therapy) can present challenges for families in terms of their ability 

to schedule weekly sessions with sufficient regularity for maximal therapeutic benefit given 

difficulties with competing demands for both parents and children (e.g., work and school 

demands). These realities have implications for the translation of evidence-based treatments 

into everyday treatment contexts and provide a basis for considerations of providing 

evidence-based treatment in more intensive formats. Given that the current research program 

involved intervention for OCD in an intensive format and suggested positive changes in the 

use of ER strategies, one may consider whether such intensive treatments may facilitate 

accelerated learning and a more accepting and efficacious style of regulating symptoms and 

distress. It may be useful for future research to examine whether the patterns/degree of 

change in the use of adaptive and maladaptive ER strategies are different when treatment is 

delivered in standard format versus more intensive administration of treatment. 
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Findings within the current research program also highlighted that pre to post 

treatment increases in Acceptance was a strong and consistent predictor of reduction in OCD 

severity immediately following treatment and at three months following treatment. If we 

conceptualise children with OCD as having difficulties with regulating their emotions and 

thus using compulsions as a method to avoid their internal emotional experiences (thoughts 

and emotions), then exposure-based intervention emphasising the acceptance of these internal 

experiences as a part of their efforts to face and fight OCD may contribute to improved 

remission rates. CBT for paediatric OCD certainly addresses acceptance of thoughts and 

emotional experiences, which may be one reason why CBT-ERP is effective in treating this 

disorder and this aligns with the findings in chapter 6 that changes in Acceptance was a 

strong predictor of a reduction in OCD severity following treatment. Perhaps however there 

is room to deepen or extend these “acceptance-focused” approaches by specifically targeting 

this component/strategy in youth who may be identified as having a greater deficit at 

baseline, or a delayed response to acquiring adaptive ER strategies during CBT.  

Several third-wave cognitive-behavioural therapies have emphasised the role of ER as 

a focal point of interventions, in particular acceptance-based behaviour therapies such as 

dialectical behaviour therapy (DBT) (e.g., Hayes, Strosahl, & Wilson, 1999; Linehan, 1993) 

which places emphasis on the individual allowing and accepting emotions (whether negative 

or positive). A similar focus on the role of Acceptance has also formed a part of Acceptance 

and Commitment Therapy (ACT; Hayes et al., 1999) where the emphasis is also on non-

avoidance of internal emotional experiences; remaining open to emotional experiences 

whether pleasant or unpleasant without needing to alter them (i.e., Acceptance). More 

recently, the emergence Emotion Regulation Therapy (ERT; see Mennin & Fresco, 2014) has 

combined principles from traditional and contemporary CBT (including skills training and 

exposure) along with practical findings from affective science that target specific skills in 
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treatment, focusing on identified disruptions in the individual’s cognitive, emotional and 

motivational systems. This approach to intervention has maintained that it is not separate 

from CBT but rather is considered a mechanism-targeted form of CBT aimed at improving 

efficacy (Mennin & Fresco, 2014). Thus, CBT techniques of ERP can be used in conjunction 

with an ERT framework. This approach to date has mostly targeted individuals with 

Generalised Anxiety Disorder (GAD), especially cases where there is co-occurring major 

depressive disorder (MDD) and RCTs have demonstrated efficacy for this approach (Mennin, 

Fresco, O'Toole, & Heimberg, 2018). Mennin and colleagues (2018) randomised 53 adult 

patients with a primary diagnosis of GAD (43% of whom had comorbid MDD) to an ERT 

treatment group (n = 28) or a modified attention control condition (n = 25). Their findings 

indicated that patients in the ERT group (compared to those in the attention control condition) 

had statistically and clinically significant improvements across several domains, including: 

clinical indicators of GAD and MDD, measures of worry, rumination, comorbid disorder 

severity, functional impairment, and overall quality of life. These treatment gains were also 

maintained when patients were reassessed 9 months following treatment. ERT therefore may 

be one approach to a more concentrated focus on ER and Acceptance, since it specifically 

addresses experiential avoidance and management of emotional experiences, including 

teaching patients to identify, differentiate and describe emotions at variable degrees of 

intensity, and moreover increase acceptance of the emotional experience as well as manage 

the emotional experience (Mennin & Fresco, 2014). In children with OCD, emphasising 

strategies that target the improvement of deficits in specific ER strategies like Acceptance 

may have a positive effect on treatment outcome and may also serve to improve the 

individuals’ overall quality of life (given the more general benefits of adaptive ER for 

psychological well-being). 
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In contrast to the findings of Mennin et al. (2018), Suveg and colleagues (2018) 

examined the effects of emotion-focused CBT compared to traditional CBT treatment among 

92 youth (aged 7 to 12) with an anxiety disorder and found that youth in both conditions 

experienced similar levels of improvement in ER and reduction in symptom severity. 

Furthermore, baseline emotion dysregulation was not found to moderate treatment response 

(Suveg et al., 2018). They argued that the skills children learned during traditional CBT to 

target their anxiety may generalise to more global abilities to regulate other emotions as well, 

and therefore may not be highly differentiated from the effects of an emotion-focused version 

of the treatment. Nevertheless, Suveg and colleagues (2018) assert that given the central role 

of ER in healthy development, therapeutic interventions that emphasise the development of 

such competencies may have benefits that extend beyond diagnostic and severity outcomes 

and instead have more visible impact on other areas of the child’s functioning (e.g., social 

and academic functioning). 

What is also unclear at this juncture is whether an ER training module geared towards 

increasing Acceptance, and/or decreasing the use of Self-Blame and Suppression strategies 

may be most efficacious if offered prior to CBT-ERP versus being incorporated into CBT-

ERP. In other areas of psychopathology, studies have examined the efficacy of incorporating 

specific ER training into CBT (Berking, Ebert, Cuijpers, & Hoffman, 2013) while others 

have examined the administration of ER training prior to CBT (Cloitre, Koenen, Cohen, & 

Han, 2002). For example, Berking et al. (2013) randomised 432 treatment-seeking patients 

with major depressive disorder to a routine CBT or CBT with intense ER skills training and 

found that participants in the ER group had a greater reduction in symptoms. Cloitre et al. 

(2002) took a different approach, randomly assigning 58 adult women with PTSD to a 2-

phase CBT treatment and a minimal attention waitlist condition. In the first phase of the CBT 

program they facilitated ER training followed by the second phase which involved prolonged 
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exposure. They found that affective regulation problems and PTSD symptoms reduced in the 

treatment group relative to the waitlist control group, and moreover that successful ER 

training in the first phase predicted improved response to exposure in the second phase of 

treatment. It should also be considered that the efficacy of either of these approaches (i.e., 

ERT before or during CBT) may be influenced by differences across various 

psychopathologies and differences in the components of CBT that are emphasised in the 

treatment of one disorder versus another, thus there may be differences for how this applies to 

OCD treatments as well hence the need for further research. This call for further research also 

highlights the specific need for large RCT that are well designed in order to carefully 

examine potential treatment mediators; such research approaches are important for advancing 

the field of clinical science as well as clinical practice.   

Strengths, Limitations and Future Directions 

This program of research has highlighted clinically relevant findings regarding the 

association between OCD and ER. Its strengths include: 1) the use of relatively large clinical 

sample sizes compared to previous literature on ER and OCD; 2) utilising a broad age range 

of participants (7 to 17 years old), allowing for an examination of age differences; 3) the 

variability in measurement of ER including parents’ perceptions of child ER, a broad index of 

emotional control (EC) focusing on the child’s ability to modulate emotional expression, as 

well as a wide range of specific adaptive and maladaptive ER strategies; 4) the use of gold 

standard diagnostic measures of OCD; and finally, 5) the inclusion of multi-informants in 

reporting symptoms and ER. The examination of a wide range of ER strategies in the context 

of intensive CBT-ERP also represents a significant contribution to the field of research on ER 

and OCD considering that to the best of our knowledge this body of research contains the 

first study examining ER strategies in OCD treatment. Furthermore, two of the studies in this 

research program examined ER and associations with treatment outcome longitudinally (post-



OCD AND EMOTION REGULATION   204 

 

 

treatment and 3 months following treatment) which has useful clinical implications for how 

ER may be associated with the maintenance of treatment gains over time. Despite these 

strengths of the research program, the findings ought to be considered within the context of 

some limitations which also provide recommendations for the future directions of the field.  

Control Groups or Analog Samples. The current program of research did not 

include a healthy control group, which would have increased experimental power and 

informed how the identified use of adaptive and maladaptive ER strategies, as well as 

parental perceptions of child ER differed among these children and adolescents with OCD 

compared to age and gender matched healthy controls. Similarly, comparison to other 

psychopathology groups would allow for the differentiation of disorder-specific versus 

transdiagnostic deficits in ER. Therefore, future research may consider incorporating the use 

of healthy controls to elucidate these differences in ER in children and youth with OCD, 

those with other primary mental health conditions and those who are without clinically 

significant psychopathology. 

Comorbidity in OCD Samples. Additionally, the rate of comorbidity within the 

samples used across the studies was relatively high (which is representative of the 

presentation of the disorder across clinical contexts). However, as it concerns efforts to make 

determinations about deficits in ER specific to OCD it should be considered that these 

deficits may be associated, to some degree, with these comorbidities (i.e., not just OCD) or it 

may be that the collective contributions of OCD and other comorbid diagnoses may have 

exacerbated the individual’s difficulties with ER. The use of regression analyses, as was used 

in this program of research, is limited in its capacity to account for some of the 

transdiagnostic symptom overlap across disorders. Thus, Aldao (2013) proposed that 

structural equation modelling (see Arbuckle, 2007; Mueller & Hancock, 2008) may be useful 

in modelling covariance structures among symptoms of comorbid disorders that have such 
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symptom overlaps with OCD. However, these statistical procedures typically require much 

larger sample sizes than any of the studies in this research program and the difficulty 

ascertaining clinical samples large enough to undertake this kind of statistical analysis has 

been a challenge of the field of clinical research to date.  

Examining Mechanisms of Change in Treatment. The current program of research 

has provided a preliminary examination of how amenable ER strategies are to CBT (increase 

in adaptive and decrease in maladaptive strategies), and whether changes in ER predict 

symptomatic change at follow-up. However, a deeper understanding of the mechanisms of 

change occurring during treatment requires an examination of treatment mediators which was 

not possible in the design of the current studies. According to Kazdin (2007) understanding 

the processes that account for therapeutic change provides researchers and clinicians with 

information about the most critical components in treatment and how it operates enabling the 

practitioner to place greater emphasis on these strategies to improve treatment outcome. In 

order to determine the extent to which ER strategies may be mechanisms of change in 

treatment key considerations in research design would be required, including: 1) sufficiently 

large sample sizes for power; 2) more frequent measurement of ER during intervention; 3) 

treatment control groups; and 3) sophisticated statistical approaches (e.g., panel mediation 

analysis). Furthermore, an examination of ER strategies as possible treatment moderators, 

that is, variables which predict for whom therapy will work, would also advance the field, yet 

was limited within the scope of the current studies’ design. Future research may also consider 

the role of ER strategies as predictors and mediators of change in emerging alternative, as 

well as complementary modalities of intervention for OCD other than CBT-ERP. For 

example, it may be interesting to explore changes in ER occurring in complementary 

treatment approaches such as Mindfulness-based cognitive therapy which has recently 

demonstrated favourable response rates and improvements on secondary outcomes such as 
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obsessive beliefs and quality of life among adult patients with OCD, relative to treatment 

involving only psychoeducation (Külz et al., 2019). 

Measuring Emotion Regulation. Chapter 2 highlighted significant variability in the 

approaches to measuring ER across studies in psychopathology and in this program of 

research a combination of self-report and parent-report measures were used to capture the 

child’s ER ability. The approaches to measurement used in this research program align with 

widely accepted conceptualisations of ER as a conscious process driven by a regulatory goal 

of which the individual has some awareness (Gross, 1998) thus allowing them to report on 

their experience of regulation. However, Aldao (2013) highlighted the utility of measuring 

nonconscious or implicit ER in addition to conscious ER processes and further proposed that 

the former may be particularly important when studying ER in psychopathology because 

these disorders tend to feature a disconnect between the individual’s experience and their 

conscious interpretation of it; for example, difficulty identifying emotional states (Mayer, 

Salovey, & Caruso, 2004). Therefore, future research may consider incorporating a 

multimodal approach to measuring ER in OCD perhaps including in vivo experiential reports 

during sessions, incorporating behavioural observations or observations of the participants’ 

physiological arousal using psychophysiological measures of ER (e.g., heart rate monitors) 

during exposure sessions. Shiffman, Stone, and Hufford (2008) have also advocated for the 

use of ecological momentary analysis (EMA) to reduce the recall bias that can be associated 

with retrospective self-report measures, as well as the challenges with using self-report to 

specifically determine how changes occur over time. In EMA participants’ behaviours and 

experiences are sampled repeatedly in real time while they are actively engaged in their 

exposure-based sessions (Shiffman, Stone, & Hufford, 2008). 
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Summary and Concluding Comments 

 The current PhD program of research explored the role of ER in the symptomatology, 

clinical expression and treatment of OCD. The findings from this thesis provide insight into 

the complexities that characterise children with OCD, specifically the variability in the 

degree to which they are able to regulate their emotions and how this may account for 

significant variability in the expression of OCD in youth, as well as the likelihood of a 

favourable response to treatment. The field of research examining ER and OCD is still in its 

infancy and the findings of this research program, in conjunction with previous studies, 

highlight potential implications such as: 1) considering deficits in ER as a part of the 

conceptualisation of OCD, 2) including assessment of these deficits as a part of the pre-

treatment process and perhaps at intervals where treatment progress is being monitored, 3) 

similarly assessing and monitoring parents’ perception of the child’s ability to regulate in 

treatment, and 4) considering that emphasis on specific ER strategies in treatment (in 

particular, Acceptance) may be helpful for improving treatment response. While this thesis 

contributes to the growing body of literature on ER and OCD, it has simultaneously 

highlighted the need for more research in this field given its potential for various avenues of 

clinical application.  
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Appendices 

Questionnaire and Interview measures used in the studies are not included due to copyright. 

 

 

 

 

 

 

 


